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CURRENT STATUS OF DRUG ABUSE
PREVENTION AND TREATMENT

—

"THURSDAY, SEPTEMBER 22, 1983

HoUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON CRIME
OF THE COMMITTEE ON THE JUDICIARY,
Washington, DC.

The subcommittee met, pursuant to call, at 10 a.m. in room 2287,
Rayburn House Office Building, Hon. William J. Hughes (chairman
of the subcommittee) r-esiding.

Present: Representatives Hughes, Schumer, Sawyer, Sensenbren-
ne: and Shaw. :

S.aff present: Hayden W. Gregory, counsel; Eaward O’Connell,
and ."ric E. Sterling, assistant counsel; Charlene Vanlier, associate
counsel; and Phyllis N. Henderson, clerical staff.

Mr. HugHES. The Subcommittee on Crime will come to order.

The Chair has received a request to cover this hearing in whole
or in part by television broadcast, radio broadcast, still photogra-
phiy or by other similar methods.

. accordance with committee rule 5(a), permission will be grant-
ed unless there is ohjection. :

Is there objection? Hearing none, permission is granted.

'vhis morning, the Subcommittee on Crime is beginning an exam-
ination of the status of our Nation’s drug abuse prevention and
treatment programs. In the last Congress, we held several hearings
on the relationship between drug abuse and crime.

Dr. John Ball of Temple University Medical School explained his
famous study of the criminal history of addicts from Baltimore. It
is wurth repeating his conclusion here that an addict in treatment
commits only one-sixth the number of crimes as does an addict un-
treated and on the streets using heroin.

This subcommittee has long supported che use of drug treatment
to reduce the crime rate. Before we as a society will be able to get
a handle on our crime problem, we must get a firm grip on our
drug problem.

Just 1 month ago, Hal Sawyer and I returned from a factfinding
mission to the five South American countries that supply 35 per-
cent of our Na_ion’s heroin, 100 percent of the cocaine, ¢nd roughly
85 percent of the marijuana. As we talked with polit cal leaders,
physicians, law enforcement officers, and other leading citizens of
those nations, they continually made the point that the drugs being
grown, proces¢ed, and sold in their country were destined to supply
4 demand in this country. '
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Obviously, they were correct. We have an enormous demand for
drugs here and our efforts to reduce that demand, to prevert drug
abuse, must be as strong as the effort we expect from our South
American neighbors.

Before I went to South America, I tended to believe that drug
crop eradication and a strong enforcement effort in the source
countries is the most cost-effective way to control the sucf)ply of
drugs. What I saw in South America, however, was really depress-
ing.

There are countries there in which the government does not
have complete contrel of its territo-y; countries in which the pat-
terns of corruption are deeply engra.ned in their society; and even
countries in which the government’s continued existence is indeed
in question. And, of course, some countries just don’t have the
money for these programs.

In this situation, the ability to control the supply of drugs is very
difficult if not next to nothing. Such a situation requires us to refo-
cus on what we are doing here in the United States.
. We spent a great deal of money over the last 15 years on drug

abuse treatment, on research and on prevention. Ve;hat have we
learned about what is effective? What can we now do to effectively
prevent drug abuse among our children, among our colleagues at
work and our neighbors throughout the community? What have we
done, as the supply of drugs has increased and struck down more
people, to make treatment available to those who really need it?

One fact is significant. We've cut back in providing F?;deral as-
sistance to drug abuse prevention and treatment programs. Now
we must evaluate the effect of these cutbacks. This morning we
want to look at all these issues.

The Crime Subcommittee has spent several years working on im-
proving our drug enforcement abilities. My colleagues and I are
proud of the role that we've pl‘%yed in giving law enforcement offi-
cers the tools that they need. We’'ve modernized the law which se-
verely limited military assistance to civilian law enforcement. Now
the military can share its equipment and send drug-related intelli-
gence obtaired by ithe armed forces into the battle against drug
smugglers.

Last week, the Subcommittee on Crime sent to the full House Ju-
diciary Comnmittee a bill to strengthen the coordination and direc-
tion of the entire Federal effort a%ainst drug abuse and drug traf-
ficking. Wo expect to take that bill up on Qctober 4. Our bill would
provide for a Cabinet-level director to review the budgets of drug
abuse-related Federal agencies and promulgate a comprehensive
strategy of prevention, treatment, and enforcement.

There is no other way that we can succeed with one element and
without the others. We must fight drug traffickers across the
board. We must fight them in the jungles in South America and on
the high seas. We must fight them at the airports and on our
streets. We must fight them in the marketplace.

Ultimately, we can only eliminate their ability to sell drugs by
eliminating the demand for drugs. This can only be accomplished
by education and prevention programs, through the efforts of par-
ents, of businesses and other private-sector groups, working in con-
junction with the Government.
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This morning, we want to see how fa: along we are in this fight
to prevent drug abuse. We want to see how far along we are in
freeing those who have become ensnared in drugs so that they can
become heaithy, contributing members of our society once a tain,
and so that their families can turn their living energies to more
rewarding things.

We are delighted to have with us this morning as our first wit-
ness, Dr. Edward N. Brandt, the Assistant Secretary for Health at
the U.S. Department of Health and Human Servicas; and Dr. Wil-
liam Pollin, the Director of the National Institute of Drug Abuse.

Dr. Brandt directs the activities of the Public Health Service,
which ncludes the Alcohol, Drug Abuse, and Mental Health Ad-
ministration, the Centers for Disease Control, the Food an.' Drug
Administration, and the National Institutes of Health. Dr. Brandt
was confirmed by the Senate in May 1981.

Dr. Brandt is a physician by profession. Prior to joining Health
and Human Services, he was vice chancellor for health affairs for
the University of Texas. He served as dean of the graduate school,
dean of medicine, and executive dean of the University of Texas
Medical Branch in Galveston.

Currently he serves on the executive board of the World Health
Organization and as the U.S. delegate to the Pan Amr erican Health
Organization.

Dr. William Pollin has served as a director of NIDA since 1979.
Prior to his appointment, he was the director of research at NIDA
for some 5 years. He's a physician and a psychiatrist. He has exten-
sive clinical experience as a research psychiatrist and as an evalua-
tor of research in mental health issucs. Dr. Pollin is engaged in ex-
tensive work in drug abuse prevention.

ientlemen, we have your statements which, without objection,
will be made a part of the record; and we hope that you will pro-
ceed as you see tit. :

Welcome.

TESTIMONY OF EDWARD N. BRANDT, ASSISTANT SECRETARY
FOR HEALTH, U.S. DEPARTMENT OF HEALTH AND HUMAN
SERVICES, ACCOMPANIED BY WILLIAM POLLIN, DIRECTOR,
NATIONAL INSTITUTE ON DRUG ABUSE

Dr. BRanpt. Thank you very much, Mr. Chairman.

[ am Dr. Edward Brandt, Assistant Secretary for Health. As you
pointed out, to my right is Dr. William Pollin, Director of the Na-
tional Institute on Drug Abuse, of the Alcohol, Drug Abuse, and
Mental Health Administration.

I'd like to summarize my statement and also to augment it by
some visual material, Mr. Chairman. The point of my testimony is
to outline the current extent of the drug problem and some of its
negative consequences and the role the Department of Health and
Human Services is playing in combating this problem.

Drug abuse is clearly a major public health problem. It is one,
however, with unique characteristics. In the first piace, drug use
patterns change with great rapidity. Second, there are illegal and
highly profitable activities undertaken worldwide to actively pro-
mote drug abuse.
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In combating this program, therefore, the Federal Government
has two objectives: First is a reduction in the supply of drugs, and
second is a reduction in the demand for drug. The role of our De-
partment is primarily in demand reduction.

Recent data from two important surveys, the 1942 high school
senicr survey and the 19682 national household survey, indicate
that our efforts are indeed beginning to bear fruit. The person wha
conducted these surveys, Dr. Lloyd Johnson of the University .
Michigan, is scheduled tu be here today and I understand wii}
on one of the later pancls.

By and large, the 1982 national hcusehold survey shows -
moderation of the upward trends in drug use charted by earlie.
surveys of the 1970's. The high school senior survey also shows that
American young people are continuing to moderate their use of il-
licit drugs.

Possible exceptions, however, to this overall picture of declining
use occurred for three of the less frequently used classes of drugs:
heroifl, opiates other than heroin, and inhalants; none of which
showed any appreciable change in 1982,

Marijuana use has shown a pattern of consistent decline since
1979. Of perhaps more significance, daily use of marijuana has de-
creased significantly.

The two legal drugs that are most commecnly used, alcohol and
tobacco. have remained at high levels. Nearly all young people
have used alcohol by the end of their senior year and the great ma-
jority in the prior month. Similarly, about 35 percent of high
school students smoke cigarettes on a regular basis.

Despite the generally good news about the direction in which
things are moving, the drug abuse problem among Americans, and
particularly among American youth, is far from being solved. For
example, it is still true that roughly two-thirds of all American
young people try an illicit drug before they finish high school.

At least 1 in every 16 high school seniors is actively smoking
marijuana on a daily or near-daily basis and 20 percent have done
so for at least a month at some time in their lives.

About 1 in 16 high school seniors is drinking alcohcl daily and 41
percent have had 5 or more drinks in a row at least once in the
past 2 weeks. One-third of the American household population over
age 12 have used marijuana, cocaine, heroin, or other psychoactive
drugs for nonmedical purposes at some time during their lives.

Some 30 percent of high school seniors have smoked cigarettas in
the prior month, a substantial proportion of whom are daily smok-
ers. If | could direct this committee’s attention, Mr. Chairman, to
this easel, I think we can illustrate some of these results.

[Chart.]
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Dr. BRANDT. The first chart shows on the orange line the oppor-
tunity to use marijuana,; that is, basicaliy the supply of marijuana,

rom 1960 through 1982, and the green line indicates the percent-
age of young adults, ages 18 to 25, and whether or not they've ever
used it. You will notice that those two lines have been parallel
until basically the last 3 years, where we see a decline in the utili-
zation with a continuing increasing supply of marijuana available
to them.

Dr. BranDT. If we could look at the next vne——

[Chart.]
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Dr. BranDT. The next one is a chart of the daily use of marijua-
na by U.S. high school seniors from 1975 to 1982, You will notice

from 1978, there has been a steady decline, particularly accelerat-

ing since 1950, in the number of seniors, or percent of seniors who,
in fact, engage in the daily use of marijuana.
[Chart.]

Current Cocaine Use, U.S. Household Population
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Dr. BRannT. The next graph shows the current cocaine use of
'J.S. household population and high school seniors surveyed from
1974 to 1982. You will note that there is some moderation of co-
caine use among the high school seniors, but basically not a very
sharp decline, sort of a leveling off from about 1979 to the present
time, with some decline in the household population of 18 to 25
years since 1979,

[Chart.]
Tiends in Marijuana Use and Parceived Harmfulness
Among ll-llgh School Seniors: 1975-1932
o .
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10
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Source: National Institute on Drug Abuse, data from the Monitoring the Future study,
1982.

Dr. Brannt. Finally, one of the more encouraging graphs which
shows the perception among high school seniors of the harmfulness
of marijuana. From 1975 to 1982, the orange line depicts the per-
centage of those that believe that peuple harm themselves if they
smoke marijuana regularly, and you will notice since 1978, a very
sharp increase from roughly 35 to about 60 percent of high school
seniors who now perceive marijuana to be harmful.

Accompanying that same increase in awareness is, of course, the
decrease in utilization that we had noticed. This is the percent of
seniors who have used marijuana in the last 30 days, not necessari-
ly daily use, so it's even, I think, more encouraging than the earli-
er one.

[Chart.]

11
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Dr. BrRanpt. Finally, I think the influence of age has—or at least,
time of birth—is best demonstrated if you look at the white line at
the top of this chart—this has to do with lifetime experience with
marijuana and other drugs for selected birth cohorts—that cohort
is the group born in the 1920’s. The next one, the 1930’s; 1940’s and
up to the 1960’s. You can see sharp differences in the lifetime expe-
rience with illicit drugs, depending upon age and depending upon
time at which they were born. :

So it is, as you can see, a problem that has been increasing with
the later births, therefore, with the younger people. The top one is
for marijuana a..d the bottom one, other psychoactive drugs being
used for nonmadical purposes.

Drug use by our young people is still believed to be the highest of
any industrialized country in the world. Recent studies funded by
our Department have clearly documented and quantified a rela-
tionship between drug abuse and crime, an area, of course, of spe-
cial interest to this committee.

These studies, however, have also documented how effective
tx:atment is at reducing the criminal activily associated with drug
abuse.

In addition to utilization, information on current acute negative
consequences of drug use, such as drug overdoses, is gathered b,y
the Department through the National Institute on Drug Abuse’s
Drug Abuse Warnirng Network, known as DAWN.

Through the DAWN system, some 700 emergency room and med-
ical examiner facilities located in 26 metropolitan areas throughout
the United States report data on drug-related cases to NIDA on an
ongoing basis. Current information indicates that while the rapidl,y
increasing epidemic of drug abuse in this country during the 1960’s
and 1970’s has finally begun to recede, the negative health conse-
quences associated with drug use have not abated.

Turning now to a review of the problem, let me discuss the role
of our Department. Since the States took over the responsibility for
managing the delivery of drug abuse treatment and prevention
services with the pascage of the ADMH block grant program which
occurred during fiscal year 1982—our role has L _ome one primari-
ly of national and international leadership1 (reas that could not
reas..;ably or feasibly be assumed by the indi.  al States.

Carrving out this role, the Public Health Se .2 and NIDA is in-
volveu in four major areas of activity: resear..), epidemiology, pre-
vention and communications. It is becoming increasingly clear that
drug abuse is not a problem which is just social in nature. There is
an important biological component involved in drug abuse and the
exploration of that is a major focus of our research.

NIDA-sponsored research was responsible for the identification
and isolation of opiate receptors within the central nervous system
and the subsequent discovery of endogenous opiate-like substances.
These findings provide the first testable hypothesis for a biological
basis of addiction; namely, that addiction may be the result of dis-
orders in the endorphin-enkephalin system which could result in
the decreased production of both endorphins and enkephalins, or
reduced responsivity resulting from reduced receptor sensitivity.
Tests on these hypotheses are just beginning.

13
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Much has been learned about acute and chronic effects of mari-
juana. Acute intoxication with marijuana interferes with many as-
pects of mental health functioning and poses a major impediment
to classroom performance. It also has serious acute effects on per-
ception and skilled performance, both of which are involved, of
course, in driving.

Known effects of chronic marijuana use include impaired lung
functioning and decreased sperm counts and sperm motility. :

Of special concern are long-term developmental effects in chil-
dren and adolescents who are particularly vulnerable to the drugs
behavioral and psychological effects. We have continued to develop
new and more effective drug abuse treatment agents. Emphasis has
been placed ¢n coordinatirg efforts to make naltrexone and LAAM,
two promising new therapeutic drugs, more readily available.

Other research and scientific reviews have helped establish the
addictive properties of nicotine. Tobacco smoking has been found to
be a prototypic dependence process, having both pharmacologic and
physiological effects.

Converging lines of research indicate that cigarette smoking is
strongly related to the onset of marijuana smoking and subsequent
use of other drugs. This finding suggests the prevention efforts tar-
geted toward reducing young people’s initiation into cigarette
smoking can have long-term beneficial effects, not only in reduc-
tion of smoking and the associated risks, but also in the use of a]l
other drugs.

Part of our research program is specifically focused on evaluat-
ing specific treatment modalities. I have here, Mr. Chairman, a
copy o: our most recent announcement for research grants and
youth drug abuse treatment, which I would like to submit for the
record, if you have no objection.

Mr. HugHes. Without objection, it will be so received.

[The information follows:]

14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
PUBLIC HEALTH SERVICE
ALCOHOL, DRUG ABUSE, AND MENTAL HEALTH ADMINISTRATION
NATIONAL INSTITUTE OM DRUG ABUSE

PESEARCH GRANTS PROGRAM
CATALOQUE OF FEDEPAL DOMESTIC ASSISTANCE NO. 13.279

YOUTH DRUG ABUSE TREATMENT RESEARCH GRANTS
JULY 1983

INTRODUCTION

Although 1t appears that therm has been a decline in {111¢it drug use among
high school senfors in recent years, drug use prevalence is still very

high. It is estimated that 1 out of 16 seniors uses marijuana on a dafly or
near-daily basis (using 20 or more times in a 30-day period). Approximately
two-thirds of American youth (64 percent) experiment with an {11icit drug
before they finish high sch031 (Johnston et al, 1983). Multiple drug use,
or harmful use of a number of {111cit and 1{cit substances in sequence
and/or in combination is acknowledged to be a growing adolascent problem
(Friedman 1982). A

\
Extensive 11terature now exists on the nature and.extent of adolescent drug
use, yet there is 1ittle information about the problems that bring youth to
the attention of treatment agencies, the services available to these youth
and the effectiveness of these treatment efforts. Based on 1981 data
collucted from treatment programs and hospital emergency rooms, the National
Institute on Drug Abuse (NIDA) projected that 43,000 youngsters under 18
veirs of age received drug abuse treatment in hospital emergency roems and
68,300 in drug abuse treatment programs (National Orug Abuse Treatment
utilization Survey). *

BACKGROUND .

Whilv there have been numerous evaluation studfes of drug treatment programs
in recent years, there have been few systematic evaluation research studies
of programs specifically oriented to serve adolescent drug abusers 12 to 19
years of age. As a result, the iiterature on treatment methods and *

approaches for young drug abusers is extremely 1imited. a

Even the reputedly effective youth drug programs have not been able to offer
proof of that effectiveness, since few youth-serving agencies have the
research capacity or resources to conduct program evaluations.

Consequently, there is insufficient {nformation about the efficacy of the
treatment options available to youthful drug abusers, their families, and to
the community or court referral Systems.

wel) conceived and rigorously designed research is needed to assess the
efficacy of treatment services for youthful drug abusers, and to identify
those process elements whiLh contribute to favorable outcomes.
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AREAS OF INTEREST/TREATMENT RESEARCH PROPOSALS

Early Intervention

NIDA 1s encﬁurng1ng {nvestigators to evaluate the effectiveness of
different early intervention and casefinding techniques that are used to
reach young drug abusers and attract them {nto treatment. Studies of
treatment populations {Client Oriented Data A~quisition Process 1981)
show that clients generally began using 1111..¢t drugs at ages 13 to 16,
yet, on the average, they do not enter treatment until they are much
older and seem more heavily involved in drug use and criminal
activities. NIDA is {nterested in e'aluating the efficecy of early
intervention programs designed to attract youth {nto treatment,
including programs operated by school systems, family agencies,
community mental health agencies, recreational programs and other
youth/family service systems.

#roblems/ﬂeeds

There is a need to {nvestigate and determine the kinds of problems/needs
presentad by adolescents entering treatment for drug abuse and the
resources available to them. The Mationsl Youth Polydrug Study {(Farley
et al, 1979) reported that youngsters entering drug treatment have
multiple problems and needs. Nearly all of the study youth (N = 2,927}
admitted that they were saeking help for at least one type of problem
other than substance abuse and almost half stated that their substance
abuse was not the primary reason for applying to the program for
admission. The severity of drug abuse problems for adolescent clients
was found to be significantly related to fam11{ factors: demographic
characteristics of fam{lies and =Jducation.levels; the disruption and
dissolution of fam?ly structure; family cbnstellation factors; and the
number of probiems yoiung drug abusers perceived to be present in their
families. It is expected that adolescent drug users may make use of
various community resources. Study needs to be made of the resources
used for pa,ticular types of drug and drug-related problems and their
effectiveness in providing drug-related services and/or in making
appropriate referral,

[N

Controlled Program Studies .

In practice, it is often difficult to achifeve random assignment of
clients to treatment and no treatment (control) groups. This problem
derives from the fact that treatment studies are typically conducted in
settings in which the needs of human beings are foremost, and the °*

- feelings--and support--of clinicians apd treatment personnel are

significant. levertheless, there is a need to understand what
interventions are effective, who benefits, and how different treatment
methods and approaches can be improved for all clients. In arder to do
this, the field demands the development of well controlled studies of
proarams and service delivery conponents that seem to offer promise in
the treatment of youthful drug abusers. In situations where random
assicnment is impossible, investigators shculd use strategies designed
0 control, or measure the influence of, non-treatment sources of
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variance. Among treatment components that need to be explored are:
individual and group counseling/psychotherapy, educational/vocational
rehabilitative initiatives, aftercare strategies, etc.

In understanding the efficacy of treatment programs consisting of
several components, 1t will be important to examine issucs related to
the contribution of the program's component parts as well as variables
related to organizational climate, strvcture and functioning., In al}
such treatment studies it will be important to underctand the
contribution of client variables to treatment cutcome.

4. Multi-Modality Comparison Studies

To attain a broad view of treatment effectiveness and ‘ormulate
conclusions which will have wide application to youth drug abuse
treatment, A variety of treatment moda.ities should be studfed. In view
of this need, NIDA 1s interested in supporting studies that investigate,
across geographic boundaries, the different types of programs serving
adolescent drug abusers. Through such efforts, a typology of adolescent
drug treatment programs could be constructed, identifying the principal
modal{ties serving youth and the characteristics of client populations
served by each of the modalities. On the basis of this information,
followup studiec can be {nitfated evaluating the short and long-term
efficacy of different treatment approaches and the contributions made to
outcome by treatment and client variables. NIDA is interested in
supporting studies that make uyse of large samples of youth programs,
using some set of uniform client classirication measures, along witn
pre- and post-treatment criterion measures which will permit comparisons
across programs and client subgroups.

o~

5., Diagnostic Tools

P -varch is needed on the capacity of diagnostic strategies and tools to
pyrmit the assignment of different subgroups of young drug ab(users) to
appropriate therapeutic regimens. In this regard, it will be impurtant
:t0 assess clients at admizsion on psychodiagnostic variables that may
predict treatment response and thereby aid in directing clients to
specific treatment forms. In that spirit, effort should also be made to
assess the significance for treatment outcome of various strategies for
sub-grouping clients, e.g., fn accord with criminal justice status,
different drug use patterns, etc. ¢

-

APPLICATION -

The Tnstitute wishes to encourage investigators to submit resexrch grant
proposals in the areas discussed in this announcement. Applications may be
submitted by nonprofit, for-profit, or public organizations.

“he reqular research grant application form PHS 398 (rev. §/82) must be used
in applying for these awards. State and local agencies should use form PHS
5161 (rev. 3/79). Application kits are available.in university grant
offices or from the Grants Management Jranch, Mational Institute on QOrug
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Abuse, 5600 Fishers Lane, Room 10-25, Rockville, Maryland, 20857; telephone
(301) 443-6710. The original and six copies of applications (original and
two copies 1f form PHS 5?61 is used) must be submitted to the Division of
Research Grants, Westwood Buiiding, 5333 Westbaru Avenue, Bethesda,
Mar~yland, 20205.

FURTHER INFORMATION AND CONSULTATION

Further information about the areas of interest described in this
announcement may be obtained by contacting ti'e Chief, Treatment Research
Branch, Nvision of Clinical Research, National Institute on urug Abuse,
5600 Fishers Lane, Room 10A-30, Rockville, Maryland, 20857; telephone (301)
443-4060. Investigators are encouraged to submit concept papers or outlines
of their research to MIDA staff prior to preparing an application.

REVIEW PROCEDURES

Review procedures for applications to this program conform to peer review
procedures appifcable to all research grants programs sponsored by the

Alcohol, Drug Abuse, and Mental Health Administration. Applications are

reviewed for scientific merit by an initial peer review group; the Natfonal
Advisory Council on Drug Abuse.performs a second review which may be based

on poiicy as well as scientific merit considerations. After the Council

provides final recommendations, applicants are notified of the results of

the review by the Director, Of?icer of Extramural Policy and Project Review, NIDA.

REVIEW CRITERIA

The criteria for review of applications include overall quality and
scientific merit of the proposed research. 3Scientific merit involves
considerations such as originality, feasibility, soundness of the
theoretical base in relation to previous research, soundness of approach and
research design, as well as the qualifications and experience of the
investigators. The availability of suitable facilities to perform the
proposed studies, the supportive nature of the research environment, and the
appropriateness of the proposed budget are also important evaluative
factors. Additional criteria applicable to intervention research include
appropriate commitments from and arrangements for collaboration withe
treatment programs and potential replicability and generalizability of the
intervention,

AWARD CRITERIA .

Iriteria for funding of applications are based on the scientific merit of .
the proposal, as determined by peer review, and relevance to national need

is reflected in NIDA's research priorities and plans, The availability of
funds. the overall ba‘ance of the various topic areas in the program, the
porential contribution of the study to the ¢:velopment and refinement ..

“ruq treatment technology, and the cost effectiveness of the study also wi'l

be constdered in determining which awards will be made.
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ANNUAL RCCEIPT AND REVIEW SCHEDULE

Receipt Dates Initial Reviaw Counc il Earliest Possible
Renewal/New Group Meeting Start Date

Feb 1/Mar. 1 June Sept./0ct. Decembar 1
June 1/July 1 October Jan,/Feb. April 1

Oct. 1/Nov. 1 February May uuly 1

AVAILABILITY OF FUNDS

An amount up to $750,000 will be budgeted for supporting new and compecing
:;ggnsion (renewal) qrants in each of the fiscal years, 1984, 1985, and

PERIOD OF SUPPORT

Applications may request support for a period of 1'p to 5 years. Most
projects do not exceed 3 years. A com ‘ting cu...inuation (1.2., a renewal)
application may be submitted before the end of project period. A competing
stpj-lemental application may beé submitted during an approved period of
support to expand the scope or protocol during the project period.

FINAL PERFORMANCE REPORT REQULREMENTS

Grantees are expected to submit-to NIDA 3 copies of the final reports of
their projects within 90 days of the project's termination. The final
report should conta/n ai least the followi : & Vi{terature review, a clear
statement of purpose and methodology, the f{ndings of the project, an
fnterpretation and discussion of those findihgs including a clear exposition
of the practical implications for treatment and of the implications for
further research, a description of dissemination arhieved or planned, and a
susmary or abstract of the report. If an intervention is being evaluated,
1t should be clearly and completely described. .

TERMS AND CONDITIUNS X

Grant funds ~may be used for expenses clearly related and necessary to carry
out research projects, inciuding both direct costs which can be specifically
fdentified with the projéct, and allowable indirect costs of the
institution. Research grant support is not provided to establish, add a,
component to, or operate a treatment service or program. Support for
research-related costs of treatment services and programs may be requested
only for those particular costs and for that period of time required by the .
research, Such costs must be justified in terms of research objectives,
methods, and design which promise to yield important gersralizable knowledge
and/or make a significant contribution to theoretical concepts. If sucn
cost> are requested, applicants must provide a description of other sources
of support that have been explored for them. Because of 1imjted research
funds, there is a need to keep these types of costs to a minimum in research
projects and, even where justified, the full amount requested may not be
awarded. Funding for program implementation is 1im{tzu to the costs for
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small treatment components that are required in order to conduct the
research,

Grants must be administered in accordance with the PHS Grants Polic -
Statement. Title 42 of the Code of Federal RegulatTons, Part 52,'"Erants
For Réseéarch Projects," is applicable to these awards. While references to
other applicable regulations may be found in the aforementioned references,

special attention is called to the following regulation:

42 CFP 2 - Confidentiality of Alcohol and Drug Abuse Patient Records.
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Dr. BRANDT. Data from these evaluation projects replicate the
findings of earlier studies that individuals show considerable im-
provement after treatment, including decreised drug use, de-
creased criminal activity, and increased productive behavior.

Both large-scale followup studies ana sma.ler program-based
evaluation efforts have established that drug abuse treatment does
work. Much of our research activities have been and will continue-
to be targeted to families and youth and the development of drug
abuse preven:ion and intervention models.

This prevention research focuses on the influence of family and
peers in the prevention of drug abuse. We have placed high priori-
ty on the careful evaluation of a number of drug abuse prevention
strategies targeted to teenagers.

The most promising include social skills training, which focuses
on communication skills, and positive peer pressure techniques,
which train individuals to resist the subtle pressure from peers or
from the media to use cigarettes, alcohol, and marijuana.

A 5-year grant has been awarded by NIDA to implement and test
a school-based prevention program to offset peer pressure through
the use of positive strategies for saying no to drugs. Dr. C. Andrew
Johnson, who will be testifying later today, can describe this
project in greater detail.

Two new grant announcements have just been issued in the area
of prevention research. The first, entitled ‘“‘Drug Abuse Prevention
Research Announcement,” includes parent, family skills, training
research, with emphasis on schooi-based programs to deve'op skills
in resisting peer pressure to use drugs.

The second annodncement, entitled “Family Therapy and Pre-
vention Research Anhouncement,” focuses specifically on the effi-
cacy of family therapy in the treatment of adolescent drug abusers

20



17

and on the prevention of drug-abusing behavior in the younger sib-
lings of adolescent drug abusers.

The long-term policy of the Department has been and is to devel-
op knowledge, to provide technical assistance, and information, and
to rely upon the States, local communities, and voluntary organiza-
tions for provision of direct services and the majority of fuiding for
those services.

For the past 6 years, our primary mechanism for technical assist-
ance has been Pyramid, a nationwide resource-sharing network
that puts State and local community groups in touch with re-
sources they may need to mount effective prevention programs.

Since its inception, we have supported the parents’ movement by
lending technical assistance, convening workshops and conferences,
and publishing a variety of materials. A publication, “Parents,
Peers and Pot,” was developed for parents’ groups and has been
the most widely requested NIDA publication.

There are now well over 3,000 organized groups working to pro-
"mote an environment in which children are gett'ng “Don't do
drugs” messages from parents, schools, the media, z.nd the commu-
nity at large.

NIDA, in fiscal year 1982, awarded a contract for the production
of six marijuana public service announcements. These radio and
television spots will deal with the effecis of marijuana on driving,
learning, and family relationships.

A second contract has been awarded to develop a national drug
abuse prevention campaign and that will be launched this month.

Increasing public awareness of drug abuse and its health conse-
quences is an important goal of this administration. The First
Lady, for example, has traveled throughout the country carrying
vital messages about the dangers of drug abuse and ways in which
we can work together to combat it.

Her activities, together with the Federal oversight and coordina-
tion provided by the White House Drug Policy Office, have given
high-1evel visibility to the problem of drug abuse.

NIDA'’s National Clearinghouse or Drug Abuse Information
serves as the Fxderal center for collection and dissemination of
drug abuse information. During the past 2 years, over 7.5 million
publications were distributed. An additior.al 1 million publications
have been distributed through a national supermarket dissemina-
tion program,

We are endeavoring to stimulate the media to communicate how
the problem of drug abuse negatively affects entire communities
and how it can be prevented. Media messages about drug abuse are
beginning to change for the better.

Drug abuse is a problem that cuts across all social, economic, and
age groups and all of these dese.ve our attention. But in a time
when it is necessary to extrac’ maximum benefit from the Federal
investment, it is extremely important that we set clear priorities.

During the next fiscal year, fiscal year 1984, ADAMHA's efforts
will focus on continuing to define and implement successful model
prevention and treatment strategies and to move toward a position
where application of these methods can be confidently disseminat-
ed to the community level.
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Developing new data systems is another priority area. Also, we
will continue our technical assistance to private-sector and family-
based prevention activities. OQur efforts, I think, are already paying
dividends as reflected, for example, in the most recent drug use
trends that we reviewed earlier today. However, drug abuse re-
mains one of our most serious public health problems.

We appreciate, Mr. Chairman, the opportunity to talk about
these issues. Dr. Pollin and I will now be glad to ansvrer any ques-
tions that you or members of the committee may have.

[The statement of Dr. Brandt follows:]

STATEMENT BY EDwARD N. BRANDT, JR., M.D., As8ISTANT SECRETARY FOR l1EALTH,
DeEPARTMENT OF HEALTH AND HUMAN SERVICES

Mr. Chairman, | appreciate your invitation to discuss the current status of drug
abuse treatment and prevention efforts. Accompanying me today is Dr. William
Pollin. Director of the National Institute on Drug Abuse (NIDA). This morning my
testimony will outline the current extent of the drug problem, some of its negative
consequences, and the role the Department is playing in combatting the problem.
Many of the activities which I will discuss are being carried out by NIDA, which is
part of our Alcohol, Drug Abuse, =~ ' Mental Health Administration (ADAMHA).

Druy abuse is clearly a major p .. '+ 'ealth problem, with very unique character-
istics. First, drug use patterns car ... ge with great rapidity. Over the last two dec-
ades, for example, there has been approximately a 30-fold increase in the use of
marijuana by American young people. Second, there are illegal and highly profita-
ble activities undertaken worldwide to actively promote drug abuse. In combatting
this problem, therefore, the Federal government has two objectives: a reduction in
the supp]'y of drugs and a reduct on in the demand for them. The role of the Depart-
ment of 'ealth and Human Services is primarily to reduce the ¢smand for drugs
through activities in research, prevention, and treatment.

Recent data from two important surveys, th 1982 High Scaool Senior Survey and
the 1982 National Household Survey on Drug Abuse indicate thet our efforts are
indeed beginning to bear fruit.

By and large, the 1982 National Housenuid Curvey data show some moderation of
the upward trend in drug use caarted by earlier surveys of the seventies. The 1982
High Schonl Senior Survey also shows that American young people are continuing
to modet . . their use of illicit drugs. Betwee:n 1981 and 1982 nearly all classes of
illicit drugs showed declines in current use (tnat is, use during the month preceding
the survey), with the most appreciable drops sccurring this year for marijuana, co-
caine. amphetamines. and sedatives. 1ranquiiizer use and hallucinogen use also
showed modest declines. Possible exceptions to this overall picture of declining use
oceurred for three of the less frequently used cl 1sses of drugs—heroin, opiates other
**.an heroi1, and inhalants—none of which sho'ved any appreciable change in 1982,

As measi red by the iligh School Senior Survey, marijuana use has shown a pat-
tern of conssicrt declire since 1979. While the proportion of seniors having ever
tried the 4 ug has not ch.anged much (60 pe..en. in 197Y versus 59 percent in 1982),
the percentage reporting 1se in the month preceding the study dropped from 37 %er-
cent n 1979 to 29 perceat in 1982, Of perhaps more significance from a public
health perspective, daily une of marijuana has decreased significantly. Between 1975
and 197%, daily use of marijuana among high schuol sen‘crs increased from 6 to 11
percent. However the decline since 1978 has been almost as dramatic. In 1982,
active daily use of marijuana was back down to approximately where it was in 1975,
at b percent, or about one in every 16 seniors.

The two legal drugs most commonly used, alc~hol and tobacco, have remained at
high levels Nearly all young people have i1sed ulcohol by the end of their senior
vear and the great majority have used in tne prior month. Similarly about 35 per-
vent of high school seniors smoke cigarettes on a regular hasis. In sum, both of these
surveys indicate that the use of many illicit drugs has declined, or is declining, sig-
nificantly from the peak levels®fttained during the late seventies. Still, despite this
generally good news about tre direction in which things have been moving, the drug
abuse problem among Americans, and particularly among American youth, is far
from being solved. It is still true that:

Roughly tvo-thirds of all American young people (64 percent) try an illicit drug
befure they tinish high school.
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At least one in every sixteen high schoo! seniors is actively smoking marijuana on
a daily or near daily banis, and fully 20 percent have done 8o for at least a month at
some time in their lives.

About one in sixteen seniors is drinking alcohol daily, and 41 percent have had
five or more drinks in a row at least once in the past two weeks.

One-third of the American household population over age 12 have used marijua-
na, cocaine, heroin, or other rychoactiva drug for nonmedical purposes at some
time during their lives. In addition, approximately one in every five Americans in
households surveyed have used these druiq during the past year.

~ Some 30 percent of high school seniors have sinoked cigarettes in the prior month,
a substantial proportion of whom are daily smokers.

Despite some very welcome rrogress in l‘educini drug abuse in recent years, drug
use hy our young people is still thought to be the highest of any industrialized coun-
try in the world. iy some estimates, the total annual cost of drug abuse to society is
close to or above $100 billion. Of this figure, $10 to $16 billion is attributable to the
impact of drug abusers on the health care system, the law enforcement and judicial
system, the employment market, and general welfare and social service systems,
Another $70 to £80 billion in annual costs result from the association between drugs
and crime. Recent studies funded by this Department have clearly documented and
quantified the relationship between drug abuse and crime, an area of special inter-
est to this Committee. Those studies have also documented how effective treatment
is at reducing the criminal activity associated with drug abuse.

More specifically, we know that there are a proximately a helf million heroin ad-
dicts in the U.S. and that these individuals, when actively addicted, are each respoft
sible for approximately 850 crimes peruear. When an addict is in treatment, the
number of crimes he/she commits is reduced by approximately 84 percent; that is,
the addict in treatment commits only one-sixth as many crimes as the addict not in
treatment. Put another way, 295 fewer crimes are committed per year by the addict
in treatment. Approximately 20% of the nation's heroin addicts (100,000) are pres-
ently in treatment programs.

Information on current, a:ute negative health consequences of drug use, such as
drug overdoses, is gathered by the Department through NIDA's Drug Abuse Warn-
ing Network (DAWN). Through the DAWN syrtem, some 700 emergency room and
medical examiner facilities located primatily in 26 metropolitan areas throughout
the U.S. report data on drug-related cases to NIDA on an ongoing basis. Current
information from this source indicates that while the rapidly increasing epidemic of
drug use in this country during the 1960s and 1970s has finally begun to receds, the
negative health consequences associated with drug use have not abated.

or example, over the past three ye..s—from July, 1980 to June, 1983—emergen-

cr:s' room visits related to heroin increased in many cities throughout the country.

one of the metropolitan areas sampled showed a decreasing trend during this

time. In recent months, the overall trend in heroin mentions has begun to show

signr of leveling off in New York, has leveled off in Los Angeles, and shows signs of

small decreases in Philadelphia. Only Detroit and Phoenix are still showing a
strong increasing trend.

Over the same three year period, there have also been increases in emergency
room visits related to cocaine in most cities. In recent months the overall cocaine
trend has shown some signs of leveling, as has the trend ii. New York. However, *'.e
emergency room visits related to cocaine are still increasiny, in Detroit, Los Angeles,
New Orleans, Miami, and Philadelphia.

Turning from a review of the problem, I wou: * like to discuss the role of the De-
partuient. When che States took over the responsibility for managing the delivery of
drug abuse treatment and prevention services with the passage of the Alcohol and
Drug Abuse and Mental Health Services (ADMS) Block Grant Program during FY
1982, our role became one grimarily of national and international leadership in
zreas that could not reasonably or feasiblgebe assumed by the individual States. In
carrying out this role, the Public Health Service—and within it the National Insti-
tute on Drug Abuse (NIDA)—is involved in four major areas of activity: research,
epidemiologf,, prevention, and communications. As set forth in recent reauthorizing
legislation (PL 98-24), NIDA retains the lead role within the Federal government
for .he dissemination of information based on research finding: concerning the
nature, prevention, and treatment of drug at' se.

In this context, it is becoming increasingly clear that drug abuse is a problem
which is not just social in nature. There is an important bio ogical component in-
volved in drug abuse, the exploration of which is a major focus of our research.
NIDA-sponsored research was responsible for the identification and isolation of
opiate receptors within the central nervous system and the subsequent discovery of
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endogenous opiate-like substances. These findings provide the first testable hypothe-
sis for a biological busis of education; i.e., that addiction may be the result of disor-
ders in the endorphin enkephalin eystem which could result in the decreased pro-
duction of endorphins and enkephalins (as in the diabetes model whete the disease
results from decreased production of insulin), or reduced responsivity resulting from
reduced receptor sensitivity. Tests on these hypotheses are just beginning, and their
findings may open new methods for the prevention and treatment of drug abuse and
other health problems.

Much has also been learned about both the acute and chronic-effects of marijuana
use. It is now clear, for example, that acute intoxication with marijuana interferes
with many aspects of mental health functioning and poses a major impediment to
classroom performance. The drug alsu has serious acute effects on perception and
skilled performance, both of which are in-*alved in driving and a number of other
tasks. In addition to the acute effects, known effects of chronic marijuana use in-
clude impaired lung functioning and decreased sperm counts and sperm motility.
Preliminary evidence also suggests that marijuana may interfere with ovulation
and prenatal development, may impair the y's immune response, and may have
adverse effects on heart function. It has been learned that the by-products of mari-
juana remain in the body fat for man{)oweeks; with consequences whose full signifi-
cance is still under study. The metabolic release of these stored by-product may
produce residual effects on performance after the acute reaction to the drug has
worn off.

Of special concern are the long-term developinental effects in children and adoles-
cents who are particularly vulnerable to the drug's behavorial and psychological ef-
fects. Chronic use of the drug appears to relate to symptoms characterized by loss of
motivation and energy, diminished school performance, harmed parental relation-
ships, and other behavorial disruptions of young persons. Although more research is
required, recent national surveys report that 40 percent of heavy users experience
some or all these symptoms.

We have continued to develop new and more effective drug abuse treatment
apents. Emphasis has been placed on coordinating efforts to make naltrexone and
LLAAM tlevo-alpha-acetyl-methadol)l—two promising new therapeutic drugs for nar-
cotic addict detoxification and treatment—more readily available. Analyses of other
therapeutic agents are also being carried out and efforts are being undertaken to
evaluate the utility of clonidine and related drugs (lafexidine) in drug abuse treat-
ment.

Other research and scientific reviews have helped establish the addictive proper-
ties of nicutine. Tobacco smoh:ng has been found to be a prototypic dependence proc-
ess having both pharmacologic and psychological effects. In particular, the euphor-

. iunt effects of nicotine are strikingly similar to those of morphine and cocaine when
they are taken intravenously, and nicotine has been found to be a reinforcer for ani-
mals. Converging lines of research indicate that cigarette smoking is strongly relat-
ed to the onset of marijuana smoking, and subsequent use of other druys. For exam-

le, among all teenagers in 1982, current cigarette smokers were 11 times more
ikely to be current marijuana users and 14 times more likely to be current users of
heroin, cocaine. and/or hallucinogens, than non-smokers. This finding indicates that
prevention efforts targeted toward reducing {oung peoples’ initiation into cigarettes
can have long-term beneficial effects not only in reduction of smoking, but alse in
the use of all other drugs.

While much of the basic drug abuse research we carry out has implicaticns for
treatment, purt of our research program is specifically focused on evaluating specif-
w treatiment modalities. Last year, for example, preliminary results became avail-
able from the Treatment Outcome Prospective Study (TOPS), a longitudinal investi-
gation of 12,000 patients in treatment at more than 50 selected federally funded
drug treatment programs during 1979 to 1981. Daia from TOPS replicate the find-
ings of earlier studies that individuals show considerable improvement after treat-
ment Measured by the outcome criteria of decreased drug use, decreased criminal
activity. and increased productive behaviors, such as employment.

Buth large-scale followup studies and smaller program-based evaluation efforts
have estabhished that drug abuse treatment does work. In the future, emphasis will
be placed on smaller multiple program compiuisons designed to answer specific
questions. such as which patients banefit most fromlfarticular types of treatment,
and additional work will be carried out using controtled clinical trials, where feasi-
ble, to answer specille questions about the effectiveness of a given intervention.

In addition, many of the Alcohol. Drug Abuse, and Mental Health Administra-
tion’s tADAMHA SV research activities have been and will continue to be targeted to
families and ycuth and the development of drug abuse prevention/intervention
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rodels. This prevention 1esearch focuses on the influence of family and peers in
preventing drug abuse as well as determining the differential effectiveness of par-
ticular prevention techniques such as individual and family skills training. We are
also supporting research to explore how family functioning, family life events, and
changes affect patterns of adolescent substance abuse.

For the past five years, we have placed high priority on the careful evaluation of
a number of drug abuse prevention strategies targeted at teenagers These strate-
gies are all designed to prevent, delay, and reduce the onset of drug ahuse and relat-
ed social problem behaviors. The most promising identified thus {ar include “social
skills training,” which focuses on communication skills, and ‘'positive peer pressure
techniques,” which train youth to resist the subtle pressures from peers or from the
media to use cigarettes, alcohol, and mari{’uana. A 5-year grant has been awarded
by NIDA tn implement and test a school-based prevention program to offset peer
pressure through the use of positive strategies for saying '‘no” to drugs. Dr. C. An-
gersoln Johnson, also testifying here today, can describe this project in greater

etail. .

NIDA recently held a technical review on Intervention Strategies in the Preven-
tion of Adolescent Drug Abuse, that included an assessment and evaluation of the
state of the art of prevention within the next five years. The results of that review
will be disseminated to the field as soon as they are available. *

In addition. two new grant announcements have just been issued in the area of
prevention research. The first, entitled “Drug Abuse Prevention Research An-
nouncement,” included parent/family skills training research, and emphasis on
school-based programs to develop skills in resisting peér pressure to use drugs. Al-
though adolescents are a primary focus of NIDA’s intervention research, study of
other population segments that may be at risk is also encouraged in this research
announcement. The second announcement, entitled “Family Therapy and Preven-
tion Research Announcement,” focuses specifically on the efficacy of family therapy
in the treatment of adolescent drug abusers, and on the prevention of drug abusing
behavior in the younger siblingz of adolescent drug abusers,

The long-term policy of the Department has been to develop knowledge, to provide
technical assistance and information, and to rely upon the States, local communi-
ties, and voluntary organizations for provision of direct services and the majority of
funding for those services. For the past 6 years, our primary mechanism for techni-
cal assistance has been Pyramid, a nationwide resource sharing network that puts
State and local community groups in touch with the resources they may need to
mount effective prevention programs. Pyramid has assisted State governments in
Elanning, implementing, monitoring, and evaluating prevention programs. It also

as been responsive to parents groups, schools, businesses, and industry in their ef-
forts to carry out prevention activities.

We have also promoted community resource mobilization through the national
replication of Channel One, in which the public and private sectors work together to
initiate alternative prevention programs for youtli, through their participation in
gro_iects to benefit tﬁeir local communities. Over 165 projects involving more than

() private sector business entities are in operation in 46 States and Territories. Of
these, 102 were developed in just the last two years,

Since its inception we have supported the parents movement by lending technical
assistance, convening workshops and conferences, and publishing a variety of mate-
rials. “Parents, Peers and Pot" was developed for parents groups and has been the
most widely requested NIDA publication. Recently we developed ‘Parents, Peers
and Pot 1I: Parents in Action,”” a book describing the formation and experiences of
selected parent grouf)s in urban, suburban, and rural communities. In 1981, NIDA
sponsored a national conference dealing with parents and drug abuse prevention,
Discussion focused on community mobilization and networkin% parenting skills, and
other family-centered approaches to drug abuse prevention. During 1981 and 1982,
NIDA also convened four regional workshops to promote collaboration between
parent groups. State agencies, and prevention and treatment programs. There are
now well over 3,000 organized J)arent groups working to promote an environment in
which children are getting “don’t do drugs” messages from parents, schools, the
media. and the community at large. Currently NIDA is coliaborating with ACTION
and the National Federation of Parents to expand and enhance involvement of
ethnic minority families in the parent movement for drug free youth.

In an effort to continue to keep the public, and youth in particular, aware of the
health and psychological effects of marijuana, NIDA in FY 1982 awarded a contract
for the production of six marijuana public service announcements. These radio and
television spots will deal with the effects of marijuana on driving, learning, and
family relationships. NIDA has awarded another contract, to the Advertising Coun-
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cil, Inc, to develop a national drug abuse prevention campain which will be
launched this month The hasic thrust of this two-pronged campaign—aimed at
teenagers 12 to 14 years old and ut parents—is to accelerate the downturn in the
use of marijuana and extend this downturn to other drugs.

Increasing public awareness of drug abuse and its health consequences is an im-
portant goal of this Administration. The First Lady, for example, has traveled
throughout the country, carrying vital messages about the dangers of drug abuse
and ways in which we can work together to combat it. Her activitiss, together with
the Federal oversight and coordination provided by the White house Drug Policy
Office, have given high-level visibility to the problem of drug abuse.

NIDA’s National Clearinghouse for Drug Abuse Information serves as the Federal
center for collection and dissemination of drug abuse information, providing services
to both lay and professional audiences. During the past two years, over 7.5 million
publications were distributed in response to requests from parents, young people,
community groups, treatment staff, researchers, and State officials. An additional
one million publications have been distributed through a national supermarket dis-
semination program.

Along with the production and dissemination of drug abuse information, we are
endeavoring to stimulate the media to communicate how the proble1a of drug abuse
negatively affects entire communities and how it can be prevented. Media messages
about drug abuse arv beginning to change for the better. To encouragt this, NIDA is
collaborating with the Scott Newman Foundation on the annual Scott Newman
Award. This award, first given in 1981, is presented to television programmers who
broadcast TV shows that convey a strong drug grevention theme (first awarded in
1981). This effort is designed to influence, and opefully curtail, the kinds of pro-
drug messages that appear sometimes unconsciously or inexplicitly in the TV
medium,

Drug abuse is a problem that cuts across all social, economic, and age groups, and
all of these deserve our attention, but in a time when it is necessary to extract max-
imum benefit from the Federal-investment, it is extremely important that we set
clear priorities. During the next fiscal year (FY 1984) ADAMHA's efforts will focus
on continuing to define and implement successful model prevention and treatment
strategies and to move toward a position where application of these methods can be
confidently disseminated to the community level. Develo ing new data systems to
accurately and comprehensively track the utilization of rug abuse treatment pro-
grams and to describe patient-addicts in treatment is another priority area. In our
efforts ** combat youthful drug abuse, we will also continue our technical assistance
to priv: ¢ sector and family based prevention activities, such as those of local par-
ents groups. Our efforts are already paying dividends, as reflected, for example, in
the most recent drug use trends I cited at the beginning of this testimony. However,
drug abuse remains one of our most serious public health problems.

Thank you for the opportunity to talk about these important issues. Dr. Pollin
and | would be glad to answer any questions you might have.

MJd )HU(;HES. Dr. Pollin, is there anything that you would want
to add”

Dr. PoLLiN [ think Dr. Brandt summarized the situation exceed-
ingly well. I just want to reinforce the point that he made that
though there has been significant recent improvement with regard
to reversal of a two-decade epidemic increase, that the reductions
still leave us at a point of very high vulnerability and the need to
maintain an emphasis and priority on the national situation is
very great indeed.

Mr. HucGHEes. Dr. Brandt, I spend a lot of time visiting schools.
Every time | have an opportunity to visit a high school or a ele-
mentary school, I avail myself of it. I get into schools a couple
times a month.

[ find in my district that the young people don’t have the infor-
mation on just what effect marijuana has on them. You went into
great length to describe what current research describes as the
impact—physiological and otherwise—on youngsters or others of
smoking marijuana.
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What kind of a job have we done communicating to the schools
the healths and other hazards of smoking marijuana?

Dr. Branpr. Well, I think it may best be demonstrated by the
slide, Mr. Chairman, we had earlier showing that roughly 60 per-
cent of high school seniors are aware that there are negative
health consequences from smoking marijuana.

Now being aware of these, or recognizing these and taking action
on it are not necessarily the same thing, as we can witness in all
sorts of other behaviors that both adults and young people engage
in that are known not to be healthy.

Part of our program, and as I said earlier, one of the grants re-
cently awarded to Dr. Johnson in California will, in fact, develop
techniques for better awareness of young people to the negative
health effects of marijuana use and the use of other drugs.

1 should also point out that another major activity of the Depart-
ment has been the teen-aged drinking and driving initiative. We
are pulling together we now have involvement in all 50 States—of
the chapters of Students Against Driving Drunk, SADD, and at-
tempting through pee: techniques to point out to young people that
anything that interferes—any drug that interferes with your abili-
ty to drive, which includes marijuana and any other psychoactive .
drug, and alcohol is going to lead to trouble. I think that that mes-
sage is starting to get out there.

I agree there are a lot of students who aren’t aware of it yet, but
we certainly have efforts under way.

Dr. Pollin may wish to elaborate some.

Mr. HuGHes. Dr. Pollin.

Dr. PoLLaN. Mr. Chairman, I think one essential point here is
that we are in the midst of an ongoing process and that whereas
just a few years ago only a minority of ou1 students, as well as the
general population, were concerned with the use of marijuana, that
that figure continues to increase—the percentage of those who see
the health risks and who have negative reactions.

I'd like to supply for the record a more recent data source, the
California poll, the Field poll, which was published August 1 of this
year, which indicates that even in California, which has tended to
be the bellweather State and often to be first in terms of setting
trends with regard to increased drug use, that inarijuana use con-
tinues to drop. There continues to be an increase in the percentage
of people who see it as a problem; a dangerous drug, an increase in
the percentage of population who are in favor of stricter controls,
stricter regulation.

So the changes which the charts have shown, we think and hope
will continue in the same direction and the problem which you ac-
curately describe, we hope, is in the process of being remedied.
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* A IMgest on How the California Public Views
a Variety of Matters Relating to:

Marijuana
August 1983

Bacs ground

Wiaaspread uue of Jegal and dllega! drugs has been a
major feature nl the last twa decades Jurhulent soctal
seene Hecurring thenies i today's imews involve the seiz-
ik by authurities « L drug cache with a huge dollar “street
value it use among faoious people 1 the arts. sparts,
husiness werld and guvernment. and an imcrease 113 drug
related erunes: aceidents, disease and poor health

However recrnt studies by the Nalioaal Institute on
Drug Abnise have found thal, despite the huge increase in
Avalabality ol bath llegal drugs fe g . hermin, coxcame,
maruandr and tepal drugs (e g tranquilizera, sleeping
oy cgarettes alcoholl. averalt drug nse 1s down

* wial suientists have theorized that a sigmilicant cultural
tha e has taken place in the way the public views and
asesifrugs Rufernng lo Lie 1965-1978 period as the “drug
epndemn vears they iy thal the turn to drugs was part of
A larger sntdl phenomenon in which people sought
presetil enise personat gratificalion and wrned away from
lawmlv-basest s ummitments

Naw [he penduluin uppears s be swinging back. There
Are signs that the pubhe 18 becoming less tolerant of the
eXCPSOVe dse ot 11y masl popular drugs - alcohol and
vidarettes For example the legal vrackdown on drunken
drving iy be a4 urm af mereasing siclal pressures on
drug users lo becnme mare respansible for their avtions
Another ¢xar gle s that cigarette smoking in public
plices whu b was virtually unquestinined not too lomg ago,
mancreasingly heiny challenged by non-ssmokers

Mt f the dive ssion and debate about itlegal drug use
durgig the past twenty years has focused on marquana At
the starl o the «drug era. a large majonty al the puhlic
strongly supported legal steps designed to discourage the
use of marguana However during the 1970, as more ond
mare ol the public began using the drug, a trend toward
hheralizing marmana faws developed

Che grawth of illegal cultivahian of manjuana in Cale
tarma particularly ints narthern rounties. bas introduced
Al ecothe mye aspen g the debale about mariuana legah-
salien b arguaient gones that of miarjuana cultivation in
Calthame soowidespread and profitable (same estimales
i thee orng valne 4l $1 illon or more, sacking it among
The stade s largest cash cronsl why nat tax it and obtain
negdedd pey e’

The Bield Institate m a quaewide survey complited i
Tade o this cear updaled ats previous measures on
stalewide tianpring tse and public atttudes toward mari.
i Lews Dhe sy ey alsa examunes the ssge uf whether
P grewang of Inanuiana i this state shoald be permatted
o] Laxe]

. " Findtngs in Briet

GG Fewer California adults say they smoke mariuana today
than did 10 four years ago. About one in eight adults
(12%) says he or she presently smokes marjuana, down
from 17% who sald ihls in 1979.

O The “ex-user” population, those who onice used mari-

juana but have stopped, is at 31%. the highest percent.
age ever recorded.

C1The dectine In use has occurred primarily
among younger adults. While more men than women
currently smoke marijuana, proportions for both groups
are down from previous years.

3 Frequency of marijuana use among smokers has also
declined since 1979, Four years ago. 29% smoked mark
juana once a day or more. This year's survey finds that
the number of heavy “pot™ smokers has halved to 15%.

Dﬂf‘yhto&mmﬂl%)utamdmmm%)ng
cited as the main reasons for not smoking marijuana
nonsmokers. The fedr of Josing control has increased
from 6% to 18% during the past four years as a reason
for Its non-use.

CJ Public attitudes toward marijusna laws have stiffened

since 1979, reversing a ten-year trend toward increas-
ing liberalization. Today, a majority (54%) lavors strict

enforcement of marijuana laws or the of even
tougher laws. This is up from 34% whd feit this way in
1979. Meanwhile, support for legalization hes

by ten perentage points (from 42% to 32%).

C1'There has heen a significant decline in support for the
argument that marfuana ls no more dangerous than
alrohol during the past four years.

1 Nearly two ot of three Californians (65%) agree that
marijuana is a

drug and can make a person
lose control of what he or she is doing,

3 A sirong majorily (64%) disagrees with the view that
marijuana should be legalized sa it could be taxed the
same way tobacco is. U this stand ls the belief,
expressed by 51% of the public. that legalizl. g the sale
of marijuana would not besteli! Ihe state's economy.

(3 The pronounced shift away from the trend of greater
acceptance of marijuana is due In part to the reactions
and opinions of the growing body of ux-users. This
group’s attitudes are becoming more conservative in
regard to viewing marijuana as a dangerous drug and
belleving that legal restraints should be strengthened
rather than relaxed. .
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Fewer people now smoke merijuana

An eight-yea: series of statewide surveys shows tha use
of marijuana by Californians is on the dec’ .se. The propor-
tion of those describing themselves as present marljuara
smokers has dropped from 17% to 12% since 1979. Those
who have tried marijuana hut now clas.’ly themselves as
former smokers are at an all-time hugh of 31%.

According 10 The Institute’s measurements. usage of
marljuana grew steadily through the late 1970’s. Ir 1975,
28% said they had tried marijuana. with 9% saying they
were current smokers In 1979, these proportions in:
creased to where 42% of the public had trled marljuana
and 17%. or one in six. were current smokers. This year's
findings indicate a leveling off in the proportion of mari-
luana “triers” and a decline of five percentage poinis in the
praportion of current smokers.

Mariuana use among adu's 1983 1979 1976 1915
. % % %

Have --ver tried [X] 42 35 28
Cunent smoker i2 17 13 9
Forcier smoker 3l <5 22 19

Never nsed 57 58 65 [

T TRkl (eW (498) (1008 uoll)

Decline most evident among younger adults

The current survey finds that the recent decline in marl-
|uana use has occurred primarily among younger adults. In
1979. 35% of the 18 to 29 age group sald they currently
1moked pot. Now just 24%, of respondents in this age group
are smokers.

Usage is also more prevalent among men than women.
although use is down lor Yoth. At present. 15% of Cali-
fornia males say they now smoke marijuana. abuut twice
the pruportion of females who says this (8%).

Proportion of current pot smokers

1983 ] 1979
Statewide 12% 17%
1829 24% 35%
1019 W% 2%
4049 I %
50.59 - -
60 ar nider * -
Male 15% 22%
Frmale R R_‘\_ ____l 1"6_ o
“Les than I
Frequency of use has alvwo declined

fn addition to the decline in the percentage of smokers.
frequency of marijuana use has also declined since 1979
Four years ago. greater than one n four adults {26%) iden-
thed themselves as heavy smokers. smoking marijuana
once a day or more Another 22% could be considered
light smokers. smoking less than once a week This year's
survey linds that just 15%, of the current maryuara
smukers are Now heavy smokers. while the proportion af
light marguana smokers has nearly doubled to 18%

VU UURRIUPNIEN Y DS
Frequency of present pot use among
current smokers . 1983 1979
Once a day of more 15 26
2-6 imes per week 3 M
About once a week 11 18
Less than unce a week 38 22
No answer 1 .
(Base} (89)** (5
“lessthan I A
**Small samnpie base .

Health concerns, lack of interest main reasons for
non-use

The most frequently mentioned reasons for not $moking
marijuana among non-smokers relate to health concerns
or & fack of interest. About half (51%) of those who don't
smoke marljuana cite health concerns/don’t smoke any-
thing #s their reason. Next most frequently mentioned isa
lack of Interest In using marijuana mentioned by 41% In
the current survey and by 46% In 1979

Other reasons lor not smoking marfjuana include: might
lose control (18% this year up from 6% in 1979). lear of
legal prosecution (13% up trom 8% In 1979). it's an addic-
tive drug (11% compared to 15% In 1979) and religlous or
moral reasons (8% down from 13% in 1979).

What are your reasons lor not using marfjuana® 1983 1979

% %
Health concerns/don’t smoke anything St 58
Not interested in (t/don’t care for 2t 41 46
Might lose control 18 6
Fear of legal prosecution 13 L]
Addictive il 15

Religicus/moral reasons ] 13
Too expensive 94 6
Might be contaminated with dangernus pesticides 2 1
All oihe. .eatons 7 1
No answer 2 8

v 6) (407)

{Base)
1Adde 1o more than 100 due 10 multple mentions }

Stiffened attitudes toward mar{juana laws

The pubilc’s attitude toward marijuana laws has stiffened
since 1979. reversing a previous trend toward increased
liberalization Today a majonty of the public (54%) favors
strict eaforcement of marijuana laws or the passage of
even tougher laws. up from 36% who felt this way in 1979

Support for outright legalization. on the other hand. has
declined About ane in threg (32%) now favors legislation,
down from 42% who said ths in 1979
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What should be done
about laws periaining to

manana® 1983 1979 1969
% % %
Pass new and even .
lougher laws 1 207 49
Strictly entofce present £ 36 7%
laws and penaities 23) 16 26, .
Keep present taws but
make penaities less
severe I s 9
Legahze it with age and
ather controls 29) 30 10
Legahze i for purchase 2 42 13
by anyone 3) . 8) 3
No opinion k] 6 3
(Base) 7631 (488) aotn
Attitudes and nse reiationship

Public attitudes toward marljuana laws are dir xtly re.
lated to martjuana usage Nearly three out of four (72%) of
those who have never smoked marijuana advocate strict
enlorcenient or even tougher laws. Opinions among cur-
reiit smokers are just the opposite. Three out of four
current smokers (71%) support its legalization Former
smokers of marijuana divid: dot. n the m! idle on the issue,
with $0% supporting legaitzation and 3% in favor of strict
enlorcement ur tougher laws.

W hat lh;mldheldom T TToTTmr T

abaut laws pertaming State  : Present Former Never

T @ anjuana’ wide smoker smoker  used
% * % X

Stric L enlapcement or i
thugher laws L3 : ? 3 n

Keep present laws hut i
make penaities jeas l

weere 1 1R 111 6
Favar legalyation NN o 19
o 0PN 1 2 3 3

{Basel aen e RIm el

(C‘omporing dangers of mar{juana to those of
alcohol

tie nl the arguments offered by supporters of marijuana
use s that 1118 nor more dangerous than alcohal 1n 1969,
just 16% of the public subscribed to that view During the
next ten years support for this position grew to where a
34 S majonty agreed Hiowever. during the past four years.
the trend has gone in the oppasite direction Now just 44%
hehieve that manjuana pases the wame dangers as alcohol

o

Lse of mai ljuana s no more

dangerous than use of akcohol™ 1983 1979 1969
% % %
Agree 4 54 18
Disagree 52 40 75
Nu opinion 4 6 9
(Base) 163) (498} (1011)

Moet think marijuana may lead to more dangerous

Currently. a majority (58%) agrees that, while marljuana
may not be more dangerous than alcohol. its use leads a
person to more dangerous drugs. The pioport on belleving
this is close to that found In 1979. However, th. prblic is far
1238 one-sided that it was in 1969, when 83% bel:eved mari.
juana led to the use of more dangerous drugs.

“White marljuana may not be r.ore
dangerous than alcobol. its use leads

« person 1o more dangerous drugs™ 1983 1979 1969
% % %
Agree 58 55 x]
Disagree 39 3% 12
No opinion 3 6 5
(Base) (163) (496} (1011)

Mar{juana can make a person lose control

Most Callfornians subscribe to the statement that “mari-
luana is a cangerous drug and can make a person loge con-
rral of whai he or she is doing.” Nearly two out of three
(65%) agree with this view. Less than one in three adults
(31%) disagrees.

Among those who have never smoked m-rijuana. 82%
believe marijuana Is dangerous and car aake one lose
cantrol. On the other hand. among present smokers. just
21% feel this way. Former smokers divide 51% to 45% on
the side that marijuana 1s a dangerous drug.

Mariiana s a
fangerous drug
thal can make &
person lose control

ol what he/she Stale-  : Present  Former  Never
udoing wide | gmoker smoker  used
% l % % %

Agree strongly 46 -9 29 63
Aires somewmat 1965 BT Ja 2 Jsi s |82
Disagree [

wmewhat 15 1 19 ]a., 28 ?
Disagree strongly 6 I L i 3] o 17 ] 45 H IIZ
No opimion [} - 4 _G

{Base; 763] _* 1891 215 43t)
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Pablic divided scer whether legaiising marijoana Legualising marjuann to oblain iax revenues
wounld beneflt the state's economy opposed
The puhlic is sharply split over whether or not legalizing Another position regarding marijuana legalization 1s re

ntarijuana would benetit the state’s economy. Currently. jected by a large majority. This is the view that manfuana
51% du not think that it will. with 46% taking the opposite should be legalized so it could be taxed the same way

position tobacco Is to generate needed state tax revenues. Nearly
Petceplions about the impact that legalizing marijuana ~ two inthree (64%) disagree with this pasition About one in

would have un the state’s economy are related to use  three (35°) supports this view.

Nearly all smokers (92%) and greater than six in ten former 1 Those who have never tried marijuana are strongest in

smokers (§1°%) helleve thet it would henelit the economy their opposition (77% disagree), while present smokers are
On the other hand. among those who have never tried . most supportive (72% agree). However, former smokers
marijuana. two in three (66%) think it would not . line up with non-users on this issue. with a majority (54%)
! opposed 1o legallzing it lor tax purposes.

“‘Mariuana should

be legatized so it

could be taxed the

same way tobacco

e+ e W e pe—— et = ot e ao
Since L alformia 1s !
an excellem place
10 grow inasjuana
comniersiafly

legahizing the sale

of maryuana 13 to generate
would greatly | neededlax mon:  State Present  Former  Never
benelit the state State Present  Former  Never | oys for the state’ wide smoker  smoker used
rotomy wide |, gmaker amokel | uwed T T T T %
oL > > Aweewongly 221, | 20 B 2]y,
Agree stranglv 21 } e 0 } @ ¥ } 6 1 } 2 Agree somewhat 13 §° | 20 1 9
Agree somewhat 19 oot Kl 16 " Disagree
Disagiree . ' soMmewhat 10 ] 13 L]
soniewhat X i 3 9 1) s Disagree strongly 54 } bl 20 }28 Ll } M e 1 n
i b1 6 kt:3 66
Heagree slromgly 41 \ 29 59 Na upinion i 1 . 2
P — .
Moopiman 4 ¢ V8 (Basel 763) B @3 @an
{Hase) 083 (R9) 35 430 *fesa than 1%

(The June 1R3 indings described uy this report came from a survey based on a cross section samphuig of 763 Califormia
adults by telephonis Pret st sunev data were ohtaned from other stateunde sarvevs conducted i a comparable manner )

The California Opinion Index is published by The Fleld Institute, a non-partisan public policy
research organization. The Field Inttitute derives ‘ts principal continuing financis! support
from private organizations and state agencies which make up the Institute’s Policy Research
Sponsors, from colleges and universities who are members of the Academic Consortium, and
from media aubscribers to The California Poll. Officers of The Fleld Institute are Mervin D.
Field snd Peter N. Sherrill. Mark DiCamilio is Managing Editor.

234 Front Street ® San Francis-o, California 84111 ® (415) 7814921
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Mr. Huches. Aside from the contract you described which is
about to be let to Dr. Johnson, what does the Feaeral Government
do to provide leadership in this area? _

I look at what's happening to the budget, for instance. We’ve lost
ground in the last few years in this whole area at a time when
there's increasing concern over substance abuse at all levels. Even
though we see a dacline somewhat, a leveling off in the abuse of
marijuana, we see an increase in cocaine in many sectors. That's
moved from a substance that the jetsetters use to the drug of
choice by a lot of people, accounting, I suspect, for some of the de-
cline in marijuana abuse.

And yet, we see a decline in.the money committed, you know, to
this whole area of drug abuse. What is the role of the Federal Gov-
ernment? What is the leadership role? What are we doing to try to
provide some leadership to States, communrities, school districts in
implementing a program that makes sense?

Dr. Branpr. I think we have a four-pronged attack, Mr. Chair-
man. One prong is search, because without understanding how
these drugs work and without having the knowledge base to be
able to both know how to conimunicate to people who are involved
in the abuse of drugs, and without developing positive strategies to
get people out of a drug abuse pattern once they get into it, we're
in bad ihape. So certainly one importan: effort is basic and clinical
research.

Those activities have been expanded in the past 2 years in an at-
tempt to better define these activities. The second prong is epidemi-
ology. We need tc really understand who uses drugs; what are the
risk lactors associated with drug use; the secondary aspects that we
may get at, such as our information now about the relationship be-
tween cigarette smoking and marijuana and the fact that we now
know that by intervening with the cigarette-smoking habit, we are,
in fact, intervening with marijuana utilization.

The third area, of course, is technical assistance. We do have a
role to play in trying to work with States and with the private
sector so that information is there. Fourth is the collection of infor-
mation.

All of those activities are underway and I would emphasize that I
think our budgets have reflected that we are no longer actually in
the service delivery activity. That is, we are not providing direct
service to people with drug abuse problems, but rather we have re-
defined our role to include the four areas I mentioned previously.
We have a number of projects underway that deal with each of the
major approaches to drug abuse.

Mr. HucHes. What are we doing to get the message into the
classroom, into the schools? What kind of a leadership role are we
playing there? For instance, you know, the research is extremely
important. We | ave a research component in the area of crime; the
National Institute of Justice does an excellent job and we develop a
great body of research but we found in the past that it's often very
difficult to get through the institution of other barriers to try to
utilize that research. We developed through LEAA a number of
programs that endeavored to take that into the community; to put
that research to the test in the marketplace.
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What are we doing at the Federal level to do that? I mean, the
drug problem is a national problem. Most of this stuff isn’'t grown
locally. I mean, we haven't done a very good job of containing it in
many instances and there’s a national role for us to play.

What are we doing to try to assist communities that want to do
something about it? : :

Dr. PoLLiN. Mr. Chairman, I think we can answer that question
in two ways. We can inventory our activities and I would like to
provide for the record the whole range of conferences, technical as-
sistance activities, publications and the like which will, I think you
will agree, add up to a really significant level of varied activities
targeted at different appropriate groups.

NIDA's PREVENTION INFORMATION DISSEMINATION AND TECHNICAL ASSISTANCE
ACTIVITIES

During FY 1983, the Netional Institute on Drug Abuse (NIDA) provided informa-
tion, technical assistance, a.1d consultation for Federal, national, State and local or-
ganizations, as well as the general public in the area of drug abuse prevention/edu-
cation. Information dissemination activities included the production and distribution
of printed matter and visual materials to special audiences and the general public.
These materials focused on providing accurate information about drugs and their
hazards; information on prevention approaches, strategies, and information on the
parents movement. Technical assistance and consultation activities consisted of the
dissemination of effective prevention strategies and information designed to
strengthen State and local capacities for managing prevention programs. Technical
assistance functions included both on-site and off-site assistance.

NIDA's specific FY 1983 prevention/education activities include the following:

1. PREVENTION REPOSITORY

NIDA established a Prevention Repository of over 6,000 information items consist-
ing, in part, of a computerized biographic data base, which facilitates easy and
timely access to indexed information retrievable for use in response to inquiries.
The hard copy items, dealing with drug abuse prevention/education/evaluation
have been placed on shelves and in file folders for use as reference by NIDA staff.
New materials are being added to the,repository on an ongoing basis. A special
effort is being made to obtain a comprehensive collection of dru; abuse prevention
school curricula, research papers and articles on the “Saying No” types of smoking
strategies. All new materials in the computer file are being abstracted to provide
easy access to information for public-use. The repository is the foundation for
NIDA's technical assistance functions. It is a n.ajor resource to organizations and
individuals interested in both current and historical materials on prevention topics,
strategies and prevention curricula.

2. TECHNICAL ASSISTANCE AND CONSULTATION

During FY 1983, NIDA has actively provided technical assistance and consulta-
tion to a large number of organizations and :ndividuals concerned with the develop-
ment and implementation of prevention/education program activities throug' sat
the country. Major FY 1983 accomplishments include:

i1 Technical Assistance/Information Services System

In April of 1983, 800" toll-free telephone lines were installed for the purpose of
receiving inquiries for technical assistance related to prevention program planning,
implementation and evaluation. In April, May and June, the availability of the
“R00" line was announced to specified groups in the prevention/education fields.
The number of mail and telephone inquiries received by the Prevention Branch has
increased 500 percent since the technical assistance system was initiated, with most
of that increase having occurred since the installatior of the “800” line. It is esti-
mated that the demand for this service will dramatically increase as information is
further disseminated as to the availability of the service.
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(2) National Prevention Coalition

NIDA has provided technical assistance for formation of a national prevention co-
alition which involves volunteer and private rector organizations. The coalition is
developing long-range commun;z prevention strategies. Participants include, but
are not limited to: American Medical Association, International Lions Club, Nation-
al 4-H Association, American Association of School Administrators, National
Parent/Teacher Association, Mational Federation of Parents, est National
Center, Association of Jun‘or Leagues, Education Commission of the States, and
Rotary International.

(3) United States Football League (USFL)

The USFL requested and received technical assistance from NIDA in establishing
an employee assistance program having a major emphasis on substance abuse pre-
vention/intervention. In March of 1983, a press conference was held to announce
the program. Unique to this effort is inclusion of the families of the players in the
program and the involvement in future career planning for the athletes.

{4) “‘The Chemical People"

NIDA has been workinf with WQED, a PBS radio station in Pittsburgh, Pennsyl-
vania to provide technical assistance in a national television outreach project which
was initiated by the National Center for Youth, their Families and Society, in asso-
ciation with the National Federation of Parents, and funding solicited from the
Richard King Mellon Foundation. On two evenings, November 2 and 9, 1983, a two-
part ﬁro%-:em will be broadcast over 300 PBS stations around the country. Each sta-
tion has been urged to schedule a local program on a night between the two nation-
~! programs. A promotion strategy campaign has been planned prior to the televised
programs to be directed to youth organizations, health professionals, schools, etc. A
concerted effort is being made to encourage local community involvement in dealing
with the drug abuse problem among youth after the two programs have aired,
NIDA is developing, in conjunction with the State vention Coordinators
(SPC’s), materials/resources useful to communications action initiated as the result
of the national viewing of '"The Chemical People.” NIDA has assisted in the prepa-
ration of a flyer for wide dissemination which lists the resources available to those
who watch the program and are directed t6 contact their local PBS station for infor-

 mation, NIDA has also provided technical assistance to other groups such as the Na-

tional Prevention Coalition, the National Federation of Parents, and the National
Association of State Alcohol and Drug Abuse Directors who are active!v involved in
preparing for a community response to ‘‘The Chemical People” endeavor. It is an-
ticyxated that the Institute will receive a larg}e‘ number of requests for information
and technical assistance as a result of these ‘‘Chemical People” activities.

(5) National Parent Movement

NIDA provided extensive technical assistance, materials and strategy support to
further efforta of the National Federation of Parents, Parents Resources Institute on
Drug Education (PRIDE), Families in Action, as well as the National Multicultural
Family Network.

Consultation and technical assistance to the national parent movement has been
provided by financially supporting experts to travel to local communities to develop
prevention strategies. Also included was consultation with State and local govern-
ments to assist in finding resources to meet new demand from communities for pre-
vention.

The Multicultural Family Network received consultation from NIDA on initiating
a parent network to meet the unique needs of multicultural families/communities
for drug abuse prevention programming. National concern and interest indicates a
high need for this Network, as the existing national parent movement does not ef-
fectively meet the needs of the multicultural community.

(6) Channel {Jne Program

NIDA has provided continuing consultation to State and local communities inter-
ested in establishing a Channel One Prﬁ'ram for prevention alternatives. A directo-
ry of program activities is being compiled.

(7) National Technical Assistance Program (Pyramid)

Through this effort, on-site technica! assistance, 410 days per year, is provided to
a broad range of prevention programs, national associations, State agencier. and
high risks groups. In addition, special support is provided to prevention netwcrking
activities oF NASADAD and other ccordinating groups.
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(8) Other technical assistance efforts

Teenafe Health Education Modules.—NIDA provided technical assistance to the
Center for Disease Control on the Teenage Health Teaching Modules dealing with
smoking, drugs, and alcohol. ' )

Preventing drug abuse in the workplace.—NIDA continues to provide information
and technical assistance Lo business and industry in the development of prevention/
intervention programs.

3. PUBLICATIONS

NIDA staff has worked on the preparation of ‘“Parents, Peers and Pot II,” an ex-
nded description of the parent movement and drug prevention; “It Starts with
eople II,” case studies of successful revention programs in communities and
schools; “Saying No,” a summary of the prevention research on peer .esistance
strategies; ‘‘Prevention Resources,” the last issue of a series on local and national
prevention resources on relevant prevention topics; “Prevention Networks,” a new
series to facilitate the linking of new and existing preventior networks for more ef-
fective community-wide prevention strategies; a monofrgfh on the societal, cultural
and environmental factors that exert presscure on individuals to use and abuse

drugs. _
(1) Parents, Peers and Pot II; Parents in Action

This publication, a sequel to “Parents, Peers and Pot,” was developed in FY 1983
and will be distributed in FY 1984 containing an expanded and updated description
of the parent movement and drug prevention. The initial “Parents, Peers and Pot”
describes the organization of parent groups in the Atlanta, Georgia area to svecifi-
cally intervene in, or prevent, drug use by their children. Included are a case study
of the %erent action groupe, a description of the popular drug culture, discussion of
research issues surrounding marijuana and young children, and program implemen-
tation guidelines for starting parent groups and working with the schools and com-
munity. Copies are provided frequently as information in responding to technical as-
sistance requests. '_

(2) It Starts With People

This publication, developed in FY 1983, is a substantial revision of the original
with this title. It provides a broad overview of the history of prevention and a con-
ceptualization of the different types of prevention strategies. Also included is a de-

- scription of different t of actual prevention interventions. It will serve as a
much needed primer about prevention for professionals and citizens. With the in-
creasing numbers of parents, voluntary organizations and national associations that
are providing major resources for prevention, this publication will provide informa-
tion helpful to the development of prevention programs.

(3) Prevention resources

This publication, published in FY 1983, provides a listing of different organiza-
tions engaged in prevention activities and a listing of publications on prevention ef-
forts. The publication provides a valuable r¢ source to those groups engaged in pre-
vention program planning and implementat.on functions.

(4) Prevention nerworks

This publication being developed in FY 1983 will provide ongoing informstion
about the state-of-the-art in drug and alcohol prevention for diverse constii J.ncy
groups, including State authorities, local prevention professionals, national rofes-
sional organizations, national voluntary organizations. It will describe cur.ent and
effective strategies, describe major initiatives undertaken blv various ups, and
will try to provide an ongoing assessment of the many ac:ivities undertaken. Due to
great numbers of individuals and organizations doing prevention, it is important to
provide them with current, accurate information 80 as to maximize their efforts,
avoid duplication and increase networking between the various community preven-
tion programs.

(5) Other publications
(@) Channel One: A Collaborutive Government/Private Sector Prevention Pro.
m.—This prevention booklet, reprinted in FY 1983, describes the evolution and
evelopment of a national program that included leadership and management by

the private sector, development of alternatives and other projects at the communit;
level, and a clear step-by-step community organization approach to program devel-
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opment. Different approuches to Channel One are described as well as “how to' im-
plement a program.

(b) Preventing Drug Abuse in the Workplace.—This monograph was developed by
NIDA in 1982 and distributed in FY 1983 and deals with drug abuse preventio in
the workplace. The monograph was designed to assist employers, employees, manag-
ers and union officials in developing effective workplace policies and programs to
prevent drug and alcohol abuse and other problems. It presents information regard-
ing the evolution of workplace programs currently in operation as well as critical
issues to consider in planning and implementing a program.

tc) Adolescent Peer Pressure: Theory, Correlates and Program Implications.—This
monugraph, published in 1981 and reprinted in 1983 discusses some of the myths
and realities of being an adolescent in today’s society and the tasks that must be
successfully met and addressed. It describes and analyzes the conceptual and empiri-
cal evidence for variables associated with problem behavior in general and drug
abuse in particular. Broad goals of peer programs are discussed and a typology is
presented on different program categories. Essential components of planning and
implementing peer-oriented programs are described.

4. CONFERENCES AND WORKSHOPS

NIDA staff participated in a variety of conference and workshops during FY 1983,
These activities were directed to information disscmination, ini.rmation exchange
and discussion of research and planning issues critical to the development of pre-
vention efforts.

NIDA staff participated in workshops and presentation 1 the annual meetings of
the National Association of State Alcohol and Drug Abuse Directors (NASADAD)
and the Alcohol and Drug Problems Association (ADPA).

One meeting of the Prevention Workgroup was convened in FY 1983 with plan-
ning for three more projected meetings of the group consisting of members repre-
sentative of a diversity of prevention professionals and volunteers. The purpose of
these meetings was to advise NIDA on state-of-the-art nrevention issues and con-
cerns. As a result of this meeting, ideas and recommend~tions were developed for
future NIDA prevention planning activities.

Planning was accomplished for five (5) workshops to be held to assist the National
Prevention Network of State Prevention Coordinators (SPC’s) in the Single State
Agencies to develop strategies applicable to new trends in prevention.

Two Multicultural Workgroup workshops were convened in FY 1983 to advise the
NIDA on relevant issues of drug abuse preventisn in the multicultural community.
Results of these workshops were included in recommendations to the NIDA Multi-
cultural Plan. Continued staff communication with the Multicultural Workgroup
members in scheduled.

5. COORDINATE WITH OTHER AGENCIES

NIDA staff has worked collaboratively with NIAAA, ADAMHA, Department of
Education, Department of Defense, Department of Transportation, and ACTION on
areas of mutual interests. Lines of continued communication and participation in
planning were the main strategies used in FY 1983 were no current cooperative
agreement existed. Of particular significance was the Memorandum of Understand-
ing between NIDA and the National Highway Traffic Safety Administration
(NHTSA), U.S. Department of Transportation (DOT) signed in FY 1983. This memo-
randum is of particular significance since one of the 1990 alcohol and drug abuse
prevention objectives involves the reduction of fatalities from motor vehicle acci-
dents. NIDA continues to collaborate with NHTSA, DOT to develop research studies
to delineate the effects of drug use on performance and traffic safety.

& IMPLEMENTATION OF PREVENTION MEDIA CAMPAIGNS: MARILJUANA CAMPAIGN AND
DRUG ABUSE PREVENTION CAMPAIGN

Both media campaigns emphasized drug abuse prevention. The Marijuana Cam-
paign involved the development of television ancr radio public service announce- .
ments (PSA's) targeted to 11-13 year olds on the effects of marijuana including on.
PSA dealing with marijuana and driving. The Drug Abuse Prevention Media Cam-
puign was directed toward teenagers and their parents and is concerned with resist-
ing peer pressure as well as educating Farents to get involved with drug issues. Both
campaigns include the dissemination of printed material, along with the media pres-
entations and the promotion of audience inquiry to NIDA for additional prevent'on-
related information.
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(1 Maryuana campaign “It’s a Fuet . . . Pot Hurts"

The marijuana Campnign was launched in May 1983, through the Single State
Agencies. to reinforce the growing perception of marijuana’s health consequences.

(2) Drug abuse prevention media campaign (with the Advertising Council, Inc.)

The primary focus of this campaign is to promote abstinence among young people
aged 12 to 14, and to enlist parental support in encouraging young people to resist
peer pressure to do drugs. The message "“Just Sav No' reflects the basic themes for
the programs which are being carried out through public service announcements for
television and radio and through public service announcements for television and
radio and through posters and print advertising. The parents’ message to get in-
volved and talk to your children about drugs promotes communication, involvement,
limit-setting and other appropriate parent-child relations on the drug problem. The
support materials for the project include: “Peer Pressure: It's OK to Say NO"; “Par-
ents: What You Can Do About Drug Abuse,” and six flyers on the health effects of
the major drugs of abuse. The campaign ‘was launched on September 26, 1953,

7. COMMUNICATIONS SERVICES BRANCH FIL M DISTRIBUTION SERVICES

This activity is a program of free loan distribution o’ NIDA-sponsored films to or-
ganizations and individuals nationwide such as educatiunal and business groups,
parents organizations and other general audiences to provide information and pro-
mote drug abuse prevention.

8, EXHIBIT PROGRAM

The exhibits program is an important part of the NIDA outreach effort to keep
the public aware of NIDA prevention activities and services. The program consists
of the presentation of exhibits at appropriate national conferences and meetings to
effectively convey to the public information on druj abuse prevention and NIDA’s
role and accomplishments in prevention activities. ‘

9. NATIONAL CLEARINGHOUSE FOR DRUG ABUSE INFORMATION {NCDAI} ACTIVITIES

The Clearinghouse serves as the information center for the collection and dissemi-
nation of drug abuse information within the Federal Government. It is a major
source for the reporting of drug abuse research findings. The prevention-related ac-
tivities conducted by the Clearinghouse are in response to public inquiries and dis-
serminating publications on varied aspects of drug abuse including education and
prevention-related aspects of the problem.

Information dissemination activities of the Clearinghouse are highly directed to
youth and prevention. For example, in FY 19383, approximately seventeen percent
(177%1 of the total number of inquiries received by the Clearinghouse were from stu-
dents with two percent (2%) of these identified as high school students. Further,
fifty-nine percent (59%) of all of the inquirers requested information for students,
and of these, ten percent (10%) specifically requested information for high school
students.

10. OTHER MEDIA-RELATED ACTIVITIES
FY 19%3 activities included the following:

t1) Natwnal Broadcasting Co. "Don't Be A Dope" campaign

NIDA assisted the National Broadcasting Company (NBC) in developing a mass
media prevention program for parents and young people. Featuring NBC television
personalities in 26 public service announcements, this campaign emphasized drug-
free living “Don’t Be A Dope” by doing drugs. The campaign also included a series
of five minidocumentaries and a drug abuse quiz program hosted by Dr. Fiank
Field. NBC broadcast this program March-April 1983,

121 Peouples Drugstores media campaign

NIDA assisted Peoples, one of the largest drugstore chains in the country, in the
development of its public education program for parents, “"Drug Abuse: Spot It/Stop
It.” Composed of six drug and alcohol flyers, print ads and radio spots, the campais,
emphasizes parent action to intervene in protecting their children against drugs.
The campaign is scheduled for the last week in September 198:3.
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() Scott Newman Drug Abuse Prevention Awards

This joint project, sponsored by the Scott Newman Foundation and NIDA, re-
wards the television community for developing drug abuse prevention themes in na-
tional television programs. NIDA provides technical assistance and direction to tele-
vision writers in the development of these shows. In 1982 and 1983, six of the win-
ning programs featured the health consequences of the drugs of abuse: “WKRP in
Cincinnati: Pills” and “Quincy: Bitter Pills” (which dealt with ‘‘look-alike” drugs);
NBC White Paper: Pleasure Drugs, the Great American High” (which dealt with
the range of drug problems): *“Cocaine: One Man's Seduction” and.“Quincy: On
Dying High” (which dealt with cocaine); the “Epidemic: Why Your Kid Is On
Drugs” (which again covers the range of drugs and drug problems). These programs
reach millions of viewers with the effects of drugs on health and well-being.

More importantly, I think, we're in a position to inventory not
only levels of activity, but the consequences of those activities. It
seems to me that the changes in perceptions and attitudes which
the verious national and State surveys all show are occurring,
though thoy are obviously multidetermined, at least in part, can be
taken as an indication of the fact that the totality of these efforts,
many of them coordinated, and initiated, spearheaded at the Feder-
al level, are having an effect.

So, in terms of bottom line is, is it working? It seems to me that
with appropriate cautions and caveats, we can say that the evi-
dence seems to suggest that it is working, though we still have a
very, very long way to go.

Mr. HuGHes. I would assume from your response—I think your
response sheds some light on it—we will receive for the recerd the
information, but your response also suggests that we have no pro-
gram where we provide incentives for States to attempt to adapt
their own programs to incorporate a drug education program in
the schools.

We do not provide any economic incentives. We do not assist the
school districts, for instance, who arz in many instances faced with
the same budget problems as tlic Federal Government and the
State governments are often faced with.

Dr. BrRaNDT. The legislation creating the Alcohol, Drug Abuse
and Mental Health Services block grant, of course, required—has a-
requirement imposed by the Congress that 20 percent alcohol and
drug abuse funds will be used in prevention activities. That money
goes to the States and in some States, at least, we know that they
have used those funds to get into the school systems with preven-
tion programs.

Those kinds of direct services were intended, under the legisla-
tion, to become the responsibility of the States and the funds be
made available——

Mr. HugHes. But the States have found, I would assume, that
with the cuts, the effective cuts that we accomplish in the block
grant, that there’s competition with mental health and other pro-
grams, and they've had to cut their programs.

Dr. BRanpT. Well, the——

Mr. HucHrs. Drug abuse has been cut; educational programs
have been cut.

Dr. BRanot. There has been a floor, however, pat on the funding
for drug abuse programs in that block. That is, the States are man-
dated to spend at least 35 percent of their alcohol and drug abuse
fund for drug abuse activities, so they can’t cut it out completely.
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Mr. Hughss. | see. Thank you.

The gentleman from Michigan.

Mr. Sawyer. What'’s been the trend, if you know, on the use of
so-called licit drugs diverted to the illicit market, which some
people think is 60 percent of the illeﬁal druf supply in the country?

‘Dr. PoLuIN. Those trends are on the whole encouraging. Many of
the activities for dealing with the ?roblem of diversion occur most
effectively at the State level, and following the model set initially
by Wisconsin, the AMA, NIDA, and individual State bodies are
very actively involved in strengthening thLe procedures used both
by the medical profession and by State regulatory bodies.

Over all, the drugs which have been a concern in that area, as
exemplified by methaqualone, are tending to show significant de-
creases in terms of their DAWN mentions and other measures of
medical consequences. .

Mr. SAwyER. Do you agree with the estimates that estimate that
60 percent of all illegal drugs are basically le7«l drugs that are di-
verted into illegal channels?

Dr. PoLLIN. I'm not familiar with the source of that estimate, Mr.
Sawyer; I haven'’t seen it, but my immediate reaction would be, no,
that that is emphatically not the case.

Mr. SaAwYEeR. One thing that bothers me is that we recently had

a view of some of the so-called crop eradication programs and that
going on in some other source countries for particular—well, in
part—heroin or poppy, but primarily coca and marijuana.

I'm not persuaded that as long as we have a demand for these
. drugs, that the eradication of source is going to be successful. You
know, we tried that with alcohol a number of years ago, and it
seems to me wherever there is an available market, there’s always
some entr?reneurs who are going to figure out a way to supply
the demand.

Do you have any agreement with that?

Dr. Poruin. I think the important point to be made here is that
we should not let ourselves get into a discussion where it’s either/
or; demand reduction or supply reduction. Our view is that supply
reduction, as exemplified, for example, by the figures that. compare
the current users of cocaine to the current users of the analogous
listed drug, nicotine, suggests that there is a 90-percent reduction,
wf?ich is achieved by the tctality of our present supply reduction
eftort.

We have 5 million current cocaine users, rather than the 50 mil-
lion that might be expected if the drug were as available as nico-
tine.

On the other hand, we think that that remaining 10 percent
which supply reduction can never completely eliminate, indeed,
can only ge controlled, substantially reduced, or eliminated, by co-
ordinated demand-reduction efforts. I think both of them essential-

ly.

Mr. SawyEr. Well, prohibition didn’t seem to do much by way of
alcohol use reduction, did it?

Dr. PoLLiN. In point of fact, the levels of use and the levels of
medical consequence, as measured by cirrhosis and the like,
showed dramatic reductions during the period of prohibition. It
turned out to be a policy which the country judged to be unaccept-
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able in terms of other kinds of social issues, but with regard to the
actual levels of reduction of use, they were substantial.

Mr. SAwYer. Well, the People’s Republic of China has eradicated
opium use, but they eradicate it by eradicating the users. That’s
about the only country I know of that’s really cleaned up the prob-
lem. Now, obviously, that’s not an acceptable method here,.but it
does bring into focus a bit that it's the demand that is really
where, I think, you know, the major effort ought to be put because
I don't think we're ever going to accomplish 100-percent interdic-
tion by law enforcement or other prohibition, and: I just think
we’re misplacing our emphasis myself, having now spent a little
time in this field.

I was a former prosecutor so I have some view of that poiht of
view, too, but I just think that where we’re falling down is really in
two areas. One is the lack of sufficient emphasis, in my opinion, of
preventing the diversion of licit drugs into the illicit market, which
we can do entirely within our own borders; and second, the real
emphasis on education and diminution of demand.

i frankly am of the opinion, after having seen it onsite, that
we’re wasting an awful lot of money in the so-called crop eradica-
tion, particularly in these South American countries. The motiva-
tion just isn’t there, and while they put on a pretty good dog-and-
pony show for you when congressional delegations have taken a
lyok at it, their effort is pretty much like giving somebody a tooth-
brush and telling them to clean the Capitol Building. That’s about
the way they’re going about it.

Do you have any view of that?

Dr. Branpt. Well, I think, Mr. Suwyer, that it is clearly a bal-
ance between the two, and I think the evidence at the present time
is that the demand for marijuana is, in fact, coming down, while
the supply of marijuana is, in fact, going up.

We know that there was some diminution in supply and, there-
fore, consequences when Mexico had its spraying program several
years ago. Our view is that they must go hand-in-hand. That is,
that we must decrease the demand, but at the same time, we have
to decrease the supply.

One aspect of decreasing the supply that has an impact on
demand, of course, is price. As you decrease the supply, the price
goes up. You also begin to have an impact on the demand side, too,
so that we would not argue with you at all that both of them have
to be controlled and we certainly look upon that as our responsibil-
ity to play a role in that.

I think, though, that to say that we should let up in any way on
decreasing the supply would not be effective, either.

Mr. SawyeR. Thank you, I yield back, Mr. Chairman.

Mr. HuGHes. I don't think that the gentleman from Michigan
was suggesting——

Dr. BRaNDT. No, I understand.

Mr. HugHes. We're talking about prioritizing. We were both dis-
heartened to learn that apparently the philosophy, at least coming
out of the De partment of State, and I suspect the DEA has to live
with it, is that the first priority would be crop substitution and
eradication Well, that's a long-term project.
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I'd rather spend more money containing in South America
through better enforcement mechanisms, and keep our crop eradi-
cation and substitution programs at a modest level of funding than
step up cur efforts in enforcement and containment, and spend
more money in this area of demand reduction and education.

. I share the gentleman’s beliefs in that regard.

The gentleman from New York.

Mr. ScHUMER. Thank you, Mr. Chairman.

Of course, as members of the Crime Subcommittee, one of the
most pressing reasons we are 80 concerned with the drug problem
is crime. My ' ‘st question to you, Dr. Brandt, concerns that the
statistics that connect treatment and crime decrease are quite as-
tounding. The number I have before me is that the number of
crimes an addict commits when he or she is in treatment is re-
duced by approximately 84 percent. My question concerns the im-
plication of this data for prevention programs. What, in your opin-
ion, are the reasons for this decrease? Is criminal activity reduced
because former addicts are able to find work and have improved
self-esteem, or is it reduced because the former addict no onger
needs to support his or-her habit?

Dr. BRaNDT. Well, I think that it’s probably both. The idea is
that if you remove their addiction, thereby allowing them not to
have to spend huge sums of money to buy heroin on the streets,
that you can thereby reduce their need to commit crimes, but I
think at the same time, it is important to not only get them off of
the drug, but also to allow them to be rehabilitated, regain self-
esteem, get jobs, all of those things.

I doubt that it’s exclusively either one, but is a mixture of the
two. But probably the biggest impact, I suspect early on, is the loss
of the need to buy the drug.

Mr. ScHUMER. Next question. It'’s my understanding that the ad-
ministrution originally requesied that the ADM block grant be
$439 million, but you reduced it to $430 million. The first question
is, is that correct? The second question is, why does the administra-
tion request much less than the authorized amount when the cost
of drug abuse—$100 billion is the figure you used—to our society is
astonishing?

Are extra dollars no longer costefficient?

Dr. BRANDT. The first part of it, 1 got lost on. I don’t think that I
cut the adriinistration request for that block grant as a matter of
fact, I'm responsible for developing that. I think the——

Mr. ScHUMER. So it’s incorrect, then, that gou reduced the ADM
block grant from $439 millica to $430 million?

Dr. Branpr. As far as I know. I don’t know where that figure
comes from.

Mr. ScHUMER. I've just been informed that I'm correct.

Dr. B..aNDT. You're correct, but——

Mr. ScHUMER. I always like to be correct.

Dr. Branpr. Well. [Laughter.]

Perhaps somebody could explain it to me because I don’t have
those figures readily at hand.

Mr. SchuMeR. You need a third person. You can put your hands
over your eyes; Dr. Pollin, over his ears; and someone eise over his
or her mouth.
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The basic point is that we've authorized more money——

Dr, BRANDT. Yes.

Mr. ScHUMER [continuing]. Than you——

Dr. BRANDT [continuing]. Have requested, yes. :

Mr. ScHumer [continuing]. As embodied by the administra-
tion——

Dr. BRANDT. Yes.
hiVIr. ScHUMER [continuing). Chose to spend. I don't understand
that. :

Dr. BRANDT. Well, I think the issue huas to do with attempting to
obviously gain some control over the budget in a realistic way.

Now, for example, during this period of time, not only have we
permitted the States the flexibility to make decisions—by the way,
as you know, in our original proposal, we would have merged the
ADM activities in with the general health activities, which would
have e en increased the efficiency considerably in my judgment.

But at the same time, the cost of these programs has gone down.
Inflation has come down markedly, from roughly 13 percent when
those figures were first developed to roughly 3 percent at the
present time. That certainly amounts to some increase in the abili-
tv to respond.

Mr. ScuuMer. If we spent more money, would the number of
heroin addicts under treatment increase frcm 20 percent to a
higher number?

r. PoLLIN. Mr. Schumer, we're both aware of how complex our
system of checks and balances is and how difficult it is sometimes
to figure out where the decisionmaking point is with regard to
what the level of funding is.

Mr. ScHumMER. "'he Congress has come un pretty clearly in what
it's authorized, Lasn't it?

Dr. PoLuN. Well, just to point out a figure that'’s relevant to the
current level of activity, at the moment, the Appropriations Com-
mittee recomniendation to the House with regard to funding for
NIDA for fiscal year 1984 is approximately 10 percent less than the
sdministration and the President’s budget request, so that we
would indeed hope that the implication in your question could be
perhaps reversed in terms of the eventual House action.

Mr. ScHUMER. My bottom-line question was really not—although
in a sense it was turred into that—to determine who is to blame.
The question i:: Could we spend more dollars cost efficiently than
we spend now’ Could we get more addicts off the street? Could we
reduce the crime rate? Could we make a greater dent in that $100
billion by spending more money than we spend now?

I don’t think you'd find any quarrel from any member of this
subcommittee that ve ought to be spending more mcney than we
are.

Dr. Branpt. [ think the answer to that question, of course, is
that we probably coulc by having more dollars, but——

Mr. ScHUrER. I'm sorry to interrupt you and I'll let you speak in
1 minute, but I find this befuddling. On the one hand, I read your
testimony to be saying we're making terrific progress. We know
more about how to educate our youth; we know more about how to
treat addicts; we know more about how to interdict. It sounds like
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a nice rosy picture and the statistics, although maybe reflecting so-
cietal causes rather than our Governmental programs, look good.

Then there’s the other statistic that the remaining cost of drug
addiction to our society is phenomenal, $100 billion. That's more
than we spend on just about any government program. Yet, at the
same time, the money’s being cut back. It strikes me as an anomo-
lous situation. '

Dr. BraNpt. Well, in the first place, let me point o1t that we're
not in any way here to take the full credit for whatever improve-
ment has come about because it's clearly a total societal effort that
has resulted in this improvement. Without everybody contributing
none of this would have happened.

Second, I don't want to paint this as an overly rosy picture, but
only that I'm optimistic because the lines are not still going up. On
the other hand, I think that we are talking about a balance of com-
peting interests. I could, for example, point out to you that we can
reduce costs to society in a lot of other areas as well and money is
going to have to come from somewhere. So the question is,Af we
put money into additional funding for this program, then are we
going to begin to decrease kidney transplants, treatment of cancer,
et cetera, et cetera? I think ‘hat clearly the decisions have to be
made ultimately by the Cong.ess with respect to the budget. We
can only propose—— .

Mr. ScHUMER. And the Ex:cutivc.

Dr. BRANDT. And the President, yes, but I think we can only pro-
pose what the total health activities should be that, in our judg-
ment, represent a fair balance of all of those competing needs.

Mr. ScHUMER. It is not your view that if we spent more dollars
on these programs that the overall costs to our country would de-
crease? In other words, would we gain back more than a dollar? To
me, it’s not the issue that you'd have to take the money from some-
where else at this point.

Dr. BraNDT. But all I'm saying, sir, is that I think you can make
that argument for a whole variety of activities that we're engaged
in.

Mr. ScHUMER. Yes, but do you agree with the statement for——

Dr. BRaNDT. I agree with the statement that——

Mr. ScHuMER. That's what I wanted.

Dr. BranDT. Yes.

Mr. ScHuMER. It shouldn’t be so difficult to say.

Thank you.

Mr. HuGgHEs. The gentleman from Florida.

Mr. Suaw. Thank you, Mr. Chairman.

I wouldn’t wi.nt any of the witnesses to leave here thinking that
any members of this committee are in any way pointing to our-
selves as the Congress as being totally consistent when we author-
ize at one level, appropriate at another, budget at another, and
then every rule that comes in waives what we did prior to that so
gre l::an go ahead and do what we darn well please, not looking

ack.

So I would guess that the public is totally confused, not ‘nly at
the inconsistencies within the executive branch, but the le .slative
branch certainly follows suit and does its part in ke .g the
public somewhat puzzled as to what is really going on.
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I'd like to pick up on what Mr. Sawyer started talking about as
to what’s going on-.overseas with regard to crop eradication. We
have had many witnesses from the State Department before us,
both this committee and the Select Committee on Narcotics, to
which most of these members also belong. I also have traveled into
various other countries with the chairman and the gentleman from
Michigan. I did not have an opportunity to go on the South Ameri-
can trip, which I understand was very helpful and brought about
much knowledge that’s going to be very important to the legisla-
tive work of this subcommittee.

However, from the traveling that I have done'to other capitals, I
find that we don’t really seem to have the priority that is neces-
sary for the State Department in this particular area of drug eradi-
cation. I think these other countries are paying lipservice and
they're putting on the dog-and-pony shows that Mr. Sawyer re-
ferred to, but I think that’s strictly cosmetic because there’s no fol-
lowthrough. When the coagressional delegation leaves, it’s business
as usual and the State Department’s priorities simply are not
where I feel that they should be.

NBC News recently did some work on this with regard to what
was happening in the Bahamas and there were some quotes from
the Ambassador as to what exactly the priorities are. I think that
something has to be done. I understand this isn’t in your shop, and
I'm not going to ask you to comment on another branch, but I
think there’s an awful lot to be done in the Department of State as
setting the priorities that the American people would want set
with regard to the attitude of this Government toward other gov-
ernments who turn their heads on drug dealers and those that are
actually producing the agricultural crops that are poisoning the
American people.

I do have an area that I do wunt to ask a question. Recently,
there've been a few studies come out on the use of methadone. My
own hometown newspaper, the Ft. Lauderdale News and Sun Sen-
tinel, recently has done an extensive article in this particular area.

[Series reprinted in the appendix.]

Mr. Suaw. In looking at the hearings and what-not that have
been held up here on the Hill, I don’t think that anything really of
any great significance has been done with regard to hearings as to
the use of methadone and the effect of methadone, whether it’s the
proper way to go or whether it's itself a dangerous drug that is
almost as dangerous as heroin and should be avoided and is not a
proper substitute.

Recently, there’s been some deaths that have been in the paper
as to attributed directly to an overdose of methadone and I know,
of my own knowledge in my own district, of a suicide that would
not have taken place had the individual not been under the influ-
ence of methadone.

What studies have been done and what information do we have?
Where are we in this process? Is methadone still an acceptable
treatment? I understand the Federal courts have turned away from
it.

Would either of you gentlemen care to comment on it?
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Dr. BrRanpr. Let me just give an overall s* tement and then I'm
going to ask Dr. Pollin to give the details because he’s very much
more familiar with it.

We have just recently undertaken within the Public Health Serv-
ice d look at the issue of methadone and methadone manage.nent
of heroin addiction. We have involved both NIDA and the Food and
~Drug Administration, which clearly has a role to play, e~d our
view overall is that the program is currently effective und man-
aged well and that the allegations as to safety and that we think,
are not accurate. Let me ask Dr. Pollin give you more information
about the methadone activity.

Dr. PoLuN. T would only add that we have within the past 9
months prior to the appearance of the series you referred to and in
no way related to that series, conducted a very extensive review, a
three-session technical review.

Dr. Brandt has stated our conclu .ons. I think the point needs to
be made that there is probably no drug currently used by the
American people from aspirin on up to the most potent anticarcin-
ogen, where one cannot, if one chooses to, focus on the side effects,
the potential health risks and adverse consequences and come up
with a dramatic story or series of stories if one emphasizes only
those side effects.

"There is no totally innocuous drug; there is no totally innocuous
substance that any of us use at any time. I think that series fo-
cused exclusively, or almost exclusively, on that one side of the
coin and did not present any type of balanced picture. The author
of that series was invited to review in prepublicatirn form the
roughly 750 pages of data, research reviews, and most recent clini-
cal studies, but did not avail himself of that opportunity.

So at this point, our feeling is that methadone, like all other
drugs in the current U.S. pharmacopeia does l.ave, if misused, cer-
tain serious consequences, it does represent at this point an effec-
tive and very important part of our armamentarium in treating
narcotic addiction.

Mr. Suaw. Is it correct that the Federal courts, though, are not
using that o this point as part of their treatment?

Dr. PoLLiN. I'm not certain precisely what you're referring to
when you speak of the Federal courts using it or not using it as
part of their treatment. Is there a particular program?

Mr. Suaw. Let me supply you with the information I have on
that, because I would like to have your comments because I think
it is an area that the committees of Congress should be taking a
close look at. I also would appreciate the information that you re-
ferred to as being made available to the author of the series that I
referred to so that we might have an opportunity to——

Dr. PoLLIN. We'd be very glad to provide all of that or a summa-
ry of it as you see fit for the record or to you personally.

[The information follows:]
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Mr. Suaw. Thank you. I yield back.

Mr. HuGHz:s. I have just two brief questions. You did describe the
health effects of marijuana use. Would you just briefly for us de-
scribe what current medical research suggests for the effects of co-
caine use?

There is some suggestion now that we have concluded that it’s

addictive. .
~ Dr. PoLLIN. It is one of the most dependence-producing drugs we
know of. It’s one of the few drugs that when used in experimental
situations where primates have a choice of either getting additional
doses of the drug or getting food and water, will starve themselves
to death as.they continue to press lever B that gives them addition-
al doses of cocaine.

So its dependence-producing potential, its ability when used par-
enterally in particular, to lead individuals to make it the central
focus of all their daily activities is very profound indeed. The hysi-
ological effect, in terms of changes with regard to brain, circulation
and other key physiological systems have long been known.

The important point I think that needs to be more widely recog-
nized, and I think is beginning to be more widely recognized, is
how dangerous is the risk of losing control of the drug by pecple
who initiate what they think will be intermittent or recreational
use.

Mr. HuGHes. OK. The other question I have, just brief'v, Dr.
Brandt, you've suggested that statistics show that marijuana use in
particular, and cocaine use, is on the decline or leveling off. Dr.
Johnson’s going to be testif{ing very shortly about misrepresenta-
tions individuals polled wil makergecause of peer pressure. The
suggestion is that the data we receive really isn't accurate because
th(lal ones polled are in many instances lying to the people doing the
poll.

What do you have to say about this?

Dr. Branpt. Dr. Johnson is, I think, going to testify a little bit
later today on this topic, but there’s no question that any time that
you gain information about people’s habits that ca.a only be veri-
fied by what they tell you, that you clearly will have instances of
misrepresentation, flat lying, and distortions.

The issue that I would ask is has that pattern changed in the
past 20 years? These surveys have been going on for a long time. If
there has been a major change, I think one has to presuppose at
some place along the line that the incidents of lying or misrepre-
sentation changed significantly enough to bias the results from
year to year. I don’t know that anybody has an answer to that, but
on the other hand, it's——

Mr. HuGHes. We haven’t done the comprehensive surveying
we've done in recent years, have we?

Dr. BrANDT. Yes, we've done the same kinds of surveys, yes. So
that I think that one would have to speculate—and there may be
basis for that speculation. I'm not aware of it, but it would surprise
me to find that the high school seniors, let’s say in 1978, in discuss-
ing drug activities would be any more truthful than those in 1982.

Now there may be evidence to the contrary, but nobody would
argue, I think, that you could carry those statistics out to the third
or fourth decimal point and begin to push it because clearly, in all
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of those activities where humans are involved, there are going to
be errors of one kind or another.

Mr. HugHgs. Thank you. .

Dr. Branpr. Could I ask—this issue ahsut the budget has me to-
tally confused because according to m{ figures, the original admin-
istration request was $439 million in 1983, and I would like, if pos-
sible, Mr. Chairman, to get that cleared up in the record. We will
sum)ly, if it’s by letter or other ways, some clarification of that.

r. HugHes. The record will remain open for that submission.

The gentleman from Michigan. _

Mr. SawyeEr. I mentioned that there were estimates that as
much as 60 percent of the illegal drugs were basically iesgal dru
diverted into illegal channels. That statistic comes from the DAW
network, the Drug Awareness Network, where emergency room
treatments—now, I don’t know how accurate that might be to esti-
mating the overall use or availability, but 6 out of 10 emergency
room treatments for drug abuse problems, or overdoses or what-
not, are from licit drugs diverted into the illicit market.

Now, I don’t—you probably are in a better position to make a
comment on how that might be reflective of the general suprly or
use, but that’s where the 60 percent is.

Do you have any—— .

Dr. PoLLIN. Mr. Sawyer, the medical room emergency room men-
tions and the DAWN system, as you point out, cover a particular
segment of the kinds of problems that result from the abuse of
drugs. They are the medical emergencies and they don’t cover the
much larger segment of the problem consequences of drug use
which have to do with those changes in behavior and social pat-
terns that don’t lead to an abrupt, acute medical emergency. Al-
though that figure is relevant to one segment of the kinds of prob-
lems which result from drug abuse, it can’t be generalized to the
much larger areas of problems which don’t result in such medical
emergencies. :

Mr. SAwYER. Would the proportion be different? I mean, in other
words, would there be a higher proportion of emergency-type prob-
lems with the licit drugs that are diverted? .

Dr. PoLLIN. I believe so, Mr. Sawyer. The problems that we see
that result from the drugs .hat are most widely used—cocaine is
currently used by 5 million Americans—that,s an illicit drug. Mari-
juana currently is used by somewhere between 20 and 256 million.
None of the licit drugs, which are misused as a result of diversion
or in other ways have levels of use that come anywhere close to
(tihose levels of prevalence of those two most widely used illicit

rugs.

So though with regard to the medical emergency consequence,
the figure you quote is relevant; I'm sure it doesn't apply to the
much broader problems of different patterns of health and social
consequences that result from the use of illicit drugs.

Mr. SAwYER. You say that an estimated 5 million Americans use
cocaine and 20 to 25 million marijuana. Do you have any estimate
on heroin?

Dr. PoLLiIN. Yes; our current estimate is approximately one-half
million current heroin addicts.

Mr. SAwyEgRr. Thank you. I yield b~ck, Mr. Chairman.
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Mr. HucHes. Thank you very much.

Dr. BRaNDT. Thank you.

Mr. HuGHES. The gentleman from New York.

Mr. ScHUMER, Yes, just a quick follow-up so maybe you can,
Doctor, respond by writing.

The original administration request, as I understand it, was for
$439 million. That was reduced after the jobs bill to $430 million.

Dr. BranDT. Not by us, sir, that was reduced by the——

Mr. ScHUMER. OMB? .

Dr. BRANDT. No, sir; by the House, which put $9 million into
the—they took the Community Sugport Program out as a categori-
cal, 80 you have to add-those two figures together, not to come up
with the total amount. In the Senate, they are merged together
and, therefore, appear as the same.

So it depends upon how you look at the one figure of $6 million
for the Community Support Program as to how the appropriations
process dealt with that figure. In the one instance, we dealt with it
in the block; they dealt with it as a separate categorical.

Mr. ScHuMER. I see. So your total request was $439 million and
never went down from that.

Dr. BRANDT. That’s cortect, but I'll verify—I mean, that's correct
to the best of the information we have iere.

Mr. ScuumeR. OK, if you could verify that, I'd appreciate it.

Dr. BRaANDT. We will.

[The information follows:]

The initial Administration budget request for 1984 for the Alcohol, Drug Abuse,
and Mental Health Services Block Grant was $439 million, the same as the initial
1983 appropriated level. Subsequent to submission of the President’s budget the
Congress apﬁroved and the President signed, a supplemental appropriations bill
(P.L. 98-8, the “Jobs bill"") increasir., the 1983 block grant aﬁpropriation for this
program by $30 million to addrees anticipated needs EJ:- alcohol, drug abuse, and
mental health services in areas of high unemployment. This increase was a one-time
stimulus needed during a weak economic period. Block grant funds are available to
States for two years, and thus unexpended 1953 funds are available for their use in
1984. Since these funds did not actually reach the States until late in the 1988 fiscal
year, these funds were felt to partially offset the need for as large a 1984 appropria-
tion request as initially proposed. The Administration reflected this reality by sub-
mxg‘xgg a }lzludget amendment in April reducing the intial request from $439 millien
to million.

Mr. ScHUMER. Thank you.

Mr. HuGHes. I want to thank the panel very much for their con-
tributions.

Dr. BRANDT. Thank you, sir.

Mr. HuGHEs. Our next panel are two young people, Dean and
Paula, who have extensive problems with drugs. They used to refer
to themselves as “druggies.” They've asked that we not use their
last names and I've agreed to that particular request.

Dean and Paula, you want to come forward. We’re very happy to
have you with us this morning. Have you decided which one wants
to go first?

TESTIMONY OF DEAN AND PAULA, FORMER DRUG ADDICTS

PauLa. My name is Paula and I'm 19. I was a former drug user. I
used drugs for about 3% years and I've been straight for about 2%.
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The views that | wanted to bring out are the things that I
thought about as fa. us help or treatment. I thought about when I
was using drugs, I had gotten into drugs because of peer pressure
zamd(,i you know, acceptance with school because it was so widely
used.

I had an older brother who was into drugs and I really was look-
ing up to him and I wanted his acceptance. My parents had taken
him to several counselors, psychiatrists. He went to the Psychiatric
Institute and school counselors and never resolved the problem be- -
cause a lot of the things were “It's the family,” and “It's mom and
dad aren’t giving l?"ou enough room to grow’ and really focus on
symptoms rather than the problem.”

Therefore, when I got into drugs, they didn’t know a solution to

‘the problem. They knew that I was into drugs and that I needed

some kind of help, but they didn’t know where to go. School didn’t
offer that because the school—a lot of times in school, they turn
their back on the drug use and they say, “Well, it’s just something
they're going through. They’ll grow out of it.”” They really didn’t
want to, you know, get involved in the problem.

So my parents were really helpless as to, you know, what to do
or where to go for help. I didn't want to look at the fact that I
needed—I had a drug problem. I didn’t associate the problems or
my grades falling or, you know, running away from home, things
that I was doing, with drugs. I didn’t associate it; I just looked at
all the problems that psychiatrists would tell my brother, “Well,
it's your family,” and I would tell myself that it was my family’s
problem and I can’t get it in school; it’s too hard for me. But I
never looked at drugs as the problem.

I think, you know, a lot more parent awareness—like, my par-
ents found out—the program that I went through as far as, you
know, the treatment that I went through—they found out through
a parent awareness group with a bunch of parents who'd gotten to-
gether, talked among themselves to relate to each other as far as
their kids and what they were doing. That helped them out. They
found out a drug treatment program that would help and they
went down. That's the program that I went through and got help.
Now I'm straight. b

Also, with counseling, they also got together and they got into
the school I used to go through and did some work in there as far
as we had a smoking lounge and it was really, really easy to do
drugs and get high in school all the time. They made the principals
and the counselors aware of this through information we gave to
our parents. They went back to the school and got the smoking
area abolished and got stricter, you know, more discipline in the
school, and I recommend that highly as far as help.

I was thinking earlier, I don’t think there is any way that my
parents could have prevented me from getting into drugs because
they didn’t k~:-w. They didn’t know what was going on; they didn’t
understand the drug problem until I went into treatment.

. But I think it is very hard to prevent kids from using drugs now-

adayvs because they are so widely used. Everybody’s doing it, and
that was my big justification, “Well, everybody’s doing it and it’s
not that bad."
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When I first did get into drugs, it wasn’t that bad, you know, I
was just doing pot and alcohol evervy now and then and I didn’t—
you know, my grades weren't falling and 1 wasn’t going down in
anything, but I think if the parents and principals and counselors
and everybody were aware of the problems—and signs, you know,
the symptoms that start showing up—to catch it early enough in
the use that it would be able to be treated and dealt with and
therefore you wouldn’t have as big a problem.

It took 3% years for my parents to find something for me and *

during that time, I went down really, reallfr far and I was lucky
that I made it into treatment without really screwing myself up.
Dean has some views on schools and things.
ll\)‘l:. HuGHES. Thank you, Paula.
an.

STATEMENT OF DEAN

DEAN. First of all, I'd like to thank the subcommittee for letting
Paula and me present ourselves.

I don’t have statistics and I don’t have a formal presentation, but
I do have experience, and I think that’s one of the most effective
things. I used drugs; I used drugs chronically when I was in my
schooling, iny upper grades, when I was in high school primarily.

During the time I was in school, I had one drug awareness meet-
ing, and it was when I was in the fifth or sixth grade. They gave us
somewhat of a distorted view of what drugs—the effect of what
drugs did. They first gave us a magazine and it was a cartoon ver-
sion of drugs and the druggie and the person that does drugs and
the person that's straight. They put a smile on the person that’s
3traight and they put crosses for eyes on the person that does

rugs.

It explained the physical effects of drugs and ! was scared. I was
in the sixth ﬁrade at the time and it scared me.

I did not have the desire at that time to do drugs or anything
and that partially did help. It did scare me, but when I did get into
the upper grades of school, junior high school and high school, I
saw people that were using drugs, pot primarily, alcohol, even
some harder drugs, ups and downs, and they didn’t seem to—I
didn't view them as I did the cartoon characters that I did when I
was in sixth grade.

They seemed to still have short hair; they looked fairly presenta-
ble. I questioned all the things that I saw when I was in junior
high from the presentation that was given when I was younger and
I th?éxg’ht. “Well, they don’t look as screwed up as I thought they
would.

[ think one of the things that would have helped me when I was
in junior high and high school would have been more awareness
meetings on what drugs are all about. Not the physical effects be-
cause primarily I think there is a disadvantage to explaining physi-
cal effects of drugs and what drugs do to you, and not the nega-
tives, not the high that the drug produ-es. It catches people’s atten-
tion and for me, it got me curious.

When I heard that pot produces this type of feeling, or alcohol
produces this type of feeling, I disregarded the negative effects that
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were talked about and I focused primarily on the positive ‘hings
about it. It was exciting; it was appealing to me. '

I think one thing that would have helped me tremendously
would have been the emotivnal part, evaluating the emotional part
of drug use and how it's a disease of the feelings and how it de-
stroys the family life and things along that line. I think that would
have been helpful to me. ’

One thing I noticed from the earlier discussion, the presentation
was for all seniors. It was in the senior high school. The statistics
may have gone down for the seniors in high school. When I was a
s¢- ‘or in high school, I started becoming aware of some of the
physical effects that drugs have now. Cocaine, pot, how it deterio-
rates the body, et cetera, and I started realizing that I was needing
to grow up a little bit. My future was right around the corner. I
needed to go to school. -

I started backing off from drugs some when I was a senior in
school. I started cutting down some on alcohol use. I started cutting
down some on marijuana use. I started working havder because I
realized my future was ahead of me and I got a little bit scared, so
I think that statistics may have gone down for the seniors, but
look ng back now, when I walk into game rooms, when I'm walking
in shopping malls, I see 10-, 11-, 12-, 13-year-old kids now that are
getting high, and they've got the long hair, and they’ve got the con-
cert t-shirts on, and they're at the point I was when I was in 9th
and 10th grade. That’s scary.

I think that’s why it's so important, and I think it would have
been so helpful for me, and more so now that drugs are so widely
recognized now, to start younger in schools with awareness pro-
grams—mandatory meetings for kids from sixth grade up on drugs,
not just the physical effects, but the emotional effects of what it
emotionally does to individuals that use drugs.

I think tilnat that would help tremendously and I think that, from
what I have seen when I've gone back to my high school since I've
been graduated, I've seen that they have cracked down tremen-
dously in the schools with security—the parking lots are now bein

atrolled, the hallways are now being patrolled, and that’s helped.

hat’s good because when I was in high school, people were getting
high in the parking lot, skipping class, going behind the clubhouse
in P.E. and smoking pot. It was unbelievable. It was like it was
almost accepted amf people turn their backs rather than look at
the problem in school.

I can think of countless times when my mother went to the
schools and said, “Look, I think my son’s got a problem. I need
help controlling him,” and they didn’t want to listen. They didn’t
want to listen and they said, “It’s a normal thing; he'll grow out of
it.”” OK, I didn’t grow out of it and I ended up going into a treat-
ment program and now I'm a staff member there.

But I think that that is helpful; that schools are cracking down,
but I think the awareness part of it and the emotional effects, like
I said earlier, are very important. It needs to be emphasized more
because I don’t think there’s enough of that. I think along with
that, in reference t» schooling, attendance-—I think that’s a symp-
tom of drug use. Usually an iiidividual, when he’s a chronic skip-
per, is in one of the later stages of drug use, but an individual,
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when he first starts to skip school, is a symptom that they are into

drugs.

Itg that can be acknowledged by the school systerh, and people can
catch that and respond on that, then that 'nay be helpful in stop-
ping tne individual before he gets further into drugs, which may be
doing an evaluation on the individual and seeing if maybe they
should go into a youth awareness program or something.

I think one thing also is that people are vex('ly unaware of the pro-
grams that are in the area. At least I was. I didn’t know there was
any drug rehabilitation centers. I didn’'t know where there were
AA meetings; I didn’t know where there were NA meetings—Nar-
cotics Anonymous—or whatever. Even if I did, I may not have at-
tended one when I was using drugs, but I will say this. It might
have caught my attention. I might have, at a time of need when I
didn’t have pressure tfrom my friends and I didn’t feel the need of
peer acceptance, I might have gune and seeked out some kind of
help when I was maybe at a low in my life.

But I didn’t have any awareness of where the programs were in
the area. I think that's important also, you know, letting people
know that “Hey, there are fucilities. Here's where you can go and
‘here’s where you can get help.”

Those are some of the things that I thought of.

Mr. HuguEes. Thank you, Dean.

First, let me thank both of you because it takes a lot of courage
to come here and share these insights with us. We are indebted to
you for that.

Let me ask you, Paula, how old were you when you first started
using drugs?

Pauta. I was 13 years old.

Mr. HugHes. What was the drug?

Paula. The first drug I used was alcohol. I tried it, like sips here
and there of my brother’s beer and then right after that. It wasn’t
lik> I'd used alcohol for a little while; it was pot, also, as I experi-
mented with both of them.

Mr. HuGHES. So pot was the second one you experimented with?

PauLa. Yes. '

Mr. HuGHES. Any other drugs that you experimented with?

Paura. Yes. I've done quite a list of them. I've done—do you
want me to name them?

Mr. HuGgHEes. No—well, ycs, if you would.

Paura. OK. I've done pot, alcohol, hash, ups, downs, cocaine,
LSD, rush, and PCP.

IMr. HugHEs. Did you smoke when you were in school?

PauLa. Yes.

Mr. HugHes. OK. Did you smoke at the time that you began tast-
ing beer?

Paura. No. I smoked a little bit after that. I tried it for a little
while and then even when I first started smoking, I didn’t inhale
or anything like that because it was—1I just wanted to do it for ac-
ceptance of my friends. After a while, I started to smoke regularly.

r. HuGHEs. Now, before you started experimenting with drugs,
pot and otherwise, had you refused the offer for you to experiment?
Did you turn your friends down at first?
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PauLa. None of my friends did drugs. I had one friend that did,
and I did turn her down quite a few times. Like I said, my brother
was into drugs and I saw all the things that he was getting into,
trouble with the law, and going to counselors, and I didn’t want -
any part of that. I really looked down on drugs.

[ didn’t understand them. I didn’t know what it was all about. I
just kind of went along with my parents and I remember always
telling my parents, “No way, there’s no way I would ever do that
to you all, like my brother did.”

But when that one friend, you know, came up to me and kept
asking me, I would say no. I looked down on it. After a while, it
didn’t look as bad as what my brother was doing. I thought, “Well,
[ can keep it down to a minimum where I wouldn’t get as bad off
as he was,” and so I finally, you know, did it. I tried it a little bit
and there wasn't any bad effect. I wasn’t getting into trouble with
the L.iw. It was fun to me; it was exciting to me.

Mr. HucHes. Was it curiosity, finally, that got you into drugs or
was it some additional peer pressure?

Paura. A little bit of curiosity, but mostly I wanted the people
that were doing it to like me. I really wanted my brother to like
me and his friends to like me. Mostly for acceptance of everybody,
just to try it. And a little bit of curiosity to see what it was like.

Mr. HucHes. Did you have any drug education programs in
school?

PauLA. The only thing that I can remember as far as that, was a
health class that i took. They showed movies; they showed a movie
on PCP, and they also had an officer come in with a dummy that
smoked a cigarette, and showed us what that did to your lungs.

That was already after I'd gotten into drugs, but other than that,
[ didn't have any at all.

Mr. HucHes. | see.

How about you, Dean? I gather you were about 16 when you first
began experimenting with drugs?

DeAN. Yes, and I was considered later than most individuals.

Mr. HucHes. What was your first drug?

DeAN. Alcohol. I experimented with alcohol first.

Mr. HucHEes. You went from alcohol to what?

DrAN. [ did pot and I did some of the same drugs that Paula did
also.

Mr. Hrches. Did you smoke cigarettes at the time you went into
pot?

DeaN. Later. Later. After I'd been involved with alcohol and pot
for around a year, | had started cmoking cigarettes.

Mr. HucHEs. Aside from the one program that you had in ele-
mentary school, I think you said in fifth grade, on drug abuse, were
there any other programs that you received during your formal
schooling?

DraN. There was none. None, to my knowledge, that [ can even
remember.

Mr. Huaues, Have you found, since you've become involved in
your present activity on the staff, that other youngsters follow your
same pattern”

Dean. Exactly. Definitely. Definitely.
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Mr. HuGHes. You described that families can’t identify the prob-
lem. Once they finally identify the problem, they don’t know how
to deal with the problem. Do you find that to be the situation with
most of the youngsters you've come in contact with who have had
drug problems?

DeaAN. i think there are several issues in reference to what
}l"ou’re saying. One, parents don’t want to look at the problem.

hey don't want to view the fact that “My son or daughter actually
has a problem with drugs,” because, of course, then they may tend
to look at themselves and feel like, “Well, maybe I'm the cause,
and nobody wants to, you know, face that. :

Mr. HuGHES. That they're a failure.

DeaN. Right. Exactly. Which would produce guilt or whatever. I
think that’s one problem, parents don’t want to accept the fact that
their child is into drugs.

Two, parents who have accepted it and realize that “My son or
daughter does have a problem and he’s uncontrollable, or she's un-
controllable, and I need some help,” don’t have the proper outlets
or facilities to go to. They don’t have the awareness of where to go.

Three, the parents that do g}cl) to, say a school counselor or the
school dean or the principal, they don't want to hear it and they
don’t want to look into it. They don’t want to accept it.

Those are three problems that I've encountered. There are facili-
ties that do take just the child in by itself, but I think parent sup-
port is one of the most imﬁortant things, because drug use is a
family disease; it’s not just the individual that has a problem. Sure,
they may be using chemicals, but everybody’s affected by the user.
Just like an adult alcoholic.

Mr. HugHEs. Thank you.

The gentleman from Michigan.

Mr. SawyEeR. How old are you now, Dean? j

DEAN. I'm 19 years old.

Mr. SAwyER. Did you finish high school?

DEAN. Yes, I've graduated from hizh school. I'm now in my third
semester of college.

Mr. Sawyer. Oh, you're going to college in addition to working
at the clinic?

DEAN. Yes, [ am.

Mr. SAwyER. Good for you.

Neither of you tried heroin, I assume?

DEeaN. No.

PauLa. No.

Mr. SAwyER. And both of you have tried cocaine? .

DEAN. That’s right. '

PauLa. Yes. ‘

Mr. SawYER. Did you get any kind of an addiction to the cocaine?

Paura. No, I didn't. I tried it, I guess, about seven or eight times
and nevei—not on a regular basis, it was just like every now and
then—and I never got a physical addiction at all.

Mr. Sawyer. Have you had any recurrent problems from having
used LSD?

PauLa. No. I used that quite a bit also, and I've never had any
flashbacks or anything like that. It's never affocted me.

Mr. SAwYER. Did you use LSD, too?
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DEeAN. No, I didn’t.

Mr. SaAwyEeR. How long have both of you been off of drugs?

PauLra. I've been off about 2Y; years.

DEeAN. I've been straight for almost 3 years now. I've been
straight longer than the amount of time I used drugs.

Mr. SAWYER. Are you going to school now, Paula’

Pautra. Yes. I just graduated last year and I'll be starting college
next week, first year of college.

Mr. SAWYER, at do you want to be, Dean?

DeaN. Well, right now I'm working toward an associate in ad-
ministration of justice, which is law enforcement, and human rela-
tions, ﬁossibly getting involved in the court system, probation offi-
cer, which is somewhat ironic to what was discussed earlier about
the correlation between people that duv drugs and the amount of
crime that goes along with it and people that have received treat-
ment and the amount of crime that's with that. It obviously does
decrease, definitely.

For instance, for myself, I did do things when I was involved
with drugs that violated the law. No. 1, drinking, by itself, was a
violation of the law. I was 16, 17 fyears old. I'm smoking pot. Deal-
ing drugs was involved. A lot of things along those lines. I was
breaking the law, and since I've been straight, you know, I've es-
tablished a totally different viewpoint on the law, and I'm very
supportive.

hereas, opposed to before, I was fearful. Every time I saw a
police officer, I was scared because I knew I'd been doing things
wrong, where now I don’t have to feel that wa{) any longer.

Mr. SawyeR. Where'd you get the money to buy these drugs?

DeaN. I worked. I had a job and that was part of the thing that I
think eluded people. Many people in my past did not know that I
used drugs. 'I‘heg didn’t know it. They didn’t even suspect it be-
cause I had a job, for one thing. I made money and supported my
habit that way.

Mr. SawyeR. How about you, Paula, where’d you get the money?

PauLa. I worked for about a year and I supported myself through
that. But ther. I couldn’t hold down a job because I doing drugs
every single day. I stole from my parents a lot of times. I stole a
lot. I remember stealing silverware from my parents and pawning
that, getting money that way, stealing money from my brother. Ba-
sically any way I could, you know, wherever I could find money, I
would steal it from people. That’s how I basically got mine.

Mr. Sawyer. Dean, what kind of treatment did you receive?
What did they do when you went to the clinic, or whatever?

DEeaN. Well, I was 17 years old when I went to the Straight Pro-
gram. It was in St. Petersburg, FL; that’s where I'm originally
from. I now work at a branch program, the Greater Washington
Straight Frogram. That’s the program I went into.

When I first went in, I did not think I had a problem for some of
the reasons that I listed earlier: I had a job; I made money, but one
of the things that——

Mr. SAwYER. Why’d you go into the program, then?

DeaN. I went in Janudry of 198——

Mr. SAwYER. Why? Why?

DeaN. Why?
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Mr. SAwyeR. Yes, you said——

DEAN. Well, it was not fully my choice. My mother primarily
brought me down to the program. She was to the point where she
had said I was uncontrollable; I was unmanageable and I was, you
know,destroying her life, and that she was going to kick me out of
the house the next day.

So she said, “I'd like you to cfust go down and talk to some people

-and see if you'd like to consider getiting some kind of help, and if
you do, I'll be glad to help you out with that. I'll support you.”

So, I went down to the program and some .people talked to me. A
lot of things they said related. A lot of things they said, family
problems, problems at school they were having, the feeling or the
need to be accepted by their friends, and heing weak and falling
into acceptance, I could relate to everything they were saying, yet I
didn’t make the connection with drugs before I came to the pro-

am.

I always thought it was just problems I had growing up, when
actually those were all just symptoms of my drug use. When they
had said, ‘“All those thmgs, an, were because they were doing
drugs, I was doing drugs,’ it made me see that I had had more
problems than just growing up.

I decided that I did want to give the program a shot, I did want
to give it a try. I did, and I'm very thankful that I did.

Mr. Sawyer. What kind of treatment did they give you, though?
What did they do?

DEAN. Well, I was put in a positive peer environment, for one
thing. It was a drug-free environment. People were making
changes; they were striving toward getting away from drugs, being
secure with themselves and their opinions and their feelings to the
goint where they didn’t have to fall into acceptance. They were re-

uilding family relationships; people would talk about walking
down malls, and holding their mother’s hand, and telling their par-
ents they love them, which I hadn’t done in a long time.

They were going back to school and getting good grades. That
was encouraging to me. It was exciting and -I respected people for
that. I saw things they were doing—things that I didn’t think I
could do. That encouraged me because I was in a positive environ-
ment.

Mr. SAwYER. Was your father living at home?

DeEAN. No. My parents were divorced at the time, and one
common question that was asked of me, what if that had a bearing
on my getting involved in drugs, and I said no, definitely not. I was
brought up in a very family oriented environment. We had Sunda
meals tegether. My parents never fought in front of me and I thin
when’people direct, you know, the problem at parents, I think it's a
copout, and I don't think it's people wanting to take responsibility.

r. SAwWYER. Did your father live at home, Paula?

Paura. Yes, both of my parents.

Mr. SAwYER. Did you have somewhat the same kind of treatment
that Dean'’s related?

PauLra. Yes, I went into the same program about 4 months after
he did and I work on staff now at the same program. When I went
in—I mean, I knew I had problems. I knew that I didn't like
myself. I didn't like what I was doing. I'd just gotten in trouble
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wlithhtklw law rig..:t befere I went into the program for possession of
alcohol.

When I went in—you see, I still didn’t associate everything that I
was going through with drugs. T didn’t know where I was going at
first. Then when I went in there, I talked to some people also and I
signed myself into the program. I felt relieved, like I wanted some
kind of help. I just want::d to get out of the mess I was in. I didn't
know how. I didn't know what the program could do, but I kind of
felt relieved when I went in. ['m glad I did, too.

Mr. SawyEgr. Thank you.

I yield back, Mr. Chairman.

r. HuGHES. The gentleman from New York.

Mr. ScHuMeR. Thank you, Mr. Chairman. I also want to pay my
respect to your courage. Many people who have gone through what
you've gone through and some people have rehabilitated them-
selves, but I think it's very important for you, the rare few, to
come forward and let other people know, particularly because
there are people who are now in the situation that you were sever-
al lyears ago.

hope that your being here serves as an example and inspiration
to them that they, too, can overcome their problems.

I just have a couple of questions. No. 1, you mentionedomany
drugs, some of which I wasn’t familiar with. What is rush?

PauLa. It's ar inhalant. I'm not exactly sure of that, but it's an
inhalant that ju.. gives you kind of a real quick high feeling for a
few minutes.

l\gr. ScHUMER. These questions, by the way, are for either Paula
or Dean.

From where did you buy your drugs? Were they sold by students
in the school or by people outside the school and community?

‘ .PA(liJLA. Most of my drugs, I bought in the school from my
riends——

Mr. ScHuMER. Who are also in the school?

PauLA. Who are also in school. Same grade. My brother, who is
older than I was, I Ljught from his friends. A lot of times, you
could just stand outside of a store if you wanted alcohol and ask
someone to go in and buy it for you and they would. But mostly it
was from my frier-.3 at school.

Mr. ScHuMEr Dean, the same thing?

DEeAN. I purchased drugs from my brother and from friends at
school, but I knew I had access wherever I went to get it. Like
Paula said, outside a liquor store. I had heard of teachers that used
drugs and you know I could have had access to get it that way.

Mr. ScHuMER. Teachers would sell drugs to students?

DeaN. Well, this was hearsay. I never myself purchased any from
an administrator.

Mr. ScHumER. But do you think the teachers in your school knew
that there were drugs being sold and passed around? °

DEeAN. Definitely.

Mr. ScHUMER. And yet they didn’t do anything about it?

DraN. Some would. I think the older teachers—and what I mean
by “older” is people—teachers who have been in the school system
for 20 years, maybe. There was a lot of teachers at the age from 20
to 30 which were somewhat liberal on the issue.
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I'd seen on many \ong discussions that took place in the
- classroom about drugs and st was like socially accepted. The teach-
ers would laugh or even make comments to kids that they knew
were high and not act on it at all.

Mr. ScHUMER. It was said earlier that 1 out of evez——l think it
was l5—hiﬁh school seniors smoke marijuana every day. Did any-
thing you hear in the statistical presentation ,;ar your sensibility
and not really match what you had experienced

Paura. Nothing that I can remernber. One thing that we had
mentioned earlier was the fact tiat surveys are inaccurate.

Mr. ScHuMmeR. Right. _

Paura. There were two views that I thought of. One was, you
kr.ow, some people mifht not lie a: much because it is so socially
accepted, but theu a lot more would lie because there's been so
much more crime with it. So many more people getting catg)ht
with drugs and a lot more people being scared to get caught. So I
think there—the lying part—I thought that was——

DEeAN. I would have lied. I'll tell you that, I would have lied. OK,
if Kgu gzve me that questionnaire—I mean, if you gave——

r. SchuMeR. Which way would you lie? I could see a reason to
lie both ways. :

DeaN. It would have been that I didn’t do drugs; I didn’t smoke
pot._ .

Mr. SCHUMER. [ see.

DEAN. 1 would have cut down the usage that I did for two rea-
sons: One, to feed my own denial, OK, because if I were to have
seen that on paper and all of a sud~~n the school newspaper came
up and said these manf' peoixle do titis and it tells me that they
have a prob.em, well, I would have had to look at myself. Why
would I want to do that? i _

Mr. ScHuMER. Bcth of you were talking about how you decided to
%et awa'’ from drugs, and most of it seemed to relate to external

actors.

What. about the physical feelings when you went through it?
Were there times where you felt so strung out that you said, “I
can’'t do this aunymore’? -

PAaurA. With myself, I was a little bit—I guess I was more, I
guess, call it further down than Dean or whatever,L. ‘useas - -t
older, I got worse and worse ir.‘o drugs and I didn’c think of re-
sponsibility. I just wanted to run away from it.

I failed more and more out of school; I kept quitting jobs and it
got worse and worse as I went along.

Mr. ScHuMER. You wanted to get out as it got worse; is that
right? You couldn'’t, but realli' had desires——

PauLA. Yes, and there were & lot of times when I did use drugs
where [ got really, you know, like alcohol, I would OD quite a few
times and using other drugs where I would just pray that I would
come out of the drug, you know, d’ust come out of the physical feel-
ing, but for the most part, the drugs would either make me feel
better or just make me feel anything other than, you know, the
guilt I was feeling or just the hate that I had for mys. ..

Mr. ScHUMER. Dean?

DeaN. I didn’t really have much of a desire to get out because I
didn’t really think that my problems were all that bad. The prob-
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lems that I did have, I directed toward other people. I said, “If my
mother would change, some things would go better. If the school
would not be as strict, then I'd do better.” I pointed the finger to
everybody else rather than myself.

So I didn’t have much of a desire to change and I think this is

.one of the things. I think the view of people in society, the stereo-

type of a “druggie” is the long hair, you know, the headband, the
concert shirt, the needle and that’s not true at all. I had short hair;
I dressed fairly nice; I was respectful around teachers and not
many people at all suspected that I did do drugs except the imme-
diate family, because they had immediate contact with me. :

Mr. ScHUMECR. One final question. Do you find that today among

our peers drugs are regarded as less of a good thing and more of a
ad thing than they once were?

DeAN. I'm not actually back in high school. That was where it
actuaII,y was, but I think—from what I've been viewing—from
what I've been hearing in shopping malls, et cetera, I think people
are viewing pot as bad, as not as good for themselves as maybe
they would have 2 or 3 years ago because of all the new statistics
that have come out. I think that’s been helpful. I think that’s put a
scare into some people.

But I think alcohol is still socially accepted and people don’t look
at the seriousness of it. When I say, “I've done alcohol,” I say I've
done the drug ‘“‘alcohol,” not alcohol itself. OK?

Mr. ScHuMER. I think that’s very interesting. You talk about al-
cohol in a very different way than the average American talks
about alcohol. You treat it as a drug and something to be feared.
That's an interesting observation. The committee ought to take
note.

Thank you, Mr. Chairman.

Mr. HucHEes. Thank you.

The gentleman from Florida.

Mr. SHAw. Thank you.

Paula, are you from Florida, also?

Paura. No, I'm from up here. I went down to Florida into the
program.

r. SHAw. Oh, you did the St. Petersburg program there?

PAULA. Yes.

Mr. Suaw. How'd you happen to get into that program?

PauLa. My parents attemﬁe% a neighborhood awareness meeting
and they had talked about some convention from Atlanta that
maybe some parents would like to attend. My moem went down
with a friend and there was a guy there that was from Straight
and talked to them and told them all about the program, that it
was drug-free, and that it helped, you know, quite a few kids. The
word ‘drug-free”’ was my mom’s—you know, like, yes, that’s it,
that's got to be it, because all the programs and everything that
we'd been to had used drugs to calm kids down.

They called down there and I was put on a waiting list. I don’t
knov' what happened; I got in a lot sooner than I thought I would.
But my parents drove me down there and they attended an open
meeting which gave them a good view of the program.

I went in 2 days later—and they didn’t tell me where I was going
because I would not have gone in. There was no way that I wanted
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to change my lifestyle. I didn’t think I could, and I really didn’t
want to. I didn't want to humble myself to my parents and say,
“I'm wrong. Look, I've really done bad.” I didn’t want to tell them
all the things I was doing.

So, they didn’t tell me where I was going. They said, “You're
going to talk to some peoFle about a school,” but when I went in
there, you know, they told me—they infermed me, “Hey, you're
here at Straight and it’s a drug rehab.”

I sat there and I just talked with the people. I was upset, and I
was mad because my parents were doing this to me. I just thought
it was the worst thing in the world.

But like Dean said, a lot of the things that people were saying I
could relate to, and I started feeling more relieved, like, ‘‘Hey,
maybe I can get out of it.”” But I still didn’t want to look at it as if I
hatf a drug problem. I mean, that just looked so bad in my eyes
because in my drug use, I looked at drugs as so good, and I looked
at straight people and people that weren’t using drugs as that was
uncommon and that was really bad.

I really conned myself into believing that drugs were the best
thing in the world, and they were my ticket to happiness. If I just
kept doing drugs, if I just kept on doing it, somewhere down the
line, I would come out on top.

I was 16 when I went into the prglgram and my parents took me
down there and I signed myself in. They supported me throughout
the whole program.

Mr. Suaw. How long did you stay there? .

PAuLa. | was in the program for 14 months in all my phases, and
then I went on to staff training which, you know, I am on staff
now, and it was a group where I was training to be a staff member.
Then I went on to staff, so ever since April 13, 1981, I've been in-
volved in the program. 5

Mr. SHAW. You stayed in the program 14 months? Did you phys-
ically stay in St. Petersbucg 14 months?

PauLaA. Yes.

. Mr. SHAwW. What problems did you see when you returned back
to your own community?

%ULA. Problems with myself or just problems in the commu-
nity’ '

Mr. SHaw. Problems with your relat.onship to your friends.

Paura. When I came back, most of iny friends had alreadly grad-
uated, and I've been back almost a year, and I haven’t really had
any problems. I've had a few people call me and say, “I'm proud of
you,” but most of them are scared of me, or just don't want to do
anything with e because they know that I'm straight, or what-
ever,

I really haven’t run into any problems.

Mr. SHaw. Were you generally known among your friends for
using drugs?

PauLa. Yes, very. [ was known among everybody as using drugs
and a “freak.” You know, with drugs. But {don’t know why; I
don’t know exactly why I haven’t had a whole lot of problems with
it. .
Mr. SHAw. You mentioned that you didn't like yourself when you
were using drugs. Did you like yourself before you used drugs?
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Paura. Yes. [ got really good grades. I was in dancing. I had, you
know, I was doing really good in dancing and my parents were
really, really proud of me. Yes, I was a very positive person. I
really enjoyed it.

‘Mr. Suaw. Now you're 17, going back into your school; did you
go back to the same high school?

PaurLa. When I was down in Florida, I went back as a junior, and' |
I went to a different high school. Then, when I came back up here,
I was already gtaduated through the program. I went back in my
senior year and all my friends had graduated, you know, because I
had been put back a year because I failed. But I didn’t really have
anv © _ends that were left in high school.

... . SHAW. Were you beginning to like gourself at that point?

Paura. Oh, yes. {began to like myself when I first went in the
program. On the first phase of the program, I started really liking
myself. I started learning that I didn’t have to do the things I was
doing. I started getting out all the feeliags of guilt and disappoint-
ment.

Mr. Suaw. Did you consider yourself an addict?

PauLa. No. No.

Mr. Suaw. Do you now consider yourself as a former addict?

PauLa. No. I was never——

Mr. Suaw. Was . more of an attitude-type of adjustment that
you had to get straightened out, rather than a chemical or physical
addiction?

PauLA. I was chemically dependent on drugs, where I depended
on them to feel good or to.escape. I was never physically addicted"
to where I had to have the drugs; but I was chemically and emo-
tionally, like in my head, I wanted the drugs; they made me feel
good, so therefore | used ther. to escape everything else that I was
going through, skipping schooi, fighting with my parents, things
like that. But I was never physically addicted to any drugs.

Mr. SHaw. How did your parents first find out that you were in-
volved, and how long were you involved, with drugs before they did
find out?

Paura. I would say it was about 8 or 9 months before they found
out. It was pretty quick, because my brother had gotten into drugs
and they were aware of all the symptoms that led up to it, su they
caught on to me pretty quick. My dad had found drugs in my purse
and they confronted me with them. I said, “Well, they aren’t
mine,” and they didn't believe me. There are times I came home
late, you know, with alcohol on my breath and I said, you know,
“Oh, I just had one drink.” I was lying to them all the time.

Mr. Suaw. Do you use alcohol at all now?

PauLA. No, I don't use any drugs at all.

Mr. SHaw. Is it your intention never to use alcohol?

Paura. Yes. | won't ever touch any‘(alcohol or any drugs or any-
thing, ever again.

Mr. SHaw. Dean, do you feel the samb way about alcohol?

DeaN. Definitely. Like I said earlier, alcohol is a drug, in my
opinion. When I've made that decision that I felt bad and I knew
that drugs—meaning aicohol or whatever else—would make me
feel better, and I actually carried out that act, then I think that
was the time when I became chemically dependent, and I think
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that's the time when anybody crosses that line is when they know
that, “Hey, this will make me feel better, and I feel bad now, so
I'm going to go to that to feel better.” ,

I think that’s when that line’s crossed and I think—I know, in
fact—that I crossed that line. So I can’t go back.

Mr. Suaw. Did you feel that you were addicted to alcohol or any
of the chemicals? _

DeAN. Yes. I think people say “addict.” You know, when I talked
earlier to somebody, they said, you know, I've heard several people
say I'm a “junkie,” or I'm this or that. I don’t view myself as that.
I view myself as being chemically dependent. I know that I was ha-
bituated to drugs to the point where I knew when I felt bad, I could
use them to feel better, rather than go to the proper channels,
which I think any young adult should go to, which is to talk about
my feelings, go to my family, express, “Hey, I'm feeling pressure
from school to be accepted, to do this and that.” I mean, that’s
iuéranal mechanisms that I should have been using growing up, but

idn’t.

In turn, I used drugs. And that screwed up my whole system, you
know. I didn’t have the mechanisms to deal with everyday prob-
lems inside of me. My mechanism was drugs. In turn, I had to rees-
tablish all of that when I went to the program and I had to learn
how to deal with my feelings, learn how to deal with being accept-
ed and all that within myself. .

Mr. Suaw. Had you gotten to the point where you didn't like
yourself much?

DeaN. Yes. I was to that point, because I thought that I had
problems that other people didn’t have. Of course, some of my
family problems—one of the main things with me was I felt so
weak over wanting to be accepted by other people. I think that’s
one of the prime problems, that peer acceptance—I mean, that's
what primarily got me into drugs. I just felt so weak that I couldn’t
even Stand up for myself. I knew I was that way when I was young-
er and—

Mr. Suaw. Why was that? Was that because of your attitude or
the fact that you may have been a little more extraverted when
you were under the infl"~nce of the drugs, or was it just because
you wanted to be seen with a marijuana cigarette in your hand or
a cocaine spoon or somet.ing of that nature?

DeaN. I think I primarily just wanted to be known as somebody
that was popular. I knew that drugs were a popular thing. Going
out and getting drunk on the weekends was a popular thing to do.

Mr. SHaw. Thank you. Thank you, both, for coming to visit with
us,

Mr. HucHES. I just have a couple of very brief questions.
When you purchased the drugs at school, were they in most in-
stances purchases from your friends?

DEAN. Yes. :

Mr. HuGHes. Were they selling drugs to make money or were
they selling drugs just to get them over to their other friends?

DEean. I think a mixture of both. I think, for one thing, at least
for myself. when I first tried to get other people into drugs, I didn’t
make them pay a. first because I wanted to bring them down; I
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wanted to get them into the scene, make them feel like I was doing
something good for them, you know.

But later, when the person actually came to the point where
they wanted the drugs, then they started paying. I think some was
to make money, but most of my friends I knew that sold drugs, it
never worked out that way. They did half the drigs that they were
supposed to be selling, so it came to the point where they were just
making enough money to purchase.

Mr. HugHes. OK, just one additional question. Looking back now
t~ your days in high school in particular, knowing what you know
now, what do you think would be the single most important thing
we could do to try to reach that individual who’s trying to make a
decision whether or not they should experiment with drugs? .

Paura. I guess the thing that I can think of is having speakers
like Dean and myself go to schools and maybe hold classes, like in
health classes, such as I had, to give them more knowledge on the
drug use, what it does to you physically and mentally. Have people
that have experience with drugs and have them go talk to them,
because it got my attention more when people my own age were
saying, Hey, I've been there and this is what I’ve done and this is
what it's done to me.” It made me want to believe it a lot more

than just a parent lecturing or a movie that——

' Mr. HugHes. Are you doing that now? Are you going into a
school, for instance, and telling your story? .

PauLra. I've done a few speaking engagements, but none in a
school. I attended a school and I would talk to parents—I .nean,
teachers and counselors, about. myself.

Mr. HuGgHEs. How about you, Dean?

DEAN. I personally haven’t been to a school, but I think an opin-
ion on what you're saying, I think it would need to go way back to
elementary school and start early because—the things that I did
people would talk about, like when TV rrograms would come on
and tal about the effects of pot or the effects of cocaine or alcohol
or that have former users on TV. I would look at them and I'd
think, “Wow, they actually changed.”

It would be a little bit cxciting to me. I'd think, “Wow, they can
actually change,” and I saw what they were saying and it would
scare me some, but I was already to the point where I needed some
kind of treatment to stop. I couldn't just do it by myself.

I think having people like myself or Paula going to—of course,
with the counsel or whatever, some type of presentation or aware-
ness meeting of some sort back in the schools would help people
like myself because 1 know I could go and say, “Hey, look, I did
drugs; 1 wanted to be accepted; I wanted the acceptance of friends;
I thought I'd be cool; I thought I'd have a bunch of people that I
could trust; I thought I'd be happy; and I didn’t get that at all.”

Now, since being straight, I can be strong with my opinion and I
can feel good. I can do good in school and I don’t have to worry
about what other people think about nse, et cetera.

Mr. HuGHes. Well. thank you very much. You really have, first
of all, contributed immeasurably to the hearing and we are indebt-
ed to you for coming.
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As [ indicated, you're courageous; your candor is refreshing; and
we certainly appreciate your insights. We wish you continued good
health and success in everything you do.

Pautra. Thank you.

DEeAN. Thank you very much.

Our next panel this morning consists of three of the most promi-
nent figures in the country who administer at the State level pro-
grams that support drug abuse prevention and research. First,
Thomas Kirkpatrick, Jr., is the executive director of the Illinois
Dangerous Drugs Commission, a position he’s held since 1975. Mr.
Kirkpatrick is also the president of the National Association of
State Alcohol and Drug Abuse Directors. He is a member of the
National Advisory Council on Drug Abuse and has been appointed
secreteH'y and presiding officer of the Council by NIDA Director,
Dr. Pollin.

In 1980, he was appointed by President Carter as a member of
the National Strategy Council on Drug Abuse. Mr. Kirkpatrick is a
lawyer by profession and has had an extensive career in law en-
forcement, with the Law Enforcement Assistant Administration,
and with the Drug Abuse Counril before he took his current posi-
tion.

Our second witness is John Gustafson, the deputy director of the
Division of Substance Abuse Services for the State of New York.
Mr. Gustafson testified before the subcommittee a number of years
ago on the relationship of drugs and crin . For the past 13 years,
Mr. Gustafson has worked in almost every capacity in the manage-
ment and planning of drug abuse services for the State which prob-
ably has the greatest drug abuse problem in the Nation.

Most recently, he has been working with numerous communities
throughout New York to generate locally based drug abuse preven-
tion initiatives.

The third member of the panel is Richard Russo, the assistant
commissioner of Health for the State of New Jersey, who is also
the director of the Division of Narcotics and Drug Abuse Control.
Mr. Russo’s very distinguished career in the New Jersey Depart-
ment of Health goes back to the beginning of the 1960’s. Mr. Russo
has degrees in pharmacy and in public health, and is the author of
numerous articles on these subjects and is 2 member of many pro-
fessional societies and organizations.

Mr. Russo manages over 570 employees and has a budget of some
$6.3 million for alcohol programs and a $17.8 million for drug
abuse.

(zentlemen, we have your statemenis which, without objection,
will be made a part of the record and you may proceed as you see
fit. Welcome. Let's begin first with you, Mr. Kirkpatrick.
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TESTIMONY OF THOMAS KIRKPATRICK, JR., EXECUTIVE DIREC-
TOR, ILLINOIS DANGEROUS DRUGS COMMISSION, AND PRESI-
DENT. NATIONAL ASSOCIATION OF STATE ALCOHOL AND DRUG
ABUSE DIRECTORS; RICHARD RUSSO, ASSISTANT COMMISSION-
ER, NEW JERSEY DEPARTMENT OF HEALTH; AND JOHN GUS-
TAFSON, DEPUTY DIRECTOR, DIVISION OF SUBSTANCE ABUSE
SERVICES, STATE OF NEW YORK

Mr. KirkpaTRICK. | thank you, Mr Chairman. With your permis-
sion, since you do have the written statement for the record, I'd
just like to make a few brief points—— .

Mr. HuGHes. We'd appreciate that.

Mr. KirkPATRICK [continuing]. And make our~~lves and myself
available for your questions on issues that have L en raised so far.

I think the one issue that has been identified early on in these
hearings, and one of great concern to us, is the shift in responsibil-
ity as it was described to the States for the administration of all of
the Federal money for drug abuse ireatment and prevention. We
have calculated that this will cause a 42-percent reduction in the
available funds from 1980 to 1983.

That is the actual dollar reduction and figure again the 2 years
of inflation at a 1U-percent rate for the first year and a 6.3-percent
rate for this third year Unfortunately, a lot of people judge the
impact of increased cost as being a soft figure and not a hard one
in terms of what's available. However, I can tell you that in years
where inflation runs high, we've had to reduce our programs and
services by as much as 10 percent, even though the dollar amounts
stay the same that are available in a particular area. So it’s a very
real cost factor.

Costs have been increasing and the available dollars through the
ADM block grant have been decreasing, and yet there is an unpar-
alleled increase in demand for services. In a recent survey of our
States, 94 percent reported that they are unable to meet the
demand for drug abuse treatment and prevention services.

The increased concern in many large Stetes is with the criminal
justice system and its problems, its prison overcrowding, the need
to find alternatives to traditional prosecution, and incarceration for
persons whose real problem is drug and alcohol abuse. There is an
increased demand in those large States by the judiciary and by the
prison systemn for more treatment services to deal with those
people for which no services presently exist.

There was a mention earlier in these hearings of the relationship
between the eradication programs and the border interdiction pro-
grams and the treatment and prevention programs and I think
almost everyone who has testified has stated that both are neces-
sary and it's absolutely true that law enforcement, of which I've
had a personal background in border interdiction and crop eradica-
tion, is a short-term suppression program. The true answer—and
it's unfortun. :ely a lorg-term one—to doing anything about the
problem that taces us with regard to drugs, ic to change the atti-
tudes, to change the demand for drugs, and to increase the knowl-
edge and awareness of what drugs are all about and why people
find themselves involved in it.
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Unfortunately, that takes a long time to make those kinds of
changes, so in the meantime, we have to have the law enforcement
interdiction programs as much as we need the treatment and pre-
vention programs. '

We have a couple of quick points to make and they are that as
an association, there are several matters before Congress that
we're concerned about, in addition to the appropriation level, und
they include the possibility of funding for activities that would be
permitted under the Justice Assistance Act to continue to fund pro-
grams such as the Treatment Alternative to Street Crime Project,
the so-called TASC programs which in many States, including my
own, provide probably the only contact between the overburdened
court system and the available treatment resources.

Another issue identified by an earlier witness in response to a
question by a member of the committee, is prescription drug abuse
and licit drugs diverted to.the illicit market. We wold like to see
and would support the Drug Enforcement Administration being
able to provide financial and technical assistance to the States, who
have the primary responsibility for controlling prescription drug
abuse as we do.

The third concern is the imminent danger that as an assc:iation,
we believe that as public resources for publicly funded drug abuse
treatment and prevention programs decline, the quality must
therefore also decline. The available services will deteriorate and
what we will have is a two-tiered structure of services, as has hap-
pened in some other areas—an underfunded and underqualified
one for publicly funded services and a very expensive one available
only to those persons who have private resources available to pay
for their service.

We would also like to point out that we do appreciate very great-
ly the research that has been conducted by the National Institute
under Dr. Pollin's direction and continues, because we believe
there are answers to be found to many of these problems in re-
search. However, we are not in the position of being able to put
gigns in our programs saying, ‘“Closed until research finds the
answer.” Most of the significant research efforts are 5-, 10-, and 15
year projects. We support it; we appreciate it, but we’re faced with
having to do something about the problem now.

Thank you.

[The statement of Mr. Kirkpatrick follows:]

TESTIMONY OF THOMAS B. KIRKPATRICK, JR., PRESIDENT, NATIONAL A3SOCIATION OF
StaTE ALcoHOL AND DRUG ABUSE DIRECTORS. AND DIRECTOR, ILLINOIS DANGEROUS
Drucs CoMMISSION

Dear (hairman and Members of the Subcommittee: The National Association of
Sta‘e Alcohol and Drug Abuse Directors (NASADAD) is pleased to have this oppor-
tunity to present a statement for the Subcommittee hearing record on the status of
the putlicly funded alcohol and drug abuse treatment and prevention services in
the 30 ~tates and U.S. Territories.

The State Alcoholism Agencies and the Single State Agencies for Drug Abuse Pre-
vention were created by the States in response to Congression~! action in the Com-
prehensive Alcohol Abuse and Alcoholism Prevention, Treatn nt and Rehabilita-
tion Act of 1970 and the Drug Abuse Office and Treatm: nt Act of 1972, respectively,
to have sole responsibility in the States to plan and administer a Statewide alcohol-
ism and’or drug abuse ptevention and treatment network.
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Under the Omnibu+ Reconciliation Act of 1981, which created the Alcohol, Drug
Abuse and Mentsl Health Services (ADMS) Block Grant, Federal mandate for
Single State Agencies wus repealed. However, I am pleased to inform you that each
State and U.S. Territory has chosen to retain this governmental structure in order
to assure effective coordination of alcohol and drug treatment and prevention sery-
ices at the State and local level and efficient administration of the relevant portion
of the Federal ADMS Block Grant.

The Chairman and members of the Subcommittee are already familiar with the

" range and complexity of problems which result from alcohol abuse and alcoholism,

licit and illicit drug abuse addiction; these are problems which impact on every
sector of our society, whether it be lost productivity at the workplace, accidents on
our highways, or disruption of the family unit. Our children are not immune from
the problem nor are the elderly. A 1982 study sponsored by the Alcohol, Drug Abuse
and Mental Health Administration estin:ated tﬁg economic cost of alcohol and dru

abuse to have heen $65.8 billion in 1977. Also, a recent study by the Congressiona
Office of Technology Assessment (OTA) projects that the costs for alcohol abuse
alone will have approached $120 billion for 1982.

The project economic losses due to alcohol and drug abuse do not seem excessive
when you consider the following: .

An estimated 10 million American adults are problem drinkers or alcoholics—
more than $3 million American teenagers abuse alcohol;

10,000 young people are killed every year in highway accidents involving alcohol:

American youth still have the highest level of drug abuse in any industrialized
nation;

34% of all Americans over 12 have used an illicit substance or a prescription drug
for non.-me.lical purposes;

Heroin addiction remains a serious problem in our large, urban areas; and

Almost one third of all State prisoners in 1979 were under the influence of an
illicit drug when they committed the crimes for which they were incarcerated.

In light of this evidence it makes sense in both fiscal and human terms, for both
Federal and State governments to invest in an appropriate level of funding for the
prevention and treatment of alcohol and drug abuse.

Historically, the Federal-State partnership has been a strong, mutual? supportive
one. However, over the past three years Federal support for alcohol and drug abuse
treatment and prevention has been reduced by 42 percent. This reduction has
placed an unfair burden on State governments and one which many State govern-
ments have been unable to assume. As a result, the ability of publicly-funded alco-
hol and drug abuse programs to meet the increasing demand for services has been
severely hampered.

AlLOHOL, DRUG ABUSE AND MENTAL HEALTH BLOCK GRANT

Overall, the State alcchol and drug abuse agencies have made a smooth transition
from the previous Federal categorical alcohol and drug project and formula grant
programs to the Alcohol, Drug Abuse and Mental Health block grant program. The
smooth transition is in part due to the fact that the State drug agencies had been
receiving their project grant dollars through a mechanism similar to the block grant
for several years—the Statewide services grant—and were already responsible for
allocating and monitoring the Federal drug abuse project grants. A{ . at the tme of
the ADM block grant authorization, Federal officials were considering switching to
a Statewide services funding mechanism for the Federal alcoholism project grants,
which at that time were being administered by NIAAA. In fact, five States were
participating in a demonstration project testing the feasibility of the Statewide serv-
ices grant mechanism for the alcoholism project grants. Both the alcohol and drug
abuse formula grants were awarded directly to the State alcohol and drug agency,
which in turn allocated tne dollars where they were needed most.

Sinve the State alenholism and drug abuse agencies were already administrating
three-fourths of the programs eventually folded into the alcohol and drug portion of
the ADM block grant program, the basis for the supposed administrative cost sav-
ings assoclated with the ADM block grant—streamlined and efficient manage-
ment—was not applicable. The funding reductions accompanying the block grant
were suppoted to be balanced by the increased costs savings realized from the new
funding and administrative mechanisms. Unfortunately, fo: the alcohol and drug
services programs the supposit-on was not relevant. Rather they were penalized for
having been vne step ahead

In FY 1880 ithe vear for t  alcohol and drug portion of the ADM block grant),
Federal appropriations for the alcohol and drug abuse project and formula grant
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programs totalled $322 million. In FY 1982 the alcohol and drug protion of the block
grant equalled only $222% niillior. --a 33 percent reduction from FY 1980 levels
without adjusti- 4 for inflatioa. If the inflution rate of 10.4 percent in 1981 and #.1
percent in 1982 is taken into account, current Federal funding levels for alcohol and
drug treatment and prevention services represent a 42% reduction in real dollars.

Recognizing the increased demand for alcohol and drug treatment services by the
unemployed. Members of Congress added $30 million to the ADM block grant FY
19:43 upprorriation in the recently enacted-package of jobs and humanitarian aid for
the unemployed. Even with this increase of $15.2 million (the alcohol and dru por-
tion of the ADM block grant equals 50.76% of the total), Federal funding for afcohol
?ndldrug services, when adjusted for inflation, has decreased 33% from the FY 1980
evel.

In the Chairman's hom~'State of New Jersey, treatment and prevention funding
for drug abuse has been reduced over the past several years by $5.000,000. Approvi.
mately $3,000,000 of the reduction is the result of the switch from Federal categori-
cal monies to the ADN.3 Block Grant program. The State budget was also decreased
by $x00,000. Because of the funding reduction, the number of treatment agencies
has dropped from 97 to 80, the annual number of clients receiving substance abuse
treatment services from 21,000 to 15,000; and New Jersey's daily treatment capacity
has been reduced from approximately 7,500 to 6,690 as of January, 1983. Unfortu-
nate.y, the demand for treatment services har continued to exceed the State of New
Jersey's capacity to respond.

Many States, with careful budget planning combined with a temporary overlap of
'ederal funding have been able to muintain a minimum level of services even with
the significant reduction in Federal support. In FY 1982, many States received their
FY 19K block grant award ’Frior to the expiration of their previous fiscal year's
project and forn.ula grants. This phenomenon was due to the unforeseen delay of
previous Federal grant awards in many States where the fiscal year award was not
made until six months after the beginning of the fiscal year. For example, 3tate X
applied for and received its FY 1982 block dgrant quarterly allocation on Ocioker 1,
1982, However, State X's FY 1981 Statewide services annual grant award had not
been awarded urtil March 1982 (six months after the beginning of FY 198]). As a
result, there existed on overlap of Federal Funds and the State was able to postpone
the negative impact of the decrease in Federal funding for alcoholism and drug
abuse services which accompanied the AOMS block grant. With creative planning,
many States have been able to stretch this cushion into the 1983 Fiscal Year, but it
will gc no farther. Beginning in FY 1984, raany programs in the 50 States and U.S.
Territories will close their doors, in a time when these programs are needed the
most—during and immediately following a period of high .nemployment. State rev-
enues are not available to bridge this funding gap since State coffers are being
drained by the provision of minimal wellare and social services benefits to the un-
- emplog;ed and their families.

In the State of Michigan, the largest inciease ir client admissions has come from
the category of those “unemployed and in the work force” meaning those recently
laid off anc{looking for work. gverall, 63 percent of the 75,600 clients admitted to
publicly funded substance abuse programs in Fiscal Year 1982 were unemployed—
an increase of more than 10,000 from FY 1978-79. As in New Jersey, however, there
are no additional resources availeble to support the increased demand ior services.
Hundreds of clients are being forced to wait for services.

SURVEY OF STATES

If I may. I would like to provide you with the results of a survey conducted by
NASADAD last March on the status of Stat: alcohol and drug abuse services sys-
tems. [n tke survey of the NASADAD membership, each State agency director was
asked to provide a narrative description of any signi‘icant changes in the delivery of
prevention and or treatment services over the past year. State Directors were then
asked to offer projectiors on future State tnot Federal) resources. A brief State-by-
State summary of the comments made in response to both of these questions is at-
tuched for your information.

In general, the comments made by the State agency directors reflect the unique-
ness of the States and their service needs. Many of the States have increased their
expenditures for prevention programs. a cb nge which appears to be related to the
ADM block grant requirement that 20 ;v cent of the ADM block grant dollars be

allocated for prevention. while in other States the directors have independ atly de-
cided to ncrense prevention service Nt odtit noonies. In many State: eleven!
the capacity to support treatment sery 'eclined in F'Y 19%5; even though the per-
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ceived need in those States had increased due to economic conditions. In several
States, there has been o change in the type of treatment services provided, with less
chronic and/or institutional care and more early intervention type care.

Regarding FY 1984 State monies for alcohol and drug abuse services, the majorivy
of States expressed hope that they would be able to maintain their current level of
services for at least part of the fiscal year, only seven States indicated that they
expected to receive funding increases in FY 1984. In these insiances, the program
increases seem to be related to projected alcohol tax increases, to commitments re-
lated to drunk driving programming and/or to the expansion of prevention pro-
grams. Ten States indicated that they expect to suffer significant reductions in fund-
ing in FY 1984. :

Of greater importance is the fact that over 94 percent of the States responding to
the NASADAD survey reported that an unmet need for treatment and prevention
services exists within their State. Thus, even though the State may be able to main-
tain current services levels, it is not enough—there are still thousands of individ-
uals who need and could benefit from some type of prevention or treatment services.

RECOMMENDATIONS

I would like to applaud the members of the Subcommittee on Crime for its asser-
tive approach to identifying ways for the Federal Government to assist in reducing
the problems of alcohol and drug abuse in our society. Your sponsorship of legisla-
tior designed to assist in not only reducing the availability of licit and illicit drugs,
but also your concerns for helping the victims of alcohol and drug abuse is wel-
comed by the national, State and local constituency groups, and everyone who has
ever encountered these problems.

If I may, I would like to briefly comment on three pieces of legislation which fall
within your Subcommittee’s jurisdiction—the Justice Assistance Act which has
passed the House of Representatives, prescription drug abuse diversion amendments
proposed by the Administration, and the Comprehensive Drug Penalty Act of 1983.

Justice Assistance Act

NASADAD strongly supports the concepts of a block grant program to States for
the purpose of carrying out programs of proven effectiveness or which offer a high
probability of improving the functions of the criminal justice system as proposed Ey
the Justice Assistance Act. Many States have been intimately involved with the
highly successful Treatment Alternatives to Street Crime (TASC) program which is
one of the specified categories of criminal justice programs which can be funded
under this block grant program. The TASC program seeks to develop linkages be-
tween the criminal justice and alcohol an(r drug treatment systems a3 well as
reduce recidivism among drug or alcohol abusing offenders. Federal support for pro-
grams such as TASC must continue if we are to continue to adequately address the
needs of this population which is responsible for a significant portion of property
crime in our cities.

NASADAD encourages the Suhcommittee on Crime to recognize that the responsi-
bility for implementing and operating programs such as TASC must be assumed by
both the Federal and State governments. [t is nc longer appropriate for the Federal
government to simply provide “seed money’ to the States, nor is it appropriate for
the Federal government to restrict the duration of joint Federal-State support to a
particular time frame,

As | am sure you are aware, the FY 1984 appropriations measure for the Depart-
ment of Justice as reported by the Appropriations Committee does 110t include fund-
ing for the Justice Assistance Act's block grant program. NASADAD, through its
Legislative Committ-e, has been seeking support for inclusion of an appropriation
for this important program and we encourage you to continue to place a high priori-
ty on obtaiming funds for the block grant program.

Prescription dru,, diversion

The Subcommittee is to be cengratulated for its attention to the very serious prob-
lem of diversion and abuse of p: »scription drugs. Under consideration for some time
has been a grant-n-aiu program in DEA to assist States to develop integrated and
effective diversion control programs. NASADAD strongly encourages the Stbcom-
mittee to authorize such a program which would provide incentives to S+ .1~ ¢,
evaluate taewr diversion problems and develop strategies for improving their re-
sponse The Drug Enforcement Administration should also be encouraged to develop
a program of technical assistance to Staces, including ascignment of new field office
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personnel to werve as a prouctive liaison to State licensing, regu'atory and enforce-
ment agencies,

Cretd forferture provisions

I wculd also ask the Subcommittee to consider including language in the civil for-
feiture provision of the Comprehensive Drug Penalty Act of 1983 which would
permit a portion of funds collected by authority under this provision to be allocated
for drug abuse treatment services. NASADAD endorses the concept that assets and
profits derived from illegal drug trafficking should be utilized, in part to support
activities in the area of drug enforcement. However, it is just as appropriate for a
portion of the seized ussets to provide additional treatment capacity for drug addicts
and abusers.

Treatment programs for alcohol and drug abusers lacking private or third party
coverage rely heavily on Federal and State government resources. With the current
reduced level of Federal support, quite often it is the alcoholic or drug addicted
criminal offender who does not receive the appropriate treatment. I believe your
Subcommittee’s authorization of the criminal justice block grant can play an impor-
tant role in improving services for this population, as couhﬂegislation permitting a
portion of funds and assets seized through civil forfeiture legislation to be dedicated
to treatment of drug abuse problems, easing some of the demands placed on our
services gystems.

NASADAD also encourages the Subcommittee on Crime to recognize the impor-
tant contributions of the National Institute on Drug Abuse (NIDA) and the National
Institute on Alcohol Abuse and Alcoholism (NIAAA). The Institutes’ research pro-
Krams have helped us to better understand alcoholism and drug addiction and also
play an important function by monitoring national and regional drug abuse trends.

In closing, I encourage the Subcommittee to recognize that the nubli :ly-funded al-
cohol and drug abuse services programs which rely on Federai anc! State funds
remain effective providers of low cost, quality services. However, without an in-
crease in Federal support, at least to its previous level, I expect to see a gradual
deterioration of the alcohol and drug abuse scrvices systems in some parts of the
country within the coming year. I would like to once aga'~ express ray appreciation
and the appreciation of my fellow State alcohol and drug ahuse directors for your
active interest in seeking ways to build upon the Federal-State partnership in the
alcohol and drug abuse fields.

Thank you.

ATTACHMENT 1. —CHANGES IN STATUS OF SLavICES SYsTEMS IN Fi8cAL YEAR 19831

ALABAMA

Treatment: reduced dollars for inpatient & outpatient services. Prevention: dou-
bled dollars and services.

ALASKA
No major changes—inder Block Grant continued prosrams funded by Feds.

ARIZONA

Alcohol more early interventioo & less chronic care. Drug. expanding methadone
maintenance & registering prevention service clients.

ARKANSAS
Neod to expana outpatieny & residential alcohol treatment by 809 . Need educa-
tion on cocame Need more attention to DW! & other alcohol related arrests; need

more residential drug treatment for youth,

CALIFORNIA

Are cutning State Oper. tions Staff by 5, . 200 to 100 persons), but treatment and
prevention, are OR

From NASADAD <orver 5 memoership conducted March 19%1 Please note this .. a brief
summary of i much more extensive narrative providged by the States.

75



1%

72

COLORADO

SA[LWI evaluation/referral & treatment was transferred from highway office to

CONNECTICUT

Active movement to more- social setting detoxification; also active in areas of
Pargnt Ylouth Professional Conferences, DWI Task Force, & shelter/alcohol services
for homeless. ’

DELAWARE
No major changes due to uverlapping and carry over dollars.

FLORIDA
More gioup counseling (& less individual counseling); some cuts in client services.

HAWALL
Treatment programs are struggling to stay open.

'LLINOIS

Alcohol: focus ig un services in community settings rather than in State facilities:
Drug: treatment capacity has been reduced due to funding cuts and a decision to
increase the slot reimbursement rate to bring it closer to actual costs; have in-
creased support for prevention programs.

INDIANA
FY 83 dollars up 20 percent over FY 82 due to use of overlapping funding dollars
and State dedicated tax dollars (passed in 1981); expanded all services.
IOWA
Not much change, although some increase in’prevention services.

KENTUCKY

Replaced grant mechanism with a fee for service system. Increased emphasis on
primary prevention.

LOUIBIANA

i NewdDWT legislation effective 1/1/83, but do not yet know its impact on service
emand.

MAINE

New premium law on alcoholic beverages resulted in increased dedicated reve-
nues for alcohol services and mandated interdepartmental cooperation. Have in-
creased levels of both treatment and prevention including both services to institu-
tionalized supstance abusers ur.d prevention directed to younger earlier stage drink-

ers.
MARYLAND
Block Grant led to increased dollars for prevention. Also have implemented State-
wide EAP.
MASSACHUSETTS

Use Block Grant process to cux poor performing programs and fund improved pro-
grams more responsive to needs, e.g., for minorities & Hispanics. Used overlap dol-
lars to extend services over time; Block Grant is a grand idea and preferable to
direct Federal funding .. 1ocal programs.
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MICHIGAN

Substance abuse pro >"ms & staff have been cut. Client waiting lists are up; more
clients are unemployed. .

MINNESOTA

Have experienced fundir.g cutbacks, ess)ecially for public clients (e.g., in medical
assistance); now send clients to State hospitals.

MISSISSIPPL
Somc ruts in funding.

MISBOURI

Adopted comprehensive services model & service area planning/resource alloca-
tion concept; transition from State hospitals to community \.ased programs and serv-
ices.

MONTANA
Have maintained services at level prior to Block Grant funding.

NEVADA

Using newly available alcohol excise tax monies earmarked for substance abuse
services. Civil Protect. o Custody and Detoxification Services have been expended.in
some parts of the State. Due to the Block Grant requirement some programs have
refocused their activities from treatment to prevention, resulting in a decrease in
the number of treatment slots available. Due to the economic recession, Federal
funding cutbacks and shrinking alternative funding sources, many alcohol and
d'"igls tr?atment and prevention programs are operating at extremely critical finan-
cial levels.

NEW JERSKEY

Due to funding cutbacks .ume programs have been reduced in size or closed. How-
ever, two small new programs have been opened to serve financially and medically
indigent women.

NEW MEXICO

- Over past year treatment service needs increased 35% and prevention service
needs increased 50%.

NEW YORK

Drug: Lost 32% Federal dollars in transition to Block Grant therefore have fewer
doilars at a time of increasing need; looking to alternative financing through pri-
vaie health insurance, EAPs, etc. Alcohol: The past year has been a significant one
for alcoholism services. New legislation related to drunk driving has resulted in the
availi.sility of fine money as a match for State administered funds on a 50/50 basis.
The new Governor, Mario M. Cuomo, in his State of the State Message announced
his intent to introduce and strongly support legislation mandating insurance cover-
age for alcoholism services. Governor Cuomo also highlighted empln; ¢e assistance
programs and preven’ ‘on services as prioi'ities for his administ-ation.

NORTH CAROLINA

Funding has remained relatively stable although it has not kept pace with infla-
tion.

NORTH DAKOTA

Became more active in prevention programming & hired a State Prevention Coor-
dinator.

DHIO

Drug: Lost Federal dollars in Block Grant, Title XIX & XX reductions & also
State unemployment & deficits leading' to State deficits leading to State dollar re-
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ductions; therefore have consolidated & merged programs; combined alcohol & d
programs; developed more EAPw, decreased services provided, length of treatment
number of clients served; have wider range of prevention services. Alcohol: in-
creases in private hospital based programs & youth prevention programs.
ORLAHOMA

More corc~entration on treatment services for youih & adolescents & on preven-

tion services.
OREGON

Major change has been to support services on a slot funding basis. Also closed the
alcohol & drug ward at Oregon State Hoepital & moved intensive services to a non-
hospital setting.

PENNSYLVANIA

Used forward funding of grantees to ease 25% Federal funding cut; made 15% cut
in period ending 6/83; stable 7/83 to 6/84, & project 10% additional cut in 7/84 to 6/
85. @ ’

RHODE ISLAND

Need has increased due to unemployment & DWI referrals; waiting .sts are
longer, but have fewer dollars available to meet the needs.

SOUTH CAROLINA

Due to revenue shortfalls State FY 83 monies were reduced by 9%, but programs
were not reduced; used Block Grant monies to expand prevention services and pro-
grams.

TENNESSEE

Two significant changes: (1) notable increase in prevention funding plus targetting
to areas of Fetal Alcohol Syndrome early intervention with high risk youth, &
teacher training; (2) shift of detoxification & intensive residential services from in-
stitutional to community based programs.

TEXAS
Drug: Major expansion of prevention services especially for at risk youth; also de-
crease in treatment services (6% since FY 82 & 119 since FY 81).
UTAH

Significant increase in funding for prevention programs; also implemented a
Dublic Inebriate Program including $1.5 million in earmarked monies from alcohol
tax increases.

VERMONT

Doubled State support for prevention activities. Reduced support for some treat-
ment programs due to Block Grant cut.

VIRGINIA

Support community based prograns, citizen involvement, & interface between
treatment & criminal justice systems.

R}
WASHINGTON

Experience major cuts in FY 83 (e.g., 37% in drug outpatient services. Also major
cuts in education, prevention, training & project grants). Block grant mehcanism did
not have a major impact although did expend some dollars differently.

WEST VIRGINIA

State Supreme Court ruled that incarcertation of chronic alcoholic for public in-
toxication is illegal and State must provide appropriate care. State and community
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behavioral health centers reallocated dollars to provide 24 ﬁour screening, medical
referral and shelter care.

WISCONSIN

"A major reorganization has taken place within the State agency, resulting in a
significant reduction in staff.

WYOMING

With State dollars increase of about 25 percent, residential treatment services
were increased. .

" ATTACHMENT 2. ~PROJECTIONS POR STATE MoNLYS IN FISCAL YEAR 1984

ALABAMA
Hope for stable funding in FY 1984; do not expect to obtain requested increase.

ALABKA

In FY 1984 expect 22 million cut in State monies (16%) and will have to elimi-
nate programs.

7 ARIZONA
Expect significant reductions in FY 1984 State dollars (7 to 17%).

ARKANSASB

Expect 7% increase for treatment to cover inflation costs. A}e no general revenue
State dollars for prevention services.

CALIFORNIA

Expect stable Federal and State dollars for local programs, but don’t know of
county dollar level.

COLORADO
In FY 1984, expect a maintenance level budget.

CONNECTICUT

Expect at least stable funding plus 5.8% increase for community grants, and if
tax bill passes, could receive $1.5 million.

DELAWARE

In FY 1984 will reduce number of programs (but costs not due to dollars); expect
major dollar problems in FY 1985,

DISTRICT OF COLUMBIA
Have requested a major funding increase, but don’t know whether it will be
granted.
FLORIDA
Some overall cuts in alcohol services, although more dollars for DWI & residential
youth alcohol treatment; expect some increases in drug abuse services.
HAWAIL
itxpect a slight decrease in State monies in FY 1984.

IDAHO

Expect u decrease in State monies in FY 1984 of $300,000, but will try to reduce
the impact of this cut in services through faster utilization Block Grant monies;
crunch will come in late 1984 or 1985.
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ILLINOIS
Alcohol: expect some funding cuts in FY 1984. Drug: in FY 1984 the budget will
probably remain at about the current reduced level.
INDIANA

Expect FY 1984 budget increase of 13%; will expand court alcohol and drug serv-
ices programs by 509 in 2 years; priorities are yuuths residential treatment and
youth prevention and early intervention.

10WA

Future is difficult to project; probably will be stable although could be some re-
ductions, or if dedicated tax is passed, some increases.

KENTUCKY
Expect status quo for FY 1984 State service funding.

LOUISIANA

Expect budget cut of approximately 15% & further reorganization & consolidation
of clinical facilities to cut costs.

MAINE

Some new monies may be authorized, but they may be offset by declining alcohol
sales and premium revenues. . .

MARYLAND

Expect stable funding with exception of increase in outpatient services reiated to
comprehensive DWI program.

MASSACHUSETTS

Expect at least stable funding & possibly som: increases. (Alcohol agency); hoping
for stable funding (Drug agency).

MICHIGAN

‘ Hope for stable funding levels, with increased State taxes, insurance dollars, DWI
ees, etc.

MINNESOTA
Hope for stable funding.

MISSOURI

Hope to work with General Assembly to generate resources required to meet
needs.

MONTANA .

Expect funding to remain stable (have earmarked alcohol tax dollars going to
counties).

NEBRASKA

Expect no increase in State dollars; problems will occur in FYs 85 & 86 once car-
ryover funds are depleted (programs may have to be cut 20 .0 30%).

NEVADA
State "aneral Fund appropriations over the peri-~i FY 1983—FY 1985 have been
cut subs: :ntially.
NEV/ HAMPSHIRE

If the initial budget is adopted services will be cut, but if alternative funding
measures pass then services could be increased.
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NEW JERSEY
Hope to maintain current funding level and support existing programs.

NEW YORK

Alcohol: Expect continuation of current level of State support. Drug: Proposed
State budget projects stable State funding but cannot make up Federal funding cuts
concurrent with Block Grant implementation therefore are experiencing cuts at a
time of expanding needs.

NORTH CAROLINA

In FY 83-84 ex stable funding but will transfer dollars from institutions to
communities for alcohol services. )

NORTH DAKOTA
Don't know, but hope for stable funding in FY 1984.

OHIO

Drug: Hope to obtain maintenance level of funding, including more State ¢ -llars
to make up for loss of Federal dollars.

OKLAHG. (A
Due to declining tax revenues (oil glut) expect cuts of about 6% in State support.

OREGON
Expect to maintain current level of services & funding in FY 1984.

PENNSYLVANIA
Hope for stable funding in FY 84.

RHODE ISLAND

Expect some cuts in State dollars that will lead to service cuts at a time when
needs are increasing.

SOUTH CAROLINA

Future funding appears stable, although State & local revenues uie most ques-
tionable.

TENNESSEE
Anticipate stable funding in FY 1984.

TEXAS

Federal funds will be reduced by 28% in FY 1984, but the State is considering
major funding increases (e.g.. from current level of $210,000 to request of
310.704.6901. Budget may decrease slightly; however, if public inebriate and/or DWI
legislation is passed, additional State funds would be made available.

UTAH
Hépe for stable funding for treatment, plus $2 million increase for prevention.

VERMONT

Expect to be able to maintain services at current levels.

VIRGINIA
Expect budget increase of 10 to 15% in FY 1984,
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WABHINGTON

In FY 1984 expect major State dcl'=» . seases & restoration to higher 1922 level.
Expect State pravention dollars to desb' rom $850,00C to 1,700,000 and drug outpa-
tient dollars to be restored. ‘

WEST VIRGINIA

Anticipate major State dollar increase ($2.7 million) for shelters & vresidential
treatment (see Supreme Court ruling—item #6) plus expansion of sulstance abuse
prevention & other services.

WISCONSIN

d ?xpect continuing decrease in State monies & services due to $2 billion budget
eficit.

WYOMING

Have biennial budget & anticipate 9% inflation increase in FY 1984; don’t know
about FY %5 (State dollar availability is related to uranivm & oil prices).
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Mr. HugHEes. Thank you very much.

Mr Russo.

Mr. Russo. It’s a real pleasure for nie to present some testimony
today on behalf of the great State of New Jerse: .

Mr. HucHEes. We're delighted to have vou.

Mr. Russo. I have to say that, as you know, Mr. Chairman,
w™:never [ go out of State, otherwise the Governor doesn’t look
upe - me very cordially, but it is a great State. '

I may make some comments today that may seem somewhat crit-
ical of issues and individuals, and Iy wish those comments be taken
in a constructive framework because I think that if I make any
critical comr ments, it’s only toward, hopefully, the improvement of
what I conider a natioual tragedy, and that's the substance abuse
that all of us are dealing with today.

You have mf' written testimony in front of you and I surely will
not read it, although there are some items that I would like to
make known to you. I think in my perspective in New Jersey, ana
from my association with other colleagues throughout the country,
that the problem is extremely critical today, as it was several years
4go.

I think the problem, from my perspcctive, is increasing, while
the support for the services, prevention, intcrvention, rehabilita-
tion, and treatment services is diminishing. For example, if I may
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just refer to New Jersey, we've had to close the door in the last
couple of years and we're treating 6,000 fewer addicts than we
were 2 years ago. We're treating 6,000 fewer primarily because of
fiscal reductions that we have suffered through a variety of ruecha-
nisms {rom the categorical grants to the block grants and rescis-
sions of formula money, et cetera, et cetera.

We iost approximately $5 million out of our budget a couple of
years ago in excess of $20 million, almost 25 percent reduction. We
estimate that for every serious drug abuser that we turn away
from rehabilitation and treatment and intervention services, we es-
timate that it's a minimum cost of about $12,000 in terms of crimi-
nal activity, law enforcement, medical care, and lost productivity.
And that does not include, by the way, the cost of stolen goods.

It you look at the averagetost of providing treatment and reha-
bilitation services in the neighborhood of $2,000 to $2,500, we con-
servatively estimate that for every dollar that we spend, we save,
all of us in society, about $6. That’s a very, very substantial, I
think, input.

In response to one of the earlier questions, one of the Council
members mertioned, yes, we do. There is, I think, a very, very defi-
nite cost/benefit ratio in this business that we're in.

In some of my comments, I'd like to refer to some of the previous
speakers and [ think the Assistant Commissioner of Health, in
making his response and in the discussion regarding that they are
emphasizing research, epidemiology prevention, and communica-
tion, [ think that's very critical. I think that’s very important. I
tl.ink we do need leadership in those particular areas, particularly
in research and epidemiology from the national level.

Tnerd’s a peculiar issue, I taink, in substance abuse which we
don't always realize and I think it was, again, the Assistant Com-
. lissioner or the Assistant Secretary who mentioned that if you
took monvy away aad put rnore money intuv substance abuse serv-
i;es. it may take some money away from cancer research and other
thing:

WL Tin no way want to diminish the importance of cancer re-
search or any other research around critical public health issues,
however, I think we fail to realize that there is a tremendous
amount of research generated around other medical illnesses, by
tne academic coniimunity, and by the industry, the pharmace.itical
industry. Thers's t1emendous research ge 1erated in those areas be-
cause the end product 'can be very economically feasible. There’s
very little research in the publi~ sec-or, in the private industrial
sector, around areas in drug abuse, because economically, it's not
nearly as feasible as finding a cure for cancer.

That, T think, is very critical so that we need tremendous input
from governments in this area, because the private sector, general-
ly speaking, wves not fill the vacuum and the neced for that kind of
resecarch. I think that's something where ycu nave ovessight and
don’t realize that the substance abuse issues in this country, if
they're not spearheaded by well-meaning government people like
you and [, they don’t .t spearheaded at all. I think that's unfortu-
nate, bu. I think it’s somethin,’ we have tc realize.

8t
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I'd like to refer just to several recommendations that I've made
in my written testimony and make a couple commments about
those. Then I'll stop my formal discussion.

The demand veduction side of substance abuse issues, I think,
needs a much clearer direction. I think it suffers right now from a
lack of leadership and national purpose. Now I think the National
Institute on Drug Abuse or other lead agency should structure
itself into a position to provide national leadership in the develop-
ment of strategies and policies.

The demand reduction side of substance abuse activities at the
State and local level currently flounders and it’s in a vacuum, 1 be-
lieve, and it can only get worse if leadership from the Federal Gov-
ernment is not forthcoming. As an example of what I'm talking
about, the vacuum in leadership, there was a recent national policy
forum in late July in Wisconsin in which a number of private indi-
viduals got together, nongovernment people—it was sponsored pri-
marily by private individuals—and at that meeting, the adminis-

- trator of ADAMHA, Dr. Bud Mayer, made a presentation and he
said that the institutes—and he was ref‘errinlgr at the point in
time—and I'm paraphrasing—the Alcohol and Drug Institutes are
primarily involved in research and they do not generate policy. He
said at that particular session that policy was generated by Con-

gress.

The White House Policy Ac .r, Dr. Carlton Turner, in making
a comment, and I'll again parapnrase, in making a comment about
that particular think-tank policy neeting in the Midwest in July,
did nct go there and he essential.y said, “Why should I go there? 1
don’t make policy. Policy’s made by the President.”

Well, here are two leaders in this country, Bud Mayer, Dr.
Mayer of ADAMHA, and Carlton Turner, who both say they don’t
make policy and they both say different agencie« or individuals are
making policy. I think that's indicative of the field, ' ..e drug abuse
substance field, right now. I don’t see the kind o: .cadership that
we reed in this country.

I don’t care whether you call the leadership a drug ¢zar or what-
ever you call it, but we need something in this area.

Another perfect example is the issue of AIDS, which we're all fa-
miliar with, probably one of the most devastating public health
issues that could affect a large segment of our popuiation. IV drug
users are pairt of the population that are affacted by AIDS.

And as you know, as well as I do, there are no individuals who
have true diagnoses of AIDS that live. The opportunistic infections
ielt them sooner or late- Its 100-percent death rate when you get

DS.

When I spoke to the Food and Drug Administration—as an er-
ample, again not teing totaliy critical—only in the positive way of
hoping to get some change. When I spoke to the Federal Food and
Drug Administration about what they thought about AIDS in
terms of IV dr  users, in terms of methadone treatment, and
should we m:}  ome adjustm:nts in what we're duing--for exa.r-
ple, there's a 1. 1date in the Food and Drug Administration that if

ou go on the methadone program, you must cotlect urine samples.
ell, urine, along with blood, and along with ealiva, are potential
carriers of the AIDS agent, whatever that is. Aad i1 male urine,
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there is often semen and semen is supposedly, at this point in time,
based on our knowledyge, a dir :ct carrier.

[ asked the question: Shouldn’t we alter our mandates around
collection of urine specimens and so forth and so on? The response
I got was, “We haven’t even thought of that particular issue.” It's
an extremely critical issue when you have substance abuse treat-
ment programs, and you have IV drug users who are one of the
criticaY populations, along with homosexuals and hemophiliacs,
that are coming down with this disease.

Some of the projections, in terms of the prevalence or the inci-
dence of AIDS, is frightening. One sma!i example of a lack of lead-
ership, but I think, gentlemen, we must turn around.

Another recommendation is I think the executive and legislative
branches of Government should rely more heavily on what you're
doing today. I'm now talking like the minister in church saying to
the folks in the audience, you know, “You should come more often,
but you're here.” I don’t believe the legislative and executive
branches use the expertise of folks like John and Tom and myself,
and many, many others in helping to formulate and develop pclicy
in this country.

There's tremendous expertise out there in the field that we did
not have 10 or 12 yeqrs ago. This industry of ours is only 10 or 12
years old, but today there’s tremendous cxpertise. I don’t think
governments use the kinds of material and information that are
available.

The 1982 Federal strategy should reflect, in my mind. equal em-
phasis on the demand-reduction side as it does on the supply-reduc-
tion side. The Federal strategy does not do that at this point in
-time. I think that's a chortcoming in the Federal strategy, which I
think again reflects a lack of leadership, which maybe reflects a
lack of significant awareness on the part of some of our leaders in
Washington of the problems that are going on.

The Federal strategy does, as you probably knov', recommend or
identify abrupt reductions in the level of Federal contributions, for
examf\ e, the treatment and prevention programs.

It rhetorically says in the Federal strategy, and it seems that the
resulting financial shortfall from those reductions will be taken up
by State and local governments, in cooperation with the private
sector. The limitation of this approach, I think, is compounded,
from my perspective, by the assumption in the strategy, very clear,
that serious drug abuse, articularly heroin use, is decreasing.
That's an assumptior that Ipdon’t see In New Jersey.

Our hreroin use is as high today as it was in 1979. Seventy-eight
percent of all the individuals who come in for treatment in New
Jersey every year—15,000 of them this year, 21,000 of them 2 years
ago when we were adequately tunded—78 percent of them come in
with a primary drug abuse of beroin. I'm not sure, but I think
Jack, from New York. may have similar statistics on the level of
heroin use.

I ithink the national data retrieval system in this country has
much to be desired. At presert there is no national data collection
svsterin. As bad as the CODA: decline-oriented data acquisition
sys.om was. it was a system that did provide the Federal Govern-
ment with some handle on what's going cn.
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[ don’t think the Federal Government right now, since they're
not supporting that system, really knows and really has the capac-
ity to respond w0 how muny drug abusers are really receiving treat-
ment. I don't think they have that capacity.

Although some States have developed the MINICODAP system,
some have modified it, and some have used their own system. We
do not now have, unfortunately, a system that provides you, as pol-
icymakers, and other policymakers in the executive branch, the
kind of informatior. that I think they should have.

I think there's no assurance at this point in time that this kind
of data would be collected, and I think without reliable and valid
data, none of us will have the ability to measure the extent of the
drg abuse problem, develop strategies to combat that problem,
and because of this, I strongly urge, as one State coordinator, that
Congress support the reinstitution of a national collection system. I
don't care what you call it; whether you call it CODAP or ABC, but
I think it's critical, and we don’t have that. Again, that’s a reflec-
tion, ladies and gentlemen, I think, of a lack of clear definitive
policy and leadership from che Federal level.

The last thing I would like to say is that I do think, in light of
everything that [ have said, that we must have increased Federal
support for substance abuse services, the whole realm of services.
It’s cost-effective and it works.

We have an industry out there that has 12 years of experience
with tremendously qualified people which we did not have in the
late 1960's and early 1970's, We cannot permit that industry to full
apart.

Thank you very much.

[The statement of Mr. Russo follows:]

TesTiMoNY BY RicHARD J. Russo, M.S.P.H., Assistant COMMISSIONER, ALCOHOL,
NARCOTIC AND DRUG ABUSE, NEw JERSEY STATE DEPARTMENT OF HEALTH

My name is Richard J. Russo. I am an Assistant Commissioner of Health in the
New Jersey State Department of Health with primury responsibility for New Jer-
sey's Alcohol. Narcotic and Drug Abuse prevention, intervention and treatment ac-
tivities On behalf of our Department, I am most pleased to present testimony to
your Committee today on what [ believe to be one of the most critical social prob-
ems currently facing ouar society. The problem is most critical because while the
demand for prevention, intervention and treatment services of drug abusers is in-
creasing. the support for these services by governments is diminishing.

For example, closing the door on opiate using drug addicts seeking treatment is
surely not cost effective. In Now .Jersey, we treat 6,000 { wer addicts todey than we
did two vears ago because of the federal and State budget cutbacks. Every drug user
we turn away costs the public approximately $12,000 per year in criminal activity,
law enforcement, medical care, lost productivity and so forth. Ye! it costs about ane
fourth that ($3.000 annually! to keep an addict in treatment. It doesn’t take a math-
ematician to realize that these budget cuts have hurt not only addicts who cannot
pet treatment, but every member of society is paying the price.

THE NATIONAL PERSPECTIVE

A With the advent of the "New Federalism,” there has been a growing shift in
responsibility from the federal to the State and local governments. In this period of
transition, states ure corfronted with greater demands and diminisled r sources.
Clearly, this calls for greater plannin,, and coordination of services at the State and
Tend Tevel s as well as a reexannation of priorities. In this current climate of fiscal
restrant, the allociation of imited resources must be undertaken in the mast cost
effective and beneficial manner Major emphasis mus  be placed on preventative
and mntervention services for the more we can do to create healthy children and
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teach themt healthy lifestyles, the better are our chances of having a healthy adi't
population

’;ﬁth many traditionnl societal structures crumbling, high unemployment rates,
single parent homes, working mothers and lack of meaninigful alternatives, adoles-
cents in particular, are being forced to face the world with few srpports to help
them through the confusing and often chaotic teenage yeurs. Curren nationa! data
adequately demonstrates a significant correlation between alcohe! and other drug
use ar.d abuse among our youth. This is also highlighted by growing rates of absen-
teeism, vandalism, runaways, and other delinquent behavior and criminal acts.

The problems of drug abuse impart on every sector of our society; whether it be
los. productivity at the workplace; accidents on our highways; or disruption of the
family unit. Our children are not immune from the problem nor are the elderly. A
study spon- ored by the Alcohol, Drug Abuse and Mental Health Administration sev-
eral years ago estimated these coets (drug abuse costs) to have been $65.8 billion,
and a recent study by the Congressional Office of Technology Assessment projects
that the costa will double for 1983,

This included costs of providing treatment for substance abuse itself, treatment
for related medical disorders, lost groductivity and criminal f'ustice system costs for
" drug related crime, among the other factors. It did not include the costs of goods
stolen to support a drug habit.

In light of this evidence, it makes sense, in both fiscal and human terms, to invest
in an appropriate level of funding for the prevention, intervention and treatment of
drug abuse.

In fiscal year 1980 (the base year for the alcohol and drug portion of the ADM
Block Granty, federal appropriations for the alcohol and drug abuse project (sub-
stance abuse) and formula grant programs totalled $332 million. In fiscal year 1983,
this portion of the Bluck Grant equalled only $222.8 millinn—a 33% reduction from
ﬁscar(year 1980 levels, without adf'usting or inflation. It the inflation rates are
taken into uccount, current federal funding levels for substance abuse treatment
and prevention services represent a 42% reduction in real dollars since 1980,
Indeea, the federal support appears to have been cut nearly in half in the short
space of three yeurs

We applaud the Congress for the supplemental appropriation of $15.2 million for
the alcohol and drug portion of the ADM Block Grant included in the recession
relief puckage (P.L. 9t:-8). However, we must point out that we still need to centinue
our eftorts to combat the ill-effects of unemployment, effects which will continue to
place demands on our treatment and prevention systems for years to come We
must realize that with an increased public avareness of drug probiems, as well as
the recent focus on highway safety issues, the demand for treatment services has
ircreased [ believe we should respectfully request an appropriation of the full ay-
thorized level for the fiscal year 1983 ADM Block Grant—$532 million. Although
this appropriation would represent a 30% decrease from fiscal year 1980 levels, it
would greatly assist the states in continuing a comprehensive treatment and pre-
vention approach to these major societal problems. We urge your Committee's sup-
port for the authorized amount of $532 million be appropriated for the federal ADM
Block Grant for fiscal year 1984,

Twn years ago, when it became apparent that NIDA was reducing its 8U,.,ort
of CODAP tthe national client level data system), we had to decide our own future
strateyy in New Jersey. After considering all the options, we installed MINICODAP,
a system designed for State use to be fully compatible with CODAP, thus fostering
standardized data.

Our decision to maintain client oriented data was be od on our past experience
with the usefulness of CODAP. Using CODAP as one of our major daia sources, we
have developed methods to estimate the jncidence and prevalence of drug abuse,
and have used these and other data to allocate resources. Most recently, CODAP
has been the major source of information for the unfortunate but necessary task of
reducr . werall funding to drug trestment programs in New Jersey.

The same justification we found for a uniform data system at a State level exist
at the federal level as well. [n the past. CODAP has played an integral part in
policy making within NIDA. For example, combined with data from DAWN, and
other sources. it has enabled NIDA to identify and measure the extent of regional
and local drug epidemics This, in turn. has sllowed relatively prompt respons.s at
bath the federal and State levels.

Today, NIDA no longer has this capability Only a few states have ¢ dopted MINI-
CODAP Others have developed- the.ar own. less sophisticated systems, and others
have elected to stop chient-oriented collecting data. The federal government is left
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with a sharply reduced ability to ans\ :r even the simplest questions, such as how
many drug abusers are receiving treatment.

A unified, national data sywtem requires federal coordination and financial sup-
port. Some states don’t have the resources to implement and maintain their own
systems. Without the ability to use the information, these states have little incen-
tive to collect it. The states must be supported both in the collection of the data and
in its use as a policy making tool. )

The same situation exists with the National Drug Abuse Treatment Utilization
System (NDATUS). This annual, program-oriented system provides data on staffing
and funding patterns; und a host of other treatment variables. Again, we in New
Jersey have found this to be an important source of information, and again, at the
federal level, NDATUS provides the opportunity to measure responses to the prob-
lem at local, State and federal levels. NDATUS tells us where resources are being
allocated and how they are being used. With the future of NDATUS surveys in
ﬂuesefiion. the ability of NIDA to obtain this timely information is substantially re-

uced.

The Drug Abuse Warning Network (DAWN) system collects data from a national
sample of hospitals and medical examiners on drug related incidents, This system
provides important information on the morbiditg{ and mortality of drug abuse. But
as it stands, it is not a representative sample. NIDA has developed a strategy for
altering the sample to make it representative at a national level, thus improving
tremendously its ability to provide usable information. There is now a serious ques-
tion as to whether NIEA will have the resources to implement this important im-
provement to the system.

Without the federal support of these systems, there is no assurance that data will
be collected at all, let alone in a uniform and usable way. Without reliable and valid
data, none of us will have the ability to measure the extent of the drug abuse prob-
lem and develog strategies to combat it. Because of this, we strongly urge that Con-
gress support the reinstitution of NIDA's leadership role in supporting these very
important systems.

C. Federal Strategy for Prevention of Drug Abuse and Drug Trafficking 1982 as-
sumes and does not question the basic historicai volicy assumptions that divide
drugs into those, such as alcohol and tobacco, legally usable by any adult; those le-
gally usable only if prescribed by a phgsician; and those legally usable by no one.

Within this historical policy context, Federal Strategy 82 is fundamentally similar
to all previous strategies by continuing a model of simultaneously attempting to
reduce the supply and demang for illegal drugs. Compared to previous federal strat-
egies, however, 1982 signals a major shift in emphasis to international and domestic
interdiction of illegal drug production and distribution, and away from demand re-
duction through prevention and treatment.

Because the federal strategy attempts to cover most major policy and program
issues in the drug abuse field, I want to highlight for you what I consider to be its
major weakness from the prospective of a state agency responsible for alcohol and
drug abuse prevention and treatment.

This weakness is simply put—the abrupt reduction in the level of federal contri-
bution to prevention and treatment programs, and a rhetorical assumption that the
resulting financing shortfall will be assumed by State and local governments in co-
operation with the private sector. The limitation of this approach is corr junded,
from my perspective, by an assumption that serious drug abuse, particulariy heroin
abuse, 13 decreasing—an assumption that is simply untrue in the State of New
Jersey and [ believe in the Northeastern United States as a whole,

The federal strategy documents this financial shift in its own federal budg.* sum-
mary from fiscal year 1980 to fiscal year 1983, while total federal budget outlays for
drug law enforcement increased 30% from $537 million to $695 million, budget out-
Iay; for drlllxg +buse prevention and treatment decreased by 55% from $459 million
to $206 mithon

l can assure you that in New Jersey, no combination of new State or local taxes,
increased insurance benefits, private sector contributions, or community self-help
groups will fill this gap in the time period envisaged by the 1982 federal strategy.

While we in New Jersey support many of the very policy concepts and are indeed
working hard to shift the financing structure in directions suggested by the federal
strutegy. our experience with the abrupt timing of this federal budget shift suggests
not an orderly and reasonable change, but a simple abandonment by the Federal
government of the prevention and treatment field, and this gentleman is unfortu-

nate.
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NEW JERSEY PERSPECTIVE

A In New Jersey, the 1982 costs of hervin addiction are estimated at approxi-
mately $782 million According to recent data, the approximate cost of provixﬁng a
full range of {reatment services for each client in New Jersey's drug treatment
system averag® $3,000 per year for an overall cost to New Jersey of approximately
-$20 million.

Although these estimates are very rough, they provide an indication of the tre-
mendous social costs associntied with heroin addiction.

Given these realities, imriediate treatment efforts should not and cannot be aban-
doned, and concerted emphasis should be placed on the development and implemen-
tation of meaningful orevention and intervention activities.

The New Jersey State Department of Health's Division of Narcotic and Drug
Abuse Control's funding has been reduced over the past several years by $5,000,000
which reflects a $1,200,000 pre Block federal Grant formula rescission; $3,000,000 re-

an additional State budget reduction of $500,000. This total $5,000,000 reduction rep-
resents approximately a 25% funding loss to New Jersey. The resulls of this funding
reduction over the past two years nas reduced the number of treatment agencies
from 97 to B0; the annual number of clients receiving substance abuse treatment
services from 21,000 in 1980 to 15,000 in 1982; and bfew Jersey's daily treatment
capacity has been reduced from a proximately 7,500 to under 6,500, \{’e estimate
that for everv substance abuser who does not receive treatment, it costs approxi-
mately $12,000 per year. With 6,000 fewer treatments in 1982, the additional social
cost was approximately $72,000,000. The 20% prevention/intervention mandate
under the Alcoho] Mini Block Legislation further had a negative impact on the
amount of funds available for treatment and rehabilitation services. Unfortunately,
during this time of major fiscal reduction, the demand for treatment and rehabilita.
tion services has continued to far exceed our capacity to respond.

We have been able to estimate both prevalence and incidence of heroin abuse, and
this information was of the utmost importance in identifying the rapid increase in
heroin abuse in Northern New Jersey in recent years, \ze ﬁave also been able to
show that recent reductions in treatment admissions (21,000 to 15,000 noted above)
are not due to less drug use, but rather a direct result of the reductions in resources
available for treatment. In Newark, for instance, we estimate that treatment admis-
sions for heroin abusers are half what they would have been without those reduc-
tions. Our data analysis indicates that heroin addiction remains at the same high
levels since 1979, while our ability to deal with the problem has drastically dimin-
ished.

We have identified a major epidemic in Northern New Jersey—the combined use
of glutethimide and codeine. All of our indicators point to itg being an extremely
serious problem, particularly in Newark, where it s causing as many deaths and
emergency room incidents as heroin, and the user population is not the same.
“Hits.” as they are called on the streets, are being usechy a younger population,
one which is not involved with heroin.

We have extrapolated data from national and other surveys to provide es. mates
of the use of other drugs in New Jersey. There are over a ﬁalf million marijuana
and over 100.000 cocaine users in the State. Our data indicates that cocaine and am.
phetamine use continue to increase at a substantial rate. Although these drugs have
been endemic among “street users” for ears, their use is increasing at an alarming
rate among other social strata. In Atlantic City, for instance, both cocaine and
"speed” have assumed epidemic levels of use.

The data we gather on drug abuse problems are continuously analyzed and appro-
riate responses have been developed. As two examples, we have made methaqua-
one a Schedule [ cortrolled dangerous susbtance in New Jersey, thus forbidding its

sale through legitimate sources and, hopefully, elir .inating its abuse in our State.
We are now in the process of rescheduling glutethimide as one of our respcnses to
the epidemic in Norhern New Jersey.

The National [Institute on Drug "Abuse has only recently released the.r 19Kl
Annual Data Report (Series E. Number 25), which contains two tables allowing us to
compare the extent of the heroin problem in New Jersey to other areas of t'1e coun-
trv Since heroin is the major focus of treatment efforts nationally, treat:nent ad-
nussions tor this drug are a good indicator of the cxtent of the problem.

The first table reports the percents and counts of admission to treatment for each
state tand outlving areast by primar drug of abu. . Ruther than report all states,
we have selected the five states witi: the largest tota! number of admissions. The
table below hists in descending ord.r:
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State Total admrssions Percent herom Herown admessions
. Canforma .. o . . 38439 46.5 17,874
New York .. . ... . . 25,196 544 13,307
New jersey 19401 78.4 15,210
Pennsylvania 18911 26.4 4,393
11,514 24 4,882

Maryand . . .

There are two important findings from these data reported by NIDA:

New Jersey has the highest percent of heroin admissions of any state. (The Dis-
trict of Columbia, a depressed inner city, has a higher percent, but should not be
compared to states.)

New Jersey has the second highest number of heroin admissions of any state.
(These data are confounded by the fact that New York does not completely report to
I;'HDl;A——if they did, we would be third in heroin admissions after California and New

ork.

The other table lists data for 62 selected Standard Metropolitan Statistical Areas
(SMSA's) in the nation. The 1ighest ten SMSA’s are listed below in descending
order by percent of prin.ary heroin admissions:

SMSA Total admes"xons Percent hetoin Yeon admessions
Jetsey City. NJ. e s e 778 85.6 666
Newark, N) e e 9,729 84.0 8,172
Trentofy NJ . 1,203 831 1.000
Paterson-Clifton Passaic, N) 2,764 82.7 2,286
New Haven-West Haven, CT R 954 716 . 683
New York, NY-N) . ) e 19,609 67.9 13,315
San Francisco-Oakland, CA e e e e 8,88 608 5,343
Oxnard-Simi Valey Ventura, CA .. .. . . ... . .- 1,347 65.1 817
Battimore, MD . . O R 1,304 58.9 4,303
Detrot, MI . .. e e 8,531 5.9 4,854

These data are compelling in their demonstration of the extent of the heroin prob-
lem in New Jersey. The only four New Jersey SMSA's contained in this table are
the four highest in percent of heroin admissions in the nation. :

It is clear from these data that we continue to have a severe heroin problem in
the major urban areas in New Jersey, and that the need for adequate treatment
tacilities remains an important public health issue.

B. In New Jersey, we expound a behavioral health philosophy that requires that
all prevention and intervention activities take into account not only pliysical and
psychological factors but also the social and economic well-being of individuals. Inas-
much as we believe that most problems facing our young people today can be re-
solved on the community level, we encourage community organizing.

While numerous approaches have been attempted by states and local communities
to prevent illegal and socially unacceptable activities from occurring among youth,
the majority of the approaches were directed towards drug specific activities.

As part of our State coordinating role, we encourage communities to impact the
socia! ills of today by utilizing the social networks, institutions and settings that sig-
nificantly influence the development of the youth to b2 serviced. Within this frame-
work is recognition of the importance of institutions for providing structure in our
communities and the potential for using care givers within these institutions to act
as change agents. The school, police and local government, (elected officials) are
identified because (1) they are permanent institutions found in every community
across the nation—urban, suburban and rural, and (2) although these ins.-.utions
are not the only permanent institutions in the community, they are utilized because
of their potential influence on youth, either in a positive or negative way.

The schools are high impact institutions which have the responsibility of prepar-
ing youth for full adult responsibility through education and demonstration of
maodel deportment.

The police are identified because any aberration of behavior deportment eventual-
lv wnvolves the police, especially if the activities involved are illegal consumption of
alcohol or illicit use of drugs.
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The local government ielected officials) is utilized because they serve as the repre-
sentative votce of the community, the nudleus of which is the family.

As a process under the rubric of the Statewide Community Organization Program
(SCOP). New Jersey's major primary prevention activity is community crganizing.
It, 111 builds upon a foundation of coordination of services (networking), and (2) insti
tutional as well as individual cooperation which ultimately leads to social and politi-
cal change. For it is only through focusing on root causes of problems, ruther than
symp* ymatic ills that fundamental change can and will occur.

Over the past three und one-half years, approximately 120 Jocal communities have
undergone SCOP training and are, in fact, forming a political constituency in sup-
port of preventative services.

This type of constituency is of the utmost importance for it enables both local and
State officials to meet the shift in responsibility created out of the New Federalism.
Our motto, "“Helping Communities Help Themselves,” ugain is reflective of our
State’s strong desire to keep and maintain a low profile, and to k~ep State govern-
ment from imposing and dictating local needs.

SCOP's approach is a low cost, multi-agency, multi-level strategy that focuses on
the community and its own resources, rather than on the State or federal govern-
ment. Thus creating, according to our Governor, Thomas Kean, *a politically viable,
locally marketable, program that most any funding agency would smile upon.”

Moreover, programs developed and initiated out the these SCOP trained commu-
nities have not only been cost effective but were specifically designed by local resi-
dents to address their particular community needs. -

A recent cost-benefit study of four New Jersey SCOP trained communities (subur-
ban, urban and rural), revealed a savings of over $200,000 as a result of SCOP relat-
ed activities. Four major types of monetary benefits to the local communities were
identified- 111 increases in school attendance, (2) decreases in school vandalism, (3)
provision of alternative services for high risk youth, and (4) increased volunteer
services. (iiven these savings, in behooves us to become more involved in such pre-
ventative efforts. While New Jersey may well be a forerunner in this approach,
other neighboring states are beginning to undertake similar efforts whereby con-
crete dollar savings can and are being calculated and assessed.

In conclusion, drug abuse remains a very serio1s health problem in New Jersey,
as well as an major social problem. There are nine to 12 million drug related crimes
committed each vear in New Jersey. Excluding the cost of stolen goods, as | stated
earlier. the costs in dollars for heroin abuse alone is estimated to be over
FTHZL00000 a year in our State. Without substantial improvements in resources to
address the problems. we can only lnok forward to a continuously deteriorating witu-
ation

The State Commussioner of Health and I applaud your Committee for cor.ducting
this Hearing and highlighting the public health drug abuse problem. We only hope
that as a result of your efforts today. New Jersey citizens will benefit through in-
creased public awareness and .ncressed fiscal support.

Thank vou.

RECOMMENDATIONS

1+ The Demand Reduction side of the substance abuse issue needs a clear nation:
a' direction. ot suffers from a lack of national purpose, and a lack of visible leader-
~hip

The National Institute on Drug Abuse or other lead agency should siructure its
position to provide national leadership in the development of strategies and policies.
The Demand Reduction side of subste=ce abuse activities at the state level currenti
flounders in a va.-uum and can only get worse if national leadership in policy deveK
opment ts not forthcoming.

v The Fxecutive and legislative Branches of the federal government should
reply more heavily on the tremendous wealth of knowledge and expertise available
at the state and local level. Currently, this huge body of knowledge is an untapped
resource in the development of national policy and strategy.

41 The Federal Strategy should reflect equal emphasis in the Demand Reduction
dide as the 1952 strategy does on the Supply Demana side.

th A natwonal data retrieval system capable of collecting data in a uniform. usable
maantier Is l“ih’l'l"lill

O Inereased tederal appropriations for treatment and rehabilitation Demand Re-
duction activities proportionate to the increases in the current Supply Keduction na-
tional effort

RIC 94

Aruitoxt provided by Eic:



91

{6) Increased federal appropriations for prevention/intervention activities not at
the expense of treatment or other Demand ?(eduction activities.

Mr. HugHEes. Thank you.

Comniissioner, we appreciate your contributions. You could have
very easily been a witness for us when we were taking up, for pur-
poses of hearing, the so-called drug czar bill. You’d have been an
excellent witness for us.

Mr. Gustafson.

Mr. GustarsoN. Thank you, Mr. Chairman. It's a real pleasure
once again to be asked to testify before this distinguished subcom-
mittee. Following the lead of my colleagues, I would also like to ab-
breviate and summarize my remarks.

Mr. HucHEs, We appreciate that.

Mr. GustaFsoN. Although I would like to focus my comments on
the treatment and prevention aspects of the drug abuse field, I'd
like to state up front that I share and underscore the remarks
made by my colleagues with respect to a need for a balanced Feder-
al straéegy that would address both the supply and demand reduc-
tion side.

If you could bear with me just for a moment, I'd like to run
thro. gh very quickly some statistics which I feel will indicate the
enormity of the drug abuse problem in the State of New York. I
take issue with many of the statistics and the parameters that
were being placed on the problem nationwide by the Federal offi-
cials earlier this morning, because quite frankly, that is not what
we're seeing in the State of New York, and I don’t believe it’s the
situation in New Jersey and Illinois either.

Mr. HucHes. [{ow about among your colleagues in the field? Do
they get the same sense?

Mr. Gusrarson. Well, we were nodding back and forth knowing-
ly to one another and I think I can—-—

Mr. HucHgs. I'm talking about throughout the rest of the coun-
try, in talking with them.

Mr. GusraFrsoN. Certainly in the Northeast corridor, those statis-
tics don’'t hold water, and I would think so in the central part of
the Nation, Illinois, Michixan, also Texas and California. I just
don't believe that they’re indicative of the magnitude of the prob-
lem in some of the areas of the higest incidence and prevalence.

For example, in the State of New York, we estimate there are
more than 3 million persons—that’s 22 percent of the total State
population-—that are recent users of both narcotic and nonnarcotic
drugs. I would call the subcommittee’s attention to the chart on
the left-hand side.

Of this mount, more than 1 million, or 10 percent of the popiila-
tion. are regular users. By regula» users, I mean people that have
used one or more nonnarcotic substances regularly within the pre-
vious mounth.

The overwhelming majority of thcse people are yjuths between
1%- and 24-years of age. By 1988, we project the total number of
regular users to increac * by more than 16 percent.

To a large extect. a good proportion of these numbers is directly
related to the sigr.ificant influx of high-quality heroin that began
to come into this country in 1979,
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Mr. SawyerR. When you use the term “nonnarcotic substance,”
what do ;ou mean? '

Mr. GustarsoN. Those substances that are not derived from an
opiate. For example, they would also include prescription drugs,
amphetamines, barbituates, anything that's not derived from an
opiate such as heroin, morphine.

Mr. SAwYER. So that you would—cocaine would be a nonnarcotic
substance? ,

Mr. GusTarsoN. That’s correct.

Mr. SAwyER. And marijuana also?

Mr. GusTaFsoN. Yes.

Mr. SawyEeR. Hashish and so forth?

Mr. GustarsoN. Right.

M. SAwvER. UK, thank you.

Mr. GusTAaFsoN. Heroin-related emergenci; rooms, as well as ad-
missions to treatment programs showing heroin as the primary
drug of abuse have all continued to escalate. A lot of the attention
this morning has been focused on cocaine as a drug of abuse. Well,
I can tell you that we have seen in New York State a 300-percent
increase in persons entering treatment with cocaine as their pri-
mary drug of ubuse during tie last 2 years.

We recently conducted a survey in the areas around 36 elementa-
ry and secondary schools in New York City. At all of those sites,
with the exception of one, we found marijuana, heroin, cocaine,
anl;l plills to be easily available within 2 blocks of each of those 36
schools.

I think it's really imperative to focus a good part of this discus-
sion on what the impact of the transition from categorical to block
grants have meant on the system nationwide. With the implemen-
tation of block grants and the reduction of Federal support for
humsan services programs, New York State has suffered a dispor-
poi uonate reduction in the amount of funds available for £'?1g
trsatment and prevention services.

For example, in Federal fiscal ye:.r 1982, when block grant pro-
grams were initiated, the State of New York received $15.1 million.
This was +. 32-percent decrease from the previous years.

I may add that the State share for drug abuse and treatment ac-
tivities has always far exceeded that of the Federal Government. In
New York State, we have a total program of approximately $150
million, $20 million of that is fromn lgederal sources.

Reductions in supﬁort for drug abuse programs are particularly
shortsighted given the cost-effectiveness of these programs. That's
bee. proven time and time again. For example, in New York, the
average cost to governr ent in direct welfare payment and lost
taxes for a single uriempioyed male substance abuser is over $7,000.
The cost of crimes committed by an active heroin atuser not in

reatment is estimated to + xceed $26,000.

The average costs per arrest and subsequent prosecution total an
additional $3,200. '

Sul. stance abuse treatment. offers an alternative that is consider-
ably less costly to scciety and offers the -~mortunity for rehabilita-
tion. The average cost for treatment of a substance abuser in New
York State is $2,840 per annum. Without question, this is signifi-
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cantly more cost-effective than having an individual incarcerated
in a State or Federal institution.

Congressman Hughes, in your opening remarks, you made men-
tion of the necessity for increased volunteer support and communi-
ty action throughout the country. We in New York have taken this
quite seriously and have organized a group called the Citizen’s Alli-
ance to Prevent Drug Abuse, which ‘s made up of all segments of
the community, the cler gy, business, labor, treatment personnel,
and school administration.

They form both an .advisory to the State, in terms of developing
new and more inrovative programs and they alsn serve as commu-
nity mobilizers that work throughout the State of New York to mo-
tivate citizen participation, create increased awareness, and foster
a be..er environment.

In terms of action that we are asking the subcommittee to take,
we certainly would ask you to support, along with your colleagues,
the full appropriation of the ADM block grant amount of $532 mil-
lion. The $439 million, proposed by the administration, would only
perpetuate a very bad situation throughout *he country. We would
ask your good offices to take that into accuunt, and to recommend
to your colleagues that they support the full authorized amount.

The other recommendations that were made by Mr. Kirkpatrick
and Mr. Russo, I could only underscore. The continuation of the
Office of Juvenile Justice and Delinquency Prevention, the estab-
liskment of improved Federal coordination through initiation of a
drug czar that will have the authority to oversee both the supply
and ! @ demand reduction efforts so we don’t continue the frag-
mented, poorly coordinated effort that I believe is in place now.

i'll be pleased to answer any questions that you may have.

[The sta.ement of Mr. Gustafson follows:]

STATEMENT BY JouN 8. GUSTAFSON, NEw YORK DIVISION OF SUBSTANCE ABUSE
SERVICES

[ am John 8. Gustafson, a Deputy Director of the New York State Division of Sub-
stance Abuse Services. We appreciate the opportunity to testify before this distin-
guished Subcommittee. Although my comments this morning will focus upon our
substance abuse treatment/prevention system and how we are coping with recent
Federal budget and other actions, let me state up front that efforts to reduce both
the supply of drugs and demand for drugs must be expanded if we are serious about
addressing the drug problem in New York State and across the country.

Our state has the most gevere drug problem in the nation. We estimate that more
than three million persons (3,289,600—2R percent of the population) are recent abus-
ers of 4 variety of substances, both illicit ard legal. such as cocaine, heroin, marijua-
na. PCP and pills. Of these recent users, more than one million (1,415,000—10 per-
cent of the population) are regular users of narcotic and non-narcotic drugs. More
than three-quarters of a millicn (793,600—more than five percent of the population)
ot the regular users are heavy substance abusers. We project the number of non-
narcotic abusers will increase by 20 percent by 1986, while the number of narcotic
ebusers will increase 10 percent.

Over the past five years. we in New York State have heen facing the greatest
influx of heroin since the late 1960's und the uncontrollable spread of cocaine sales
and use. The DEA estimates that ¥.000 pounds of heroin are smuggled into the
United States annually. Of this amount. on:- half enters through Kennedy Airport
or New York City's waterfront. The result has been devastating. For example,
heroin-related emergency room episodes are up 107 percent since 1979. One-third to
one-half of our nation’s narcotic abusers are in New York—narcotic abusers in the
state numbered 241.500 in early 1982, Currently. heroin admissions account fo. 72
percent of all admissions to treatment programs in New York City. Unfortunately.
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we estimate thut we are only able to treat 15 percent of the narcotic abusers in need
of services.

With regard to cocaine, the problem is running rampant nationwide an' particu-
larly in New York State. The BEA estimates 48 tons of cocaine were smuggred into
the U.S. in 1982, an increase of eight tons over 198'. A 1951 Household Survey, con-
ducted by the Division, shows that the number of household residents utilizing co-
caine and stimulants has tripled since 1976. In the past five years there has been a
300 percent increase in the number of persons entering or seeking treatment for co-
caine abuse. Cocrine is truly the new drug of abuse and, without a reduction of
supply and financial help for treating those already involved and preventing those
from becoming involved, we can only expect the problem to worsen.

Other alarming trends were rcvealed through a recent Division study cn drug
trafficking within a two dlock radius of 36 randomly selected elementary, intermedi-
ate, and senior high schools in New York City. Findings, by schcol type, included:

Elementary schools

There was a progressive increase in the availubility of heroin and marijuana, and
a continued availagility of cocaine and pills, in the areas surrounding these schools.
For the first time, hallucinogens such as LSD and FCP were reported available in
the areas cf two elementary schools.

Intermediate schools

There was an increased availability of cocaine, pills and hallucinogens, and a con-
tinued wvailability of heroin, in the vicini.ies of these schools. Marijuana activity
was found in the areas around all of the in ermediate schools.

Hugh scenools

Heroin. cocaine, pills and hallucinogens were observed or said to be available in
all the areas surrounding these schools. A great deal of marijuana activity was con-
sistently found in all the surveyed high school vicinities.

In responding to uic problem, the New York State Division of Substance Abuse
Servicec is guided by a numrber of basic philosophies, including: (1) Substance abusc
is a multi-faceted problem requiring a variety of prevention and treaiment strate-
gies and services, and (2) Individual needs can best be served in the community by
locally-operated programs, where community resources can be part of the treat-
ment/rehabilitation process. Reflecting these philosophies, the Division funds, sup-
ports and monitors a vomprehensive statewide network of services which encom-
passes two major program areas: community-based treatment and rehabilitation
services, and community-based prevention services, including scbool-based pro-
grams.

Treatment and rehabilitation services are provided through a system of more
than 300 locally-operated programs situated in communities of the state where cli-
onts live and work. Community-based treatment programs provide chemotherapy
and diug-free services conducted in residential or outpatient scttings. Drug-free
services include a variety of counseling and therapeutic techniques to assist the
client in achieving a productive lifestyle. Cl.emotherapy services encompass detoxifi-
cation, methadone maintenance, methadone to abstinence, as well as counseling and
other therapeutic services. All treatment programs provide clients with support
services— medical, educational and vocational rehabilitation services—either direct-
ly or through arrangemerts with other community resources. The system has the
static capacity to provide approximately 47,000 treatment slots defined as the capac-
ity to provide treatment for one person per year. As the system is a dynamic one
and the length of treatment varies from person to persen, it is estimated that be-
tween 79.000-80,000 individuals are being served each year.

As part of the Division’s prevention network, we fund and administer over 100
school-bused prevention and education programs directed at the state’s young
peuple  School-based programs operate in 133 school districts .t 957 service sites
throughout the state. These programs—which encompass both substance and alco-
hol abuse prevention-—include: educational and informational services; alternative
activities. such as peer leadership; intervention services d:signed to reach children
already experiencing difficulties; and activities to improve self-image a-d decision-
making Approximately 24,000 student.. receive individual counseling/intervention
services, Wﬁllt‘ more than | ® million student contacts are made through other com-
ponents of the school-based prevention programs, such as classroom and assembly
presentations

The Division also funds 4% other programs throughout the state to provide early
intervention and other prevention services. These programs, operating iu communi-
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ty settings. encompass short and long-term counseling and referral services in addi-
tion to traditional prevention and educational activities, such as awareness semi-
nars and literature dissermination. Comrnunity-based prevention/intervention efforts
enable the Division to annuwslly assist 12,000 individuals who are admitted as pri-
mary clients.

In terms of funding, approximately 16 percent of all monies available for local
program services—state, Federal and third-party—is used for prevention. When
louking strictly at state and Federal direct appropriations, however. 24 percent of
these funds are used for prevention. This is due to the fact that prevention pro-
grams typically do not receive third-party reir bursements, such as Medicaid, as do
trcatinent programs. Under the Alcohol. Drug Abnse and Mental Health Block
Grant. the proportion of total funds used to support prevention services throughout
the state has neither increased cr decreased dramatically, although we more than
meet the 20 percent prevention set-aside re-‘tirement under the Block Grant. It is
the ;mlli((:y of the Division to share increases/decreases in funding across the entire
Nefwork.

Important in determining and defining Division policy directions and articulating
service priorities and fiscal needs. is our comprehensive data colluction, research
and evaluation system. The Division has long maintained this capability, regardless
of Federal support fur such systems. We continuously devote significant time,
energy and resources towsrds identifying the extent of substance abuse, analyziing
the social and' demographic characteristics oi abusers, understanding the effects of
drugs on the hody system, and determining the effectiveness of subgtance abuse
servives The Division also muintains a special unit to observe and report on currert
puatterns of street drug sales. In addition to regul.r monitoring of known “copping”
areas, surveys have been conducted in New York City’s lower Manhattan business
district, the garment district, public schonl areas and video game sites. These sur-
veys nnt only call attention to the widespread nature of illicit drug traffic, but pro-
vide specific information to assist law eniorcement efforts.

Supporting our ertire pruogram nei.vork are our computerized information sys-
tems which, amoeng an array cf items, enable us to monitor gervice utilization client
demographic characteristics, and the level and frequency of services provided by
treatme nt and prevention programs. These data provide the basis for ongoing man-
agement and evaluation reports, feedback reports to local programs to askist them
in service delivery and planning efforts, and the Division’s program cost-effective-
ness analyses.

Despite the existence of a comprehensive net' ork of services, the needs of the
people of New York State remain great. Many of our treatment programs are oper-
ating at or above capacity: more than 1,000 substance abusers were on waiting llixsets
to enter treatment at the end of August of this year.

With the implementation of block grants and reductions in Federal support for
human service programs over the past several years, New York State has suffered a
significant and disproportionate cu.back in funding for drug treatment and preven-
tion Erog*ums. In Federal Fiscal Year 1382 when block grant programs were initiat-
ed, t=. Division received only $19.1 million through the Alcohol, Drug Abuse and
Mental Health Block Grant, a 32 percent decrease from the previous year. In fact,
the Federal share of fiscal support for drug treatment and prevention has always
beer: very sinall in comparison to the New York State share. Of the approximately
£131 m:llion which supports our entir» local service delivery systen, only about $20
million anually is received in ADM Block Grant funds. Obviously. tae less the Fed-
eral Government orovided in support of drug treatment and vrevention, the more
victims and costs tere are to be deai with at the state and local level.

During the first two years of the block grant program, we have been able to
reduce the impact on our treatment/prevention system by utilizing funds remaining
from previous vears categorical programs. increasing third-party revenue and im.
plementing adminstrative cost containment policies. We have [‘;een forced to cut
program funds fur ¢ertain ancillary services and. in several instances. reduced treat-
ment capacities Despite our efforts tu maintain .a effective level of services. we
now have a system that is operating at or above 100 percent capacity and liave ex-
tensive waiting lists, as noted previously. In fact, this situation has existed since
1y, iromeally coinciding with the initiation of Federal budget reductions.

Manv of the FFY ®{ budpet proposals now being considered would further aggra-
vate, or ol o mimimum perpetuate. this unacceptable situation. Even if the full
amount authorized for the ADM Block Grant in FFY 1984—3$532 million--is appro-
priated. thix would still translate into a 23 percent cutback for drug abuse services
from FFY att Adjusted for inflation. the level of aecrease would be over 30 per-
vent
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In the law enforcement uiea, by its own admission, the Administration’s “War on
Drugs” was a draw in 1982 They report no decline in the overall availability and
consumption of illegal drugs, increased quantities of heroin and cocaine, which were
purer and cheaper than in past years. and stable marijuana prices. In short, the
Administration has spent a great deal of time developing strategies that are ineffec-
tive and only serve to fuel jurisdictional disputes that have characterized the drug
enforcement effort for years. The illegal drug trade i running rampant in New
York State due to the Administration’s failure to operate the supply reduction as-
pects of its Federal Strategy.

Reductior ir. support for drug abuse programs are particularly short sighted con-
sidering the cost-effectiveness of such services. In New York Stete, the average
annual cost to government in direct welfare Layment and lost taxes for a single,
unemployed male substance abuser is over $7,000. Also, the cost of crimes commit-
ted by an active heroin abuser not in treatment is estima‘ed at over $2¢,000 per
year For those drug-involved offenders that are apprehended, law enforcement costs
in the state average $3,200 per arrest, including police, iudicial and legal costs. Ard
should the arrestee be incarcerated, the costs per inmute average $19,000 per year.

Substance abure treatment offers an alternative that is considerably less costly to
society and offe' , the opportunity for rehabilitation. The average cost of treating a
heroin addict is only $2,840 per client annually. Prevention services cost even less
per verson reached.

Without question, government resources alone cannot solve the drug problem:
Volunteerism and private sector support are also necessary components of any over-
all drug program strategy. These aspects have not been overlooked in New York
State and, in fact, were initiated by our state prior to the Administration's call for
volunteer action as part of the 1982 Federal Strategy for Drug Prevention.

For example, in October 1980, New York convened a statewide group of represent-
atives from the private sector to analyze the heroin problem in the state and make
recommendations on how the private sector can be involved in drig abuse preven-
tion. In 1981, we expanded the membership of the group, which was named the Citi-
zens Alliance to Prevent Drug Abuse (CAPDA) to reflect a broadened role in the
prevention area. In March 1982, with the assistance of CAPDA, the Division initiat-
ed a statewide media campaign entitled “Open Your Eyes” to increase public aware-
ness about the scope of the probleni and promote volunteer involvement in local
drug prevention and education activities. The campaign, supported ir part by corpo-
rate gnancial donations and in-kind services, consists of PSAs, posters, brochures
and other printed materials and a toll-free number that individuals can call for in-
formation and assistance

For almost three years, we have been providing technical assistance and training
to interested parent or community groups in developing effective prevention strate-
gies. We have also produced some informal materials to assist groups in their devel-
opment. The self-help bocklets, entitled “Community Organization Guide: A Frame-
work for Community Involvement in Drug Abuse Prevention” and ‘‘Planning and
Organizing A Drug Abuse Aviareness Event In Your Community”, were produced to
provide detailed information about organizing community involvement and aware-
nes; activities.

The fruits of our labor are beginning to mature. To date, we are working with
over 100 volunteer community action groups. These groups have conducted over 600
activities and projects involving more than 110,000 participants. These projects have
included, for example: conducting a local survey on drug useage and attitudes; hold-
ing a druy abuse awareness meeting for community residents; or organizing recre-
ational activities as alternatives for youth. Our relationship with these local groups
is symbiotic—we both learn from each other’s experiences, ideas and thoughts. In-
formation sharing is important. The Citizens Alliance to Prevent Drug Abuse News-
letter, wineh is widely distributed throughout the state and reports on local group
activities, contributes to this hody of knowledge.

Volunteers are also active with many of our funded csmmunity-based drug treat-
ment and prevention programs in helping, for example, to: promote program goals,
ohjectives and services in their comnwunities; conduct fund-raising activites and
direct solicitation drives; respond to .equests for program information; distribute
program hterature; and provide officr and cleri-.] support.

There are numerous opportumtic . for business and industry as well, to become
nvalved partners A few of these are providing financial contributions and in-kind
services to support funded drug program services and local group activities; support-
ing emplovee assistance programs; sponsoring druy prevention and education semi-
nars for employee:  and encouraging support of community efforts against drug
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abuse by employeen, such as “Executive Loan Programs”, as a means uf transferring
corporate skills und munagermert techniques te local programs and grollxj)s.

As one ev umple of corporate involvement, this past sprin, Grand Union Super-
markets join>d our effort by distributing 150,000 drug ubuse awareness flyers to cus-
tomers and displaying anti-drug posters at 164 of their stores. In addition, many of
our funded drug programs and volunteer action groups participated by setting up
information and literature tables and conducting outreach activities at various store
sites

While volunteerism and private sector involvement are important, let us not disil-
lusion outselves by thinking that this will compensate for the tremendous loss of
Federal dollars and support suffered under implementation of the Llock Grants and
other actions.

To summarize. we are doing our best with what we have to meet the rieeds of our
residents. in spite of budget reductions and the Federal government’s inability to
vontrol the supply of illegal drugs in sur country. I would like to offer whe' we con-
sider viable recommendations for Congress and the: Administration to enact over the
coming weeks:

t1) At a minimum, the $469 million appropriation for the ADM Block Grant
sh. uld be maintained in FFY 1984. The Administration has suggested reducing this
armount—it this is done. it will only worsen an already critical situation. In fa.t, we
strongly urge increased a) propriations vn to the level authorized for FFY 1984—
$532 million.

120 A Cabinet-level drug policy coordinator position, with the responsibility and
authority to oversee all activities conducted by Federal drug enforcement and treat-
ment agencies. should be created The Administration’s response to the drug abuse
problem has been a series of singte initiatives, indirectly coordinated, with a dispro-
portionate focus on enforcement. This policy tails to recognize that as supply reduc-
tion efforts are put into place, the demand for treatment services is increased. Drug
treatment/prevention and enforcement must work hand-in-hand. Therfore, we must
have a coordinator position to ensure the implementation of a clear, coherent and
consistent supply and demand reduction prograin.

41 Criminal penalties for drug trafficking, with particular emphasis on strength-
ening civil and criminul asset forfeiture laws, should be increased. However, the
money derived from these laws, which is certai.i to be in the millions, should not
only be used to bolster_ggfdrdement efforts, but also to increase Federal support o
states for treatment and prevention.

4) We support establishment of an Office of Justice Assistance that would provide
Money to states to support a wide range of law enforcement efforts and criminal
Justice activities. including drug offender programs and aiternatives to incarcer-
ation.

31 We also i0lly support appropriations for the Office of Juvenile Justice and De-
linqueney Prevention and the youth service-oriented programs they rund. In addi-
tion. we urge continued reauthorization of OJJDP next vear as a separate program.

I would like to thank you for this opportunity to testify before the Comm.ttee and
will be glad to answer any questions you may have.

Mr. HugHes. Thank you.

First of all, Mr. Kirkpatrick, I understand you inay have some
recommendations relative to the forfeiture provisions of our Com-
prehensive Drug Penalty Act.

Mr. KirkpaTRICK. That was an additional position of our organi-
zation, which is that would believe, although we understand and
support the efforts of civil forfeiture provisions t¢ fund law enforce-
ment activities directed at major drug dealers, we also frel that it's
nut only poetic justice, but a financial necessity for some of that
money te b earmarked for the treatment and prevention of drug
abuse.

Similar legislation is pending or being proposed in many States,
but it is at the Federal level where the largest pots of money are
selzed.

Mr. Heaues: Thank you.

Let me just ask, if I might. several questions d: iling with the
impact of the cuts on the State drug rehabilitation and ec ucation,

10]




98

and other programs. First of all, let’s begin with you, Mr. Kirkpat-
rick. In your own State, how many are turned away from the drug
program?

Mr. KirkpaTricK. It's hard to say how many are turned away.
. We have about an 8week waiting list to get placed in our pro-
grams for hard-core drug dependency. Sometimes that’s pushed up
as long as 3 months.
hMr. HucGHes. Is that because you don’t really keep any data on
that?

Mr. KirkpaTrICK. Wel', it's because people stop putting their
names on the iist to get in if there’s u 2-month wait to get in. So,
all we know is that there are at any given time 20- to 30-percent
more people waiting to get in than the programs can hold.
hMr. HuGHES. Are these hard-core addicts, as well as people
that-——

Mr. KirkpaTrick. I'd say the biggest gap between available serv-
ice is in the case of the hard-core heroin addict.

Mr. HucHEes. So these are people that are probably out comrnit-
ting crimes, in most instances to support their habit?

Mr. KirkprATRICK. Most assuredly.

Mr. Huches. They have to wait 8 weeks to get into a pro-
gram——

Mr. KirkPATRICK. And, of course, thut frustrates the whole idea
of getting them into a program to——

Mr. HucHEes. And you're lucky if they're around to go into the
program-——

Mr. KirkpaTrICK. If they’re not in jail by the time they get up,
right. Although I have to hand it to the programs themselves, be-
cause very often they will squeeze as many possible people into a
program as they can, even though they're not getting paid for it,
and even though there’s really no room.

Mr. HucHes. Commissioner Russo, you mentioned that we're
trez‘i’ting 6,000 fewer substince abusers today than we did 2 years
a4go:

* Mr. Russo. In 1980, we were servicing approximately 21,000 indi-
viduals who came through the treatment rehabilitation system,
and =t that point in time, we had a waiting list because we couldn’t
handle all of them. We don’t keep waiting lists any more; it's im-
possible to maintain waiting lists.

The very nature of sericus drug abusers is they need immediate
gratification. It's not like you're going to a physician because you
have a hangnail and he says, “I'll make an appointment 2 weeks
from now; come back.” They don’t come back. If you can’t provide
some service immediately in this immediate gratification system
we're in, we lose him. We don't maintain waiting lists.

But we're treating 6,000 fewer today. We're down to about
15.000—our projection for the coming year is below 14,000—and the
demand is just tremendously high. It's as high today in the State of
New Jersey, the demand for services, as it was in 1979.

Mr. HuGues. I know you don't maintain g waiting list, but do
you know offhand. for instance, how long it takes someone who
wants help. needs help, to get into a place like Integrity House?

Mr. Russo. That's a good example. That place has been filled for
years. They've always turned people away. Probably Integrity
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House—and I'm just guessing—would probably have a 6-week or so
waiting list, time to get in.

Again, that doesn't menn you're going to be able ‘to get in, be-
cause they nay not be able to find that individual. Things are hup-
pening—what Tom mentioned also is that the industry, because of
the commitment that people have in the treatment rehabilitation
indusiry, they do things that maybe they shouldn’t do; they take
more people in than they should. We have counselors now tl 1t
have a ratio of 60 clients. That’s entirely too many for on counsel-
or, but what happens, gentlemen, is the quality of the se.\.ce is sig-
nificantly hurt when you continue te iake more people in.

But because the industry is so cornmi.ted, sumetimes rather than
turn someone away, they nrovide minimal services rather than——

Mr. HucGHEs. Could you give us some idea of approximately how
many addicts want help that you can’t furnish help to in New
Jersey?

Mr. Russo. We estimate at least 12,000 people right now. If we
had the capacity, we could expand our treatment and rehabilita-
tion effort to handle 12,000 more right now, which would push it
back up above 22,000, 23,000 folks a year.

That's a very rough estimate. There’s no way of determining that
accurately.

Mr. HuGHes. What portion of those, in your judgment, would be
heroin addicts? :

Mr. Russo. Well, as I mentioned before, 78 percent of all the in-
dividuals who have come in for treatment since 1979 come in with
a primary drug of abuse of opium or heroin, 78 percent.

r. HugHes. We have a very effective TASC program in New
Jersey, and in most of the States, it's been a very successful pro-
gram, one of the success stories on the old LEAA program.

Mr. Russo. Right. .

Mr. HucHies. What are we doing today? When a court deter-
mines *hat an individual really requires treatment and goes to
TASC. .nd it is determined that he needs a specialized type of in-
pati nt treatment, what are we doing in those instances where the
court has made that determination?

Mr. Russo. Very critical and important question. TASC, as you
know, is for referral identification of a significant substance abuse
problem, to divert someore from the criminal justice systen: into a
treatment system.

Our TASC program in New Jersey really got up and running
about the time when the treatment system was closing down. So
many, many judges and many, many courts of competent jurisdic-
tion just don't refer any more because there's no place for them to
go. It's a catch-22. The system, in identifying and referring individ-
uals from the courts through the TASC project, is working, but the
other portion of that system that's supposed to support it and pio-
vide those services is so overtaxed that we just can’t handle those
folks. And there are fewer and fewer people who are referred
*hrough there because nothing happens. They're still back on the
streets, and they don’t get any services.

Mr. HuGHEs. Let me see if | can just carry that further. What
happens ir. that situation is that once a drug-dependent offender is
before the court, the court has one of several options. First of all,
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even though the court determines that treatment is the best
course, as long as there's no treatment available, the court then is
reduced to two options. First of all, cut them loose on probation,
vwhich means that they go out into the streets, same environment,
and you can expect them back agaii: with additional substance
aibuse problems; or second of all, incarcerate them at a cost of
about four ti:r

Mr. Russo *~ vou compound that with the tremendous over-
crowding ir “~ctional institutions throughout this country
that just ¢ .Liv them, so most of those folks go back out on
the street u. s they're very serious offenders. The system just
can't-—the correctional system—at least in New .Jersey, and I'm
sure many other States-—they just can’t handle then,.

Even with the tremendo''s increase in the number of correctional
beds being developed right now in New Jersey, it's a maxed-out
system. There isn’t room for fol.s in that system. Once the: get in
there, they don't get any services in terms of rehabilitation
anyway.

Mr. HuGHEes. Mr. Gustafson, you've told us that New York has a
serious problem. The ex! ..t oi the problem, particularly the budget
cutbacks. Can you tell us how many addicts, approxim:tely, in
New York State right now want help that you cau’t reach because
you just don’t have the facilities?

Mr. GustarsoN. Dr. Pollin, in his testimony, mentioned that
there are approximately 500,000 narcotic addicts in the country;
236,000 of those are in New York State. Of those, we have in treat-
ment at present approximately 30,000. We have a waiting list of
1,000 that are unable to get treatment because there’'s no space.
Strictly narcotic addicts.

Mr. HucHEs. Strictly narcotic addicts. And is that an increase in
the number of addicts waiting for treatment over what it was, let’s
say 1 year ago?

Mr. GustarsoN. The trend has been prettg much the same for
the last 3 years, given the influx of the high-quality heroin {rom
Southesst Asia. The waiting list figures have remained fairly stag-
nant at that level of 1,000 to 1,500.

Mr. HuGHes. About what percentage of the people that are on
these waiting lists end up in courts while they’re waiting?

Mr. GustarsoN. Well, let me try to back into that question. The
rule of thumb, based on the statistics utilized by the New York
State Department of Correctional Services, which currently has in-
carcerated 32,000 people in State correctional institutions, is that
60 percent-plus of those people are there directly as a result of a
drug offense. or drug-related crime, or have a history of drug de-
pendence.

So the vast majority of those people that come through the court
systems in New York State are involved with drug offense or have
a history of drug dependency and drug involvement

Mr. Hucues. OK. thank you.

The gentleman from Michigan.

Mr. SawykR. Yes. I am just kind of curious. Mr. Kirkpatrick’s
table here would indicate two States that I just picked out quickly.
Marvland and Massachusetts, both of which are rather urban
States, both seem to be doing better now with the block grant than

1044



101

they did betore A lot of the others aren't, of course, but why are
those two so aifferent?

Mr. KirgkpPATRICK. There are positive sides to the concept of the
block grant, which is to support the responsibility with the least
amount of restriction at the State level. States are doing better in a
number of ways, depending on the State. If you can accept for a
moment that in nearly every State, that meant a decrease in Fed-
eral dollars, but the increased amount of money being spent in pre-
vention, which may be a result of the 2() percent prevention imposi-
tion in the ADM b{ock grant, is an improvement.

Prevention is a big problem because it's one of those—the payoffs
are so long term and invisible at the present time you're spending
the money that it's hard to say ; u're going to take money away
from treating people who are coming in there waiting to get on
treatment programs and spend it to prevent that problem, even
though everybody agrees it's more cost »ffective to do that, it's just
that the results are so far down the road and the money is in this
year's budget that it's very difficult to do.

That may be a positive effect, that there is more money being
spent in prevention, whether it's just a realization that it's a good
ideéa or not. In some States, it has led to the States themselves in-
creasing their own revenues and resources, either by sp.cial tax-
ations, earmarked funds or in' other ways. But in general, States
have had a hard time with the decreased amount of revenues.

Specifically in looking at Maryland and Massachusetts—I should
point out one problem. In the transition year from the old categori-
ca! wrants to the ADM block grants for States, many States experi-
enced what was a windfall in that there categorical grant funds
diun't expire for another year and the ADM block grant funds
were coming in so they had a double overlap of as much as 11%
months down to maybe 1 month. We were unfortunate in our
State: we didn't have an overlap. But that gave the appearance of,
for a while. that the resources were adequate. Unfortunately, it
will eventually play out in 1983 that there'll be a big gap at the
end and that's going to happen even in those States that appear to
be flush right now.

Mr. SaAwykr. I've been kind of interested in the recent period of
time, there's suddenly now a lot of professional information that
cocaine is physically addicting, whereas up till then, all the infor-
mation [ had was that it was psychologically addicting: I'm not
sure | know exactly the difference except they are now saying that
there're physical withdrawal symptems and those kinds of things. |

Do you have any view on that?

Mr. KikkpaTrICK. My view is that I don't really care. Cocaine is
as devastating to the person who uses it. Whether you say that it's
physically addictive or whether you say it's psychologically or
whether you say it's dependence-producing, as was pointed out ear-
ler. if a rat will push a button to get cocaine until it starves to
death. th. n I think that's a drug that's got a problem.

The detimitions and the research in the area of addiction are very
technical. Once they have to identify a molecule that has a recep- -
tor side in the brain, et cetera, et cetera, that's where the discus-
sjons originally come from about whether it's physically addicting
or not. The withdrawal symptom, if that can be proven neuroiogi-
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cally to happen, [ don't think it makes a difference. I think it dis-
tracts us from the real issue, which is that it is a dangerous and
debilitating drug which is affecting more and more people.

As Jack Gustafson mentioned, in our State we've had a 400 per-
cent increase in the last 3 years of admissions for use of cocaine
treatment. It is the fastest growing. The price is dropping. Price
alone used tc keep people away from cocaine, young kids, because
they couldn't afford it. Well, the price is dropping on cocaine and
it's starting to spread. It is a powerful and devastating drug,
whether it's physically technically addicting or whether it's purely
dependence-rroducing, however you want to categorize it.

Mr. SAwvyER. Mr. Gustafson, you indicated that you didn't believe
the statistics that you'd been hearing here. Were those the number
of people involved like § million cocaine and 20 to 25 million mari-
juana and 500,000 heroih? Are those——

Mr. GusTArsON. Those are certainly part of them. I think part of
the problem is that the network by which the Federal Government
uses to gather the data is incomplete. They talk about the DAWN
system, the Drug Abuse Warning Network. It just targets emergen-
¢y rooms. All of the emergency rooms in my State are not partici-
pating in that program.

We have had a data collection capability in New York State
* since 1967. It predated the Federal CODAP client-oriented data ac-
quisition process by fully 7 years, so that the data that we have
available in terms of the incidence and prevalence of the problem
. within our State, we feel is much more complete.

. I think-that the major point that I wanted to make was that I
feit that the Federal statistics do not take into account the varia-
tion in terms of intensity and types of drug abuse and the impact
that it has on a geographic basis.

Mr. SawyreR. When you said that of the +500,000—you used the
terms “'narcotic users,” in the country, you have about 250,000 or
something like that; were you indicating by that statement that
you thought it was really a 'ot more than 500,000 in the country?

Mr. Gusta=soN. No, I think the state of the art is such now that
the 500,000 narcotic addict figure is pretty wéll accepted. We feel
that that's an accurate projection of the number ¢ f heroin addicts
that there are within the country.

Mr. Sawser. How do you explain tha. about hal! of them are in
New York State?

Mr. GusrarsoN. Well, we're not lucky, that's for sure.

Mr. Sawyer. Well, no, I'm not——

Mr. GustarsoN. Historically, New York City in particular has
been viewed as the heroin mecca of the world. Whzn I say 236,000
in New York State, I should go on to say that 95 percent of those
are located in metropolitan New York. The New York City water-
front and its airports continue to be a major importing locale for
heroin coming from a variety of sources throughout the world.

In treatment alone., we have, as | mentioned before, over 31,000
narcotic addicts currently receiving care, just the tip of the iceberg.
The majority of those are receiving methadone-maintenance treat-
ment, which has proven to be a highly cost-effective and very effec-
tive means of treating that particular disability.
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Mr. Sawyer. You know, I thought that the Miami area and per-
haps Chicago area and so forth would have a, you know, propor-
tionately as high a heroin addiction as New York. I'm curious it
does not.

Mr. KirkraTRICK. If I can, our estimate is that there are a little
over 50,000 in Illinois, 80 you can see that proportionately, it is not
as great, even though it’s a major metropolitan area.

Mr. Sawyer. I know—I was a prosecutor in Michigan—and we
used to—and that wes several years back obviously— we used to get
all tha Mexican heroin there that came up, I think, through Chica-
go. At least that was our general thought. Do vou get mostly Mexi-
can heroin in Chicago or——

Mr. KirkraTrick. It depends—we've switched now because
there’'s now a better grade of heroin coming in again from other
sources, so our so-called Mexican brown on the downside, but it'll
be back. The network is still there. There’s a very hard to detect
and very hard to break the network between Mexico and Chicago
and always will be.

Right now, the market is demanding supplies from other sources.

Mr. Sawykr. Well, maybe it’s changed in Michigan, too.

[ yield back. '

r. HugHEs. Thank you.

I wonder if you can describe briefly for us what State efforts are
underway for prevention in the schools. Do you have some idea?

Mr. GustarsoN. Let me take a crack at that first, if I may.

We allocate a considerable portion of our total resources to pre-
vention activities, about $16 million, and a much larger percentage
of the block grant moneys were required by Congress to allocate 20
percent. We allocate considerably more than that.

Our prevention programs which are located throughout the State
deal with the provision of factual information, generating peer
leaders within the schools, providing youth with alternatives in
terms of recreational outlets on one side of the spectrum.

On the other side, a good por:ion of our prevention activities
have been directed toward community organization. We're fully
cognizant that resources coming from the Federal and State
sources are just clearly not enough to deal with the problem. We
feel that people at a community level are in the best position to,
one, identify what their particular problem is within their cornmu-
nity, and with some assistance, to develop strategies that more ade-
gquatelv address what their perception is of the problem.

So we're putting a lot of effort into organizing local citizen action
groups. We're encouraging local businesses to participate actively
with them.

For example, in New York, we've been able to work very closely
with the (Grand Union supermarket chain in distributing and pro-
ducing for us at no cost drug abuse prevention and awareness ma-
teviuls, which they then utilize to distribute through their network
of stores. That’s just one example.

We have corporations like IBM and others that have made cash
and in-kind contributions to our prevention effort. W»'re putting a
lot of energy into working closely with the private sector and with
communities in developing very specific responses to problems that
are identified at the local level.
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Mr. HuGHEs. Are there categorical grants that are going into the
school districts? Is it discretionary money that you have available
for these programs {or the schools districts? How does the funding
mechanism work? How do you encourage schonl districts to plug
into these programs?

Mr. GustarsoN. In the case of the city of New York, we have,a
sum of money which is designated to go through the New York
City Board of Education. They in turn underwrite a network of
services to provide drug abuse counselors within the schools, pre-
vention materials, educational materials built into the health cur-
riculum, et cetera. Outside of New York City, we also deal with a
variety of boards of education which engage in very like types of
activities.

Wc don’t operate any direct programs ourselves. We are funding
and administrative nad oversight agencies. We have been out of
the direcr treatment business now for some years.

Mr. HuGgHes. How about in New Jersey, Commissioner?

Mr. Russo. As you know, State law almost 10 vears ago, man-
dates a minimum of 10 hours of classroom instruction in all high
schools. I think that was a 1973 statute, 1974 statute, through the
department of education. That has been going on for a good 10
years.

What we do with the department of education is that we have a
very comprehensive teacher-training activity to upgrade the qual-
ity and level of knowledge that teachers have. We do not go into
the schools ourselves; that’s a prerogative of the department of
education, but we run continuously teacher education programs.

Another major effort of our prevention is that we beﬁeve very
stiongly in the behaviorial health philosophy that requires preven-
tion and intervention activities, taking into account physical, psy-
chological and social and economic factors. We work very, very
closely with communities and we identify communities which, in a
big city like Newark, can be a block or a housing development, and
in the small town, can be a community.

We tried to identify the basic threc or four leaders in every com-
munity, and that leader has to be from the pc'itical organization,
the mayor, has to be from the school system, nerhiaps the superin-
tendent: of the school and from the local guvernment and the
police. Wh it we have done, and we have trained—we take these
key individuals from the community and/or a block and we take
them away for three days to help them identify their needs and to
help them identify their resources.

We have taken about 120 communities away and very significant
important programs are developing from this concept. Essentially,
it's community organization from the textboc'' You don’t go as a
big brother and tell a town . hat their needs are and their prob-
lems are and where their resources are, but you help them to iden-
tify by identifying the leadership in that town.

The law enforcement, the schools and the political, the city coun-
cil. et cetera, et cetera. The institutions that we impact, and it's
tremendously—becoming tremendously obvious to us that individ-
ual communities, once you give them the opportunity and help
them with a little resources—a very little resources—and the only
resources, we take them away for three days so they don't get
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phone calls and we put them up in a hotel. We pay for that, but
they have to develop, before they leave that 3-day training session
a project that theyre going to undertake in their town, a small
project, one that’s almost going to succeed—not a big project—be-
cause success breeds success; failure breeds failure and there’'ve
been some tremendously interesting and exciting things happening
at the local level.

The community organization, identifying the needs, helping the
community to identify their needs and their resources and do some-
thing about it, involving the private sector and the parents, et
cetera, is critical, and that’s our two-facet prevention approach.

Mr. HuGgHes. Do you have any programs ‘n the schools that
would use young people like Paula and Dean, for instance, to try to
relate the direct experiences and insights of those who were S{'ug
abusers in a way that students can most fully appreciate.

Mr. Russo. Individual substance abuse treatment programs like
the program that those two youngsters are involved in do go into
the schools periodically. It’s not a major emphasis in the State of
New Jersey.

Mr. HugHes. It seems to me it would be a lot more important to
have youngsters who've been through it. They can relate a lot
more to studer.s than I can to tell the dangers. When the police
tell them the dangers of drug abuse, or even a teacher telling them
the danger of drug abuse, much of the credibility and effectiveness
of the impact may be missing.

Mr. Russo. Years ago, and I can relate back to 10 years or so ago,
there was a major emphasis of parading in front of large school au-
diences exdrug users, and maybe at that point in time, we didn’t
know as much as we do now, and I think we may have hurt the
situation in some cases. In many cases, when a previous substance
abuser told about his or her experiences and how bad they were,
and et that individual made it and now that individual is standing
up before an audience of 500 youngsters in the high school, it stim-
ulated the appetites.

We did some surveys. It stimulated the appetites of some individ-
uals in that school who weren’t sure whether they should use
drugs or not, because here was an opportunity or perhaps a way of
becoming recognized. It’s a double-edged sword unless it's done ef-
fectively. The two youngsters tod.:y probably could do it very, very
effectively.

Mr. HucGHes. I haven't seen any studies, any surveys, but I can
teill you that they don’t need anything to stimulate their appetite.
If anything, I think the cutting edge is the other way.

Mr. Russo. I think if you could identify——

Mr. HuGHEs. You could have some people in there aud tell them,
your know, exactly what it’s done to their life,

Mr. Russo. If you could select the individuals—and those two
folks today would do an excellent job—I think it’s an excellent pro-
gram.

Mr. HucHes. Well, as I say, I'm not an expert, but I woi.ld bet—I
would chance putting a youngster like Dean or Paula in the school
to share their experience with them, not before 500 students, per-
haps smaller classes, and I think that would be far more effective
than the chief of pclice going in, as it happens in my community,
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or the superintendent of public schools going in and telling them
how bad drugs are, you know, which is just a joke.

Mr. Russo. There's no question.

Mr. GustassoNn. Mr. Chairman, if I could piggyback on Dick
Russo’s comment. The same way that—I think the gentleman Dean
was explaining that in school, when he was receiving some infor-
mation relative to drug abuse, it kind of whetted his appetite and it
made him a little bit curious as to what the effects would be.

We have fourd, back in the late 1960’s and early 1970’s, when we
brought into a school situation people that were involved, say, with
heroin—teenagers, 15, 16 years old, and they recounted their sto-
ries about making $6,000 to $7,000 a week in the trafficking; or
they were engaged in prostitution to support their habit and were
living in Park Avenue suites, that fostered a lot of permature ex-
perimentation on kids that probably would not have gotten in-
volved.

We've gotten away from that approach. I would fully endorse a
presentation and utilizing individuals like the two young people
who testified before. The experience in the past, though, has not
proven that to be effective in utilizing some of the people who are
actively engaged in the trafficking aspects.

Mr. Russo. I think what’s critical, sir, in what you're referring to
is that peer pressure turns youngsters on; proper peer pressure can
help to turn youngsters off. I think that’s the important thing, if
you can identify the individuals who are gcing to present that peer
pressure. It is important, and it is productive if you can identify
those folks. It's that peer pressure, whether turning them off, just
like they were turned on with peer pressure, is critical and ex-
tremely difficult to control, however.

Mr. HucgHes. OK, thank you.

Thank you very much. There are some encouraging signs that we
recognize that we don’t have a Federal strategy. We need som ~body
to be in charge at the top. That’s a step in the right direction. Wa
found out very clearly, if we want to convince the South Americans
that they should do something, we've got to start doing something
ourselves back here at home, because our failure to commit re-
sources to drug rehabilitation and education in our country under-
cuts our efforts in South America and other places.

That's the first question they ask: What are you doing about the
problem in your own country? It’s a tough one to answer.

Mr. GustarsoN. We couldn’t sum it up any better.

Mr. HucHEes. Thank you very much. We appreciate the contribu-
tions you've made.

Our final panel—and we apologize for the lateness of the hour,
we've really gone over today—consists of Dr. Anderson Johnson,
Mrs. Sue Rusche, and Dr. Mel J. Riddile.

Dr. Johnson is both the director of the Health Behavior Research
Institute and the associate director for cancer control research at
the Comprehensive Cancer Center at the University of Southern
California. He's a licensed psychologist and has had a distinguished
career at Duke University, at the University of Minnesota and at
the National Bureau of Standards.
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He has served on numerous public and scientific committees and
boards, and has been sought as a consultant on numerous public
health issues.

The second member of our panel is Mrs. Sue Rusche. Mrs.
Rusche is executive director of Families in Action in P2 Kalb -
County, GA. She is also the secretary of the National Federation of
Parents for Drug-Free Youth, which is holding its second annual
conference here in Washington on Monday and Tuesday.

Mrs. Rusche was a leader in the movement of parents that has
brought about bans on the sale of drug-related paraphernalia in
most States. She is now writing a syndicated column for parents on
drug abuse prevention issues.

The third member of the panel is Dr. Mel Riddile. Dr Riddile is

the director of Straight, Inc., for greater Washington. We under-
stand it is related to the Florida facility.

Prior to joining Straight, he was the coordinator for substance-
abuse prevention in the Fairfax County, VA, school system, and
served as executive director of the Northern Vlrgmla Action Coali-
tion, a committee of business and civic leaders that developed a leg-
islative package for the Virginia Assembly on issues such as the
drinking age, drug paraphernalia and look-alike drugs.

Dr. Riddile has had over 10 years of experience in the Fairfax
school system as a teacher, counselor and administrator. He's writ-
ten numerous articles on drug abuse.

We are delighted to have you, Dr. Riddile, and the other mem-
bers of the panel with us today. We have your statements which,
without objection, will be made a part of the record in full, and we
hope you can summarize.

Why don’t we begin with you, Dr. Johnson.

TESTIMONIES OF DR. C. ANDERSON JOHNSON, D’RECTOR,
HEALTH BEHAVIOR RESEARCH INSTITUTE, UNIVERSITY OF
SOUTHERN CALIFORNIA; SUE RUSCHE, EXECUTIVE DIRECTOR,
FAMILIES IN ACTION, ATLANTA, GA, AND SECRETARY, NATION-
AL FEDERATION OF PARENTS FOR DRUG FREE YOUTH: AND
DR. MEL J. RIDDILE, DIRECTOR, STRAIGHT, INC., GREATER
WASHINGTON

Dr. JouNnsoN. Thank you, Mr. Chairman. I will attempt to sum-
marize.

To emphasize the major points, there are three points that I
(vivoultli like to make, the second of which I will develop in some

etail.

The first point is that I would like to place some emphasis on the
rationale for prevention. The second point is I'd like to summarize
for the committee data that supﬁort the feasibility and the promise
for prevention now. Third, I'd like to say something about what ap-
pears to be reascnable directions to proceed at this point.

For several reasons, the prevention of drug abuse is preferable,
when possible, to reactive treatment of drug abuse disorders. First,
the success rates for drug abuse treatments, while improving, tend
to be low. Second, drug abuse treatment programs, as we've heard
today, although it's not emphasized, tend to be expensive. Third,
and I think most importantly, is typically drug abuse treatment
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programs or interventions come too late. Tremendous costs to both
the individual and the society have already occurred by the time
the person enters into the treatment.

do not mean to devalue the place of treatment in drug abuse

control, but it is important to consider the potential for prevention
in overcoming these three limitations of treatment.

There is now good reason to believe that drug abuse can be pre-
vented. There are now a dozen or more studies conducted in differ-
- ent regions of the country, with different populations, by different

researchers, establishing the efficacy of particuiar social-psychologi-
cal interventions for preventing cigarette smoking. All of these suc-
cessful prevention programs have emphasized training and peer
pres.ure resistance skills, or how to say no to offers to smoke, and
have mobilized significant peer group support for the prevention
. program.

I would like to describe examples from our own research of the
effectiveness of these programs. The original Robbinsdale, MN, an-
tismoking project tested the social pressures, sensitization, resist-
ance skills training program, with and without peer leader media-
tion. The results, over a 32-month period, I will present.

Let me say briefly what happened. There were three experimen-
tal schools. In one school, there was a program designed to teach
young people, sixth and seventh graders, skills in resisting pres-
sures, social influences. We've heard testimony about how impor-
tant social examples influences are.

In another school, that same approach was used, only now peer
leaders were identified from the claisroom, brought out of the
classroom, trained at the university. They went back into the class-
room and helpea us implement the program. The third school was
a control school.

Could I have the first slide, please.

[Figure 1, prepared statement, smoiing index.]

Dr. JonnsoN. The first slide presents results over a 3-year
period, beginning at seventh grade in this study. Seventh grade—
what is depicted here on the left side is the pre-measure in October
1877. This represents cigarettes per student per week. That’s what
this measure is.

The middle curve, the X, is for the children in the schools that
did not receive treatment programs. The top line represents the
school that received the interventions without peer leadership iden-
tification and training and mobilization.

The bottom curve in the onset curve, cigarette-smoking onset
curve(.i in the school where the peer leaders were identified and mo-
bilized.

There were only five 1-hour sessions between the months of Octo-
ber and May of 1977-1978. We got immediate treatment effects, as
18 ovvious, we expected no lasting effects until the folicwing year.
We thought that it would require booster treatments in subsequent
yﬁurs. At the end of eighth grade, the program effects were still
there.

We decided at that point not to do boosters and see hcw far we
could ;0 with the effect. At the end of the ninth grade, we still had
a treatment effect, although in the treatment school at the bottom,
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there was a significant onset. It was still coasiderably less. There
was still considerably less smoking than in the other schools.

In the spring, we collected data at 12th grade as the students
v:ire graduating. I don’t have those data analyzed to present to you
today.

The second study in the Minnesota series provided a replication
of this. We found the same effects under somewhat more tightly
controlled studies, now multiple schools assigned to each treatment
condition. [Figure 2]

Simultaneously, a study was occurring at Stanford, by McAli.iter,
Maccoby, Perry. They did peer leader interventions alone. They got
results of the same magnitude. The same pattern of results has
been replicated at Cornell and others.

In a third study, we decided to see how well these programs
would translate when implemented by teachers. We found that
teacher-led programs clearly were not as effective in their effects,
as were programs that involved, again, peer leaders. :

Beginning in 1980, we began to test the generalizability of this
approach to an older population. We now tri:d interventions with
10th graders, assuming this was a population that had already
begun to smoke some cigarettes to a large extent, but perhaps we
could have some impact still at that stage. That proved not to be
the case.

(Figure 4, prepared statement.]

Dr. JounsoN. This gives you an idea of the onset of cigarette
smoking from fall of sixth grade—these are the percentages of
people who were smoking one or more cigarettes per day. Fall of
sixth grade, spring of seventh grade, fall of seventh grade, spring of
seventh grade and fall and spring of 10th grade, spring of 11th
grade and spring of 12th grade.

What you see there is that prior to sixth grade, or at the begin-
ning of sixth grade, there was very little cigarette smoking. The
onset was very rapid between sixth and seventh grade. By 10th
grade, it appeared that the maximal proportion had begun to
smoke and the curve was flat from there on.

So it's not too surprising that 10th grade interventions were too
lat(i. It's an important point, thougl:, interventions must come
early.

We have extended this approach now to the use of mdss media,
the use of mass media in conjunction with school programs primar-
ily to reach whole families, not just children in school. We're con-
cerned about doing that because of the tremendous effect that the
family has on the child, the tremendous influence the family has.

Could I see the next slide, please.

[Slide.]

Iérlndsoj'ry——it's the one that is outside the frame, please.

[Slide.

Yes. This slide is a little bit complex. Let me point out the major
point. This shows the effects of school-based and media-based pre-
vention and smoking cessation pregrams.

There was 1 week, 5 days per week, in which children received
the in-school prevention program. At night, there was televised, via
KABC television in Los Angeles, Dr. Art Ulene delivering it, a 5-
minute segment that coincided with the day’s activities.
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Parents were recruited to watch the segment with their children
and then participate in some homework activities with the chil-
dren. During that week, smoking parents were encouraged to come
around for a second week and participate in a smoking cessation
series. Again, five consecutive nights, 5-minute segments.

This shows something about the improvement rate. This (col-
umns labeled P/T) is in schools where we were doing the program.
I will ignore this (columns labeled P/NT), these were schools that
felll somewhere in between. These were control schools (columns la-
beled C).

Fifty-one percent of smoking parents did stay around and watch
one or more of the cessation segments, compared ‘o 13 percent of
control schools, where there was not an ongoing school program.
Thirty-eight percent tried to stop smoking, compared to 15 percent
ultimately in the control schools.

At 1 month, 19 percent of smoking parents of children in treat-
ment schools had stopped smoking compared to 5 percent in the
control school. ]

At | year—we just have one-year data that we’ve looked at—in 1
year the successful cessation rate among smoking parents of chil-
dren in the treatment schools was 18 percent, compared to 5 per-
cent of the original quitters, but we had 6 more percent quit that
year so it's really 18 gercent compared to 11 percent.

We're encouraged by these results that mass media can be used
in conjuntion with school programs. This is a step toward a coordi-
nated community effort involving parents and femilies, as well as
the school system.

Let me say a word about what characterizes the successful pre-
vention programs and makes them different from previous unsuc-
cessful smoking and drug education programs. First, there is a
focus on short-term, particularly social consequences of smoking. It
was pointed out today by the two young people who testified %ow
important social influences are. Peer examples and the need in
adolescence, especially early adolescence, to be accepted by peers.
It's a very important driving, motivating force at that time in the
developmental span.

Second, there is sensitization of the audience to the overt and
covert pressures to smoke, both peer pressures and media pressures
and adult pressures. Third, there is tEe active teaching of social re-
sistance skills, providing the young people with skills in how to say
“no." and not feel rejected when they do that.

It's easy for us—or we think it’s easy for us to do that; for a
young person, it sometimes is very difficult. We do that by provid-
ing role models; peer leaders demonstrate these skills, the whole
set of skills; students practice this in the classroom; they are rein-
forced si;stematically for practicing those skills.

Fourth, there's the active involvement of peer leaders, as I de-
scribed earlier, in implementing the program.

To summarize, the recent research in smoking preve.tion has
provided a number of replications which, when taken together,
strongly confirm that prevention of cigarette smoking onset in ado-
lescence is feasible, especially in early adolescence.

There are several reasons to be optimistic that the proven a
proaches to smoking can be useful for the prevention of other sug:

lfl ‘1
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stance abuse as well First, the predictors of cigarette smoking and
alcohol and marijuana use—these drugs are thought of as the
“gateway’ drugs. Very few people enter into harder drug use with-
out first being exposed significantly to one or more of these drugs.

The predictors of the use of these three substances are the same,
that is. in the vast majority of studies, the strongest predictors are
peer use, especially close friend use; parental use; and rebellious-
ness tendencies and risk-taking tendencies.

Second, cigarette smoking is a risk factor for the onset of alcohol
and marijuana use. I'm going to present data now from our 10-
grade study where we were unsuccessful in affecting cigarette
smoking.

[Figure 7, prepared testimony.] _

Dr. Jounson. This i¢ an epidemiologist’s approach to risk factor
analysis. That is, what is the risk that a nonalcohol user, a person.
who is not using alcohol in January of 10-grade, will start using al-
cohol by the end of 10-grade? That's the question that’s asked here.

Given, in the no-risk situation, the bar on the left, that at mid-
l0-grade, he's not smoking cigarettes, and he’s not using marijua-
na. If the person was not smoking cigarettes and not using mari-
juana and not using alcohol, he had a 28 percent chance of begin-
ning to use alcohol by the end of the year.

If the person, however, was already smoking cigarettes, but not
using alcohol and not using marijuana, there was a 58-percent
chance that he'd start using alcohol by the end of the year.

If the person was using marijuana alone, there was a 54-percent
chance he'd start using alcohol by the end of the year, and if the
person was using both cigarettes and marijuana, there was a 75
percent chance that he’d start using alcohol by the end of the year.
So clearly, cigarette smoking and marijuana use are risk factors to
the onset of alcohol use; cigarette smoking is at least as strong a
risk factor as is marijuana. -

Next slide, please.

[Figure 6, prepared statement.]

Dr. Jounson. The same kind of analysis is presented here for
marijuana transitions: Wh:t is the probability that a nonmari-
Juana user will start using marijuana above the 10-grade year? If
the person was not smoking cigarettes and not using alcohol, there
was an l1-percent chance he'd start using marijuana.

If he was using cigarettes alone, there was a 27-percent chance.
If he was using alcohol alone, there was a 20-percent change, and if
h}e]: wus using both cigarettes and alcohol, there was a 43-percent
chance.

So. again, these two “pateway” drugs, cigarettes and alcoiiol. are
risk factors to the onset of marijuana use.

Just briefly for you to look at. and [ won't say anything about it,
it does turn out that marijuana and alcohol—marijuana is a risk
factor to the onset of tobacco use; alcohol may not be, at least at
1grade.

It is clear from these analyses that cigarette smoking, alcohol
use, and marijuana use, each can act as “gateway” drugs for the
onset of the others, with t¥» possible exception that alcohol use
may not incr- e the risk of the onset of cigarette smoking.
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The importance of tobacco use as a risk factor for onset of other
drug use suggests the possibility that preventing tobacco use may
indirectly minimize risk to other drug use.

:I'd like to move now into briefly summarizing recent evidence
where the same prevention strategies that have been used for pre-
venting cigarette smoking are being used successfully for prevent-
ing alcohol and marijuana use onset.

First, there was a study by McAlister and his group at Stanford
where they found that just devoting one of five sessions to alcohol
and marijuana use, using the same strategies I've described did
result at 1 year in a decreased onset rate of alcohol and marijuana
use. :

In our 10-grade study, where we paid no attention at all to alco-
hol and marijuana, only intervened in regard to cigarettes, we
found at 1 year significantly less marijuana use in the treated
group than in the controlled groups.

There was one caution that was raised by that. In fact, the most
marijuana use onset was found in schools where there were teach-
er-led programs that did not involve peer leadership.

More recently, and yet to be published-—it’s in preparations of
study by Botkin at Cornell where he's found that a program de-
signed specifically for drug abuse prevention was, indeed, success-
ful in preventing at 1 year alcohol and marijuana use, as well as
cigarette use.

This morning, Secretary Brandt mentioned that I would describe
briefly a NIDA-funded drug abuse prevention program which is
called Project SMART. I had not planned to do that. I will only say
there is such an effort underway ir Los Angeles right now that’is
now being extended to be a communitywide effort involving televi-
sion, involving Orange County as well as Los Angeles County
school systems, involving the Scott Newman Foundation, family
orientation, and so forth.

In brief summary, I would say that my reading of the advance-
ments in the field over the last 6 years, these advancements are
significant. There's consistent promise that cigarette smoking, and
now alcohol and marijuana use, can be prevented with cost-effec-
tive interventions—relatively low-cost interventions. I think stand-
ardization of thes: interventions is very important when we talk
"about defusing programs. I think there needs to be standards of
prevention practice, just as there are for treatment practice.

[The statement of Dr. Johnson follows:]

STATEMENT OF C. ANDERSON JOHNSON, P.1.D., HEALTH BEHAVIOR RESEARCH
INSTITUTE, UNIVERSITY OF SOUTHERN CALIFORNIA

The efficacy of a school based, social psychological approach to primary preven-
tion of cygarette smoking is now well established. The effects have been replicated
by independent researchers at a number of different sites with guite different popu-
lations. and appear to be durable over time. Until this recent series of studies there
were little or not empirical data to support that cigarette smoking or other drug
abuse in adolescence is preventable. The successful demonstration of primary pre-
vention in the area of cigarette smoking offers promisethat similar techniques may
be useful in preventing the onset of alcohol. marijuana and other ¢rug abuse as
well Additional research on associations among Various types of drug use, cigarette
smoking as a risk factor-for other drug use, and effects of experimental nrevention
projrams on marijuana and alcohol use further suggest the promise of social psy-
chologneal intervention for primary prevention of drug abuse.

S
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RESEARCH IN CIGARETTE SMOKING PREVENTION

In 1974, there began a series of investigations, first at the University of Houston
by Richard Evans and his colleagues, then at Minnesota by Johnson and Luepker
and their colleagues, and Standford by McAlister, Maccoby, Perry, and their col-
leagues that established the efficacy of a social psychological approach to prevention
of cigarette smoking in adolescene. These studies wer: similar 1y that they all were
based on laboratory findings and theory from exper' mental social psychology, they
all treated the onset of smoking as a socially mediated phenmenon, they relied on
social interventions to bring about changes in developmental trends regarding
smoking, and they measured vigorously with multiple measurement techniques the
effects of experimental programs on smoking incidence rates. I will review here
briefly the consistent line of evidence from those three laboratories and elsewhere
that supports the robustness of this approach to prevention of cigarette smoking,
and then will review data that suggest that other drug abuse may be preventable in
the same way. .

In 1977, Evans, et al, reported an innovative approach to cigarette smoking for
junior high school students. In that approach Evans, et al., applied several impor-
tant findings from social psdychology to primar{y revention and to measurement of
behavioral outcomes. They developed a series o tﬂree films to be shown in the class-
room. Those films were designed 1) to heighten students awareness of social pres-
aures that influence adolescents to start smoking, including peer, family, and media
influences; 2) to suggest that resisting those pressures in both feasible and socially
acceptable, and 1) to provide psychological innoculation to presuasion by giving stu-
dents a sampling of pro-smoking arguments they were likely to encounter and
counter-arguments that could be useful in resisting those temptations. In addition,
Evans applied to the measurement of smoking behavior the “bogus pipeline” ap-
proach to attitudinal measurement developed by Jones and Sigall (1971). The ration-
ale of this nieasurement technique is that self reports of smoking behavior will be
more accurate if respondents know or believe that an independent biological assess-
ment is being made as well.

That study and those which have followed, using the Houston model of a largel
film-mediated approach, demonstrawed an appareut "program plus measurement’’
effect. That is. the film program together with the “bogus pipeline” measurement
reduced the onset of cigarette smoking by about 509:. However, no independent pro-
gram effect was demonstrated in those studies. There was no significant difference
between the group that received the films plus the bogus pipeline measurement pro-
cedure and those v no received the bogus pipeline measurement alone. Nevertheless,
this was an important study suggesting for the first time that preventior of ciga-
rette smoking in youth is possible and providing the outline of a plausible approach
to smoking prevention.

Shortly thereafter in a series of studies beginning at Stanford and Minnesota and
continuing at Harvard and USC, respectively; McAlister et al., and Johnson et al.,
rei)octively. took the social pc. chological approach several ateps further.

n addition to sengitizing students to overt and covert iuiluences to smoke, both
the Stanford-tlarvard and the Minnesota-USC groups introduced active resistance
skills training into the curriculum. Thege smoking prevention programs, which
bec.me required curricula for all 7th grade students in particigaung schools, includ-
ed not only. role model presentations of resistant behaviors, but also required stu-
dents to generate in classroom activities a strong rationale not to smoke and to de-
velop through role playing sessions the skills necessaly (0 rewist social and media
influences to smoke. Both groups alsc introduced a second social psycholc, .l inter-
vention, the use of peer leaders to help deliver the prevention progr~m. In the Stan-
ford studies peer |leaders were persons about 2 years vlder than the target popula-
tion who Wwere selectec for théir socially desirable characterisiics, trained as peer
leaders and then b-ought into the classroom to implement phases of the program.
The Minnesota groap. working independently of the Stanford group, developed a dif-
ferent peer leader approach wherein nmurall{ existing r leaders from -within
target classrooms were identified sociometrically. recruited, and trained to assist in
program implementation.

cAlister et al.. 11980) reported that whereas smoking prevalence was about 3%
and 2% at baseline ir treatment and control schools. respectively, at the end of Tth
grade almost 10<% wer= smoking at least weekly ir. the treatment school and about
3% 1n the eontrol school. Follow-up measures taken one year iate, at the end of 8th
grade indicuted that weekly smoking was 16.2% in the control school and 5.6% iu
the treatment school. There results taken together wit' similar findings at !'“ nneso-
ta are exciting.
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The Minnesota USC studies provided reassurance that the apparent treatment ef-
tects n the Stanford study were not the result of differential attrition rates. They
provide experimental data as well about how the various social psychological and
vehavioral program components contribute to the overall effect. Three studies, two
at Minnesota and one at the University of Southern California, have tested and con-
tinue to test the prevention effectiveness of various social Fsychological and behuv-
oral intervention components drawn primarily from social learning theory, causal
attribution theory, and attitude change research. The original Robbinsdale Anti-
~moking Project tRASP) tested a social pressures sensitization and resistance skills
'ratning program with and without peer leader mediation. The results over a 32
maonth period are depicted 1n Figure 1 (Luepker, Johnson, Murray et al., 1983
Analyses included only those persons who were present at the premeasu: - and at
least one of the three post measures (previous studies reported prevalence rates
without controlling for attrition). At the end of the Tth grade (May 1978), students
in the peer mediated social pressures condition were more than twice as likely to
report weekly smoking if self reports followed saliva collection than if not. Appar-
ently students under report smoking behaviour under some conditions, and aware-
ness of a separate hiological measure increases the tendence to report smoking be-
havior Evans, et al, (19771 reported similar findings. These data are consistent with
findings reported elsewhere (Bickman, 1972, Deutscher, 1973: Wicker. 1969: and
Geller. 19%1indicating that sell” reports of behavior are sometimes less than veridi-
cal On the busis of our early findings and subsequent research we have raised ques-
twons about the veridicality of longitudinal findings in the absence of a biological
measure, especially where there is the possibililty that self report biases are chang-
iy Johnson, 151 Muarray, et al., 1982, and Mittelmark. et al.. 1982). Figures 2 and
2 show that our data and those of Perry, et al., do not support the findings of Grecn.
el al 147 and Johnson, et al., (1982) that cigarette smokir is declinirg in youth
One interpretation s that seli’ report biases are increasing, an interpretation th . is
supported by the dechne observed in Minneapolis students estimates of the num-
bers of persons who smoke

The ~eond study 1n the Minnesota series provided our first replication of RASP
trom o somewhat stronger quasi-experimental design. In this study eight schools
were stratfied on the basis of smoking prevalence at beginiing of Tth grade, and
one of the high smoking schools and cne of the law sinoking schools were ussigned
to vach of tour experimental conditions; a peer led social condition with videotaped
stimulus matertalsc a peer led social condition without taped stimulus materials, an
adult led social program with video materials, and an adult led health program
which emphasized the lony term health consequences of smoking. Consistent with
tindings fromn the RASP study, the peer led social programs were the most effective
i presenting smoking onset over a 20 month period, even though no differential
etfects were seen at the end of eight months. Flay and Best (1982° also have report-
ed deluved etfects where the s:noking prevalence and incidence . .tes are initially
lu“

The sevund phase of the second study permitted us to test the power of the experi-
mer tal interventions when implemented by classroom teachers rather than highly
skilled project staft There was some question about whether program effecis could
be replicated under these more stringent conditions. In that study health educators
from each of the participating schools were trained to deliver one of the four experi-
mental programs As in the previous vear schools were stratified according to base-
ane smoking and assyrned randomly from within stiata to one of the experimental
mterventions At the end of the intervention year students in the peer-led social
skills schoc!ls were smoking significantly less than those in the other schools. No
buseline differences were noted. Again, the peer led social program was the most
effective «Murray, Johnson, et al |, 1953

It may be that the timing of interventions is crucial. In erventions at 6th graae
vages 10120 and Tth grade have been consistently eflective in preventing onset of
smoking These <ime interventions applied in mid-adolescence tuges 14-161 may
came too late to preve,  cigarette smoking Beginning in 1980 we sought to test the
peneralizihility of the social psychological prevention model to an older population
ot Tuth grade students 1in Los Angeles County. Figure 4 shows that between .1e fall
measure i [0th prade (@4 the end of 12th grade there was little add:tional onset of
stnoking e this population Given the low onset rate it is not surprising that no
presention eftects were lound The effects of interventions at immediate post test
were not syrnheant although they were in the predicted direction with means for
social procrams appearing lower than health and control programs. At one and two-
vear tadowap there were still no apparent treatment effects
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The USC group recently has combined school based prevention programs with
broadcast television to reach whole families as well as students. Five-minute clips
coinciding with a classroom smoking preventior. program were broadcast on five
consecutive nights via KABC-TV, Los Angeles (Flay, Hansen, Johnson and Sobel,
1983). Parents were recruited to participate with their children in h mework assign-
ments using the television broadcast and written materials. Smoking parents were
also recrnited via the broadcast to participate in a five-part smoking cessation se-
quence the following week. One year followup measures indicated that the onset of
smokinF among students in the school-television prevention program was less than
one half that in control schools, consistent with previous studies. Figure 5 shows
that in addition, the program was effective in eleciting and maintaining cessation
among smoking parents of children in participating schools (18%) compared to par-
ents of children in control schools (11%). Among parents who watched one or more
cessation sessions, the one-year quit rate was 38%.

To summarize, the recent researchin smoking prevention has produced a number
of replications which taken together strongly confirm that prevention of cigarette ’
sméking onset in adolescence is feasible in early adolescence. The findings may be
summarized as follows:

1. The onset of cigarette smoking in preadolescence and early adolescence (grades
6 and 7, ages 10-13) has been reduced 50-75% consistently in a number of studies
(Hurd, Johnson et al., 1981; Luepker, Johnson et al.,, 1982; McAlister, Perry et al.,
1980; Botvin et al., 1981; and Flay and Best, 1982).

2. The successful prevention programs share a number of common elements, in-
cluding: a focus on short term, primarily social, consequences of smoking; sensitiza-
tion of the audience to overt and covert pressures to smoke; attempts to innoculate
persons attitudinally to those influences; a Socratic e oproach to learning, modeled
resistance skills; practice through role playing and int.>rventions to reduce expacta-
tions that smoking is normative behavior.

3. Long term frevention effects have been demonstrated to date only where peer
leaders (either older “ideal” peer leaders or same age “‘actual” peer leaders) trained
to assist in implementing the programs have delivered at least portions of the pro-
gram. (It should be pointed out that this observation may prove to be culturally spe-
cific since a recent replication of the Minnesota program (Fisher et al., 1983) found
a significant reduction of smoking onset at one year post test for a teacher-led pro-
gram in Western Australia.)

4. Programs which emphasize the long term health consequences of smoking are
generalling less effective than those which emphasize short term, espe-ially social
consequences, and teach social skills to resist pressures to smoke.

5. Program components which have been tested independently and for which no
clear advantage has yet bcen demonstrated include: elicitations of public commit-
ment not to smoke and the use of films or video tapes to provide role models and to
stimulate classroom activities.

6. School-based prevention programs combined with television components appear
to have great power for reaching whole families,

7. Social psychologically based prevention interventions found to be effective at
grades six and seven have no measureable effect on cigarette smoking when imple-
mented at grade ten, suggesting that (1) persons at the highest risk to onset (for
whom early prevention interventions are effective) have already become smokers by
tenth grade, and/or (2) smoking norms are such at tenth grade that social psycho-
logical interventions are not sufficiently stronﬁ to overcome them.

¥. Best evidence to date does not support the efficacy of a packaged approach to
smoking prevention. All effective programs have involved high levels of student par-.
ticipation in various forms which taken together may be considered under the rhu-
beric of behavior modification through social skills training.

9. Findings to date would support the value of multirle measurement technigues,
including biological as well as self reports of cigarette smoking.

IMPLICATIONS OF SMOKING PREVENTIUN RESEARCH FOR ALCOHOL, MARIJUANA, AND
OTHER DRUG ABUSE

There are several reasons to he optimistic that the proven approaches to smoking
prevention can be useful for the prevention of other substance abuse as well. Asso-
ciations among drug use of various types are well known. Among 10th grade San
Fernando Valley studenis. we found that tobacco use correlated with alcohol use at
r- .32 and .37 at the middle and end of 10th grade, respectively; and tobacco use
correlated with marijuana use at r= .43 and .46. As a predictor of other drug use,
cigarette smoking was just as reliable as marijuana use and more reliable than alco-
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hol use Ancther way to look at associated use among multiple drugs is to consider
the likefthood that n person using one drug is also using another drug over the same
period of time. The Los Angeles high school study (Johnson et al., 1982) found that
90.7% of cigarette smokers also drank. whereas only 18.1% of drinkers smoked ciga-
rettes. Similarly, 74.7% of cigarette smokers also used marijuana, whereas only -
29.1% of marijuana users smoked cigarettes. Although these findings say nothing
about the order of progression in drug use, they clearly do indicate that cigarette
smoking was a very good predictor of both drinking and alcohol use, predicting
those behaviors better than it was predicted by those behaviors.

In order to test for order of pmﬁression we considered the use of each drug sepa-
rately and in combination as a risk factor to the onset of use of the other two drugs
over the 4 5 months of spring semester in 10th grade. Figure 6 reveals that onset of
marijuana use over 4.5 months in tenth grade was 2.4 times as great among ciga-
rette smokers than non-smokers, and 1.8 times as ¢reat among drinkers than non-
drinkers The risk to onset of marijuana use was al.nost four times as great among
students who smoked and drank thun among those who did neither. Both cigarette
and alcohol use were independent risk factors for onset of marijuana use. Figure 7
reveals that cigarette smokers were also twice as likely as non-smokers to begin al-
cohol use. The relative risk for marijuana users was 1.9, and the relative risk of
users of both alcohol and cigarettes was 2.6. Figure R reveals that marijuana use
was also a risk factor for the onset of cigarette smoking, whereas alcohol use was
not, Relative risk factors for marijuana use. alcohol use, and marijuana and alcohol
use in combination were Z.8, 1.6 (not significant), and 3.0, respectively.

It is clear {rom these analyses that cigarette smoking, alcoho! use, and marijuana
use each can act as @ gateway drug for onset of the others (with the possible excep-
tion that alcohol use may not increase the risk for onset of cigarette smoking). Con-
sequently, it may be that successful prevention programs for cigarette smoking may
act indirectly to reduce the onset of alcohol and marijuana use as well. The associa-
tions in patterns of drug use, and especially the importance of tobacco use as a risk
fuctor for vnset of other drug use suggest tge possibility that preventing tobacco use
may indirectly minimize risk to other drug use. At this point such indirect effects
are only conjectural and need to bae put to rigorous test.

SOCIAL PSYCHOLOGICAL PREVENTION PROGRAMS AND DRUG ABUSE ONSET

Two recent studies one of which has been reported (McAlister et al 1981. Johnson
et al.) and one which is yet to be reported, have begun to assess the potential for
primary prevention of drug abuse. McAlister et. al. (1981) report that a peer-led,
social skills training prevention progre m was successful in preventing onset of aico-
hol and marijuana use as well, even though the major focus of the curriculum was
prevention of cigarette smoking.

Johnson, Graham and Hansen (1982) found that the Los Angeles smoking preven-
tion program for tenth grade students had an effect on marijuana smoking, even
though the program contained no marijuana prevention component. The finding
that marijuana use was affected, whereas alcohol use was not, consistent with a
¥eneralization gradient: marijuana unlike alcohol is generally ingested by smoking.
One- uand two-year year followups of the Los Angeles cohorts (in preparation) reveal
a pattern that should be taken as a caution for implementing drug abuse preventicu
programs. At ine- and two-year followups the least marijuana use onset was '
served in peer-ed, resistance skills training programs. However, the greatest onset
witd obderved in teacher-led, resistance skiﬁs programs. Comparison conditions fell
tn between the two extremes. The finding that effects were strongest in the peer-led
condition is consistent without experimental research in smoking prevention. How-
ever. this is the first tire that we have found a backlash effect for a teacher-led
program. This finding may be explainable in terms of psychological reactance
theory Until further research has clarified the mediating processes, caution should
be exerted regarding programs implemented without peer leadership involvement.

Anather study tBotvin, in preparation) reports that a social skills training drug
abuxe prevention program of 30 sessions at seventh grade was also effective in pre-
venting marijuana ind alcohol use. These researchers also have found positive pre-
vention effects to occur only in the peer-led condition.

CONCLUSION

Consistent evidence from smoking prevention research. associations among differ-
ent tvpes of sihstance use, nsk factor analyses for drug use onset, and now preven-
tion resedrch relevant to use onset for multiple substances suggest that peer-led
soctal skitls traiming programs applied in early adolescence can be effective in pre-
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venting the onset of drug abuse. Ongoing research will help clarify the conditions
under which prevention strategies are most effective. Of great concern, however, are
the significantly sizable populutions of young people at high risk to drug abuse who
are missed by school-based programs. Because of large rates of absenteeism and
school withdrawals among young people at high risk, researchers should find ways
to extend these promising prevention programs to other community settings in
order to reach those at highest risk to drug use onset.

12}
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Figure 1 Smoking Index (Cigarettes/Student-Week)
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Figure 2 The Minnesora and the NIE Smoking Prevalence Daia (Regular and occasional smok-
ing) for 12-14-year-olds Mean ape for the Minnesota group was approximately 12 years, mean age
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Figure 3 The NIE and Stanford Smoking Prevalence Dala (Regular or weekly smoking) for
12-14-year-olds Mean age for the NIE group was approximately 13 years; mean age for the Stanford
§7oup was just under 13 years. Measures were slightly differcat in the two studies.
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FIGWRE 5 -

Parents oF Smokine Homes RePORTING DIFFERENT LEVELS OF PROGRAM
PARTICIPATION BY CONDITION
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Mr. HuGues. Thank you, Doctor.

Mrs. Rusche.

Mrs. RuscHE. Thank you. I want to first of all thank you for the
opportunity to appear before you today on behalf of the parents’
movement and I want to thank you for mentioning the National
Federation’s conference next week. I would like to add that Mrs.
Reagan is going to come and be our honorary chairman and we are
so grateful to her for all that she has done to help call attention to
this problem.

One of the things that Families in Action—my group back at
home—does is collect information about drug abuse and all aspects
of it as we have begun to redefine it. We now have over 100,000
documents in our drug information center and we publish “Drug
Abuse Update,” which you have a copy of in your notebooks.

If you would turn to page 11 of that, at the end of the prepared
testimony I want to discuss with you a little bit more some of these
statistics that NIDA’s been collecting and interpreting. On page 11,
you will see some charts that show different kinds of things. First
of all, daily marijuana use among high school seniors at the top.
Down on the right, you'll s:: a chart that shows regular o current
marijuana use among higl. school seniors, and on the left you'll see
current mari{uana use among 12- to 17-year-olds.

Now, you'll also see that the dates vary some because these are
two different surveys, but you'll see a heavy black line that shows
the rise in regular and daily marijuana use among these age
groups, and then you'll see the line become lighter in about 1978.
We think that’s significant for a number of reasons, which I want
to get into with you.

First of all, as we look at these charts, it’s very important to rec-
ognize that as recently as 20 years ago, in 1962, less than 2 percent
of any 12- to 17-year-old child in our country had had any experi-
ence with any illicit drug. We go from there to 1978, if you'll look
on e charts, and we see that almost 11 percent of our seniors
were smoking every day, smoking pot every g: , and we see almost
17 percent of our 12- through 17-year-olds in 1978 were using the
drug regularly. We see 37 percent of our seniors are using it regu-
larly. That's from less than 2 percent 20 years ago.

We also see that line turns lighter in 1978. That was the year
that the parents’ movement was really beginning to spread across
the country. Some of the early parent groups began in late 1976
and 1977, but by 1978, the parents’ movement was really beginning
to spread. There were key groups in many States across the coun-
try.

Now, we take great encouragement from this downturn, but
before we get all excited, will you turn the page of the publication
you're looking at. When we put the three charts that were on page
11 in perspvective and put them over a baseline of zero, we can still
see how far we have to go to reduce daily use back to 1962 levels
and reduce regular use among kids and among seniors to those
same levels. So we're not by any means saying that the struggle is
over. : .
We think we can take encouragement from these charts for a
number of reasons, principally because parents have learned what
we feel are some key tools that we hope you will focus on and that
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we hope we can persuade others to focus on. The first thing we've
learned is that drug education does work. It just depends on what
kind of education children receive.

Until the late 1970’s, most of the drug education kids got, taught
them how to become drug users. By 1978, for example, 11 States in
this country had decriminalized marijuana and this got translated
on the school yard as, “Pot is harmless,” because, after all, legisla-
tures wouldn't lift the ban on something that could hurt you,
would they?

By 1978, some 30,000 head shops were doing business across the
country. They were described by Dr. Mitchell Rosenthal, head of
Phoenix House, as little learning centers for drug abusers. Head
shops sold children things like imitation “Frisbee” pot pipes, prac-
tice grass kits for fifth graders with instructions on how to roll a
joint and what to wear to your first practice grass party, comic
books that taught children how to snort cocaine; “Coca-Cola,” and
“Campbell’s Soup” stash cans, whose tops unscrewed and revealed
inside chambers where you could hide drugs from parents and from
police; candy-filled Christmas stockings with pot paraphernalia
concealed inside and any number of other druggie toys and gadg-
ets. .

Movies, television, and music picked up where head shops left
off, providing an endless litany of what parents call “do drugs”
messages. These range, for example, from the movie “9 to 5,
where three secretaries become friends—if you've seen that movie,
you'll remember how did they become friends? It was over a joint
that they smoked together after hours and where they got the joint
was from Lily Tomlin’s teen-aged son. That's a “use drugs” mes-
sage.

“Use drugs” messages emanated from song lyrics that repeated|]
hammer home the theme, “One toke over the line,” “I get hig
with a little help from my friends,” ‘“‘Cocaine, cocaine, she’s all
right, she’s okay,” “I'm gonna’ hoogie all night ’cause I keep on
tokin'."” These are four refrains from four different poPular songs.
“To toke,” verb, means to smoke marijuuna; a “toke,” noun, is a
puff or a “hit” from a marijuana cigarette.

High Times magazine, available in bookstores, convenience
stores, and other places that children frequent added yet another
dimension to drug education with monthly market quotations of
the going rate for all illicit drugs from nations around the world,
and articies such as “How to Buy a Judge,” “I Was JFK'’s Drug
Dealer,” and “Amputee Smuggling,” which taught how amputees
found extra hiding chambers for places to bring drugs in.

Sadly, the pot culture’s ‘“do drugs” messages were oftea rein-
forced throughout the 1970’s by drug policymakers, both public and
private, who counseled the Nation to accept the inevitable presence
ofb 1illicit drugs in society and teach people how to use them respon-
sibly.

The “responsible use” concept filtered straight down to the class-
room. A high school text, for example, gives high school students
“Hints for the Responsible Use of Marijuana.” They include:
Smoke with your friends; clean out the seeds; use a water pipe; and
don’t drop ashes or you'll burn holes in your clothes.
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Parents redefined drug abuse as any use, any use of illicit drugs
anc said a resounding ‘‘no” to teaching the responsible use, a re-
sounding ‘“no” to head shops, and a resounding “no” to the de-
criminalization of marijuana or any other illicit drug.

Given what was happening to our generation of children, we in-
sisted that marijuana be seen as a health problem, rather than
only a legal one, and we insisted that teaching abstinenc. can
change behavior, though the experts argued with us on thai point.

We said back to them, “Look, we don’t teach people how to
smoke cigarettes res nsibly; we teach people to quit because ciga-
rettes £~e not good for their health.” By redefining “drug abuse,”
parents began to establish clear signals to children and to others
about what was and was not acceptable behavior. Society has
begun to hear that message.

ince 1978, when that black line turns lighter on the charts, no
State has decriminalized marijuana. Since 1978, some 35 States
have passed laws to outlaw F.2ad shops. Since 1978, a growing
number of children’s role mode 3, such as sports heros, movie stars
and rock singers have begun to lend their voices to no drugs,
rather than prodrugs messages.

Since 1278, huni reds of thousands of parents, educators, service
organizations and government agencies have joined forces in edu-
cating people about the health hazards of drug abuse among chil-
dren. We’ve also stopped calling it “drug use” and started calling it
“drug abuse.”

The second thing that parents learned is thu. drug education has
to be followed with action. Telling children that drugs aren’t good
for them and they must stay away from them won’t work if every-
one else around them is saying quite the opposite. Parents have
taken action to shut down head shops; they’ve worked for many
kinds of antidrug legislation. They've also supported law enforce-
ment efforts to begin enforcing existing laws.

For example, in our country, and in every State, selling alcohol
to minors is against the law. The only thing is, we haven’t been
able to figure out what a “‘minor” is. In some States, he’s 19, 18, 20,
21, et cetera. However, every kid can buy a six-pack, if he wants to,
the minute he gets his driver’s license and a little bit of money to
go and purchase alcohol.

Parents are beginning to say, “These are laws on the books; let’s
get them enforced and let’s do what it takes to get them enforced.”

Parcnts also are going into the courts and monitoring lenient
Jjudges who tend to disregard the intent of the laws. An example of
that is GUI, where judges will summarily dismiss DUI cases. In my
county, we had 4,500 DUI cases go through our courts in 1 year.
Often the most that happened to an offender on first, second, third,
or even fourth offense, was a $250 fine.

Parents have gotten togethe¢ - with the parents of their children’s
peer group to establish guideiines they all feel comfortable with.
Those are behavior guidelines and guidelines they can agree to en-
force. Everything from when children need to be coming home on
school nights; how long they should stay out on weekends; and
promises not to serve alcohol to kids at parties; promises that chap-
erones will be there; and those chaperones will be adults.

1
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Parents finally have modified their own use of society’s legal .
drugs in order to begin providing children with appropriate role
models and that includes prescription drugs, as well as alcohol and
cigarettes.

The final thing that parents have learned, and I think is perhaps
the most important lesson, is that they began to quit blaming
themselves if their child became a drug user, and to refocus that
blame where it's belonged all along: on the folks who are making
money from what has now become a $90 billion illicit industry.

Once parents understood who was responsible, really responsible
for the drug problem, they were able to start fighting back. Fight-
ing back is what the parents’ movement is really all about. It has
brought about a change, albeit a beginning change, still a change
in youngster's marijuana-using behavior, and it’s brought about an
astonishing change over 4 or 5 years in their attitude.

Since 1978, the number of seniors who think marijuana use en-
tails great risk, as Dr. Pollin showed you this morning, has gone
from 35 percent to 60 percent, but even more important s that the
number of kids who fear their friends will disapprove of their be-
havior if they use drugs has gone from 34 percent to 75 percent. I
think we need to pay attention to that.

Parents are showing that drug prevention works. They're the
folks who are getting the job done and they’'re doing it on almost
entirely a volunteer basis. We are fighting a $90 billion industry
with nickles and dimes. But volunteerism is not free; it takes some
basic operational support to generate the legions of volunteers nec-
essary to do that work.

The Federal volunteer agency, ACTION, has understood this
better than most, and to date is the only Federal agency, to my
knowledge, that has begun to support direct operational expenses
of key parvent groups that are providing either local, State or na-
tional services. When I say ‘direct support,” I mean giving the
money to the parent groups who are organizing, not to any other
intermediate agency, and putting the money in the pockets of those
folks who are doing this work.

Traditionally, drug prevention has been the Cinderella of drug
and alcohol services. About the only significant private philan-
thropical funds ever spent on drug abuse were used to create and
fund the Drug Abuse Council. This is the Drug Abuse Council that
was based here in Washington, which was a private drug abuse
think tank that operated from 1972 to 1978,

An expenditure of $10 million of private funding over 6 years
produced the following recommendations: A, that we focus national
policy on teaching the responsible use of marijuana, cocaine and
even heroin; that we legalize marijuana as soon as possible and
il.at we decriminalize all other psychoactive drugs and that we con-
sider as one of our policy options, over-the-couriter heroin sales.

Until 1979, public funds through the Congress were allocated—
I'm sorry, only 2 percent of public funds of NIDA's budget were al-
located for drug prevention. In response to pleas from parents in
the late 1970's, Congress increased NIDA's prevention allocation to
roughly 10 percent, but that money was absorbed into the block
grants.
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In theory, returning moneys to the States for local control is a
good idea, but in practice, the block grants are not working. The
bottom line in my State is that drug and alcohol services must now
compete for funding with other equally important services, such as
maternal and infant care and mental retardation services. The
result is ever-decreasing funds for an ever-increasing demand for
services. .

According to William Johnson, who is director of the alcohol and
drug section of the Georgia Department of Human Resources, the
most recent needs assessment in Georgia show that our State is
now meeting only 14 percent of the need for treatment services in
the drug and alcohol arena. -

The consequences ai the Federal level are the same. One unit of
NIDA, tor example, had a prevention budget of $16 million before
the block grants. Its current budget is $500,000. The Institute has
provided a great deal of technical assistance to the parents’ move-
ment from its inception, but most of that assistance has now disap-
peared because of the block grants and it was not replaced et the
State level, where even basic treatment services have been cut so
drastically.

I might add that the 20-percent allocation that is designated to
go to prevention, when it gets back to the States, those 20-percent
funds are going basically to the treatment centers, whose treat-
ment funds have been cut so badly, in order to keep enough beds
available, and the treatment people are going out and doing some
awareness programs to justify receiving the 20 percent.

The parent’s movement is extremely grateful to the Reagan ad-
ministration for its commitment to increasing law enforcement ef-
forts to stop drug supplies from entering the country, for we, too,
believe that this is a double-barreled approach—that the double-
barreled approach is what’s going to work. You can’t cut off one
without endangering the other, and we've got to stop supply, but-
we've also got to stop demand.

Each of us has a very special place in our hearts for Mrs.
Reagan, whose personal commitment to drug-free youth has been
unparalleled. We recognize the pressures on the President and we
recognize the pressures on you, the Congress, to provide more serv-
ices with fewer dollars. But I hope that you will remember this
third lesson that parents have learned, and that is, who is it that’s
responsible for this problem? We must really quit blaming our-
selves, quit biaming various factions within the Government and
various Government agencies at the Federal and the State level,
and focus onr anger on the people who are making all this money,
this $90 billion, the illicit drug profiteers.

[ think if we do that, we may begin to find some solutions to the
dilemma. We realize that dollars are scarce and there aren’t any
extra ones to go around. But there are. If we begin to look at seiz-
ing the assets illegally obtained with drug money and liquidating
those assets, we may generate a new source of revenue and then
we may be able to spend it in a concerted effort on all the facets of
this problem: Prevention, treatment, and law enforcement.

Thank you very much.

[The statement of Mrs. Rusche follows:]
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PREPARED STATEMENT OF SUE RUSCHE, SECRETARY, NATIONAL FEDERATION OF
PARENTS POR DRUG-FREE YoUTH, EXFcuTive DIRECTOR, FAMILIES IN ACTION

[ want to beginby thanking you for the opportunity to appear before you today in
behalf of the parents' drug prevention movement. I represent two organizations in
that movement.

One 1s the National Federation of Parents for Drug-Free Youth on whose Boare [
serve. The Federation links together the 3.000 to 4,000 grass roots parents groups
that have formed across the nation and helps new groups organize. It is based here
in Washington where its Second Annual Conference will take place next week. I am
delighted and grateful to be able to tell you that First Lady Nacy Reagan is Honor-
ary Chairman of the Conference.

}E‘he second organization is Families in Action which we founded in 1977 in Atlan-
ta and for which I serve as executive director. We maintain Drug Information
(enter which now contains over 100,000 documents filed under some 750 subject cat-
egories. Qur Center serves as the information arm of the parents’ movement. Ap-
pended to your copy of my testimonry is Drug Abuse Update, a quarterly journal we
publish in which we abstract informution collected at the Center.

If you will turn to the charts on page 11, we can examine marijuana use among
American children and adoleacents over the past decade. This information is taken
from 1982 surveys spcnsored by the National Institute of Drug Abuse. The chart at
the top shows daily marijuana use among high school seniors; at the lower right,
regular use among seniors; at the left, regular use among 12 to 17-year-olds. It is
important to recognize when we study these charts that just over twenty years ago
less than 2 percent of American youngsters had had any experience with any illicit
drug. By 1978, nearly 11 percent of high school seniors were smoking pot every day.
Thirty-seven percent of seniors and 17 percent of 12 to 17-year-olds were using the
drug regularly. '

On all three charts the black line that traces the rise of marijuana abuse among
youngsters turns red in 1978—the year the fledgling parents’ movement began gain-
ing momentum nationwide.

Now before you conclude the problem is over, Elease turn to the charts on page
12. When we place the charts in position over a base line of zero, we can see that
our *.rk is not over. We must double the reduction in seniors’ daily use, triple the
reduction in children's regular use and nearly quadruple the reduction in seniors’
regular use before we even return to the usage levels of just twenty years ago.

Still, we can take encouragement from the initial turn-around of youngsters’
marijuana involvement, for in bringing it about, parents hve Jearned much about
how to prevent drug abuse.

The first thing we learned is that drug education works—it just depends on what
kind children receive. Until the late 70's, most of the drug educa.ion kids got taught
them how to become drug users. By 1978, for example, eleven states had decriminal-
ized marijuana. This got translated in the school yard as “pot is harmless,” because,
nfter)all. legizlatures wouldn't lift the ban on something that could hurt you, would
they"

By then some 30,000 head shops—described as little learning centers for drug
:ibusers by Phoenix House President Mitchell Rosenthal—were flourishing in neigh-
vorhood stores and shopping centers. There children could bu{ imitation ‘“Frisbee”
pot pipes; practice grass kits with instructions on how to roll a joint and what to
wear to one's first practice grass party; comic books teaching how to snort cocaine;
“(‘oca Cola™ and “Campbel%rSoup" stash cans designed so drugs could be hidden
from parents and police; candy-filled Christmas stockings with pot paraphernalia
. concealed inside; and any number of other druggie toys and gadgets.

Movies, television and music picked up where head shops left off, providing an
endless litany of what parents call '‘do drugs” messages. Thses ranged from “'Nine
to Five” where three secretaries become friends over a joint one procures from her
teenage son to song lyrics that repeatedly hammer home the theme: *One toke over
the line, I get high with a {‘ttle help from my friends; Cocaine. cocaine. she's all
right. she's ckay; I'm gonna' boogie all night cause [ keep on tokin'. (To toke, v., is
to smoke marijuana; a toke, n., is a puff or "hit" of a marijuana cigarette.)

And High Times Magazine, avail.ble in book and convenience stores thiat children
frequent. added yet another dimension to drug education with monthly murket quo-
tations of the going rate for all illicit drugs from nations around the world and arti-
cles such as “How to Buy A Judge,” "1 Was JKF's Dealer,” and "Amputee Smug-
gling

Sadly. the pop culture’s “"do drugs™ messages were often reinforced throughout
the seventies by drug policy makers who counseled the nation to accept the “inevi-
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table” presence of illicit drugs in society and teach people how to use them “respon-
sibly.” The "responsible use” concept filtered straight down to the classroom. A
high school text k. for example, gives students “Hints for the Responsible Use of
Marijuana:” smoke with friends, clean out the seeds, use a water pipe, and don't
drop ashes or you'll burn holes in your clothes. :

Parents redefined drug abuse as any use of illegal drugs and said a resounding
“no” to “responsible use,” head shops, and decriminalization. Given what was hap-
Eening to our whole generation of children, we insisted that marijuana be geen as a

ealth problem as well as a legal one and we insisted that teaching abstinence can
change behavior. After all, we don't teach people to smoke cigarettes responsibly,
we teach them to quit because tobacco is not good for their health. By redefining
drug abuse, parents began to establish clear signals to children about what was—
and was not—acceptable behavior. And society has begun to hear parents’ message.

Since 1978, no state has decriminalized marijuana. Since 1978, most states have
outlawed head shops. Since 1978, a growing number of children's role models—
sgorts heroes, movie stars, rock singers—have lent their voices to no-drugs, rather
than pro-drugs messages. And since 1978 hundreds of thousands of parents, educa-
tors, service organizations and government agencies have educated people about the
health hazards of drug abuse among younsters.

The second thing parents learned is that drug education must be followed up with
action. Telling kids to stay away from drugs won’t work if everyone around them is
sayinf the opposite. Parents have shut down head shops and worked for other anti-
drug legislation. They've supported law enr "»rcement efforts to enforce existing laws.
They've monitored courts for lenient judges who disregard even the intent of the
law. They've pressured concert hall owners to enforce ordinances against selling al-
cohol to minors at concerts. They've gotten together with the parents of their child’s
peer groglp to establish teen guidelines the‘y all feel comfortable with—and agree to
enforce. They've modified their own use of society’s legal drugs in order to provide
children with appropriate role models.

The third thing parents learned was to quit blaming themselves if their child
became a drug user and to re-focus that blame where it had belonged all along—on
the folks making money from what has now become a $90 billion illicit industry.
Onc? they understood who was responsible for the drug problem they were able to
stan fighting back.

And fighting back is what the parents’ movement is really all about. It has
brought about a change in youngsters' drug-using behavior and an astonishin
change in their attitude. Since 1978, the number o high school seniors who thinﬁ
marijuana use entails great risk has risen from 35 to 60 percent, while the number
who fear their friends would disapprove of such behavior rose from 34 to 75 percent.

Parents are showing that drug prevention works. They are the folks ﬁetting the
job done. And they are doing it on an almost entirely volunteer basis, fighting a $90

illion industry with nickles and dimes. But volunteerism is not free. It takes some
basic qﬁrational support to generate the legions of volunteers necessary to do the
work. The federal volunteer agency ACTION has understood this better than most
and is the only federal agency that has begun to support direct operational expenses
of key parent parent groupe that are mviding either local, state or national srvices.

Traditionally drug prevention has n the cinderella of drug and alcohol service.
About the only cienificant private I;:rh“ilanthr'opical funds ever spent on drug abuse
were used to create and fund the g Abuse Council, a private drug abuse think
tank that operated from An expenditure of $10 million over Six year 1972 to 1978./
Produced recommendations that we focus national policy on teaching responsible
use, legalizing mariguana and decriminalizing other psychoactive drugs, including
over-the<ounter heroin.

Until 1979, Congress allocated only two percent of the budget of the National In-
gtitute on Drug abuse to drug prevention. In response to pleas from parents, Con-
gress increasedg the prevention share to roughly 10 percent, but the money was ab-
sorbed into block grants. In theory, returning maneys to the gtates for local control
is a good idea but in practice block grants are not working. The bottom line in my
state i8 that drug and alcohol services must now compete for funding with other
equally important services such as materal and infant care and mental retardation
services. The result is everdecreasing funds for an ever-increasing demand for serv-
ices. According to William Johnson, director of the Alcohol and Drug Section, Geor-
gia Department of Human Services, current needs assessments show that our state
is meeting only 114 percent of the need for drug and alcohol services.

The consequences at the federal level are the same. One unit of the National In-
stitute on Drug Abuse, for example, ha: gogrevention budget of $16,000,000 beforr
block grants; it's current budget is $500.000. The Institute has provided technica:
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assistance to the parents’ movement from its inception. Most of that assistance van-
ished with block grants, and was not replaced at the"state level where even basic
treatment services have been cut so drastica)ly.

The parents’ movement is extremely grateful to the Reagan Administration for its
commitment to increasing law enforcement efforts to stop drug supolies from enter-
ing the country. And each of us has a special place in our hearts for Mrs. Reagan
whose personal committment to drug-free youth is unparalleled. We recognize the
pressures on the President and on Congress to provide more services.with fewer dol-
lars. But remember that third lesson parents have learned. If we quit blaming our-
selves for the problem and re-focus that blame on illicit drug profiteers, we may find
solutions to the problem. By seizing assets illegally obtained and liquidating those
assets, we can generate funds for prevention efforts to reduce demand, law enforce-
ment efforts to reduce supply, and treatment services for:the drug industry’s vic-
tims.
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PREVENTION WORKS ...
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Mr. HuGHES. Thank you, Mrs. Rusche.

Dr. Riddile. .

Dr. RippiLE. Yes. I, too, would like to express my appreciation for
this opportunity to address this committee. I've had the unique op-
portunity and experience —in just about every facet of the drug
prevention and now treatment field, except for medical research on
drugs and I think we're going to spend a lot of money on research

about drugs—why people use drugs, and I think we're going to find_
“out that people use drugs because they make them feel good.

. —I want to address some issues before I address what I think is
part of a comprehensive plan and I think that’s the one word I

~ would like to emphasize, “comprehensive,” because I think we

caniul “mnhasize one aspect of prevention over another.

First is social tolerance and I think Sue Rusche has just given an
example, one segment of our society. Scme parents who became in-
formed about drug abuse, what it was doing to young people, and
their tolerance levels diminished considerably and they tock action.
I think that's one—the figures that she’s given is an indication of
what can be done. ’

I think we need to do a lot more. I think the tolerance level in

" our whole society for drug use is much too high. I think that state-

ments from parents or adults, like, “Well, kids use marijuana and
cocaine today; that's a part of growing up, and what I did was
drink beer.” I think that reflects an alarming lack of awareness
about what drugs are doing to young people in this country today.

Availability is a key factor 1n use. I think efforts to eradicate
drugs at the source should be continued, but not looked upnn as
the answer.

The other issue is abstinence versus responsible use. My belief is
there’s no such thing as “responsible use’” of illegal drugs. There’s
no such thing as “responsible use” of drugs by growing, developing
kids, 12-, 13-, 14-year-old young people. I don't think any drug use
can be responsible; it’s all abuse.

What we're talking about is abstinence. I think our goal must be

, abstinence. I think our goal must be to delay at least the use of

legal chemicals like alcohol as long as possible, because the earlier

the person is introduced to a drug, the higher the probability they

:;vill have of having a dependency problem with that particular
rug.

In terms of prevention, we need to look at a comprehensive over-
all prevention program. Prevention really has three levels. First,
primary prevention, keeping people from ever using a drug. Obvi-
ously, that is the most desirable. If we can prevent people from
ever using it, they’re not going to have a problem with it.

The second level is early intervention, secondary prevention.
That is, stopping use at an early enough stage where the likelihood
of being successful in treatment or in stopping use is high.

The last and final level is treatment, intervening with the person
;vhose lifestyle or life has been adversely affected by the use of

rugs.

First, primary prevention. I think having written the curriculum
in the school, having taught drug education, having counseled kids
in schools, having been an administrator in schools, having devel-
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oped counseling programs for kids in schools, it’s clear that drug
education must start when kids enter school.
There are two components: An affective component or attitudinal

component, and that's working on attitudes and values; and an in-

formational component, giving people information about drugs and
the harmful effects, the adverse effects that drugs have on their

health.
Now, the attitudinal components should be emphasized earlier.

" The younger the child, the more we should work on attitudes for

two reasons: One, we want to develop attitudes and values about
drug use prior to their introduction; and two, to give them some
time to process that information, to let those attitudes sink in so
that the Fl’ikelihood of abstinence is higher so that they'll emotional-
ly accept the information that they’ve heard.

Drug education should start early, very early and particular]

- emphasize handling peer pressure, how to say “No.” Efforts to cur

cigarette smoking should start in the fifth and sixth grades; alco-
hol, sivth grade; marijuana, as early as sixth grade because we're
finding that kide are using drugs at earlier and earlier ages.

Mr. HugHes. I wonder if I can just interrupt you there. I apolo-
gize, but we have a vote. We have about 7 minutes for us to get to
the floor, so we're guing to take a very short recess and we'll be
back to complete the testimony.

The subcommittee stands in recess.

&I}ecess.]

r. HuGHES. The subcommittee will come to order.

Again, I apologize for the interruption. Doctor, why don’t you
just go ahead and proceed.

Mr. RippiLe. OK, let me just begin with just briefly go over what
I think is needed in a prevention effort, a primary prevention
effort. That is, again, drug education should begin when children
enter school; it should include an attitudinal component, an affec-
tive component; and an information component. '

I think we spend too much times sometimes on inforrhagi\o’n, par-
ticularly for older kids. As Dr. Johnson mentioned, it's not Vvery ef-
fective to do cigarette prevention with older kids.

I think what we need to do with junior high and high school
youngsters is to let them know what dependency is; why people use
drugs; motives; what dependency is so they can recognize the signs,
at least if not in themselves, in their friends and people that
they’re close to, and let them know where they can get help. In
other words, an early intervention program.

I think it's very difficulty to do any kind of prevention after
something’s already occurred. We’re finding kids at younger and
younger ages, by apes 12 and 13, introduced to pot, alcohol. It's
very difficult to prevent use after it's already started. It’s too late.

In terms of treatment, I think what’s needed is not throwing a
lot of money at treatment; rather, in terms of the whole prevention
effort, is encouraging local initiative. I'll just tell you what hap-
pened in the community that I live in.

I was working with the school system and working with parents
in a parent education movement, much as Sue described. The par-
ents were educating themselves about drug use, drug abuse, and
forming parent groups. What came out of that was a new school
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curriculum, 15 laws passed in 1 year in the State legislature in Vir-
ginia, a new treatment program in the community because people
were being identified who had drug ﬁroblems, raecause parents
were alerted, they were educated, they knew what the signs of de-
pendency vere and they knew where to go for help.

That action on their part, that taking of the initiative was what
really started that community on a comprehensive program. Be-
cause ali levels are needed at primary prevention. And certainly I
agree with Dr. Johnson—and we were talking durirg the break—
that makinﬁ an issue of cigarette emoking is what I think is impor-
tant about his program, because in the 1970’s, what we did was we
said, “OK, they’re going to smoke a few cigarettes, at least they’re
not doinﬁ drugs.”

“They’ll drink a little alcohol; at least they’re not doing drugs.”
And “They’ll try pot; I know they'll probably try pot.” That’s a re-
flection of the tone I was speaking about. But what this program
does is it draws the line at cigarettes. It makes an issue of ciga-
rettes. It says, “Cigarettes are harmful; they are a drug.”

Compared to cigarettes, then, marijuana smoking leoks like a
mountain compared to a molehill. It relates to those young people
the real importance of the issue to health.

But a comprehensive program begins when children enter school
and it recognizes that prim prevention isn't always effective.
We know that by providing information, we can change attitudes,
but we can’t guarantee that changes behavior."One aspect enters
into the gicture that we can’t control, and that’s peer pressure. As
long as the attitude exists among young people in this country that
a normal part of growing up in our society is trying pot and drink-
ing, then we’re really fighting a very difficult battle.

at’s what we have to change; we have to change that attitude
and that does take time. The problem with prevention efforts is
finding enough resources to follow those people long enough to say,
“This is how it works because I know 10 years down the road, these
same people—this is the success rate we have.”

We need to let the parents encourage and provide incentives for
parents to take action in the community; to provide assistance,
technical assistance, as it is called, for parents to take action, be-
cause I think that in the hands of the parents of this country rests
the ability to do something about the drug problem.

If I were going to count on something happening; if I were going
to take one area of primary prevention, parent action and treat-
ment, I would put my money with the parents. I would encourage
the parents. I'm not saying the Government take over the parent
movement; provide the parents with direct assistance, because
what we found is that when the bureaucracy attempts to take over
parent initiative it disappears. It diminishes. So we must find a
way to provide them with the needed resources, but not take over
for the parents.

One of the aspects I think that has came up, is that of physical
dependence versus psychological dependence. The issue of cocaine
came up as an example.

If a drug is destroying a person’s life, does it make any difference
if it’s physically or psychologically addictive? Cocaine certainly has
been proven to destroy animals in laboratories. Marijuana certain-
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ly, by testimong, can destroy families, destroy young people. Alco-
hol 18 responsible for the slaughter of thousands of kids on the

highways every year.
Do we need to know that answer? How important is that answer?

I guess I'd just like to repeat my statement before that I think, at
least from my own experience, that involving the community, al-
lowing and encouraging local communities to take the initiative, I
think, you’ll see comprehensive programs develop.

I think we need to find ways to support local communitics. I
don’t think just pumping money into tﬁis problem is going to re-
solve it because it takes more commitment, the commitment of
families, the commitment of professionals, the commitment of con-
cerned citizens. This problem takes a high level of commitment and
won't be eliminated or even reduced to anything close to an accept-
able level un'ess we encourage that local and personal initiative on
the part of the community.

Thank you.

[The statement of Mr. Riddile follows:]

StaTEMENT BY MEL J. RippiLe, Ep.D., BErorE THE U.S. HoUusE OF REPRESENTATIVES, '
SuscoMMITTEE ON CRIME, SEPTEMBER 22, 1983

Mr. Chairman, members of the Committee. | would like to express my apprecia-
tion to you for affording me the opportunity to address this Committee on the drug
abuse issue which threatens to erode the fabric of our society. I have had the unique
opportunity of workigg in virtually every aspect of the drug abuse prevention field.
[ have taught drug education in the ¢lassroom, organized counseling programs in
schools, written curricula, trained professionals, organized parent education and
support grou%s, and most recently, directed a treatment program for chemically de-
pendent youth.

The issue before this Committee today is what do we do about the problem, how
can this nation mount a formidable response to drug abuse; a response that is both
efficient and cost effective? [ will direct my remarks toward the prevention of drug
use, which consists of three levels; primary prevention, stopping use before it begins,
secondary prevention or early intervention, and tertiary prevention or treatment.

Prior to even looking at the topic of prevention, several issues must be addressed.
The first being that of supply and demand. Efforts must increase to eradicate drugs
like marijuana and cocaine, both domestic and foreign, at the source for two rea-
sons. First, simple economic principles indicate that when the supply is decreased,
the cost of the drug will increase. Thus, the drug will be more expensive and less
available to certain segments of the population, particularly the adolescents who are
less able to afford the drug. Secondly, availability of drugs is a major factor in pre-
dicting dependency problems among certain social groups.

In this light, we must give serious consideration to limiting the availability of al-
coholic beverages to youth. When minimum drinking age was i.'vered to eighteen,
the effect was to make alcohol readily available to fifteen, sixteen, and seventeen
year olds. Lowering the drinking age created nightmares for police, school officials,
and parents and has contributed greatly to the wholesale slaughter of our youth on
America’s highways. ’

However, merely limiting the supply will not necessarily reduce the demand for
mood altering chemcials. This is why a prevention program is so essential. Unless
we can do something to change the beliet, that in order for one to feel good or avoid
feeling bad, one needs a chemical, then we will be fighting a losing battle.

Over the past decade, this country has developed a tolerance for drug use that
sees us accepting levels of illicit drug use among the adolescent and young adult
pogulation which twenty years ago would have seemed impossible to imagine. Atti-
tudes expressed by adults like ‘‘smoking marijuana and snorting cocaine is what
kids do today; when | was growing up it was drinking beer”, reflects a frightening
lack of awarenesss of the scope of the problem and the damage drug use does to
voung people, schools, families, and communities. I wonder when our tolerance will
peak and when Americans will say, “We've had enough!” Remember, the only seg-
ment of our society whose life expectancy is declining is the 15-24 age group—the
heaviest group of drug users in our society.
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What is our goal? Is it responsible use? How can one responsibly use illegal
drugs? Is our goal abstinence? [s it possible to think that we can stop everyone from
using marijuana or cocaine. For certain grours in our society, the answer is yes. If
“we hope to see this generation of young people develop into mature, productive citi-
zens, the leaders of tomorrow, our response must be yes.

Abstinence can be our only response. No drug use by growing, developing young

ple is acceptable. How many beers can adolescents drink before driving when we
now that just one beer means that they are much more likely to have a traffic
accident that an adult who drinks just one beer. How many joints of marijuana is it
okay to smoke before going to school or how many snorts of cocaine is it okay to
take be{ﬁre going on a date? The answer can only be, no drug use by young peop{e is
acceptable.

_Thus, this nation is faced with the challenge of launching a massive public educa- -
tion effort to deal with a drug problem that threatens the growth and development
of our youth, the stability of our family, the productivity of our industry, and the
defense readiness of our military. Whether we are aware of it or not, we are all
affected by drug use.

PREVENTION

A comprehensive prevention program should be multifaceted and directed toward
all groupe. The difficulty in developing and implementing such a program results
from the fact that there is no one answer or soﬁxtion. Programs must be developed
to meet the needs of f'oung peogle at various ages and stages of development, par-
ents, tln.nd professionals including health care providers, educators and recreation
specialists.

PRIMARY

I'he ideal situation would be to prevent people from ever using mood altering
chemicals. A more realistic goal may be to delay use as long as possible. One factor
that has contributed significantly to drug probems among our youth has been the
declining age at the time of first use. Younger persons have less coping mechanisms
and therefore higher probability that they will develop a problem related to the use
of mood altering chemicals. This fact again points to the need to take a long look at
the need to raise the drinking age.

Prevention should begin when the child enters school. It should include an affec-
tive or attitudinal component and a cognitive or informational/decision-making
component. The younger the child, the more time should be devoted to the attitudi-
nal component for two reasons. First, the need to establish a value system prior to
that age when children become increasingly susceptible to peer pressure and less
under the control of their parents. And secondly, to allow ample time for an intel-
lectual understanding of the facts surrounding drug use to grow into an emotional
accepuﬁxcg prior to that time (junior high) when exposure to drugs increases dra-
matically.

Too much time in drug education programs is devoted to providirg ‘“drug specific”
information. That is, details about the various harmful affects of different drugs.
The problems is not the drug, but how people use the drug and the effect the drug
has on ples’ lives. Alcohol, marijuana, and cocaine have existed for hundreds of
years. Why are we now having such a problem in our society? There are a myriad of
reasons provided including increased wealth and leisure time, increasing tension
and stress of modern life, decline of the family, and increased availability of drugs,
all of which may be true.

Unless we help people look at and deal with the motives underlying the use of
mood altering chemicals and the serious effects of drug use on peoples’ lives, we will
find ourselves educating the public about the dangers on an endless number of new .
and "better” drugs. Therefore, I believe that our educational efforts should increas-
ingly deal with providing peogle with the means to recognize chemical dependency
in themselves und others and how and where to seek help.

Most prevention efforts are based upon the premise that information leads to atti-
tudinal change which leas to behavioral change. That is, providing information
about drugs will at some point change attitudes which will result in a decision to
abstain. This theory seems rlausible. Information may help some young people to
1esist, at least initially, the lure of a chemical which provides a quick, reliable way
to change feelings, at a time when learning to'deal with feelings is so critical to
development.

One variable which the}s; theory does not take into account is peer pressure. Peer
pressure is so powerful that it can override information and short circuit all the
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drug education and parental guidance previously provided. Peer pressure and the
widespread attitude among young people that using mood altering chemicals is a
“normal’’ part of growing up in America, gets kids to take that initial first step,
which runs in opposition to all that they have been taught by teachers and parents.
It is true, most kids turn down drugs the first few times they are offered. But as
long as the majority of young people used mood altering chemicals or passively
accept drug use, common sense tells us that it will be difficuit for any child to resist.
Drug use is a normative behavior among our youth and we must recognize that fact.

While educating young people about drugs and drug-use is important, I believe
more can be gained in a shorter period of time by educating adults, parents and
professionals. Adult ignorance, next to peer pressure and availability, is a major
contributor to drug-use among our youth. Weil informed parents who involve them-
gelves in community prevention efforts, and who communicate their values and be-
liefs about drug-use to their children in an open way are our best hope of prevent-
ing drug-use. Efforts to educate parents, such as those currently being conducted by
the National Federation of P rents for Drug-free Youth and PRIDE must be encour-
aged, supported, and increase .

INTERVENTION

Chemically dependent reople do not have to *hit bottom” before help is provided.
In fact, the earlier treatment is provided, the higher the chance for success. Tried
and tested methods and procedures are available to encourage dependent individ-
uals to seek treatment. But in many cases, families and loved ones who are experi-
encing the pain of living with a chemically dependent person not only do not know
that these services are available but in fact, some may not even be aware of the real
source of their problems.

Therefore, two tasks 'must be accomplished before intervention can be accom-
plished. First, the public must be educated as to the behavioral signs of chemical
dependency. Secomrly, the public must be informed that there is hope, that help is
available to them.

TREATMENT

The issue in regard to treatment is not that there is or is not enough available,
although there is a shortage for young people, but how do we get the people into
treatment that need to be there. Too often we are forced to wait until individuals
break enough laws and are involved in the judicial system long enough so that they
are sentenced into treatment,

I am reminded of my involvement in a situation in which I, as a school official
attempting to deal with a aisr.iptive student, had no alternative available to me but
to seek a temporary exclusion of the student from school. Six months later, as I was
visiting a local treatment facility, I encountered the young man, then a client. I

uickly learned that, in order for him to receive treatment, he had broken into
thirty homes in the area. This is both unnecessary snd inexcusable.

Chemical d~pendency is both a contagious disease, passed from one person to the
next, and multigeners‘onal disease, passed from one generation to the next. It is
the only recojnized disease that I know of in which the person with the disease is
asked ''Would you like trect:nent, and how and where would you like to be treat-
ed?"’ It is ironic that, other han individuals with severe mental disorders, chemical-
ly dependent persons are, because of the dilusionary effects of the chemicals on
tﬁelr minds. the least able to make a decision that is in their best interest. We must
have legislation that will assist parents and loved ones in helping these individuals
obtain ~eeded treatment. If we had cancer clinics that were as e%fective in treating
canc.r as we have effective chemical dependency treatment facilities, 1t would be
imposasible to build new ones fast enough. Yet, drug-use is the major cause of death
for adolescent and young adults in this country today. How many must die, how
many lives and homes must be ruined before we open our eyes? I contend that if the
public was made aware of the facts and how they and those around them are effect-
ed by drug-use. the demand for more treatment facilities would increase. A commu-
nity which educates itself about drug-use and the signs of dependency will find that
the new awareness will not only increase pl'imar'l.z'h prevention programs but will
begin to surface individuals in need of treatment. The community will then see the
need for treatment and take steps toward obtainin&,a treatment facility in their
commumity This is exa~tly what happened in the Washington Metropolitan Area
whe=e the awareness efforts have resulted in the opening of the Straight program
and a number of other treatment programs. Public awareness is the key to the
entire prevention efforts. An aware. educated public will work to develop effective
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prevention grograml, they will form educational and support groups to ixiform par-
ents, and they t\:ill raise money and contribute volunteer time to help treatment
p ms operate.

erely t wmg money at the drug problem will accom;flish little, By utilizing
local resources and by providing those resources with the skills and tools to organize

a community campaign, those communities will develop a commitment and take the

~ initiative to see that their community does something about its drug problem.

I am proud to say that I have been part of such a community effort and I can say
that the power to resolve our nations’ drug problems rests in the hands of the par-
ents and concerned adults and professionals in cities and towns throughout this
country. They need and deserve our support. :

Mr. HugHes. Thank you very much, Doctor. ,

Let me just ask a couple of questions because I think your testi-
mony is very self-explanatory and you've done a good job of laying
it out for us. I was curious about something that one of the speak-
ers of the previous panel suggested about the interjection of young-
sters into, for instance, a school system to share their own experi-
ence on what it's done to their life, and try to relate.

One of the suggestions that was made was that some studies a
few years ago suggested that you're raising the question of drugs
and that has a negative component to it. For that reason, that may
not be a very good idea.

. What do you have to say about that?

Mr. RippiLe. OK, I think it's very clear that is effective if it's
part of a comprehensive program. en you do one-shot deals, as-
semblies, it actually encourages experimentation because they see
a former dependent person and say, “Well, look, he’s done all these
drugs; he's had all these problems and look where he is today. He's
out in front of an audience again.”

OK, the second thing is the way they do it. Many times, I've seen
people build their egos from where they've been and how bad off
they were. So it's the way it’s done also.

e encourage that as a aYart of a comprehensive program. For
instance, a 6-week unit on alcohol would include 1 day when recov-
ering teenage alcoholics would come in and talk to the class, to in-
dividual classes, small groups, not in large groups. But it has to be
done as a part of a program.

People are looking for a quick solution to this problem. There
isn’t, so it has to be part of a program.

Mr. HuGHEs. It makes sense to me.

- Mrs. RuscHE. I'd like to add some things to that. I think you and

I respond to these two youngsters because they look like our kids. I
think black parents would have a very difficult time relating to
what they said, but if some black kids came to some black parents,
they could relate more clearly, or to some other black kids.

I think that what happened—] know there is controversy about
this, but I agree with you that when you have someone who’s gone
through the experience sharing that story, if that person is like the
person he or she is speaking, they'll relate to each other.

The second thing that I think is important and is lost sight of is
that it was that very theory that persuaded the Department of
Education in the early 1970’s to put a moratorium on any drug
education programs in the schools. So a vacuum was created and
what filled that vacuum was many more prodrug messages than
“don’t use drugs’” messages.

145



- 142

Mr. HucHes. If 1 understand what was said repeatedly through-
out your testimony and other testimony, that we have to do as
n}uc}:lg of a job in educating parents as we do youngsters. Is that one
of the——

Mrs. RuscHE. I'd like to add to that if I may for a moment. I
think parents in the broader sense of the word—some of the ques-
tions that we heard here today surprised us because we're jaded
and we've grown used to some of those questions, but I'd like to
come and do a drug awareness program for the U.S. Congress.
Then I'd like to do one for the judges in my county.

Let me give you an example. One of the teenagers in our area a
few years ago—he had some “Rush” at school. The school principal
caught him and called the police. The police pressed charges
against him and he went before the juvenile court judge. The juve-
nile court judge said, ‘“Come on, you knew this was illegal; you
shouldn’t have had it in your possession, right?”’ And the kid said’
“No, I really didn’t.”” The judge said, “Well, where did you get it?
a}r:d ‘})1’(? said, “From a head shop.” The judge said, “What’s a head
shop?”

I mean, you know, it's a wonderful cycle, but we all need to
become more aware of what our children know about than any—
they're more knowledgeable than all the rest of us and we need to
find out, all of us.

Mr. RippiLe. We have professionals visit our program twice a
week, psychiatrists, people from every walk of life, and they ask
the same questions. It's almost like—I describe to the young people
when they were finished with their testimony today that they had
visited Mars and nobody had visited Mars. Everybody was trying to
find out what it was like on Mars.

Basically—I'm not criticizing adults, but it's true. Kids are grow-
ing up in a different environment because drugs have entered into
the environment. We all felt peer pressure as rvoungs’t,ers, as adoles-
cents, but I never felt pressure to use drugs. It's a totally different
environment, even maybe than it was 15 years ago, because now
the pressure is, if f'ou don’t do drugs, then you're different. Then
you're the odd ball; you're the person left out, and there’s some-
thing wrong with you because you don’t do drugs.

I saw that change. Within a period of time maybe 1975 to 1978, I
saw that whole thing turn around, where a small minority of kids
were doing drugs and were ostracized by their peers to where a ma-
jority of the kids were doing it and it was accepted or passively de-
fended. In other words, they passively accepted or defended a per-
son’s right to do drugs because they’re not bothering anybody else.

I think we need to educate. Certainly peer pressure, availability
of drugs and adult lack of information are three factors that I cite
as being prime contributors to the whole problem because think
about it. Drugs are the first thing that kids know more about than
their parents. They don't have to go to their parents anymore to
ask them, “What about this?”’

The kids are the experts. Sixth grade teachers are horrified to
teach—or they're afraid to teach drug education because the kids
know more than they do.

Mrs. RuscHi. Unless they're using drugs, which is sometimes the
case.
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Mr. HuGHES. Sometimes a problem, I know.

The gentleman from Michigan.

Mr. SawyER. Yes; I just have a question about these charts on
page 11 of the re‘yort.

Mrs. RuscHE. Yes.

Mr. Sawyer. The top one, for example, only shows a drop of
about 4'2 percentage points over the 4-year period, right?

Mrs. RuscHe. That’s the problem of the size that we made that
line. The drop is from almost 11 percent; it's 10.7 percent to 6 per-
cent.

Mr. Sawyer. Well, that’s a drop of about roughly 4% percentage
points. '

Mrs. RuscHe. Oh, that’s right, yes. I'm sorry, ggu’re right.

Mr. SawyER. The others, the one on the left bottom represents a
drop of about, say, 5, about 5, not quite 5 percentage points, and
the one on the right shows a drop of about 7 percentage points,
maybe 8 over the same period. I just wonder if some of that drop
might be explained by a tendency of more kids to not be admittin
things when the parents have a very active group in the situation?

Mrs. RuscHEe. I don’t think that’s the case for a number of rea-
sons. I think once parents’ awareness rises to the level that Mel
was describing to you in his community, where there were 25
active groups and they were so concerned they brought a treatment
center into their community.

Once the parent’s awareness is there, he can spot use and it's the
parent who stops it. I was interested in these two young peopl2 be-
cause they made a point that I'm not sure was totallf' understood.
Both of them said they were into drugs; they had fooled their par-
ents for a while, but what got them out of drugs was that their par-
ents took away some of their rights and forced them into treat-
ment, in essence.

If their parents hadn’t taken them down to straight, the
wouldn’t have gotten off drugs. I think that when a parent is will-
ing to go through that much torment with his own child, you can’t
imagine what that means inside a family unless you've gone
through it, but when a parent is willing to take that much heat
and be that unpopular in his own family, he’s not going to have the
wool pulled over his eyes again.

Mr. SAwWYER. Dr. Anderson, what’s your view on the accuracy of
self-reporting?

Dr. JonnsoN. We have certainly challenged the assumed validity
of certain self-reported measurement techniques, not because we
have strong evidence that people are reporting in a systematically
biased way across all the various studies, but where we have looked
at our own data, where we have collected biological samples in con-
Junction with self-reports, we first of all find a good deal of agree-
ment between the biological samples and the self-reports, but we
also find that collecting biological samples results in people report-
ing more drug use than if we don’t collect the biological samples
when they report.

At a ratio of about 2 to 1—that is, twice as many people report-
ing if the samples are collected, and in some cases, as high as 3 to
1. So it appears to us that there may be a self-report bias, a bias to
present yourself in a favorable light, in a socially acceptable light.
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As the bias has apparently increased over the last 4 or 5 years—
looks like it has—that's happened at the same time that people are
acknowledginiethat cigarette moking and drug use is something
that ought to be avoided.

So what I'm saying is that there seems to be an inconsistency be-
tween behavior and what they believe to be socially acceptable
practices, and that may contribute to an increasing self-report bias.

I would say something about our findings, though. They’ve been
replicated some places and not in others. Where people have failed
to replicate, that is, where they find no difference when a person’s
reporting without giving biological samples, and when he is giving
biological samples, there seems to be the belief among those re-
searchers that they have established a good deal of rapport with
sespondents in their ongoing studies to gain the students’ confi-

ence.

So I thirk it is possible to get very good self-report measures. We
just don’y know very well what the conditions for that are right
now. Any purely self-report measures I think you have to be some-
what careful about, especially if there’s a change in self-report.

Mr. Sawyer. Apparently, as I understand what you're saying,
the tendency or the bias toward not reporting has been tending to
incrrase over recent years?

Dr. JouNnsoN. There’s : ' me modest evidence that that's the case.

Mr. SaAwyier. Would tha:—in your mind, how would that affect
these, in your opinion, affect these gage 11 charts? They're a rela-
tively small percentage of drop, and it’s all occurred in about the
last 4 years.

Dr. Jounson. I believe in the paper that you have, I have data
across that timespan of about 1977 to 1982 and it is, indeed, that
period where there appears to be maybe a slight increase in self-
report bias. There's no wa; to actually know to what extent that
could or did contribute to the Natio.:al Institute of Education stud-
ies, the NIDA studies, Dr. Johnston’s studies.

There’s just no way to tease that out. It is a possible explanation
for some of the dip; it’s not a certain explanation.

Mr. SAwWYER. Very well. Thank you.

[ yield back, Mr. Chairman.

Mr. HugHes. Thank you.

Mrs. RuscHE. If I could just add something to that, I think we
have two things with which to work, the surveys that chart nation-
al figures for us, but we also have our own experience in our own
communities, and we know for certain, in our community, there
are fewer kids smoking [I>ot than there were in 1978. We also know
thay attitudinal change, I think, is important.

If you talk to kids in a community where there has been aware-
ness and where there has been action, you will find a different set
of circumstances from a community where that isn't—talk to the
kids in both kinds of communities.

Mr. HucHes. Dr. Johnson.

Dr. JounsoN. Could I make just one additional point? There is
the belief, although this is not well documented yet, that the self-
report bias is stronger with younger children, younger adolescents
than with older adolescents. There may be a decrease in that tend-
ency over time.

115




145

If that is the case, then I think Dr. Johnston’s methodology may
be relatively safe, that is, he is interviewing high school seniors
and so he may find a lower self-report bias among that population.

Mr. RippiLE. I've conducted a number of school surveys while
working with the Department of Education’s Region IV Alcohol
and Drug Abuse Agency, and to the extent that we could guarantee
the anonymity of each person and to the extent that we kept the
surveys very limited in what we wanted to look for, we had higher
consistency.

In other words, we had to take great lengths to guarantee their
anonymity to get consistent reporting, and to have an extensive
survey, such as the one that is done with 12th graders—and I
would say that’s a select group because you selected out the people
that don't finish high school, and that can be anywhere in the com-
munity rom 10 to 15 to 25 percent in some communities.

We all know, anybody who’s been in education knows that those
tend to be the heaviest drug users, so the figures are definitely con-
servative. I would agree that use has leveled off, but use is almost
to the saturation point. When we have our—as a treatment direc-
tor at this point—my biggest problem is when kids go back to
school and they're drugfree, they feel so alone because they can’t
find other people that are drugfree.

That’s the best testimony of where we are as a society; they can't
find people to establish relationships with that don’t use drugs, and
I'm including alcohol as a drug now, that don’t use alcohol and
other drugs. These are people that are underage.

Mr. HucHes. Well, it points up that we have a lot of work to do.

Let me just thank the panel because you've been of immeasur-
able help'to us. You've given us some insights that I think will be
very helpful.

I might say to you, Mrs. Rusche, we congratulate you on your
work. Your organization has grown and prospered and you're doing
great work. We commend you for it.

I'm familiar with your program, Doctor. I know that you have a
couple youngsters from my community with your program. I know
that a problem in my own community is first of all, getting parents
to see the problem, and then facing up to it, and then knowing
- where to turn to get help.

So we appreciate the insights you've shared with us today.
Thank you very much.

Mrs. RuscHE. Thank you.

(Whereupon, at 2:30 p.m., the subcommittee was adjourned, to re-
convene subject to the call of the Chair.]
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NaTioNAL HouseHoLD SURVEY ON DRuG ABUSE, 1982—SuUMMARY OF SELECTED
FINDINGS !

The/ 1982 National Household Surve; on Drug Abuse amnng youth, young adults,
and older adults indicates that since 1979 there has been a leveling off of the spread
of marijuana use in the youth population, as well as a significant decline in the
number of persons who currently use marijuana, alcohol, and various other drugs.
By and large, the 1982 data represent a reversal of the upward trends in drug use
charted by earlier surveys in this series throughout the 1970s.

MARLIUANA

The most recent data indicate a new stablization or even a slight decrease in the
number of young persons who are now trﬁ'ing marijuana. For example, in 1982, the
percentage of youth aged 12 to 17 who have ever tried marijuana (27 percent) is
slightly lower than was the case for their counterparts in 1° 9 (31 percent) This
slight decrease or leveling off is in contrast to the pattern set by the surveys of the
1970s; in those years, successive youth cohorts typically reporteg greater experience
with marijuana. -

Similarly, the percentage of young adults (age 18 to 25) in the current survey who
say they have tried marijjuana (64 é)ercent) us slightly lower than was the case for
their counterparts in the 1979 study (68 percent). Again, the slight decline repre-
sents a divergence from earlier trends, which showed an increase in lifetime preva-
lence from 48 percent of young adults in 1972. )

The percentage of young persons reporting past-year use of marijuana decreased
significantly between 1979 and 1982. For 12- to 17-year-olds, the decrease wag from
24 percent in 1979 to about 21 percent in 1982. In the 18-to-25 age group, the decline
was from 47 percent in 197Y to about 41 percent in 1982,

Trends in the “current prevalence’’ of marijuana use—that is, changes in the ..y
cent reporting use during the month prior to the survey interview—are more re-
sponsive to the most recent changes in patterns of behavior. Here, we find a more
substantial decrease for youth as well as for young adults.

In the 1977 and 1979 surveys, nearly 17 percent of all 12- to 17-year-olds reported
use during the month prior to interview; but by 1982 this figure had dropped to 11
percent. And whereas 35 percent of young adults reported past-month use in the
1979 survey (an all-time high), by 1982 this figure had dropped seven percentage
points to 28 percent.

Current daily use of marijuana (defined as use on 20 or more days in the month
prior to interview) also declined significantly among youth and young adults. For
example, in 1979 almost 11 percent of all 18- to 25-year-olds reported that they had
been daily users; by 1982 this figure had declined to about 7 percent. Frequent use
of marijuana during the month prior to interview (defined as use on ten or more
days out of the past month) also declined significantly between 1979 and 1982 for
both youth and young adults.

Clearly. marijuana use peaked during the late 1970s, at least for the younger age
groups in our popul:tion. Future surveys will show the extent to which the present
downward trend in youthful marijuana use continues—if at all—throughout the
decade of the 1980s.

The 1979-t0-1982 declines voserved for younger persons were not matched by de-
clines in the population aged 26 and older. On the contrary, some increases in mari-
Jjuana use were noted owing to the changing composition of this age group. Each
vear a new cohort of persons enters the “older adult” age category. In 1982, new
entrants included many who first used marijuana as ‘“youth” or young adults”
during the 1970s and who brought with them the newer forms of behavior. Thus,
the experience of having used marijuana is no Jonger limited to the very young, and
current use is no longer extremely rare among older adults. Nevertheless, when the
youth. young adult, and older adult samples are combined, there is a significant de-
Crease in current marijuana use among all persons aged 12 and older—from 13 per-
cent in 14749 to !1 percent in 1982,

Finally, the downward trends in the younger age ranges should be viewed in light
of the fact that many young persons have at one time or another used marijuana so
intensively as to be at risk for negative consequences of drug use. A new measure
included in the 19%2 survey was directed toward the future study of mariliuana con-
sequences. This new indicator measures the lifetime prevalence of “daily’’ marijua-

'From Nattonal Household Survey on Drug Abuse. 1982, Nauional Inastitute on Drug Abuse.
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na use—that is, the percentage who have ever used on 20 or more days in a single
month.

Among young adults, the group at maximum opportunit¥l for having experienced
this level of use, about 20 percent report that at one time they used marijuana on a
daily basis. This represents roughly one-third of all young adults who have ever
tried the drug. Clearly, despite uced levels of current marijuana use in 1982,
many young persons do pass through one or more phases of concentrated use, and
during this time they are at risk for various negative outcomes.

ALCOHOL AND CIGARETTES

Among 12- to 17-year-olds, the percentage who used alcohol during the month
prior to the survey interview drog from 37 percent in 1979 to 26 percent in 1982,
Among young adults, aged 18 to 25, the drop was from 76 percent in 1979 to 68 per-
cent in 1982.2 Current “daily” use of alcohol fuse on 20 or more days during the past
month) also declined in the young-adult group—from, 10 Percent in 1979 to 7 per-
cent in 1982, This directly parallels the drop in current daily use of marijuana.

The prevalence of past month cigarette use among 12-17-year olds remained
stable between 1979 and 1382, whiie among young adults (18-25 year olds) current
prevalence dropped from 43 percent in 1979 to 38 percent in 1982, A similar decline
for current use among older Americans (2° years and older) is also seen—37 percent °
for 1979 and 34 percent for 1982

HALLUCI}M OGENS, HEROIN, COCAINE

Hallucinogens (including LSD, PCP, and peyote) followed the marijuana pattern
of downward trends in the younger age ranges. Among young adults, the prevalence
of current hallucinogen use went down from 4 percent in 1979 to 2 percent in 1982,
The same pattern appears to hold for heroin, although low levels of reported use of
this drug may reflect a wnden? to deny stigmattzeJ’ behavior. The 1979 to 1982 de-
crease may he be exaggerated due to the fact that the two Household Surveys were
conducted at different times of the year.

With cocaine, the drug that spread most rapidly during the late 1970s, the pattern
is now one of stability. This finding is especially clear in the young adult population,
where lifetime experience with cocaine jumped from 13 percent in 1976 to 28 per-
cent in 1979 and then leveled off at 29 percent. Similarly, past-month use in the 18-
25 age group increased rapidly from only 2 percent or 3 percent in the mid-1970s to
9 percent in 1979, and thien leveled off or decreased to about 7 percent in 1982

In the older adult group, lifetime prevalence levels for hallucinogens and cocaine
increased (as did past-year use of cocaine), a pattern that wus expected because of
the fact that birtg cohorts who had begun use of these drugs during their young
adult years are now moving into the 26-and-older category.

NONMEDICAL. USE OF STIMULANTS, SEDATIVES, TRANQUILIZERS, AND ANALGESICS

When all four categories of nonmedical use are combined in a single index, 1982
lifetime and current prevalence levels for nonmedical use of prescription-type psy-
chotherapeutic drugs are as follows: Among young adults, 29 percent have en
one or more of these drugs for nonmedical purposes, and 7 percent report having
done so during the month prior to the 1982 interview. Among youth, 11 percent say
they have used these drugs nonmedically, 4 percent doing so within the past month.
Thus. for these age groups, as well as for older adults, prevalence of nonmedical use
of drugs is comparable to the prevalence of cocaine use.

Recent trends in nonmedical use are difficult to assess because of a change in
questioning technique. In all earlier surveys,!questions on nomedical ure of these
pills were answered aloud in “orPen interview’ fashion, along with questions on
medical prescription use. In the 1282 survey, however, respondents checked off their
answers to questions on nonmedical use, using private answer sheets comparable to
those used for alcohol, marijuana, and other types of recreational drugs.

The observed 1979—1982 trends in nonmedical pill use include a general increase
in lifetime prevalence figures for youth ar well as an increase in the current use of
stimulants in both the young am{ the young-adult popuviations. Because of the in-
creased privacy of response in the 1982 survey, however, any actual change in prev-

!Alcohol use remained steady from the early to mid-1970s. The appearance of a sharp in-
crease between 1977 and 1979 may be explained at least in part by the change to the use of self-
administered answer sheets for questions on alcohol use.
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alence levels, wheth.or increase or decrease, is necesaarily confounded with changes
attributable to differe. ces in reporting conditions.

SPECTRUM OF DRUG USE: 1982

When the nonmedical use of psychotherapeutic drugs is combined in a single
index together with the use of hallucinogens, cocaine; and heroin, it is found that
about 40 percent of all young adults have had illicit experience with a least one sub-
stance other than marijuana; about 27 percent of this age group report past-year
use of one or more of these “stronger” drugs. The corresponding figures for youth
are: 14 percent tried one or more ‘‘stronger” drugs, and 10 percent have used during
the past year. s

SAMPLE SIZE AND POPULATION SIZE FOR AGE SUBGROUPS
[National Survey on Drug Abwse, 1982)

Age grop Sample size  Population size !
Youth (12-17908) . e et 1581 23,304,000
Young adults (18-25yrs) . ... e 1283 33,072,000
QMO BOBHS (25 Y15 + ).+ s e s e 2760 126,105,000

t Source US Bureau of the Census

154




162

NéWs /Sun-Sentinel

Reptint of 7-pan senes. June 18, 1083 to June 25, 1083

The director of Florida's drug abuse
services summed it up: "The public
doesn't care very much about
methadone patients. They don’t
enjoy a very good reputation, nor do
they get much sympathy.”

Indeed, the nationwide program to
treat heroin addicts with methadone
was not set up with the idea of doing something to help
addicts. It was touted as a way to protect society, to keep
addicts from committing crimes.

Small wonder, then, that for & decade the methadone
program has been a neglected stepchild of the federal
bureaucracy.

This series set out to do what the govarnment's regulatory
agencies should have done, but didn't—assess the merits
of the methadone prugram as public policy.

Fort Lauderdale News and Sun-Sentinel investigative
reporter, Fred Schulte, who spent a year on the project,
found that methadone truly can be called “The Deadly Cure.”

We'd like to share those findings with you.
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turns into a killer

Methadone. the drug pushed by
Uncle Sam as the way to halt heroin
addiction, has contributed to thousands
of deutha during the past decade while
becoming a wgnificant drug of abuse
in 1ts own right

Its victims include patients who
sought a cure for their drug abuse,
thrill sechers who bought 1t on Lhe
streels. and unborn children carrted by
methadone-uming mothers

And sach jyear. more narcotles
abusers treated with methsdone be-
come lrapped 1n a closed cycle of ad-
diction. dropping 1n and oul of
treatment dut never able to break
complelely [ree of the clinics that dis.
pense this government-sanctioned,
government-subsidized drug

“Addicts are like modern-day lep-
ers.” saird Dr Vernon Patch. a
Harvard Medical Schoal paychiatry
professor whn direrted Boston's meth.
adone programs for seven years

Addicts don't exist in sufficient
numbers 10 give them a voting bdloc.
and they don’t have a pawerful lobby

But the federal government ac.
cepted responsibility for the salety of
patienls treated with methadone in
late 1972 when officlals decided to
dpprove (he drug < use and help pay
for s distribution  which has cost
American taxpayers more than $1
bititon

After 11 years. no une knows the full
extent of the imuries and deaths
related 1o methadone  until the Forr
Lauherdale News and Sun Sentine! be
dan a year long review of the national
methadune proagram nabody even had
an idea

Government records disclose

® Methadone alone killed at least
74 of more than 1 million patients
who received it from clinics nation-
wide between 1973 and 1981, accord.
ing lo clinlc reports. By contrast.
Zomax, a non-narcotic painkiller. re-
cently was removed from the market
temporarily after it was learned that
!ive dealhs had resulted from 15
1atlllon prescriptions since late 1680

® Methadone alone killed 558 peo-
ple in 26 of the natton's largest metro-
politan areas between Aprll 1974 and
November 1882, according to reports
filed by medical examiners. These
metropolitan areas include only about
a third of the country's populations
and flaws in the reports make it
imposstble to determine how many of
the dead were clinic patients or how
many obtained the drug iliegally

Methadone: The facts

® During the past 10 years methadons. alone or
in combination with other drugs. haa been rasponsi-
bie for the deaths of at least 4.417 peopie and has
sickened at leaat 24,276 people so badly they re-
quired hospital treatment

@ The federal agencies that ssnctioned the drug s
uge and supervised its dislnibulion through tax-
Bubsidized chinics have colleciad masses of informa.
tion about the methadons program but never have
anatyzed tha data !~ assess the treatment

® The federal government approved mathadnne
for use withou! requiing studies of s jong-lerm
heaith effects sven though the proposed mainle-
nance therapy could result in 8 patien! taking the
drug lor years
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@ The clini s reported that 1.03%
patienls died between 1973 and
1981 f(rom drug related causes
tsually  after nuxing  nicthadone
with olther sabstances Methadone
treatment 1s supposed to halt an

addict s desire to adbuse other
drugs
@ Mediral examiners  reports

for the years 1974 through 1982
show that methadone was dircetly
involved in 2 378 drug overdnse
deaths and was 4 contributing
rause of 4417 deaths 1n the 26
metropolitan areas Thal s almost
hall as nignv as the 10579 re
ported deaths linked to heroin, the
prineipal drug methadone was 1n
tended 1o combat
@ The ¢hinies reported that 6217
of their patients between 1973 and
1981 suffered adverse reactions to
methadane seriods enough to
require miedical attention det the
governoent  managed to record
detasis of unly 2 177 of those thel
dents The detailed reports show
A53 deaths arcluding 68 dbabies wha
[nled to survive birth to metha-
don- using mothers
® Hig aity hospital emtergency
rooms reparted 1hat between April
1974 and November 982 24 274
people required medical care alter
taking nicthadane At least a third
ol thow eMergensy roons patients
were treated lor a drug overdose,
Just 1nore than hall of the tutal
nuriber of patients  about 13,500
sdid] they ublained the drug
through o treatment progratu
The faet that methadone 1
given oul hy doctors has given the
false 1nIpresston that 11 s sale.
said Dr Micharl Haden  deputy
chiel medical exaniner of Suffolk
County Long Island and 4 long
time foe of the methadone
program  Somwe of these treat
mient progranis irke to think that
the'y are 1xing Ar nnocunus drug -
Federal offwoals tnld the Vews
and Sun Seatinel that they never
have reviewed the thousands nf
reports mling up 1n their files of
deaths and njurtes linked to
nmethadone
Its a question of resour: s,
sanl pharmacologist Frank Voo
deputy shief of the FDA s drug
Sbuse sl
Ve dunl ssdematically review
drugs hike thee  sand Vocor wherae
AReNCY s responsible fur ensuring
the <afely ynd effectiveness uf all
drugs nmiarketed 1n the counirs
You are talking abaut tens of
thomsaods of drog pr <Jucls we
vant sle g bt evers drag
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€/ The fact that meth-
adone is given out by
doctors has given the
false impression that
it is safe, Some of
these treatment pro-
grams like to think

inno .uous drug.??

But one top federal offictal, Dr
3tuart Nightingale, FDA's asso.
clate commissioner for health, satd
the methadone.related deaths and
tnjurics revealed by the News and
Sun-Senttnel may indicate that the
drug — or the way it is being used
~ no longer fulfills the legal re.
quirement that it be safe and
elfective

“When the drug was cleared for
use [in December 1972] tt met our
standards,” Nightingale said “The
question 18, what role does the
medtcation have in the treatment
process and at what paint do the
FDA standards change? That ts a
very difficult question ™

Nightingale said he believes the
government has a duty to examine
Injuries linked to methadone more
closely — pa ‘tcularly because the
government i respensible for Iits
widespread use

“These cases obviously need
scrutiny to see tf there s a hidden
problem here.” Nightingale said

“This 1s an tmportant area, and [
am going to ask someanc to lnok ~*
i

It sumeone looks. 1t will be *
firsc review “ince methadone went
nationwide as a speclal project of
the Nixon administration 1n 1972

The impetus for the methadone
program came from President
Nixon, who on Jute 17. 1971, de-
clared herotn addiction “Public Fin-
emy No 17 and vowed all-out war
to eradicate 1t Noting that crimes
by addicts were soaring. Nixnn told
Congress methadone was @ “uselul
tool that “ought tn be avatlahle”
for use in rehabilitating addicts

But Numvens aides knew
enthusasit for methadone was ot
umiversal  public health nolfuwals
suspected large seale dipensing of
methadone could be dangerous
because micthadone s, alter all a
narcotic Just ke herotn. it can
produse vaphanig eause physical
dependence when used repeatedly
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and kill 1If taken 1n large quantities
or if combined with other drugs

Mindful of those worries, Nixnn
promised that methadone pro
Rrams “would be carried out under
the most rigid standards and wnuld
be subjected to constant and pains
taking re.evaluatton of their
effectiveness

Rigid standards were the rule
when the methadone manitenance
theory was tested on small groups
of addicts under ught control of
doctors and counselor but once
the federal government started
dispensing the drug through
crowded clinics, the jnb traming
and intensive counseltng originally
constdered cructal tn reforrning
addicts often were mimimal

“When methadone mamtenance
got too hig. 1t lost the personal
tou~h,” sa1d Saul B Sells, research
director at Texas Christian
Universi'y and the gnvernment’s
primary cvaluator of the
effectiveness of drug abuse treat-
ment smce 1968 “Methadone by
itsell won’t rehabilitate anyone ™

“You will see deaths 1f the pro
grams are not run tight,” said [
Herbert Kleber. a Yale Untversity
School of Medieine psychiatrist
who nperates a New Haven metha
done clinte " 1f a methadone
program 1s run slopptly it 1s not a
good program

“IUs not that methadone 1s bad.”
Kleber sard “Methadone run badly
hurts us all ~

Indeed. micthadone admimster ed
properly miay be an ceodoneat
way o treal come gddicts Though
few who try the treatment wind up
free of drugs. some patients can
stabilize on methadone and stop
hustling or stealing tn secure
illegal drugs

‘For hard ¢ore addicts detha
dune maintenanse 1v the pest ef
fective treatinent thas we know
of  sad Dr Janwes Cooper dire

that they are using an

— Dr. Michael Baden,
methadone opponent
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66 These cases obvi-
ously need serutiny to
see if there is a hid-
den problem here.
This is an important

area, and I am going
to ask someone to
look at it. 9

Stuart Nightingale,
FDA official

tor of the Division of Medical apd
Professtonal 2 °fairs of the Na.
tional Institute on Drug Abuse

But even the most vocal
supporters of the th.tapy now
concede its benefils were
overstaled gt the start Moat treat-
ment professionais nuw egree that
changing drug abuse patterns
not methadone rrograms were
primarily responsible for (he
steady decrease in heroin deaths
through the mid 19705 Ax higher-
quality herotn returned the
natlon’s streels n the carly 1980s,
heroin deaths again began to
INCrease

In the decade since methadone
went nationwide. more than §i
biliton 1n f deral state and local
tax money has been spent to
distribute the synthetic narcotic
through a network of treatment
chinics across the United States
Another $50 million has been spent
to improve treatment  wethods.
taspect clin.es and collect statistics

but most of those slatistics
never were  uysed oy the
burraucracy to evaluate
methadone

The News and Sen-Sentinel's
examination of the methadone
program nvolved the study of tens
of thousands of pages of docu
ments. statistics and computer
reports most of which had to be
pried out of reluctant agenries of
the federatl Department o, Health
and Human Services by use of the
Freedam of Information Act

tine ol the ['rst things the
nowspupers earned was that the
Roverament < nformatien  about
the niethadone program s far

frem complete Many reports are
inconsistent and riddled with
obvious errars, more than a year's
worth of data escaped collection
because bureaucrats changed re.
porting periods repeatedly, and on
average 13 percent of methadone
elinies each year ignored regula-
tions requiring them to inform the
gcvernment of adverse reactions to
methadone

The DEA's Drug Abus* Warning
Network (DAWN) is perhaps the
most ¢ mprehensive measure of
methadone-related deaths and inju-
ries, but DAWN collects reports
only from 26 major areas - Stan-
dard Metropolitan Statistical Arcas
- which include about & third of
the country'’s populaticn There
were 283 such statistical greas na-
tionwide during the years of the
DAWN reports

In the 28 areax covered by
DAWN. the agency estimates that
only 68 percent of medical examin:
ers and 79 percent of hospitals fije
reports with DAWN

And those reports are far from
complete For example, nearly haif
of the medical examiners’ reports
do not Indicate whether a victim of
methadone was enrolled in .y
type of rchabilitation progr-.n

The situation n South Florida
demonstrates what DAWN s
missing  Dade County. the anly
area in Florida covered by DAWN,
reported 186 methadone related
deaths 1n 1980 and 1981, the News
and Sun-Sentinel discovered 12
methadone-related deaths in the
samie twa years in Broward (‘ounty

deaths that do not show up In
DAWN s methadane death count of
4407

Federal officials have considerced
the DAWN system a reliable
indication of heroin abuse ¢:ut have
criticized 1t accuracy tn chroni-
chng methadone abuse, cli ‘mtng
the reports do not always es! ,blish
that methadone actually caused
death In most cases, methadone ts
determined to be a contributing
fac tor to death because other drugs
usually are present in the body

But thase officials fail to
mentionn that most heroin deaths
also involve other drugs Since
1974, overdose deaths linked to
heroin by the DEA have involved
other aubstances in about 80
percent of cages, methadone mixed
with other drugs has proved fatul
In reughly the same percentage of
cases. according to DEA records

The bureaucracy also has tried
to tgnore the seriousness of
médical problems caused by meth.
adone abuse In 1978. a coalition of
government officials clatmed 1n
testimony before a Congressional
commitiee that most methadone.
related emergency-room visits
were by clinic patients with mtnor
aillments, (requently poor people
who used hospital emergency
rooms instead of private doctors

But DEA reporta show that
about one of every thiree metha-
done-related emergency-room pa-
tients were incoherent, unconscious
or dead on arrival - hardly an
indication of minor ailments.

Government regulators 1lso have
failed to evaluate 1,037 deaths re-
ported to FDA between January
1373 and December 1981 by metha:
done chinics - deaths which the
clinles stated were due primarily
to “methadone in combination with
other drugs ™

FDA officials also have no way
of knowlng whether these patient
death rcports are complete. or how
it was determined that methadone
was related to death No one ever
has tried to compare the reports to
the clinies” records Because
federal offic1dls switched reporting
rertods four umes. 13 months of
data never was collected

From May 1. 1977, to April 30.
1978 - the last year the programs
were required to repor* total
patient deaths - methadone
clinics across the country reported
788 patient deaths About 9 pereent
of them were said to be due to
methadone nixed with other drugs
The government never asked what
caused the other deaths

The government also 18 unable to
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avcount fot tecads ol pumeromrs
deaths and other adverse reactions
through the yeurs. etther because
FDA last repurts or chinies fatled
to supply detalls

Officials ot the NIDA and others
frequently have defended the meth
4adone program by .argu.aact that
afdiets are Lar more Likely todie o
left u.treated Yol most attengpls
to deternune mortality for both
methadone patients and untreated
addicts are based on crude guess
wark  largely berause nobady
knows how many drug adicls
there are

In 1970 onec New York
researrher reported that he found
no difference in dedth rates
hetween 4 sample of addicts
treated with snethadone und thoxe
remaining on the street ™ Hath
groups stuied showed a4 death rate
uf 13 pr1 thousind per yedr from
all causes

In 1979. NIDA olfecrals desceribed
the death rate for untreated
addicts as 13 per thousand yearly
1n written testununy subnutted to a
Senale eommittee Officials did not
<dv how (he death rate was
calculated. nor did they 1nclude oy
umates for metiladone patients

fn October JY80 the New York
State Division of Substance Abuse
Services which treats addicts pry
marily with methadone reported
the death rate for hernin addicts in
treatment was 14 per thousand per
yedr Based on estimates of the
1otal number ol addicts 1n the
state the division concluded that
25 pir thousand per year nnt in
treatment died

tine of NIDA v data systems sug
gests that addict- 1in methadone
Inantepance progranys may run &
higher risk of death during treat
ment thdn patients 1n 4ny other
type of therapy

That.data system the Chent 0n
ented Yta Acquisition Proces,
(CODAFE gathers statisties from
NIDA furded drug treatment
(hnns dhout 80 pereent of ihe
methadane dispensing  clinies
deross the couniry

CODAE annual reports fram
1977 to 1981 <huw that an average
of 12 of evers W0 addicts Tt
as  discharges oy methadone
rmuainlenancy died while still en
rolled 10 an outpatient program
By cuntrast only three uf eyvery
1000 addu s discharged  (rom
ailipatient pragraing that Jdid not
st methadone died while still
enrolled
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The CODAP reporls incivde
desths trom all causes and dre not
compiled separately by cause of
death Nor do the reports ~rovide a
“*im pumber of patients enrolled
in the various types of therapy.
making calculation of a Mortality
rate impossible

NIDA officials speculated that
addicts placed 1n taintenance
treatment are more likely to have
longstanding records of violent be
havior. which could explain higher
death rates They congeded.
bowever. that no documentation 1s

available to substanhiate that
speculation

“The real lruth is that we dont
know the mortality rate for metha-
done patients.” said Dr  James
Ruttenber. 4 medical epidemiolo-
gist with the federal Centers for
Disease Control 1n Atlanta

“A lot of people in government
don't rare about this.” Ruttenber
said It s r.o' a hugh priority, but
if the goverm..ent 13 giving out a
drug that is %o controvermal, it
should be following it more
closely ™

R @
NUMBER OF PATIEN'S \BEATH. \
N TREATMENT DEC. 31 URING YEA
N
CALIFORNIA N )
San Disgo Health Alliance, San Diego 97 3
C Street Commumnity Clinic, San Diego 220 2
San Diego Health Alliance. San Marcos 75 2
FLORIDA
St Luke's Center, Mi8m| 270 3
Broward Meth. Maintenance, Hollywood | 280 H
Center for Adctct Problems, Chicago 404 2
Drug Research Chnic, ivew Orleans 216 3
MiC
Care Clinics. Detrort 235 2
MISSOUR!
DART, St Lous 150 4
NEW YORK
3ronx State Hosp (Traier 1), Bronx 294 5
Hérlem H ,3pita' Unit 1. New York City .34 3
Haalth a d Hosp Corp . Eimhurst 289 3
Psych Services Center. White Plains 198 3
Peekskill Commurity Hosp  Peekskill 165 2
Nassau County. East Mead’ w 282 2
OREQOV
CODA. Portiand 279 2
PENNSYLVANIA
Achievement Through Cou 13eling, Phila 237 3
Mantua Haltway Youse. P'uladelphia

SOURCE: U.S. Food and Drug Administration. individua! Annual
Reports for a Treatment Program Using Mathadone.

Chart shows methadone clinics reporting more than one patient
death due at least in part to methadone in 1981. Thirty-eight
other clinics, including the Veterans Administration Hospita: in
Miami and the Pompano Methadone Treatmont Center in
Pompano Beach. reported one death each during the year.
Qverail. 46 methadone patients died during 1981 — 9 perceat
more than in 198(
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Methadone. a synthelic narcotic, was created by
tiermian chennsta - atleviale a shortage of mor:
phine during World w « |1 Its use was hmited 1n
the U'nited States until 1986 when 4 New York
obesity rescarcher Dr Vincent Dole. began touting
methadone as 4 way to cure heroin addicts

According to I[xole s theory. methadone would
replace heroin in an addict’s body Patients would
become physically addicted to methadone. but they
could obtain the drug daily at government-moni-
tored clinies and would not have to rommit crimes
to get heroin

The addict weuld be maintained on a steady
daily dose of methadone white receiving
vounseling and job training throuzh the clinges, the
daily dose would be reduced graduaily until the

Narcotic was seen as heroin ‘cure’

During the following five years 4 growing. num-
ber of doctors began treating addicts with ..o tha-
done, ostensibly as part of research programs
Then 1n 1971, a special office 1n the Nixon White
House adopted methadone as the cornerstone of a
national drug abuse treatment program to battle a
“erime wave” caused by heroin addiction

Eventually the White House office was c¢losed
and the methadone program was turned over to
the federal burcaucraey, where it kept going and
growing and was largely ignored

“The public doesn't care very much about inelh
adone patients,” said Frank Nelson, director of
drug abuse services for the Florida Department of
Health and Rehabilitative Services “They don't
enjoy a very good repulalion. nor do they get much
syimpathy ™

pattent eventually was drug-free
—

Nixon ignored
methadone warnings

Early tests showed drug could be lethal

Political appointees 1n the Nixon
admumistration sel up the national
methalone program i the early
1970% even thaugh they had indica-
tions that the drug already had
caused hundreds of deaths and had
tailed 1o reformt most addiets

The nattons top health offiral
warned Presudent Nixon that meth
adone abuase would be impassible to
halt

My own view s thet emibarking
un 4 ndaliondl progsam of metha
done mdintenance may court po-
teniial dikaster.  wrote Elhot
Richardson then secrelary of the
t°S Iwpartment of Health kduca-
tion and Welfare 1in a March 19
1971 muwmatanduni to Nixon

Ve would he forced inte 4
pemture of pushing this progrant
wahaut the ulppert of 4 penerally
arcepted  cofsensus of  <oennfu
knewledge dand o the Lace of the
Judgments of aur professtonal ad
visers  Richardson wrote Al of

\‘l
FRIC 38-1770 - 85 - ¢
'

the professional agencies involved
are extremely wary of a greatly
expanded federal emphasis on
methadone maintenance. Their
fears must be treated with
great respect ™
But Nixon took respons.bility for
all drug abuse treatment away
from the pubhc-health establish.
ment and gave it to a new office n
the White House with specific
instructions to set up a methadone
program
The Fort Lauderdale News and
Sun:Sentinel tearned that numerous
advance warnings of methadone’s
dange.sus shortcomings includ-
ing studies by four federal agencies
were disregarded by While
House officlals
Methadone matnlenance was
new a program that could be set
up a4y evidence that the govern.
ment was doing sontething about
street erine Nixon. after all. was
up for re election in 1972, and

crime spawned by heroin addiction
was shaping up as one of the major
1ssues of his campaign

“Narcolics addiction is a major
contributor to crime The cost of
supplying a narcotic habit can
range from §30 to $100 a day,
$10,700 to $36,000 a year,” Nixon
wrote in a June 1971 message lo
Congress “Untreated addicts do
not ordinartly hold Jobs Instead
they often turn to shoplifting.
muggng. burglary. armed robbery
and so an They also support
themselves by starting other peo-
ple  young people - on drugs™

The News and Sun-Sentinel
traced the genests of the metha-
done program by examining thou-
sands of documents generated by
Nixon's Special Action Office for
Drug Abuse Prevention iSAODAP)
“Few, If any” persons outside
government have reviewed the
records, which are housed at the
Nationa! Archives 1n Washington.
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* officials «aid

The SAODAP records disclose
that there was plenty of evidence
about methadone’s shortcomings

@ A March 1971 review of drug
abuse programs operated by the
Nationa! Institute of Mental Health

a study the White House labeled
“admimistrative conhdential”
found that 41 percent of methadone
palients continued lo use heroin
and that methadone pationts were
arrested more frequently than
those in other forms of treatment

® In July 1971, top Food and
Drug Adminstration officials told
their White House counterparts
that the FDA had failed to halt
“groas problems” of methadone di-
version and “‘failed to ensure
quality control” In methadone re.
search programs

@ A confidential. 21-city study
showed that during 1972, when
methadone programs were expand-
ing rapidly. methadone was In:
volved 1n 164 deaths, twice aa
many as the previous year and 32
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percent of all narcotics vverdose
deaths in the country

Nison chose Chicago paychiatrist
Dr Jerome Jaffe to run the new
federally finranced drug abuse
treatment system.

Jaffe. who now is a professor of
psychiatry at the University of
Connecticul School of Medicine.
was a strong proponent of metha-
done the. and suil belioves the
melhadone program was a good
idea

“l don't have any second
thoughts on whother it was appro-
priate to decide that methadone
ahould be available for people who
need i1 Jaffe said In a telephone
interview.

"It was my responmbitity to
make the final decision [lo proceed
with methsdone). and | did it my
way,” he said.

Jaffe's way was single-minded.
he and others at SAODAP had little
patience wilh anyone who was not
committed to the methadone
initiatlve.

Dr Bertram Brown, who was di
rector of the Natjonal Institute of
Mental Health at the lune, came
under fire for urging a closer look
al methadone in an Oct 20, 1971,
hearing before the House Armed
Services Committee

Jaffe later wrote in a memo that
Browns lestimony “directly took
tue with either administration-
backed legislation or policy .
{and| spoke somewhat
disparagingly of methadone main-
tenance * Brown had “deliberately
undercut the President,” Jaffe
wrote

“Pressure for a panacca over-
rode the lack of scientific data,”
Brown recalled. “To argue caution
was treason.”

Another government scientist,
Dr. Barry Featoft of the National
Institutes on Neurologic Diseases,
became the subject of a SAODAP
memo after he attended an anti.
methadone meeting in Baltimore

“Dr Fealoff's negative com:
ments on the use of methadone

tee 33 director of the mew White House
office; and Ebrlichman, assistant to the
president for domestic affairs.

With Prevident Nixon st 1971 press Prevenmtioa are. from left, Egil "Bud"
conference announcing formatlun of Krogh Jr. chief assistant to Jobn D Ehr-
Npectal Action Office for Drug Abuse lichman, Dr Jerome Jaffe, Nixon's appoin-
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maintenance lend to undermine the
official policy position enunciated
by SAODAP." wrote SAODAP
Communications Officer Henry
Cox to Deputy Director Paul L.
Perito “Clearly, we can't have US
gov't personnel publicly expressing
views which are in opposition to
official policies or programs. Dr
Festoff should be reminded that as
a US government employee he
has no ‘personal’ views, but must
support official policy when he
appears on a public platform
Nizon aides felt they faced an
emergency that left no time for

.sctentific debate They were fight.

ing a heroin “epidemic

Heroin addiction “has moved
from the ghetlo o the suburbs,
from the poof to the upper middie
class,” Nixon told a June 22, 1971,
meeting of the American Medical
Association It spreads like a
plague throughout our society

In March 1971, 11.000 people
were receiving methadone — all
through research programs,
because the drug had not yet been
approved Lo treat addicts Jaffe's
plan called for expanding to 50,000
patients once the drug was ap-
proved, hut that number was sur-
passed il before then By the
start of 1973, when methadone was
cleared for use. 57.000 addicts
were enrolled in methadone treat.
ment, by January 1974, there were
108,000

Jaffv retained an interest in en-
surtng that methadone treatment
was helping drug abusers, but some
White lHouse aides envisioned the
PPOgram as a way to enhwnce the
president’s political fortunen

Assistant to the Premdent for
Domestic Affairs John Ehriichman
and his deputy Egit ‘Bud” Krogh.
to whom Jaifv reported. spoke of
benefits to “society” from the pro-

grams  moslly that crime might
recede
During the press bricfing

announcifg Jaffc s appoidtment,
Krogh. commenting on the Iistrict
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of Columbia‘'s Narcolic Treatment
Administralion program, sald:

“After a year we found that
these In high-dosage methadone .
had a marked decline In criminal
recidivism. They were able to hold
jobs, stay with their families.”

Krogh w'nat on to claim that
methadone was partly responsible
for a “correlative decrease of 532
percent” in the district's crime
rate, however, he admitted he
didn’t Rpow just how much metha-
done had to do with the decrease.

In fact. there were indications
that methadone was o more effec:
rtve in reducling crime than
aerapy which stressed abstinence
from drugs.

A March 1971 study of programs
operated by NIMH, which at the
time was treating 3,000 patients
with methadone, stated that “meth.
iidone patients are arrested no less
often [than patients in other
treatments| and apend just a8 much
time In jail "

If methadone’s effect on crime
was unciear, it was obvious that
the drug was leaving a trail of
death

In 1971, heroin was associated
with 60 deaths in the District of
Columbia compared to t7 for
methadone, during 1972, the year
that niethadone enroliment soared,
methadone contributed to 33
deaths, compared to 20 linked to
heroin. and an additional 18 deaths
webe linked to a mixture of metha-
done and heroin, according to DC
Medical Examiser Dr Jamea
Luke

Methadone casualties were not
limited to the nation's capital A
study titled “Methadone Involve-
ment 1n Narcotic Related Deaths,”
which showed that methadone had
a role 1n 22 percent of narcotics
deaths 1n 21 major cities during
1972. was completed by SAODAP’s
Systems Dtwiston 1n 1973 The re.
port, which associated methadone

with 262 deaths, also was
L under the labe] “admin.
istrative confidential

“They didnt give evidence of
methadone deaths the proper
weight because they were commit.
ted to this way of treating people,”
said Brown. now president of Hah-
nernann Liniversity in Philadelphia.
“‘Methadone was their magic
solution.”

SAODAP and other government
agencles repeatedly failed to
launch a detatled review to deter-
mine If methadone deaths could be
prevented Three proposals to
study the problem were rejected
heh;een October 1971 and Apri
173,

Steady reports of deaths and in-
juries related to methadone did
cause some dissent within
SAODAP, but the agency's offictal
poaitlon was to ignore the reports
— “studied silence,” SAODAP offi-
clal Dr Roger E. Meyer dubbed
the response in a Feb. 10, 1972,
memo — unti] Congress authorized
money for methadone maintenance
and other drug abuse treatments.

But Meyer worried the stonewall
might “backfire” and result In the
program being ‘‘discredited’ if
SAODAP took no action against
methadone abuaes ‘'Continued
silence, by Implication, tends lo
support the view that this office i3
not concerned about the quality of
therapeutic services being
offered,” his memo reads.

On March 16, SAODAP official
Dr Alan I. Green noted In a memo
that methadone deaths had reached
“scandal” proportions in Boston; he
warned that “the actual existerce
of methadone as a useful treatment
modality may be jeopardized "

But on March 21, 1972, Congress
unanimously authorized spending
nearly $200 million for drug abuse
treatment
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FDA solicited work
on drug, then OK’d it

Swift approval of methadone s a tredt
ment for narcolies addiction was assured
because the government agency that would
authorize the drug's yse had solicied (i3
development

‘The governinent got everybody to-
gether. and the government pushed {meth-
adone} through the system.” said Dr
Jerome Jaffe. an early methadone advo-
cate who directed President Nixon s
Special Action Office for Drug Abuse
Prevention

Federal law requires that the Food ang
Drug Adminwstration determine a drug 1@
“safe’ and ‘elfective " for treating a spect
fied ailment Drug companies conduct
years of tests. tirst In laboratory amimals
then in huinane

Rui after the governinent asked one
rompany to manulacture a form of metha-
done for addiction treatment 1t esempted
the company (rom some lest requirements

“The trials for methadone were not of
the grade required to get a drug ap
proved,” said Dr Jack Blaine a former
research psychiatrist with the National In-
slitute on Drug Abuse Blaine called the
testing “inadequate and incomplete ©  °

Appraval ‘was done with the knowledge
thai we didn't know effects of chronic use
of methadone but we did know addicts
were Rilling themselves with heroin.” said
Dr Edward Tocus. a pharmacologist who
heads FDA's drug abuse staff ' The
purpose of methadone was o get the
addicts off the street and maintain their
addiction su that they didn't need to steal
to get hernin or go inlo withdrawal

Jaffe said FDA received adequate study
material to justify approval af the drug
Though he conceded that some proponents
overstated the drug s benellts. he |nsisted
methadone was ellective

EHectveness] 1s a pass fail system
How effeciive v arrelevant,” Jalle said

Methadone had been 1n use as a
painkiller and cough syrup since 1947 El
Lilly and Co of [ndianapolis. was the
primary American manufacturer of the
drug. which alsn had been used to wean
addicts from hetain at the U'S  Public
Health Service Hospital 1n Lexington Ky

in 1983 “ew Yiak researchers Vineent
Duole and Mane Nyvswander vopeeived 4
new use for the drug fong terml mainte
nance of addicts on high doses to keep
them (rom using heroin Dole surmised
that addiction was 4 metabobe disorder
like diabetes giving addicts methadone he

66 We didn't know effects of
chronic use of methadone,
but we did know addicts
were killing themselves
with heroin.??

— FDA’s Dr. Edward Tocus

reasoned. waa no different than supplying
a diabetic with nsulin

Their research results, published 1n 1985
and 1966. clatmed that 85 percent of their
patients had been rehabilitated, largely
because methadone “blocked” the effects
of heroin.

Dole’s claims that addicts matntained on
methadone could get jobs and seek re-
habtlitationh were greeted with some
shepticism among drug treatment spectal-
ists, but he excited politicians.

Methadone's potential to reduce crime
first received widespread attention during
John Lindsay's 1968 campaign for re-elec:
tion as mayor of New York City. Lindsay
touted methadone maintenance as the way
to Reep the city’s estimated 200.000 heroin
addicts from stealing to feed their habits

Shortly therealter. the (ederal
government became Interested

Government documents obtained by the
Fort Lauderdale News and Sun-Sentinel
disclose that FDA officials placed the
agency in the unusual position of urging
the manufacture of a drug whose use the
agency later would have to approve

In 1969, Dr Robert Ley. commissioner
of the FDA. arranged a meeting between

Doule and = Lillv scientists to discuss
development of a form of the drug sultable

for large-scale dispensing..o addicts

In March 1970. top FDA officials
worked out a deal with Lilly to produce a
methadone tablet and to collect research
data showing that methadone would be
safe Lilly agreed to compile a New Drug
Application. a document that is the bams
for FDA approval or rejection

Lilly had done no research on
methadone’'s use as a maintenance drug.
the government arranged to have Dole and
Jaffe. then a White House consultant. sup-
ply their recards

Jafte said he was unaware of the role he
would play in the Nixon admunstration
when he agreed to provide records of pa-
tients treated at his Chicago chinie

On June 17, 1971. Nixon appointed Jaffe
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to head the new Special Action Office for
Drug Abuse Prevention (SAODAP) and set
up s national drug abuse treatment ays:
tem. During 1970. Jaffe had chaired a
presidential commission that recom-
mended a national methadone tnitiative.

Twelve days after Jaffe's appointment
to the White Kouse post, Eli Lilly submit-
ted its New Drug Appllication to FDA.
Jaffe called the timing a "coincidence.”

Instead of the results of 8 to 10 years of
tests on animals, teyts on humans, and
clinical trials that approximate actual
conditions under which the drug would be
used, Lilly's apphication contained reports
on flve years of human tesung Jaffe's
research was part of the application

“In retrospect. 1'd say that we had
enough information at the time that it was
a reasonable scientific risk to expand
methadone,” said Dr Herbert Kleber, a
Yale Uilversity professor who conducted
safety tests on methadone after the drug
was marketed.

But as early as December 1970. the Na-
ttonal Institute of Mental Health had ex-
p! concern that methadone “not be
adopted uncritically and that there be ade-
quate evaluation of all aspects

FDA had expressed some doubts in April
£971 when the agency published guidelines
for “investigational” use of the drug But
that opposition softened quickly after
Nixon endorsed a nationsl methadone
program

An FDA draft policy statement dated
Oct 20, 1971. repeated the agency's
concern that “chronic toxicity studies are

to establish the safety of such long-
term use.’ but also noted that “tn view of
the beneflts attributable to methadone and
the tremendous social problems assoclated
with narcotics problems. the Commis-
sioner of the FDA finds that 1t is not in the
public interest to withhold the drug from
the market until further studies have been
completed.”

On Nov 8. 1971, FDA officials 1n
Congressional hearings announced they
would approve methadone as soon as regu:
lations on its use could be written

There was another practical reason for
approving methadone FDA had allowed
hundreds of physicians to administer the
drug 1n so-callei “research” programs;
government records show that as early as
September 1971, FDA officlals concluded
the agency was in “potential violation™ of
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federal law bycaune few of t
phyaicians quaiified as researche,

In those “research” programy. 30,000
people had become addicted ty'methadone;
no official wanted to face t|
mass “cold turkey” withdra

"The alternative was to tell
people that thay couldn't use methadone
anymore,” Blaine said.

Before methadone won final approval,
Jaffe’s and Dole’a research came under
attack

Jaftea [llinois operation, where metha-

waa used to lreat 347 addicts, was
criticized 1n a draft General Accounting
Office report dated March i4, {972

"The lllincia Drug Abuse Program has
not evaluated either the effectiveness of
thke program overall or the ralative
effectiveness of the various treatment
approaches in terms of progress toward
the primary treatment goal.” Feads the
report.

And Dole’s original conclusions were
branded “ambiguous and exagigerated” by
San Antonto physicians James Maddux and
Charles Bowden. at the May 1572 annual
meeting of the American Psychlatric Asso-
ciaton. They churged Dole’s claims for
methadone’s effectiveness were distorted
because his studies excluded patients who
dropped out before completing treatmeat.

(thers argued that Dole's results were
based on groups of closely monitored,
highly motivated patients, the sort who
always did well in drug treatment pro-
grams They sald the government wuuld
find & ditterent story when the technique
was applted to masses of addicis. some of

-

whom woam given the choice of accept.
ing metha treatment instead of jail
tme for crimes they had committed.

The third stage of normal drug approval
trials, designed to mimie as closely aa
posaidle the conditions under which a Arug
would be used, la aupposed 1o resolve that
uncertainty. Some drugs are denied ap-
proval because FPA officiala find that
safety and effectiveneas drops
substantially in these “Phase I trials.

Mont drug abuse authorities, both inside
government and out. agree that the
effectiveness of methadone treatment de-
clined dramatically once the drug waa
available to any [lcensed phyaician willing
to apply for a government permit.

A federally aponsored atudy of long-
term effects of methadone didn't begin
until 1973. The {indings of that three.year
atudy were not published by the Nationai
Institute on Drug Abuse until 1980.

That study indicated methadone caused
"o algnificant xide effecta” in the sample
- but the rescarchera added that the-
could not “rule out [the] possibility” of side
effects, mainly because the patient sample
was relatively amall. B

"My experience has been that the meth-
adone programs have not been looked at in

‘a acientific way,” aald Dr. Jamea

Ruttenber, a medical epidemiologiat with
the federal Centers for Disease Contro, in
Atlanta.

“The people that run these programs are
not malicious. but they have no idea
whether they are doing more harm than
g90d,” he said.

Methadone: The facts

drug lor yeara

©® The federal government’s attampt to protect patienta trom poor
oare by mathadons clinics — at best & hatf-hearted eHort — has
been siashed to an all-time low during the paat two years:

©® During the past 10 years methedone, alone or in combination
with; other druga. has been esponsible [or the deatha of at least
4.417 people and has sickened 8! leaat 24,276 people 30 badly they
required hospital traaiment. At lsast 63 of tha fatalities wera unborn
children carried by methadone-uaing mothera.

® Tha leders! sgencies that sanctioned the drug’s use and
supervised ita diatribution through tax-subsidized ciinics have cols
fected masses ol information about the mathadone program but
never have analyzed the dala 1o assess the trsatment.

@ The federai government approved methadona for use without
requiring studiea of ita long-term health affecta. aven though the
proposed maintenance therapy could result in a patient taking the
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Lax controls

A REGULATORY
NIGHTMARE

cost lives

Watchdog agencies ease off

Mothadone has proved a useful
drug as dynamite has pioved & use-
ful explosive. but both must be
handled with extreme care or they
can hurt more than help
— Food and Drug Administr: tioa

pablication, September 1973

For nearly a decade. the federal
government’s attenipt o protect
inethadone patients has been half-
hearied. now. the government
ncarly has given up trying

Eiven though the number of pa-
tisnts receiving the potentially
deadly drug 1 growing, regulation
of the npation's methadone treat-
ment programs has been slashed to
an all-ime low because of budget
reductions and reluctance to spend
time on programa thay generate hit-
tle support

“The addict has no constitusncy.
no congressman that watches out
for his nterests.” said Daniel P
Hillsteom. deputy director of the
'S Food and Drug Admlnistra.
tion's Division of Methadone Mon.
itoring "Methadone monitoring 1s
a matter of priorities. and metha.
done has been losing priority in
recent years ™

The FDA Center for Drugs and
Binlogics. of which the methadone
monitoring division i3 a part. rarks
that divizlon dead last in a priority
list of functions in its propoxed
budget

FDA officials said the sgency
has never believed 'ls resocrees
should he devoted 1o inspecting
drug treatment programs and en-
suring that chnies followed agency
safeey tepubitions The regulations
ate amial  standards, far less
sten t 1han numetaus professional
nedhcal R wps have recommended
theongh the vears

Fven when FDA inspectors pegu.
larlv turned up wrious, ond re

peated, viclations of the standards.
the agency seldom took strict
action

“Altho igh there is sufficieat ovi-
dence of various c* 3 to wa.rant
closing the progratua. the FDA has
been reluctant to take atticr.”
read minutes from a White House
meeting on Feb. 27. 1973,

Government officials now claim *

they have tried to keep even the
peor programs operating. because
they feared closing them would
hurt patients and lead to increased
crime

“Taking action against 8 meth*
done program is very politicas.
sald Harold Dieter. director of the
Drug Enforcement Administra-
tion’s Bureau of Compliance in Mi.
ami “People start screaming that
the crime rate will get worse™

Tne politles revolving around
methadone is clear in other ways
“"FDA depends on inspections of
metharione treatment programs to
uwJavover violative programs.” Dr
J Richard Crout, director of the
FD 4 Bureau of Drugs. stated in
test,nony submitted to the House
Select Committee on Narcolies in
April 1978

Three years later, undes a differ.
ent administratton. the agency
drastically cut back its effert to
review clinics

In December 1981. FDA
eliminated contracts with Florida
and four other stiles to perform
surprise clinic inspections and cut
back its inspections {n other ilates
In hscal 1977, when 680 methadone
clinics were operating. 125 inspec-
tions were perfornied nationwide.
during fiscal 1902, when there
were 583 clinics. only 116 tnapec-
tions were done This year's review
schedule 18 uncertain

The FDA decision to rescind
inspection contracts has forced
some states to grgatly reduce
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monitoring. i New York state,
where more than $2,000 people are
on methadone treatment. officials
sald loas of the contract would
mean 50 percent fewer lnspections
could be made.

Before the decislion (o ellminate
inspections, the FDA had planned
to review all 14 Florida methadone

€6Taking action
against 8 methadone
program is very politi-
cal. People start
screaming that the
crime rate will get
worse.

— Harold Dieter,
of DEA's Miami bureau

programs (n 1982 Only one
s inspection was done

Hillstrom. asked if the Limited
tnspection program would be effec-
tive, said ! hope so0, but | have my
doubts.”

FDA officiala conceaed their en-
forcement efforts have decrcased
But when figures showing a 66
percent reduction in these efforts
during part of fiscal 1982 were
made public by the consumer lob-
bying group Public Citizen. FDA
officials Insisted ‘‘voluntary
compliance™ has impruved

The federal agency has yet lo
resolve the future of the inspection
program. but Hillstrom said
reviews probably will be per.
formed on a “for cause” basis on
programs the agency believes may
be violating rules He did not
specify how the agency would
learn of violatinns if no inspections
are performed
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In Floride. the state [epartment
of Heaith ani Rehabilitative Ser
vices 1a trying to pick up where the
federal imapections left off  Yet
HRS" {one 1nspector reviewed just
seven of the state’s programs dur-
ing 1982 His reviews are less thor.
ough than federal inspections
because (ewer records are chosen
tor review. and the frequency of
inspection 13 limited by the
agency's other, duties

“FDA has reduced ity efforts
drastically © said Frank Nelson.
HRS dire-tor of drug .abuse ser.
vicea In Tallahassee ~“The Inspec-
tions were stricken without a lot of
*houghi to what the consequences

Ight be -

In addition to greatly reducing
ciinic inspections, the government
bas cunsiderably watered down
some of its regulations designed to
ensure patient safery

In  Septembrr 1980 the
government rewsed rules on
testing patients (or unauthorized
drug use. allowed mere patients to
take home more doses for unsuper-
vised cottumption. and reduced re-
quirements for physician and staff
coverage al methadohe clinies

Requirements for urine tosts to
detect potentially futal drug abuse
have been reduced for miost pa
tients to cight tests a year in.tead
of one a week Many programs had
argued that the tests a4re expenstve
to perforin ana can be nacewvate

In a dual agency cpinon. the
FDA and the National [nstitute on
Drug Abuse said testing require
ments had becn revised because
weckly screvoing  may ot repre-
sent the best use of fiscal re
sources © The rubing also stated
that inaccurate test results rmight
cause clinie personnel to diseipline
patients without cause which
might advesely affect a client <
Prugress in seatne o

But sotne program difectors sdid
relaxing the requirements an
creaned the  danger ol drug aver
dose tor methadone patients
accarding to FDA retaras

The decistun 1 pase take home

restrictions was putely one of
conveniencre
The FDA originally 1mposed

tough restrictions on take home
methadone because 11 feared that
some patienls would ~ell metha-
done on the strect i given a chance
ta div so HBut the agencev ceceived

and apprised <1t Nany re
qoesly for X eplians 1o the = aes
that by 1980 nffwials relaxed the
standdards
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FEWER WATCHERS WATCHING
Year ending .
Sept. 30 Workers _Budget
1976 65 $18 milhon_
wrr . .85 . _ .. $22mion
98 __ 65 $2.4 million_
1979 57 $2 1 million
weo 3 . $15 millon_
wer %2 $15 mihon
1882 a7 $11 million
1983 18 $748,000
1984° 18 $675,000
‘PROPOSED

SOURCE: US Food and Drug Administration.

Resources devoted 10 FDA's Division of Methadone Monltoring
have declined steadily since 1978,

FDA's safety regulations have
divided methadone treatment spe-
clalists for years Some argue that
physicians., not goverament
bureaucrats. should decide when to
test urine and sllow take-home
privileges to patients Some spe-
clallsts blame restrictive regula-
tions for the failure of methadone
ehinics to rehabllitate most addicts

C‘onsequences of the casiny of
safety standards and the decline in
inspections are not clear Metha
done monitoring officials conceded
they had not even planned to evalu.
ate national U eatrient data for
1981 until the News and Sun-Sents-
nel sought the data under the
Freedom of Information Act. and
treatment statisties for 1982 have
not even heen collected from
chnies

In fact the government's effort
to collect information about all
drug abuse and treatment nation:
wide bas been crippled because
data systems have leen scaled
back drastically or eliminaved

A data hank called the Chent
Oriented Data Acquisition Process
(COD: Py formerly required fedet
ally funded treatment programs to
report pattent inforniation ranging
from Jrugs used at admission (o
reaxols for diwcharge Particr
pattal bevame voluntary an 1982,

and mare than half the treatment
units promptly dropped out. tnclud-
ing such large.volume states as
New York and California The sys-
tem is the only compilation of the
drugs that bring people mto treat-
ment — a Measure many experts
consider crucial to planning treat.
ment priorities and drug abuse
prevention campaigns

“Sure 1t bothers us.” Joscll
Gatrell, an NIDA contract officer.
satd of the changes “lIt's hard for
us to find out what i3 happering mn
drug abuse treatment

Another NIDA system called Na-
tional Drug Abuse Treatment Utili-
zation Survey (NDATUS). which
collected statistics on all types of
drug treatment programs. has been
abolished The system was the
government's only means of deter-
mining enrollment and costs of
drug abuse treainient

Finally. the Drug Enforcement
Admiristration’s Drug Abuse
Warning Network (DAWN) while
sull active. was scaled back in
1981. even though $3 6 1aillion was
appropriated to run the system
through 1984 Since 1973, the
DAWN system has compiled
statistics o drugs that kill or in
jure people 1n major metropolitan
ureas acrosk the country

1 66
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Drug has hurt, killed babies

Jennifer s 4 thin pale hittle girl who has smpaired
vision and uncontrolled eve movement Parents for
Jeanfer will need to be accepting of her delayed
develuopment and the imposabelits of predicting Jen®
nifer s furure lesel of achiesennent

South Florida adoplion ageocy
satice, (dtober 194]

Five months aftes er heeth in May 1979 Jenniler
became 4 ward of the state The fral haby was
discovered by pulice during o drug bust a1 4 comumue
nal residence where her mather had teft her
apparently for good

The dictors said she had hrain damage 4s a result
o her nmother taking oicthadone  said Kathleen
Deat a. 3dupt.un counselor for the Broward County
office of the state Department of Health and He
habilitative Services

It ok HRS otficialy untal {48t August to lind
Jennifer an adoptivee home 1 Braward  nostly
because of her handicaps her future remams uncer
lain because she was born methadone addicted.
accarding to state records

Hot at leawt Jennifer lised Since 1970, the deaths
derows the country of 88 intants or fetuses have been
hiamed on thesr imothets use af niethadone

The dea.hs anclude 20 suslhirths 18 nuscarriages
and ax fas 1 Lirth detec t~ in addition. 20 of 35 babies
who were barn prematurely jater died. and

14 premature infanls suffered a
lingering problem Three other
babtes were reported as having
non-fatal birth defects

Federal Food ind Drug Admims-
trabion officials. who are supposed
to monmitar whether drugs mar-
keted 1n the Unite] Stales are safe
and effective. were not aware of
the number of 1nfant deaths linked
to methadone until the #ort
Lauderdale News and Sun-Sentmel
discovercd them In a computer re
port on ‘“adverse reactions” (o
methadone

The report was prepared by the
FDA's Division of Drug Expertence
after the newspapers asked for the
information under the Freedom of
Information Act Though the divie
ston I8 supposed to keep track of
all drugs. of‘iuals admitted that
the data on adverse reactinns had
never before been relrieved from
the computer

The adverse 1eactions reported
to the agency range from fever to
several cases of “heart arrest " In
all. 853 reactions resulted in death
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including the 88 infants

“That does seem like an awfully
high number of deaths.” said Dr
Judith Jones. director of the drug
experience division She said the
agency never analyzed the reports
it had because “so many other
things take up our resources

By all accounts, the number of
reports filed &rossly underesti-
mates true Incidence Many reports
also contain obvious gaps. and er:
rors which have escaped detection

From January 1970 to August
1982, the FDA computer accumu.
lated 2.177 rr~orts of adverse reac-
tions to methadone - only about
ohe-third of the total reported by
clinics dispensing the drug Offi-
clals dop’t know what happened to
reports on the reat of the cases and
never tried to track them down —
and they never Jouked at Lhe
reports .hey had

The computer report also lists
only one methadone-related death
for all of 1979 and 1980. but chimcs
dispensing the drug reported 79
patient deaths related to metha-

e e - 4 e — 4

U m..xm'.n.":&ua.v.:.'

ctvere.uterstevmtmmcses

(e page from Food and Hrug Admuminire 1108 computer printout
flaueg adrerer methadone reacions reported i June 1376 shows
deaths of fine habies Prontows hots tape of reaction. a 1ount
whether the drug was 18 tablet or liquid
form bow the drug was admioistered 1'1) mesnas 1t was lakeo
orslhvi. number uf dave the patieot kad heen takung methadone.

taksn 18 miitegram:
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validity of each report

ALY grephie By GALE ENLELAP

age aad sex of the patieal, whether other drugs were lavolved.
=nd the outcome (A S staads for “alive with sequclae.” measaing
that the subject lived dut suffeced some lingering ailment) Note
al top of skeet aboul cause-and-effect celationship is ¢ suandard
FDA wecniog indicatiog that the ageocy did oot try to verify the
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dooe between (kt | 1979 and
Sept 30. 1980. alone

Division Director Jones said it s
"quite possible” that most adverse
reactions are not reported by
clinics in the first place

Other officisis estimated that as
few as $ percent are reported “In
the real world when an adverse
reaction 18 susperted. we presume
that most of the time we don't hear
about 1t saie FDA pharmacist
Carclyn Brophy

The FDA 13 supposed Lo be notl-
fied of the type of reaction. amount
of methadone a patient has been
receiving. how long the patient bad
been in treatment. age. sex. other
drugs involved. and what happened
1o the patiems But In many cases
much of this information is mixaing
or cbvisusly wrong. the FDA re.
port contains numerous entries In
which a palients age is given as
“100.7 an entry officials were un-
able to explain

The nfant dealhs also contain
omissions that make it difficuit to
asceriain what role methadone
nay have played in the case

FDA officials and nther experts
contacted by the News and Sun-
Seniinel canlioned that no firm
conclusions can he drawn from the
number of infanl deaths because
it's unknewn how muny pregnant
women used the drug without
adverse consequences

Bul Dr Loretta B Finnegan. ax.
sociate prulessor of pediatrics and
paychiatry at Thomas Jefferson
Univeraity Medical School 1n Phila-
delph-a waid the fact that 20 pre.
mature babies had died ia
“outrageous a

“We sce thess babies [born to
methadone-using mothers] every
day and we dont have thal kind of
oulcome * said My Finnegan. who
has writlen many articles for
medical journaix on treatment of
the pregnant addict

Instead she said. most newborns
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who are (reated properly can be
withdrawn from drugs grsdually
and suffer few, if any. altereffects

But “proper treatment” of ba-.
bies born with a drug de
involves an extended hospital stay
and a complex course of aftmin-
istering drugs to detoxify the
infant.

Natwnwide. methadone clinics
reported they treated 17.610 preg.
nant patients between 1973 and
1981 While nobody knows how
many children have auffered
because their mothers took metha.
done during pregnancy. FDA was
worried from the start that the
drug could endanger an upborn
chld

Guidelines the agency published
In June 1970, wben cthadone was
approved as an experimental drug,
warned researchers not to put
pregnant womeén on methadone
maintei.ance

But FDA officials soon ylelded to
pressure from niethadone advo-
cates, who argued that methadone
was prelerable to heroin even
though It was potentially danger:
ous Regulations allowing pregnant
women to enter methadone mainte-
nance were published In April t971.

That switch In signals later was
represented by methadone propon:
ents as eyidence of the drug's
safety

“It s inconceivaple that this
FDA authorization for long-term
use in pregnancy would have been
included in the FDA guidelines if
FDA deemed methadone matnte-
nance unsafe.” reads a 1971 report
by a presidential study
commisaion

FDA officials never were that
certain Since December 1972,
regulations have required that all
f{emale patients sign a consent
form certifying they have been told
that research is “inadequa.e to
guarantee” that methadone won't
“produce significant or serious side
effects™ in their babtes

Regulations also require that

clinics reduce dosages for pregnant
patients to the ‘‘lowest possible
point consistent with the welfare of
mother and child” and to report
harmful methadone reactions to
the FDA

Government officials refused to
provide a breakdown of adverse
methadetie reactions in Florida.
arguing that release of these
figures could yiolate confident!al:
tty rules The state keeps no such
statistics, and-adoption files such
as Jennifer's are permanently
sealed

Clinics in the state treated 133
pregnant prtients during 1980 and
1981, and according to FDA res-
ords orly three of those women
tried to rid themselves of all drugs
during pregnancy The rest
apparently continued to use

done

Officials of the National Institute
on Drvg Abuse said they believe
pregnant :ddicts should be
encouraged (o stop taking drugs -
but they concede that goal often is
impractical.

NIDA officials contend these
women may be better off taking
methadone under medical supervi-
xion than injecting heroin a.«d other
street drugs, which incroases the
rtsk of contracting hepatitis and
other diseases.

Dr. Edward Senay. a University
of Chicago psychiatrist and
nationally known authority on
methadone treatment. said the de.
cision to continue treatment of
pregnant women with methadone
ts a gamble. an issue on which
there are "no experts

A mother's use of methadone
during pregnancy "is an enormous
chemical assault on the fetus,”

. Senay said But forcing pregnant

addicts to widraw frnm all drugs
can prove even more dangerous to
an unborn child. Senay said

“It's a cruel bind we're caught
tn,"” he said.
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Clinics fail to prove all
new patients are hooked

“Patient 1028" was admitted to the St Lukes
Center for methadone treatment 1n June 1979 without
symploms of narcotics withdrawal She had no needle
marks on her arms. and there was no record of a
urine lest to confirm previous drug use

A [ederal Food and Drug Adminisiration inspecte.
who reviewed Patient 1028's admussion record In
Seplember 1979 cited the Miami clinic for enrolling
the patient withuut obtaining cvidence tha. she was
an addict FDA officials in Washington demanded an
esplanation

St Luke's Medical Director Joseph Albeck re
sponded It rematns possible that this patient may
have misled admitting physicuans * But the physician
noted  nn correclive actio  appears warrantied”
becduse the patient was taking a low methadone ¢ .
and trying to detoxily

¥DA officials accepted Albeck’s explanation w..u
the case of Patient 1024 was closed - even though
failure to record sufficient niedical evidence of addic-
tion 1» considerrd the most dangerous violution of
safety standaius for methadone treatment

“You don't give an addictive drug to somcone who
1» not an addict.” said Daniel P Hillstrom, deputy
director of the FDA's Division of Methadone
Munitoring tn Washington “The whole reputation of
the niecthadone Lreatment program hinges on that

A Fort lLauderdalc News and Sun-Sentinel
tnvestigation found that FDA inspectors have
criticized every clinic in Florida for fatling to docu.
ment that all patients who received methadone actu.
ally were narcotics addicts before they were
admitted to treatment

The FDA's inspectors who check only a random
sample of patient fuex a4t each chnic they visit.
reviewed B47 case filex during 81 inspections of
Fiorida clinics between 1972 and 1981 They found 98

66 The only svmptous

that vou can’t fake is

gooseflesh. ??

« Dir. Dale Llindberyg,
director of 3 clinies

f1les 116 percent that did not contain proper
documentation of addiction

"We dont ay that the patient was never an addict
because we cant conclude that ” Hillstrom said
That s what we suspect. but we can't find out
berause we were not there upon admission ™

16y

The agency claims ils random [lle selection process
constitutes a stauistically valid sample whose findings
"hold true for the entire population™ in & clinic The
procedure is the same onc used by the agency in
reviewing food-processing plants and drug companies

Projecting the inspection results to al! ¢linics in the
state during the [0 years, (.0 News and o:in-Sentinel
calculated that more th'a 1,000 people ha » heen
admitted to methadone * rceatment siner 1972 w, Yout
sufficient proof of addictinn

FDA o'ficlals declined to comment on the
projectton. tiuvgt Hillstrom calied the method used
to calculate it “reasonable * He said his agency had
“not studied undocumented admission: In a system.
atic way” and that such & review would not be
“wy thwhile *

it the treatmr :nt people | meet are serious and
want to comply with the regulations,” Hillstrom said.
“They ubhor glving & narcotic to someone who
doesn’l need 1t

Though no government agency ever has tried to
find out for sure whether large numbers of non-
addicts are able to get into methadone treatment. the
FDA long has been aware of improper admissions In
December [977. officlals from FDA and the National
Institute on Drug Abuse jointly sent to medical direc-
tors of the nation’s mcthadone programs a stern
memorandum reminding clinic doctors ©of their
responsibility to ensure that all patients actually
were addicts

That memoranduttt was co-written by NIDA's di-
rector of professional and scientilic affairs, Dr
James Conper. Yet Cooper, In an interview, hotly
denied that any non-addicts evel had been admilted
into methadone programs

While he conceded that many of the nationa pro-
grams had been cited for failing to document addic.
tion. he inxsisted that these cases involved nothing
more than the failure of a physician to sign his name
to examunation records When asked about the
Florida cases. Cooper said FDA inspectors “some-
times misinterpret” medical files.

FDA records disclose that some clinics have been-
cited repeatedly through the years for violating the
standards The citations peaked in 1975. when one 1n
three records selected were cited. and have been
declining since No data are availdable later than
December [981 because FDA phased out 1its
inspections

FDA regulations require clinic doctors to establish
that new patients are drug.dependent both at the
time of admissou .« d for at least the previous year
- by physical examinations, laboratory tests and
other means. to weed out casual drug users looking
for an inexpensive methadone “high.” or pecple buy-
18§ the drug to resell 1llegally
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The mere use of 4 adtodn dtag even 1l per e
wonternuitent cdanot e cquated wath addie Gon
FDA regulations state in part

The dixtor s findings must be documented 1n 1he
patient s recard In muost cases however any two
indtrdtors will satisfv an inspector

Guverminent doruments obtained by the News and
Sun senunel disetose that FDA admission criteria gre
far mure lenient than guvernmment consultants had
recnmmended when the pragram was sel up

A grnup of Harvard Medical Schoal doctors hired
by FIIA to advise the government fnund that thew
recommenddnions for strict adnussion requirtments
were ignared . When they obtained advabee vopies of
FDA's prupmed siandards for adnission i (x-tober
1972, the consultants fired off an angry letter do
manding that the regwlations be toughened  There s
unly one ¢riterion for phvwical dependence, that being
sigm of ahstinence  they wrnte

Frofessional medical gronps wiso has ¢ urged thite
nembers to adopt standaids giuch taugher than the
federal regulations The Amtieriean Psychiatrie Asso

vidtion s early ax 1971 «tatidd that physietans should
ahtdin ncontrovertihle medicdl gid social proof” of
narcotics dependencry mamly observation uf
withdrawal sympturms betore admuting patients

Doctors experienced in treating addicts wilth meth
adone note that aoplicants can. and sumetimes do
feign symptoms of addictivu i vrder persuate a
physician to admit them .

“The only symptom that you can’s fake Is
Ruoscllesh, “ said Dr Dale K Lindberg. medical dirce-
tor of three South Flonda clintes Lindgergs chnies
have been cited less fregoently than most other pro
granis In the state for failing to document addiction

In the end. said Krank Nelson. director of drug
abuse services Inr the Florida Department of Heaith
and Rehabihitative Services in Tallahassee, it 1\ the
clinic doctor whn must be un Ruard W avuid lething
people bluff their way in

“It 13 tncumbent upon the ¢chime doctor tu confirm
that these people are actually addicts’ before adinit
ting them. Nelson said “Most uf these dociaufs are
street-wise. but they stll can get faked aut -

States can mandate stricter controls

O
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F.en thagh the agteaa] ma-tha
dune B e tinet plegt et was et
#p by thre federad goscrtun-ant
Adte and bxd offionils have thee
POWel o atmipose sIfhater controls
on the diug s gae

Accarding o fedecsd Pood od
Drog Adinaiists o8 ca sstloplome
reguiatioes  afe agene sy o st h
state s designated o hanfice
talters relating ta methadone  In
Flonda that adency v the
Depattiment of Heahth «nd K
Rabtitative Services

viewed Florida methadune pro
Rrams to determine whether
strister contruls are needed
ther parts of the country.
thaugh. have pled for a hard line
For example. Boston banned the
sale of “take-home™ inethadnne
duses in the mid 1970x after
reports of pemerous overdose
deaths associated with the drug
Crity officials refused to provide
money for methadene programs
untess clinies halted takenut sales
More recently. New Yark law

grams. said legislative aide Rick
Spaulding

But a 1981 evaluation by the
New York Legtslative Comnussion
on kExpenditure Review led to
promises of corrections, partcu-
larly a crackdown on take-home
sales As a result of the evaluation,
programs require a physician tn
review the nced for take home
privileges every six nionths

“They agreed to cul down on
take-homes That repart got the
agency tu shape up.” said Assem-

The stuates most enbirer FHA S

numntil  standacds byt ran en
sl tungher prgulatieets  Licenses Hecause
nf progt.ens fasling teosanpls with methadone

stite stamlards can be revaned
RIS athenads nesir hase re

Thousands of teens

Fuood Lind Drug Awtministration offunals permitted
methadone clines ta enroll & least 2 423 hifdren
vounger than 18 vven though the agency s own regu
latinns state " Safety and effectivencss of methadnne
when aed in the treatment of adolescents has not
been proven by adequate chinncal study

The fmissions wocurred hetween 19771 and 1976
wrotdug e FHIA recornds abtained by the Fort
Fawdierdate vews and Sun Sentinel FDHA alter 1975
stappwed sepnring cliies e teport patents ARPS

The recerds hased an geports submitted by« innes
Miew that 84 miethadone maintenanc e admissinns
were sounger than 1[4 and 993 were ages 14 nr 15
The renamier e fisted as ages 16 ur 17

makers demanded
olation of that state s programs

lawmakers believed
14 the best treatment
we  have at the moment,
was htite talk of ending the pro-

tighter reg blyman Arthur J Kremer, vice
chairman of the expenditure re-
view committee “We didn't want
to do away with tle program. but

there we wanted it to be belter run °

admitted

The enrollment of the 637 children yuunger than 16
occurred 1n direct violation of FDA regulations.
which 1n December 1972 harred these minors from
recewing methadonc maintenance Those same regu-
lattons permutted enrnilment of clients between 16
and 18 years nid provided parents gave their consent

FDA records do nat specily whether the minurs
enrvlled between 1973 and 1976 met these criteria
Throtigh the years. FDA officials have been hiberal in
Kranting exceptions to most ageney standards

FA since hax changed it regulations In Nuvem-
bee 1980 the regulatinns were modified to permtt
admisswn of those vounger than 16 so lung as “prior
approval” has been ubtained from F[A

17y
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inic inspections

result in citations

Methadone chinica 1n Florida have heen
visited by lederal inspectors 81 times since
1972. two-thirds of Lhose inspections
resulted In citations for serious violations
of salety standards ’

- lnspectors ran de.ailed checks on the
files of 847 patients and uncnvered 732

. violations ranging from faulty record-
keeping to [slure to uocument that a
pattent was 1n fact addicted Failure to
document addiction I8 considered the most
serious violation because methadone itself
18 3n addictive narcotic

Some samples [rom the inspectors’
reports

@ A February 198] 1inspection of Opera-
tion PAR 1n St Petersburg showed that
two of 13 patients reviewed were admitted
“without sbjective evidence of current
dependense on opates " One patient had a
iotter from his wile clainung addictiun,
hul po symptoms of drug dependence were
recorded

@ Lurin; a (974 invpetion of the
DAACO Clemotreatment Program n
Tsmpa, prugram physician William W
Andrews toid the FDA reviewer that he
“sometime: * admitted patients based upon

their stated history of diuy use and his
“gut feefing” about their sincerity.

@ In 1975, the staff of the Community
Mental Health Center of Escambia County
in Pensacola told an inspector that out:
reach workers or street informers were
consulied to determine if a patient was a
herotn user.

From (972 through 1978. Inspectors
criticized the clinics heavily. In 1975, the
worst year. 182 violations were found in
108 patient [iles reviewed

In the mid-1970s three clinics  the 8t
Luke's Center and Jackson Memorial Hos-
pital Center in Miaml, and the Jackson:
vilte Drug Abuse program - were
threatened with beir.g closed.

In 1973 and 1974, St. Luke's Center re-
ceived "10-day letters.” warnings that the
Food and Drug Administration would re-
voke the clinic’s license within 10 days

The clinlc at Jackson Memorial Hospi-
tal, which operated from 1949 to 1978, was
cited for failure to document addiction in
alx of 13 files reviewed in 1974 In a
letter to FDA oflicials in Washington four
months after one Inspection, program
sponsor Charles Lincoln claimed the

inspector had overlooked the information
because the program physician‘s handwrit-
ing was “extremely dilficult to read.”

The Jacksonville Drug Abuse Program
could not document addlction In 14 of 16
files reviewed during 1975. but the threat
to close the program came in 1977 after
an lnspector found that a physiclian was on
duty only 12 hours a week. The clinic was
ordered to stop accepting new patients
unttl operators could arrange to have a
doctor spend more time there

Each time. clinic operators promised
to mend their ways, and each time FDA
took no further action

No Fiorids clini¢ ever has been closed
for violating safety standards

The clinics’ records have improved
significantly slnce 1978, when [nspectors
checked 106 flles and uncovered 126
violations. . .

In 1979. Inspections turned up 70
violations in 122 files. 1n 1980. 133 [iles
reviewed contained 86 violations. and in
1981. 128 files revealed 64 violations —
the best record In the past 10 years.

Pioneer Fla. clinic
had its troubles

Florida's fiest

methadone

the Fort Lauderdale News and
Sun-Sentinel show that soon alter

In July 1989, four agents of the
Bureau of Naurcotics and Danger:

chiptc wdat st up n Miam 1n
March 1969 by Ber Sheppard. pe-  Sheppsrd began tresting drug
diatrwerna. frme, judge Dade  abusers. he established a rep-

County School Hoarc president
and philanthrapist

{d hike to be remembered as 2
guy who tried to help people, " he
told an 1Merviewer 1n 1971

Sheppard who retired as
sedical dicectar af the St Luke's
Center 1r 1978 died last vear

How many people were helped
during the nine years the aflable
phvsician spent dispensing metha.
done s dilficuit to deternune

Hut federal records vblained by

Aruitoxt provided by Eic:

utation for writing p: escriplions
for any drug a user wanted
Within three years, Sheppard’s
program was listed 1n government
documents as among the ‘“‘most
violative” clinics 1n America

Some offictals urged that
Sheppard’s clime be shut down,
but neither the Justice Depart.
ment nor federal regulatory agen:
cies ever took decisive action
despite repeated reports of
violalions ol salety standard-

ec 174

ous Drugs (now the Drug Enforce-
ment Administration) “enrolled in
Dr. Sheppard'a program and pur:
chased 18 prescriptions for metha-
done.” Though methadone was
supposed to be glven only to medi-
cally screened narcotics addicts.
“at no time were any physical
esaminations given wnv of the
agents,” according to documents

During the investiga‘ion.
“several ccmplaints were re-
ceived [by BNDD] from parents
and relatives ol persons who have
uted of methadone overdoses due
to overprescription and first-time
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prescriptions to non-addicts ' at
Sheppard's clinic, records state

The agents recommended pros-
ecution. but stated “All efforts
for prosecution were met with
segative results because U'S  At-
lorney {William| Meadows [in Mi-
ami! declined to prosecule the
case.” according to BNDD
records

Meaduws, now a Miam lawyer.
siid he felt the case against
8heppard was weak hecause 1t
was “‘difficult to prove criminal
intent * He recalled Sheppard as a
dedicated physician with an “ex.
cellent repulation, “who
belped a lot of people with heroin
problems

Sheppard closed his facility 1n
August 1989, largely because of
pressure ltom federal authorities
and his sponsor. the t'atholic Ser-
vices Bureau

But less than a year later
Sheppard reopened as a fully Ii-
censed melhadone mairtenance
clinic, again sponsored by the
Catholic Archdiocese of Miami It
was called the St Luke's Center,
al 125 SW 30th Court in Miam:

In 1972, Food and Drug Admin:
iatration ollicials began 1nspecting
the nation's methadone clinies to
check 1f they were abiding by
federal safety regulalions
Sheppard's clinic wasn't

In 1972 alone

® BNDD igents found 1n Febru-
ary that the chin s mMetiaa. o
was only half . potenc as
Sheppard stated 1t was The viola
tion i3 extremely serious because
patients lransferring to another
clinic could die from an overdose

® The FDA threatened 10 close
the clinic within 10 days alter an
April inspection found numerous
violations The inspector found the
chinie had no records on some pa-
tients and reported ninding “four
emply take home bottles win the
[patient] names scratched off” dis-
carded on the grounds Nteppard
promised correctivns  the chinie
remained o},-

@ BNDD agents in August 7 -und
ux violations of standarus requir
1ng that cbinies ke=p tight controls
over methadone Agents recom
mended that Sheppard s <linie be

- 20. 1973, ranked the St
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Ben Sheppard, an
affable pediatrician
well-known in Dade
County, established
South Florida's first
methadone treatment
facility. Within three
yvears, the St. Luke's
(‘enter, where Shep-
pard served as med-
ical director, was
listed among the
“most violative” meth-
adone clinics in the
United States.

closed, no action was taken.

@ An FDA inspector ,tem-
ber noted \wo recent drug-over-
dose deaths in which non-patients
had died wtth a bottle of metha.
done dupensed by St Lukes “In
their presence ' Quoting from
clinic records, the 1nspector poted
that “two St Luke s pattents no
longer in the program were sus-
pected of these diversions *

A BNDD document dated Jan
Luke's
Center e1ghth “1n orde .. signifi-
cance” on a s of |3 clinics na
tionwide : 5l 3 beyond asasistance
either due to attitude. criminal in-
tent or profit motivatinn ™

Others on the list include
doctor 1n the Bronx whe m.
$3.000 a day diapensing metha
one through a slot in his office
door to anyone with the money. ¢
Tucson, Ariz . physician who alleg-
2dly prescribed methadone 1n
“any amount according to the pa-
tient's ability to pay” and wheae
dispensing praclices weie “the
cause of 11 overdose deaihs,” and
a2 New Mexico progra:n whose di-
rector ‘vas arrested on charges of
selling neroin and suspected of us-
ing lederal money to buy heroin in
Mexico

Between (973 and 1978. FDA
officials twice threatened to close
the St Luke’'s Center. but repeated
warnings failed to halt what ofli-
clals called ‘objectionable™ prac
tices ranging from failure to

document that all paticnts were
addicts to allowing too many take-
hotme doses

“We have probiems deciding
whether to clog: a program down
if it Is improving.” said Daniel P
Hillstrom, deputy director of the
FDA Division of Mecthadone
Monitoring ““These programs are
an aid to the community Maybe
soie of them should be closed.
but that is a dridtic action ™

Monsignor Bryan W Ish. execu-
tive director of the Catholic Ser.
vices Bureau since 1975, said most
{ the center’s problems with
government regulators stemmed
from aloppy retccrd-keeping, a
situation he 1nsisted has been
cotrected

“Dr Sheppard had a great
disdain for bureaucrats He de-
apised them,” Walsh said “He just
felt that record-keeping was an
unnecessary evil

Walsh satd the cenler corrected
all de{ciencies after Sheppard's
retirement in September [978.
currently, he said. the program 1x
“very good

The first three federal inspec
tions of tF “nic after Sheppard's
retiremen .alted in more find.
ings of “significant deviations”
from FDA standards. records
show However the most recent
review. comp. ted in April 1981,
indicated the clinlc  was
s ibstantially 1n conipliance with
the regulations
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Urine lests, which can reveal whether a
patient has been using heroin or other
nnauthorized drugs while recelving metha-
done, have been all but abandoned by
, federal officials.

The first goal of methadone treatinent is
to halt heroin use. sc thase tests can signal
if the therapy s not working. The tests
also van warn If a patient is abusing more
than one drug, which can be fatal

“Obviously. one of the goals of urlne
testing is to prevent the patient f.om
hurting himself,” satd Richard Harrington.
director of the Comprehensive Drug Abuse
Program for Dade County. which operates
two methadone clidlcs.

But urine tests are an expense and occa-
slonally an embdarrassment to clinfcs.
Some clinics have found that nearly half
their patients continued to use heraln
while receiving methadone. *

Rased on government records, the Fort
Lauderdale News and Sun-Sentinel
calculated that from 1974 through 1978,
277 percent of samples tested nationwide
showed the presence of hervin along with
methadone

The record of Florida clinics overall
was about the same - 28 percent of the
tesls showed that patients continued to use
oth-* opiates while receiving methadone
In 1975. however. 40 percent or more of
the patients at three clinics tested positive
for unauthorized drug use the Bruward
Methadone Malntenance Rehabilitation
and Research Facility in Hollywood, 41
percent. Operation PAR in St Petersburg.
40 percent. and the Methadone Treatment
Center in Jacksonville, 35 percent.

The US Food and Drug Administration
collected the urine test reports from the
clinics. but no one had ever analyzed the
numbers to see how well methadone treat-
ment was working

in 1976. the federal government stopped
collecting information from clinics cn test
results. and 1n 1980 government officials
drastically reduced the frequency of re-
quired testx from o. ¢ a week to eight
times & year

Harrington's publicly funded programs
test the urine of most patiedls once a
munth despite the edased regulations, he
g

173

Becau a test data no longer are col
lected. federal officlals have no way to
deterinine the effect of relaxing the test
requirements. But statistics collected by
New York state, which treata about 40
percent of the nation's methadone patients.
show that combined drug abuse by patients
remaias a problem.

Usine test results demonstrate that one
of the major arguments used to sell the
methadone maintenance theory was not
entirely accurate.

New York physician Vincent Do~ helped
win support for his concept of methadone
maintenance in the late 19608 when he
clalmed methadons set up a pharmacologi-
cal block against heroin use. Once a
patient was stadilized on methadone. he no
loager would crave heroin, Dole sald.

In a recent interview. Dole conceded
that many methadone patients abuse her-
oin and other drugs while in treatment
But he Insisted that the incidance is*
highest in programs that place patlents on
low doses — 40 milligrams a day or less
— for fear of overmedicating them.

“Most of the programs that are running
fow doses on ideological grounds have poor
records,” said Dole. senior physiclan at
Rockefeller University in Manhattan, a re-
secrch institution.

Dole offered no evidence to aubstantiate
that assertion

New York City methadone programs -
which are considered relatively high-dose
programs -~ have reported a dramatic
increase since 1978 In the number of pa-
tients abusing heroin while in the nrogram

In 1978. the New York Cii, .rograms
reported that 13 ¢ percent of their patients
tested positive for heroin. The .igure
reached 23 percent in 1931, state officials
claimed that ar influx of “high-quality’
heroin was “tempting otherwise successful
patients.”

Dole concedes that methadone does not
steer patients away from using
tranquilizers. which combine with metha.
done to cause many overdose deaths
Curbing abuse of tranquilizers. he satd.
requires “diligent. compassionate and vigi
lant care

]
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FLORIDA'S METHADONE PROSLEM
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‘Cure’ most deadly
drug- in Broward

Paramedics found George
Blumberg s body sprawled on the
sofa 1n hix Fort lLauderdale apart.
ment. bloody foam thickening
around his nose and mouth and a
half-ampty botlle of methadone
nearby

Methadone 4 synthetic narcotic
once touled as @ savior for addicts
of heroin or other uvpiates. didn't
help curb Blumberg's craving for
¢ ¢r drugs

ft helped Wil him

Hlumberg was one of 29 rest-
den's ol Dade and Hroward coun.
ties whose dealhs In 1980 and 198)
from accidental drug overdose
were blamed at least in part on
methadone In the same two years
heroin and other narcotics the
drugs methadone 1s intended to
combat were linked to only 13
deaths

By contrast New York (ity.
America ® heroin and melthadone
capttal. cnnsistently has reported
heroin related deaths to be three
times to four times more ftequent
than those {inked to methadone

“This 1s outrageous and stupid 1n
a community hike ours,” Dr Ron-
ald Wright. Broward's chief
medical examiner said when told
of the Fort fauderdale News and
Sun Sentinels lindings  “We don't
have 4 herovin probleni. we have a
meuthadone problem -

South Florida s methadone death
toll 1s “unique. said Joseph Mur
phy who measures drug abuse
deaths for the Drug Enforcement
Adminixtration in Washington

There 18 an 1nordinate amoynt
of deaths related to methadone {in
South Florida) compared to heroin
It should be & guide to further
investigation  Murphy said

Some of the dead got ther fatal
duses af nuethadone 1llegally.
through a thriving black muarkel
fueled hy Lax contrals on the drug
dis'ribution othess like Bluniberg
Rot it at one of the aine clhnies 1n
South Florida

t 8 Food gad Drug Adnunistea
il don urnents show that deaths of

methadone-clinic patients have
soired In Florida in recent years

Methadone:
The tacts

@ Mathadone was at least a
partial cause of 29 drug over-
dose deatha 1n Soulh Flonda

duning 1980 and 1981 twice
aa many deaths as attributed 1o
heroin and other narcotics

@ That death toll includes 15

done cinic pat 10

percent of reported fatalities na-
tiohwide dunng those two yvars
Only 2 percent o! methadone
patients nationwide are enrolied
in Flonda clinics

@ During the past 10 years
methadone. alone of mixed with
other drugs. has been respons:-
bie for tha deaths of at least
4 417 people nationwide

@ The tederal agencies 1hal
sanctioned the drug s use have
coilected massas of inlormation
about the methadone program
but never analyzed the daa

Two methadone-related patient
deaths were reported n 1978, three
1n 1979, the repa ted toll jumped to
eight 1n 1980. aid the New> and
Sun-Sentine! lea-ned of a ninth
patient death in M ami1 during 1980
that was not rosorted to the
government
The eight reporti 1 1980 Florida
deaths constitute 1y [ percent of
the nationwide total ¢* 79 that year
even though Flo.ida chintes
treated only about 21 ocrcent of
the country s inethadone patients
In 1981 the Florida chnies re
ported seven patient deaths &
percent of the nationwide lotal of
86. that vear the climes treated
about 25 per-.ae o the patients
nationwige
All but one of the patient deaths
during the twi vears occurred n
South Florida
Florida v upsurge 1in methadone
patient deaths was  called
wncredible  hy De James Cooper
director of the [avision ol Medoal
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and Professional Affairs for the
National Institute on Drug Abuse
(NIDA), which oversees the metha-
done program alongside F'DA

“That is something that should
be looked at.” Cooper said

Officlals of the FDA’s Diviston of
Methadone Monitoring. which is re-
aporalble for regulating trealment
centers, said lhey weore unaware of
the increase in patient deaths, even
though the division had in Its files
reports from the clinics listing the
deaths.

"We don't have the stalf to eval-
uate these documents,” aaid Dantel
P Hillstrom, deputy director of the
methadone monitoring division

Cooper and other governmeni of-
ficials Insixt that methadone i3 a
“lifesaving” treatment for addicis
— even though some patients die in
therapy

"There are casualties in every
type of [medicall treatment,” Coop-
er said “"lt's terrible on the [pa-
tient’s] family but the cost is
relative We know we have people
who are not cured [by methadone).
We never thought we would cure
everybody "

George Blumberg was one
patient who was not cured

On Feb 20. 1981. a Saturday.
Blumberg drove to the Pompano
Methadone Treatment Center in
Pompano Beach for his daily meth
adone He also paid $5 for a second
bottle of the hiquid. which he was
aupposed to take at home on Sun-
day. when the clintc was closed

Methadone 15 supposed to elimi-
nate an addict’s craving for nar-
cotie drugs. but often 1t does not
And 1f methadone 1s combined with
non-narcotic drugs  the abuser's
methed of choice even small
doses can lcad to death

Blumberg bought three pills of
dilaudid. another potent narcotye
sometimes dissolved and injected
by addicts unable to procurc her-
oin. at a bar west of Fort
Lauderdale several hours after he
left the clime. according to Fort
Lauderdale police records
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66 This is outrageous
and stupid ir a com-
munity like ours. We
don't have a heroin
problem, we have a
methadone problem,??
— Dr. Ronald Wright,

Broward County

medical examiner

17,

He took the pills at home and
apparently drank some of hix Sun
day methadone a day early

Blutiberg s girlfriend. who went
‘with him (u the bar. called
paranmedics just before 10 pm
when she couldnt wake him

The reacue workers found
Blumberg dead Blood and foam
were clotting over his nose and
tnouth. a sIgn that a drug overdose
had caused his lungs to fill with
flurd

A half empty methadone bottle
bearing Blumberg's name was the
only evidence of drugs found at the
scene  tests showed methadone.
dilaudid and diazepam. a sedative
suld undur the trade name Vahum,
1n his hexly

Medical Exanuner Wright ruled
that methadone and ditaudid
intoxication’ kitied Blurnberg who
at 32 had a «tring of arrests for
iliegal possession of drugs and for
other offenses dating to 1969

A precise  measure  of
niethadone s prominence 1n Florida
drug overdos® deaths through the
yuedrs 18 virtually impossible to es
tablish because of wide gaps 1n
record keeplng

Ta spare tannly memhers
emharrassment. mast police agen
cles traditionally have declined to
publteize drug averdose deaths. and
few medical examiners catalogue
these dealhs separately

lo Palr Beac)) County and 1n
Jacksonville, where methadens
climes aise operate. teenfd Kee ang
procedures have heen sa lax that
officials cannol spol drug  ahuse
trends The Palm Beach County
medical cxaminer recently re
aghed ander fire fram stdte affy
clals who found his records 0
disorder Medwal examiners 0

Tampd. St Petersburg and Pensa-
cola. where methadone clinics
operate, said methadone-related
deaths 1n their jurisdictions are
rare

Many Hroward County records
before 1980 either cannot be
located or ate 20 sketchy that they
are of little value 1n compiling
statistics When Wright took over
as Broward's chief medical exam
wner 1n 1980, he modernized the
revord keeping system

The Dade County Medical Kxam
wner's Office 18 the only one 1n
Florida that since 1974 has re-
ported drug overdore deaths to the
DEA's tracking system. the Drug
Abuse Warning Network (DAWN)

The FDA. which relies on clinics
to report deaths and other pattent
reactions caused by methadone.
never hax ¢ollected stalistics on
methadone related deaths of non-
patients

FDA officials concede they have
lost the «linics’ reports from
Florida programns for at least the
years 1976 and 1977 and at least
one death 1n 1980 never was re
ported to the agency

The deaths of chinie patients
make up only about half the deaths
associ.t d  with dabusxe of
methadone

The rest apparently obtained
methadone from fricnds enrolled 1n
the programs or bought the nar-
cotic ilegally through a largely
overlooked black market

“Mecthadone 1s availahle on the
strevts.” said Clyde McCoy. a psy-
chalugist at the t'niversity of Mi
ami who has studied drug ahuse
trends  “Sonte [drug ahusers| pre
fer (t to strect d° ags because they
are usually assured of 1ts qQuahty
and consisteney *
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Drugs found in Reyburn Roulston Jr.'s apartment included prescribed methadone, in foreground.

Drug orgy cost man his life

Hevhura Roulston 1 (orinerls
v Dede 1t onhiter was g v e
vatph - methadune patient
whe e T g siorgashand of
drugs

Haulston 12 had heen g patient
at the Hrowand Methadone \Mainte
nanev Hehabratior and Research
Fabhir, an Hothwoad Hut duning
the wrek of 01 20 98 e
[T RY (3 ST NN RTRTERH T ANT AN (1Y
movag e hgduae e ecorened
fropp the o e amd ety he ok
tamed rliswewhrre

When has farher found hier bang

on the kitchen floor of his Holly
wnod dpartment. Roulston had
been dead Inr soveral days Cause
of death was culed accidental
combined drug pmsoning.” based
on toxicology tests showing metha
dune. an unspectfied anty
depressant drug and a small
amount of alcohul 1n his body
The evidence Toom at the county
nintgue still hatds 1he 42 bottles of
legally prewnibed  medicines an
cludtng ane full bottle of methg
done and vz empties found a0
Roulston ~ apartment A handful ot

pills was found in the dead man's
pants puck t

The prescriptiun buttles hear o
variety of names. suggesting that
Roulston was seeing several
doctors under assumed names or
had traded pills with his friends

In any rate Roulston stockpiled
4 vast array of addictive and com-
monly abused drugs while attend
ing the methadone program His
pitts included medications intended
tn relieve depression o indure
deep o help 1o weight loss and Lo
vase pain
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Dilaudid:
The Florida habit

On the streets of South Florida. where heroin
often ix scarce. narcotics abusers go looking for
by

Dilaudid. an addictive painkiling pill which
can be crushed. dissolved and Injected. selis for
a3 much as $50 a pill on the street

Nationwide, four of ®very five narcotics
addicls admitted to treatment are hooked on
heroin [n Florida. where drug tralfickers con.

centrate on cocaine. methaquaione and mari. -

Juana from South America rather than on
heroin. jJust more than haif the patients are
heroin addicts. most of the rest, particularly in
Soutk Florida, are dependent on dilaudid

“I would say that eight of 10 admlissions into
methadone (reatment are for abuse of
dilaudids.” said Shirley Stone, a consultant to
drug abuse treatment programs and former
nursing direetor at the Broward Methadone
Maintensnce Rescarch and Rebhabilltation Fa-
ity 1n Hollywood

Dilaudid sometimes 1s stolen from
pharmacies. but the vast majority 1s dispensed
tegally. often by a small number of area
physiclans who prescribe the drug either out of
ignorance or lor praofit

Drug Enforcement Adminiatration ligures
show Florida ranked third in the nauon in legal
dilaudid sales during 1981. a slight decrcase
from previous years Nearly 7 million

milligrams of the drug was dispensed legally In |

the same period no more than 135.000

milligrams was reporied stolen statewide.
mostly from night break-ins at pharmactes.

“We have advised our members to be more
Judicious in writing prescriptions for dilaudid,”
sald Dr Robert Johnson, director of the Florida
Medical Assoclation's Committee on Drug
Abuse. It is obvious that the drug has not been
used [by patlents] in the way doctors feel it has
been used

State licensing authorities also say they are
getting tough on the handful of doctors responsi-
ble for placing enormous quantities of dilaudid
on the streets.

In early June, the Florida Board of Medical
Examiners revoked the license of Dr Jose A
Torres. a Pompano Beach general practitioner
charged with writing hundreds of dilaudid
prescriptions that were not “medically justi-
fied” for known drug abusers. One patient was
prescribed 825 of the pills during a two-month
perlod tn 1981,

In another case, Dr. Elias Matos. of Miamu.
surrendered Ris medical licenze last September
alter state officlais charged him with
improperly prescribing more than 12.000
dilaudid tablets during six months in 1980

“We consider [cracking down gn imprope:
prescribing) an important part of our reguliatory
authority.” said Diana Hull of the state
Department of Professional Regulation.

1980 1981
::roin g Z SOURCE: Toxicology reparts,
E ‘s OHice.
Morphine 0 1 Broward County Medical Examiner's Office
Dilaudid (painkiller) 1 1
Diszepam (Valium) 2 2
Methaqualone (Quaaiudes) 5 7
5 7
Barbiturates (sedatives) 1 5
m‘.‘ (peinkilier) ! 1 Chart shows the number of times
Meliaril (anti-depressant) 1 0 each drug was found in the
Diisntin (seizure control) . 1 o bodies of victims of accidental
Benzodiszepene (anti-anxiety) 0 3 overdoses durizg 1980 and 1981
Phencyclidine (PCP) 0 1 in Broward C~unty. Most of the
Amiriptyline (anti-depressant) 0 1 11 deaths in 1980 and the 22 io
1981 Involved several drugs.
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METHADONE CLINICS IN FLORIDA

Rere is 2 list of methadone maintenance clinics operating in
Florida and patient enroliment as of the most recent report. Dec

31, 1981 N

SROWARD COUNTY

® Broward Methadone Maintenance Rehabilitation and Re-
search Facillty. 1101 8 21at Ave, Hollywood For-profit Medical
Directors Dale K Lindberg and Melivin Stonc 380 patients

@ Pompsno Mathadone Treatment Center. 380 SW I2th Ave.
Pompano Reach For-profit Medical Directors Dale K Lindberg
and Joseph Dorsey 162 patient.. )

DADE

@ Comprebensive Paychiatric Ceater North, §38 NW 183rd §1.
Miami For-profit Medical Director Roberto Ruiz 73 patients

® Comprebentive Psychintric Cester Sonth. 9735 SW i76Lh St
Miam: For-profit Medical Director Roberto Ruiz 85 patients

® Metropolitan Dade County Model Cities Treatmieat Ceater.
2300 NW 42nd St. Miami Government-funded Medical Director
Pilar Trueba 124 patients

@ Metropolitan Dede Cosaty Ceatral Treatment Center. 1600
NW Third Ave. Miami Government-funded Medical Direclor
Pilar Trueba 280 patients

@ St. Luke's Center. 3200 NW Scventh St, Mianu Non-profit.
sponsored by the Archdiocese of Miami Medical Director Burton
Goldatein 270 patlents

® Veteraas Administration Ajcobol and Drag Depeadeace
(uipatieat Umit, 900 NW Scventh Ave, Miami Government-
funded Medical Outpatient Director Dr. Hugo Rosen 49 patients

® River Reach Haman Services Inc., Methadone Treatment
Ceater. 1025 Rosselle St. Jacksonville Government.funded
Medical Director Dr Joseph Deatsch 54 patients

©® Lakeview C'enter Deng Cosnscling Service. 1221 W Lakeview
Ave, Pensacola Goveinment-funded Medical Direclor Dr
Leopold Villanueva 32 patients

” HILLBBOROUGH COUNTY

® Drag Abzae Comprebensive Coordipation Office
Uhemotreatment Program. 1901 N Howard Ave. Tampa
Government-funded Medical Dircctor Willtam W Andrews 78
patients

® Thee Door Methadone Treatment Program. 100 W Columbta
St. Orlando Government-funded Medical Director Dr Daniel
Golwyn 83 patients

PALM BEACH COUNTY .

® Palm Beach Treatment Center. 2501 Bristol Drive, West
Paim Beach For-profit Medical Directors Dale K Lindberg and
Melvin Stone {80 patients

® Operation PAR. 2400 Ninth §t South 5t Pelersburg
Government-funded Medical Directsr Dr Joh. § Fhnt 94
patients
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€6 It may have been the case that a death
was not followed up., Sometimes we don't
know why patients don't come to the clinic
any longer. ??

R
— Richard Harrington,
Dadb "ounty methadone rdministrator
Dade patient’s death unreported
Jorge Fernandez was seen Methadone treatment clinics  methadone clinic under his su:
bar.ging his head against tele- are supposed (o report any pa-  pervision for failing to find out
phone poles shurtly after he left tient's death to the Food and  what happens to natients who
a counseling session at the Drug Administration within two  suddenly diaagppear from
Model Uilies 1reatment Jetiter weeks. but Fernandez's death  treatment.
in Mlami. where he received  never was reported. His death "
methadone treatments is not counted among the 79 Tt may have been the case
fatalities in 1980 attributed at Mt & death was not lollowed
Fernandez, 27, died that day, leaat in part to methudone up.” he said, "Sometimes we
April 30, 1980 of multiple drug ea pa don't know why patients don’t
intoxi—ation. according to Dade Richard Harrington. the  oome to the clinlc any longer ~
County Medical Examiner's Of. sdministrator who overseres
fice and Miam1 Beach police Dade County's methadone pro- FDA officials concede that
records Clinic officiiis grams, declined to comment o~ generally they have no way of
appdrently never bhothered to Fernandez's death. citing Xnowing whether methadone
find out what happened to the patient conftdentiality But he  clinics are accurately reporting
Hialeal resident when he didn't conceded ‘hat FDA officials re.  ¢eaths and other adverse reac:
teturn tor treatment cently criticized another Dade  tions to methadone.
i . .
Heoroin again on the upswin~
Fut reasons nobedy can readily explain, heroin comes and goe
In the late 1960s. fear of a heroin “epidemic” wracked the nation 4
led to the creation of the national methadone program
Hut by the mid-1970s, heroin became harder to get, and drug dealers
diluted whal thes sold to keep their profits up Government statistics
reflect & steady decrease 1n deaths and he-pital emergency-roo:n visits
Linked to heroin. both 1n South Flor'# .nd natiunwide. through th. late
1970w
But . e early 1980 " (oin-related injurtes began increas.ng again,
particularly 1= “.urtheastern cities Officials be’' ve the new flow of
Rerain 1+ Les from (ran. Afghanistan and Pakis.an
Some government ofticials believe intensified international drug:
enforcement efforts account for the periodic declines, others say lessen:
it.g domand 18 the reason
But no one knows for sure
Q
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Private clinics are
booming, earn millions
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n the east ude of the ratlrosd tracks
along [nxte Highway n Hollywnod  the
methadote business s bootming quretly

We dont even have & sign on our door.”
waid I Dale K Lindberg. medical director
of the Braward Methadone Maintenance
Rehabilitation and Revearch Facility “Qur
clients aren't proud of coming here

P'roud or not hundreds of drug abusers
floek to the unmarked storefrant and to
Lindberg s affiliated clintes 0 Fompana
Beach and West Pali Beach to buy $5
dasly duses ol methadone

The "hree privately uwned chinies the
only sources of methadone therapy n the
twua countiea grossed $1,096.,000 in 1979,
the enly year the clinis reported finances
tes the National Institute on Drug Abuse

The Hollvwaoud clinie. operated by
general pra ttioner Landberg and cardioln
Rist Dr Melvin Stune  repe rted  gross re
ceipts from client fecs nf $508.000 the
Pompano Methadone Treatment Center.
run by landhery and Dr  Joseph Dorsey
reported $rwt i and the Palm Beach
Tredinent Uenter  directed by Lindherg
and Store reported $240 000

Nationwide  most methadone clinies are
supported by tax dullars  tax-supported
clinies are paud <heut 81 700 per patient per
year hy the federal government

In Sou t Florida. privatty awned profil-

4
-~y .
oy

o o ameidilline

A

making clisnes  Landberg s three. plu two
in Dade <ounty operated by psychiatrist
Roberto Ruiz are predonunant  These
climes recelve to governnient nloney  nlak-
ing then mwoney frons chient fees

Nesther Lindberg nor his assoelites
would discuss theiwr operations

The only year Lindberg's clinics reporied
thetr finances was 1979, and they were not
required to cven then Butl presumably the
clinics are emaking more masey now  On
e 31 1981 the three privale chinies re
ported 622 patienis in treatmient that s 4 29
percent increase over 1979 and ahout one
third of all methadone patients in the state

In September 1980. for-prufit clinies
treated 20 percent of Florida s methadone
patients, the highest percentage in the na
tion at that time By Decemnber 1981, for
profit clinies were treating twice that
proportion of patientx more than 40
percent of all patients 1n the stale, accord
ng Lo federal government figures No na.
tional figures are available for 1981

‘The future¢ of methadone treatnient 1n
Florida ts defimtely for-profit.” said Frank
Nelson, director of drug abuse progranr
for the state Department of Health and
Rehabilitative Services Nelsun said he
expects federal and state budget cuts will
spur this growth

Bul in a4 chimate of lessemng government

. Saly phter by HOR. KT MAYER
Brow.ard Methadone Mamtenance Rehabilitation and H- searceh Faeility, 10 Hollywood: Busine s 1s boaming

150
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regutation. some critus guestion wiwther
chinics which duispense a potent narcotie for
pro“it are sound public policy. even though
they save taxpayers money

“1I'm absolutely opposed to any more for-
profit programs in Florida.” said Shirley
Colletti. executive director of Operation
Par. 4 government funded methadone clinlc
in St Pelersburg

Mrs Colletti said 1the presence of profit-
making progratns tends to encourage pa.
tients to “shop around’ for the clinic that
will give thern the best deal - the highest
doses the most lenient take-home
privileges  Fedr of losing clients to a
compelitor also may render clinic officlaly
“afraid to offend” their palients by impaos.
ing restrictions on them. sh- said

“For-profit methadone programs could
become like a gas war Tl tremendous
putential for abuse,” she s

The News and Sun-Senlinél used
government ducunients to establish that the
five for profit clinics in South Florida are
tar more lentent 1n dispensing methadone
than their governinent-funded counter parts

The for-prolit centers dispense the
highest average daily dosages in the state

85 percent of their patients recelve more
than 40 mulligrams daily - and grant take-
hume privileges to aimost every patient

Food and Drug Adnunisiration regula.
tinna {ive all methadone clinies consider-
able leeway in determining dispensing
puolicies  Yet averall. federal regulators
have lew adthority to discipline for: profit
programs than thesr publicly funded
counterparts

Puhlicly federal officials have stayed out
of the dehate abour for profu programs
Hut FDA cecords show that 1n the past,
ageney offieldals have stated that for profu
methadone «hinies 10 Seuth Florida could
talse problens
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Late in 1977, Lindberg and another
Broward doctor and their stalls were
selling rethadone to drug abusers at sepa-
rate clinics in Pompano Beach

“There iy inlense competition.” wrole an
FDA inspector investigating allegatlons
that one for-profit clinic improperl had
tried to lure another's patients and s...'.

The insp-:itor found no basis to the
claims, but did repart t(iat “animosity”
from (be rivalry could have an "adverse
elfect on paltent care "

The dispute was settled when Lindberg
and the other doctor.Bernard Milloff.
merged their clinics into what is now the
Pompano Methadone Treatment Center

Lindberg has heen in the inethadone busi-
ness since 1970, when he opened a
storefront clinic in Danla with his wife
Rhoda. Stone and Stone’s wife Shirley, an
energetic registered nurse and drug.abuse
treatment crussder

The cuater nioved lo Hollywood after
Dania off ctals den'ed It an occupational
license

Today. 3hirley Stone and Lindberg are
considered experts in methadone m. inte-
nance. at least in Flortda Mrs Stone oper-
ates a consulting business for drug-abuse
treatment programs eisewhere in the state

Few Florida critics quibble with this
expertence; nor have they gathered evi.
dence suggesting that for-profit programs
stress financial concerns over the welfare
of their patients But the conept of metha-
done sales for profit worrier. them nonethe-
less, mostly because of a steady relaxing of
government regulation

“We're not opposed to free enterprise.”
said Dr Hobert Joh a Tallah
dencral-practice physician who heads the
drug-ahuse committee of the Florida
Medical Assoctation "But there should be
significant controls over these clinics ™
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é6 Sometimes figuring
out which drug killed
these people is like
trying to figure out
which injury killed a
man who fell from an
airplane,??
— Dr. Charles Wetli,
Dade deputy chief

;medical examiner
FT

Quest for a better ‘high’
turns medicine to poison

Paramedis foumt B-agio "Bennie” Sacco Jr
stumbting atong ilatlancate Beach Boulevard in a
druy tnduced stupor shouting that he was “in
heaven

He wax semtconacious. mncoherent and barely
hreathag when paramedics rushed hin: to Mento-
rial Hospital in Holiywaood early on the motning of
May 24 19A0 Two ! wurs later. he died n the
huspital s emergency room A medical examiner's
report <aid the -ause of dsath was self ingested
combined o-erdose of dngs

Sreca 31 o machinist with a 15 year history af
drug abusr  had been snder 4 doctor's care and
was receiving daily nethadone (reatments at St
tuke s Center in Miami according (v Hroward
Counly Medical Examuner s Off'ce records

The methadoe that was supposed to curb his
drug abuse he ned b1l Sacco He had mixed 1t with
methaqualone and Blazepam a sedative marketed
under the trade name Vellum

Most drug abuse deaths are due to a combina
tion of drugs Reviewing drug overdose deaths 12
Nuth Floruia  ae Fort Lauderdate News and Sun
Sentined g (e ang methadune with Jiaze
[uadt which ex-ends the nar. ctie s cuphuria killed

183

at least 10 people dunng 1980 aid 198}

“There 13 an indication that we ha e a prublem
here. a2 new look in drug abuse.” said L>r Ch e
Weth, Dade County's deputy chief medica® exam-
iner Wetli xaid he was “surprised” to hear uf the
News and Sun-Sentinel findings

Chronic drug abusers often take enormuvus
quanuties of  single drug without harm. but mi *-
tures can pr-- e fatal

“Sumetimes wwo plus two equals s1x.” said Wel1l.
who:« studies of drug abuse deaths -have been
published 1n lcading medical jourials

Even when oxter- ‘¢ and expensive boratory
tests are performed, one drug rarely can be
considered the cause of death when others are
present Thus. medical examiners in most cases
rule the cause ol death "combined drug poisoming™
or “muitiple drug intoxication.” rulings which im.
phicate all drugs present in the body as cantribut.
ing to de.th

‘Someticws [iguring out which drug sitled these
people 13 Like trying to figure out which njury
killed a4 man who feli from an airplane Weth
sdid
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Methadone helped kill

one addict in hospital

sSteven Ferber was shdking and
salivating ©  from  narcotics
withdrawal the day li¢ 4agreed to
enor 'L Dodge Memorial H.ospr-
@ In Miam

His goal was to kick a longstand-
tng heroin habit 1n a program
known as “detox’ short for de.
toxification, a hospital regimen
that was supposed to leave him
free of drugs at the end ol 21 dayx

He received methadone to help
wean hint from heromn

Rut two days later on July 24.
1979 Foerber died 1n the psych
atric hosp.tdl from 4n accidentar
overdose of methadone and diaze-
pam. a tranquilizer sold undur the
trade natne Vahum. according to
Dade County Medical Examiner's
fies Fecoride

Just how 1he mothadone “cure’
proved fatal remnains uncleas

However howpital records indi-
cate thal Ferber was injected with
tar more than the amount of meth.
adone  somawended for detoxifie
cation

118 Food and Drug Adnunistra
tion regulations reconwnend that «
h et addict entering a detox
progran mtraily be given 15 to 20
nulligrams of methadone a day
The dosage 18 tu be steadily de.
creased duning three weeks

The patient s suppased Lo be
watched hy a phvsician o 1nake
sure the dose s large enough to
prevent withdrawal symptoms

Forber  inmitially got 30
nulligrams of methadone accord
ing te higpital records In two days
4t the tacility he recenved
Injections 1otaling between 90 and
120 mulbigrams the exact amount
was nol specified .n the autopsy
report

Steven Ferber wanted
to kick his longstand-
ing addiction to her-
oin. But prescribed
methadone, mixed
with a tranquilizer,
proved fatal,

P I, Dodge “Sedical Director Dr
Marvin lsaavson had doubled
Ferber s « ncerity in wanting to de-
toxify. but admilted him anyway

“It was my impression at the
time that he was more interested
in & fix than n detoxification.”
Isaacson. a psychiatrist. wrote 1n
his notes “‘He was full of
rationalizations, very manipulative
and his story was full of inconsis:
tencies

Ferber had lold quite a story.
though there 15 no evidence 1n the
file that the patient’'s claims were
verified before treatment began

He told the doctor that he had
been “shooting” heroin for 10
years. and that he had been hicked
out of several drug treatment pro-
grams. including three ain Miam
and one 1n St Petershurg

He claimed to have fuiled
several detox efforts ay well

As earlv as 1975, the National
Institute .n Drug Abuse distributed
a memorandum warnming metha
done-program operators that there
was “no evidence” inpatient detox
was any more effective than
outpatient. though inpatient was
‘conmiderably more expensive
The memo stated that inpatient
detox should be “sertously
questioned 1n nwost circumstances ”

Exceptions were noted for severely
psychotic patients or Lhose also ad-
dicted to barbiturates. but there 13
no evidence in Ferber's treatment
plan that he met either criterion

Ferber * startled Dodge hospital
staff with his extensive knowledve
of narcutics, both the pharmaceuts-
cal and the sireet variety

He claimed to be "depressed” by
the methadone he was receiving
and begged Isaacson to switch im
to dilaudid. @ legal drug «ften
abused by addicts 1n South Florida

“He obviously liked the effects of
the latter.” Isaavson wrote in the
patient’'s medical chart The
request was refused

Ferber settled for methadone
Records sl.ow 1t was administered
by injection at least three times
during the two days

Where he got the diazepam
found 1n his body remains a
mystery

Ferber's medical record conlain,
no Indication of the source. and
medical examiner’s documents In-
dicate that the queslion was not
investigated

Ferber's records do show thal he
died 1n bed alonc. apparently
withoul trying to sumnion nurses

At 8 pm he refused an early
dinner and went to sleep, according
to the nurses’ notes At 10 pm he
was said to be «leeping soundly.
but could be awakencd At 7 am
he war faund to be “not breathing

"I vas called by the charge
nursc of the floor and advised that
the patient was apparently de-
ceased.” Isaacson wrote “Pupils
were {ixed. he did not respond and
there were no vital signs The
patient was obviously deceased °
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Methadone the government subsidized  drug
that was supposed (o end heron addiction has
kilied or sikened thousands of peaple whu never
should have h.en able 1o get their hands on 1t

Thousands mare have become  adduted to
tllegal methddone. then suught help at
govertment funded clime-. their treatment has
cust laxpayers dn estimated $15 mallion

Sorne  atreet methadone ~ 18 stolen from
pharmdcies and the na'1on's Aiethadane chinies,
but niast of 1t s sold traded or given away by
climc patients who get sirong doses of the drug
ta take at home awav from medieal supervision

An legal market for methadone exists in
every ity in the country  said Dr Arnold
Wathton. director of the Division of Drug Ahuse
Research and Treatment at New York Medical
College

A Furt lauderdale News and Sun Septinel
1avestigaion of the natian » methadone program
reveald

@ Ubscury data hom 4 five year [ederally
findanced study  Stodent Drug Use In Amernca.
1ndic ates that more high school seniors have ex-
perimented with dlegdl niethadone than with
herain

@ Medicdl vxatminers in 26 uajor ciues re-
ported that of the mare than ¢ 40 prople whose
deaths betwern 1974 and 1981 wire attrihuted at
least in part to methads ne. fully hall were not 1n
4 trequinent pragram  but had used the hquid
torm of the drug laquid tnethadone 1 dispenasd
only by wovernment licensed chnres  generally
mixed werh arange Juice so abusers won't inject
it ante rtor veins. therefore anv non-patient
who divd from hiqud nethadone probably ob
tained the drug fro. 4 chime patient illegally
The form of methadone invulved 10 more than
1 300 uther dedths was not reported

@ Hiyg city haspitals repuarted that only half of
the 22300 people treated tn einergency Foonis
for nwethadane retated ailments got their meth,
done through 4 treatment pragram prescription
That mednxs nore than 11 000 people wore sick
sned by street methadone from 1974 to 193]

@ The hospitalx alwe teported that more than
2 500 methadone telated cases were clhimie pa
trents who sard they were sickened hy street
thethadune they bought to increase the kiek  of
their clinte supplied dose

@ Government funded drug tredtinent pro
grams natiwnwide reported that from 1951
thraugh 1981 23046 persons were admitied to
treanment Fecsuse thes were asdidie ted 1o illegal
niethadone Pheir tregtment has o o%l Laxjayers
ay Uch as 31 ionliwn
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streetls

@ In Flords from January 1981
through March 1982. 104 peaple ad
mitied to drug treatment programs
said they had become addicted to
methadone obtatned 1llegally. ac.
cording to statistics reported to the
state Department of Health and
Rehabilitative Services

“l don’t doubl that methadone
has created some addicts.” snd Dr
Edward Tocus. a pharmacologist
with the US Food and Drug Ad-
ministration’s Division of Drug
Abuse “'Spreading addietion both
ered ux inially That was one rea
son that we put tight controls on
methadone [ don’t doubt that our
efforts have not been 100 percent
effective ™

Just how tneffective those con-
trols have been 15 demonstrated by
the study Steden: Drug lise In
America. which indicated that, dur-
Ing the past five years. more high-
school seniors had sampled

methadone than had tried herotn

Methadone:

Tocus was shocked by the sur.
vey “These (indings are new to
me Tnat 18 absolutely devastating,
very worrisome. " he said

The study has been compiled an
nually since 1975 by the Institute
for Social Research at the
University of Michigan. under con-
tract from the National Institute
on Drug Abuse Resea:cher Patrick
O'Malley. who helped put the study
together, said IS an accurate
reflection of national drug abuse
patlerns among the estimated 32
mithion high-school seniors

Extensiun of the sludy's findingx
to all high-schoo! schiors indicates
that 132,800 sampled illegal meth.
adone and only 92.800 used heroin

If anything. O'Malley satd, the
study underestimates the
prevalence of narcotics use
“because the kids that are very
heavy into drugs are not likely to
be in school ™

The extent o heroin yse 18 pub-

The

@ lllegal methadone. much ot which i3 sotd by
ctinic patients given doses 1o take at home has
been responsible for at least 2,200 deaths
nationally. more than 23.000 people hivé become
addicted to illcit mathadone

@ Most of Soufh Florida s chinics allow nearty all
ol therr patients to take “nme strong doses ot
methadone - a combination sure to result n
some patients ulegally seiing the drug Wetha.
done dispansed to go” was linked to five over
dose deaths in Broward and Dade cnunties duning
1980 and 1981

@ Methadone was ! least a partal cause of 29
drug overdose deat: , in South Flonda during
1980 and 1981 twice the number of deaths
altnibuted to heroin

@ That death toll includes 15 methadone clmc
patients — 10 percent of the reported fatahtes
nationwide during those two years Only 2 percant
of methadone patients nationwide were anrolled
in Fronda clhinics

@ Nationwide duning the past 10 years metha-
done_ alor.s or in combination with othér drugs
has bean responsible for the deaths of at .east
4 417 people and has screned at least 24 276
peopte 3o badly they required hoapilal treaiment

@ The federal government which has collocted
massas of information on the methadone
program. never has analyzed its data and has
slashed reguiatinn of cunics to ao all-time low
during the past two years
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bshed cach veur Hal e hosaikiel
contams no findings on Imethdidone
The extent of methadone use hdas to

¢ deulated from {igures pub-
lnned n a4 dnferent book. which
oever has been distributed beyond
4 handful of researcher Tocus
whoxe diviyion concentrates on
drug abuse  didnc know the 10
fut mation vsisted untid told about
it hy the Vews and Sun Sentinel

This v 1 very had sttaation.
Tocus sad  We nevd to find out
why 1t s happening and where the
drug 18 coming from

) Malley wads nat so taken
aback I dont find {the incidence
of methadone abuse] surprising.
he «aid  We Know that the stuff i
out there ot the street ~

The tindimgs uf the Michigan
study should have surprised no one
Acearding tu a4 1978 survey of
nrarty 2 matlion studenis 1n New
Yaork siate publie schoals 12 u0u
figh school semnrs wid thry had
samnpled heroin and 13000 <aid
they had tried 1llicit methadone

Most olficials agree that the
ainount ol methddone avanable on
the sireet 1a dinectly related to two
factors the sze of the methadone
doses clinie patients recelve. and
the number nf pabients allowed to
take the drug hanie with them

Heguldtions waran treatment
climes that - The higher the metha
done duse. the greater the risks of
diversion " and diversion may sx
cur when patients take medication
from *the  clinic for  <rlf
adtrmnistratan

Despite that stated concern
about migh duses o government
ageney  ever has advised cline
d.xtars how much methadone may
be tua murh and no agrncy ever
has tried ot termane how much
methadune the average patwn®
s €y e

I sing government reports
showing numiber of patients treated
and amounts of methadone  dis-
pensed the Sews and Sun Sentine!
valoglated that an t94)  clines
actins the coudiry  dispensed an
Avetage of Just muare than Al
mlhigrauats per pedant pet o day
FDA obfutals sand the cdlvalelion
s vaednd

I Swth o rufa sont ey
dispense Jatly doses for 0 exoes
of that it

Neeriny 1o nglenvade copeoft
te ol I 11 1eR) six ol evaay 10
aatihasl w4 nagite
e fune of npthtdnne were pe
veav el minret than bl outhigraos o
das fooseuth Blrsle the Yeus
Wl Sutr o Neni el o ubatead that
vaghl o e 19 g ounbs than 44
HYRHTI N TILN

Pt ats
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¢ camhined
take home
wosure (o

Whep migh doses
wilh large number:
sales. sonw methaa
wind up on the street

A study conducted by Fordham
Umiversity 1in New York ity dur
1ng the mid-1970s reported that 48
prreent nf patients who were
allowed take homes saumetimes
sold thern and that 20 pereent did
so regularly

Federal officlals fong have been
aware that illegal nwthadone s re
sponsihle for what [ir  Robert
{rspont. former director of the Ma
tional Institute on Drug Abuse.
called a ‘painful record of metha-
done overdose deaths ™

But the FDA's efforts to halt di-
version have been 1ncensistent with
the agency's stated concern For
years. officials rogtinely permitted
vhnies to bend rules governing
take honte methadone. and 1n 1980
FDA relaxed the regulalions
considerably

The following year. chinics
across the country reported a 3
percent increase tn the number of
patients who got methadone to
take home South Florida chnies
reported @ Jump in take-home sales
of more than 30 percent, twice the
increase for the state as a whole

By contrast. Operation PAR
St Petersburg allowed only 139
pereent of 1ts patients to take
methadone home during 1981
and these patients wire required to
leave the rlinie with the metha-
dune locked 10 @ metal box

We chose to develup o very
very cofservdtive program.  saod
Shirlev Collettt sponsur of Gpera
tion PAR« methadone program
‘We gre defin:tely 1n the minority
We run a Ught ship You will not
find methadone on the streets of
Pinellas (‘ounty

But in South Florida We see
patients who get addicted to meth
adone that they hought on the
street.  said Dr o tlar Trueba.
medical director of Dade County s
two publicly financed methadone
progrims the Model (itiex Treat
ment t'enter In Liberty City and
the Central Facility in Overtown,
near downtown Miami Those pro-
grams are the anly South Flurida
chnws thy restrict take home
sales o any degree

Siv uf the nine Sauth Florda
chnns allowed virtuslly woll their
paatients 1a lake methadane hotne
in (Y4 wometimes with deadly
results

Ir Rraw.trd and Dade cuuntios
1€ the 29 methadons related
deaths during 1940 and 198) wers
prople who apparently were pot

1S5y

enrolled 1n a methadone clinie

[xxunients nbtained frorn South
Florida police agencies and
inedical exatminers shuw that
methadone sold "to go° by the lwo
methadone cltnics 1n Broward
County Pompano Methadone
Treatment Center and Broward
Methadnne Maintenance Rehabili
tation and Research Facility 1n
Holiywood was feund at the
scene of five drug overdose dcaths
during 1980 and 1981

Two of those vicums were clinte
patients who abused their lepally
obtained methadone, three got the
drug from 4 clinic patient

Cnristopher Oven a 26.year-old
metalworker. shared an apartment
with a client of the Pompano Meth-
adone Treatment Center who was
allowed to take his methadone at
home because he had not been tak.
tng other drugs while enrolled 1n
the program

+ At 130 am on May 25, 1980 the
patient walked nut to his car to get
two bottles of methadone he kept
locked 1n the glove compartment,
according to Fort Lauderdale po-
lice reports

He told police that one of the
three-ounce bottles had been half
emptied. and the other appeared
“watered-down™ because the nor-
mally reddish liquid looked clear

The patient then found Oven
passed out on the couch. appearing
to be “either under the influence of
alcohol or some type of drug.” ac-
cording to police records

[t wasn't until the next day that
the patient realized Oven was
dead. from what later was ruled an
nverdose of methadone and other
drugs

Kathy Hrowlett. 24, of rural
Dade. dalso died from “poly-drug
Intoxteation” on May t3. 1980. 10
the spare bedroom of a {riend s
Miamii Beach home according to
Dade (‘ounty Medical Examiner s
records

The friend. who told police he
was 4 patient at the Broward
Methadone Maintenance Rehahih
tation and Rescirch Facility n
Hollywood. clmumed Ms  Brawlett
stole hrs take-honie doses while he
was ping  Toxienlogy  studies
dives. .ed methadony
me: siqualone and duezepam o
traoquilizer sidd under the trde
nanle Valium were present e her
body at the time of death

Bir Dale K Lindberg who with
his partners firs Melvin stone and
Juseph Dorsey operates hoth
Broward clinles refused o diseiss
the methadone progrant with a re
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purter Lindbery would way unly
‘We [ollow all FDA regulations
and state law -

Federal regulations permit take.
homes on the belief that they are
necessary keep patients,
especially thaw who are working.
in treatiment Methadone patients
are required to viut the clinic ev-
ery day lor the lirst three months
of treatment But clinics have the
option of closing one day a week to
reduce comta. thus allowing even
new palients one Like-Rume dose
per week

After three months. clinics may
allow a patient to take more doses
home 1if staflers decide the patient
can be trusted not to apuse his
medicine Criteria the cllmics are
required to consider 1nclude evi.
dence of stadle family life and
steady empluyment

Some mothadone-clinic operators
asy they cannot be responsible for
what a patient does with his meth-
adone alter he lakes 1t home

Hut other drug abuse experts
disagree

‘Il you run a m.thadone clinic
you have to take responsthihity It
seems (v me that the medical
professinn ought to gel involved
and take a hard look at these
clinies.” said Ur  (Charles Weill,
depuly chiel medical examiner in
Dade County

And Dr Vernon Patch. a
Harvard Medical School psychiatry
professur who directed Bostona
methadone programs ‘s seven
years <aid tf you give take home

methadone a lot af patients will

sell 1t or save some for people who
want to get high -

Patch who was forced by Boston
oflicials to stop giving out take-
hume methadone, saig some ol his
patients drupped out when take-
homes were halted. but most later
returned to treatment

Miversion of methadone also has
saddled the government with an
expensive prohlem ahn ever
growing number of peopie addicted
to methadone they bought on the
street

Federally funded drug treatment
programs have reported that
23046 of the patients they admit-
ted uince 1973 roughly 3 percent
ol all narcotics addiets admitted
wer -ooked on street methadone

. v lrue exient of addiction to
non prescription methadone s far
greater because only ahout 60
percent of the nation s methadone
climies are federally funded

Uaing NIDA figures and research
results the News and Sun-S wnel
estimated that treatment ¢ those
methadone addicts cost $15 milhion
between 1971 and 198)
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The availahility of inethadone on
the street was demonstrated re-
cently by Clyde McCoy. a pycholo-
gt at the Unwvers.ly of Miamu
who has studied local drug abuse
patterns

McCoy sent a research assistant
to hind out whether take-home
methadone could be purchased ille-

gally. less than an hour later. the
researcher returned with a bottle
of take-home methadone that had
the name of the patient and the
clinic that dispensed 1t scratched
off. McCoy said

The researcher returned the bot-
tle to the selier; the incident was
not reported to police.

i

1974

wis
978
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Wa’. graphie by GALE ENGELER
Chart shows number of people admitted for treatment of
addiction to illegal methadone to federally funded drug abese
treatment programs in the United States. 1973 asd 1974
statistics include addicts who reported using methadone aleag
with other drugs: all other years include caly those whe re-

» d non-prescription methadone as their main drug of abuse.
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Illicit methadone sales
seldom investigate

1

The source of the methadone that helped
mil Anthnny Carl Muecidedl repains &
inystery  largely because nobody tried to
fin vul where 1t came from

Broward Shersffs 1t Mark Schiein found
ficctdrdi s naked body in the 23 year pld's
Laade date Lakes apartinent on July 23,
1981 The vause of dedth later wds estab
hished ty the Hroward County Medical
Exanuners Oftice an combined drug pm
somng by methadome and diazepam a sed
ative sald under the trade name Valiun Nn
drugs were lound 1n the apariment

Eiven though Schlein should have had rea-
st heheve Ricenirdt was killed by

- illegal drugs te filed no report of the incl
dent and wever aitempied o learn the
source of the drugs The detective suid re.
cently he thinks  Ricerardi had been en-
falled 1n 4 methadone pragram 1n another
Mate However the nian had 4 langstanding
txal arres recard

We don( hasve she tuxury of tracking
praple who are into drugs back ta their
dssn 1dies and suppliers  Schlein said add
R that pabice investigating sueh cases rau
unely do hittle nure than extabhish that the
drad persen was 4 drug ghuser befure
closing the case

Are. police seldom pursue illegal sales of
methadone with diligence even when the
drug 1s anvalved 10 g death Most of their
time 1 taken np wah Large « ale dealing of
tHegatly tmiported drugs such as marijuana
and e g

Muzglie 1+, ords and police reports from
depatimeats thraughout Soule Florida

Sheriff's Lt. Mark Schlein

rarely show where a drug was ohtained or
Rive any jndication that the investigating
officer tried to find out

Joseph Hankus death in February 1978
wax an exceplion

Ranko 31 of Mianii chased a diazepam
pul with a bottle af niethadone that he
bought from a pauient al the Broward
Methadune Maintenance Hehabilitatinn and
Research Faciluy. 110) § 21st Ave . Holly
woud, according to wilness statements
given to Dade Caunty Medccal Exanuner «
(Mhee investigators

No one was charged in the case though
sale of contrulled drugs such as methadone
18 a cnime. police seldnm are able to per-
suade witnesses tn testfy

HIGH-SCHOOL SENIORS USING METHADONE

(he lnstitats for Social &1 10 Univarsity  hotwesn 1970 and 1903, Neither the Na

of Michigan. Chart of the study’s findings shews Lastitats e Dreg Abuse, which paid for the study,

(sl while ! parcent or lum of sanlers qeestioned whwmlncl:ﬂud

:ﬂhmunm:nhﬂd!ﬁrd mmdmn'-r. Nnn:.mua
BArcetie mere »-#llhpl was provided by (be [nstitela for Social

wethadens than have tried beroie. ressacch mumr:mut»mumm-

SOURCH: institute for Social Research

, University of Michigen:
Rudant Drag Use In America, 1978 to 1983
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€6 We wer palicnts
who get addicted to
methadone that they
bought on the
street. %9

- Dr. Pilar Trueba,

medical director
of two Dade clinics

Mafl phuein by QRN T1 PHNENT

€6 This is a very bad situation. We need to find
out why it is happening and where the drug js
coming from. %’

— Dr. Edward ‘I'ncus,
FDA pharmacologist

Fuoen when pelis v koow That methadene Wois sien G enter the cline hetwesen Jrag
sl ater donge used wath ot ge heing St
Pestifive o the oipeeects Lathie a8 done to hgln Oepartiutt atfuaeds couhd prnube ae
4 precise nwnbers of diug arieds noar e

Toast sepiternhier Hellyvwrwed quiice re vhime hut they estniated that  thive o
e the g ey beogine iweare of Tour asresty d vear occur tar selling drugs
Iv o 1toens onteplants o ctning e fu fing take horme methadone

TS vintatoans o0 the parkang ot We dont wark this thine as aften s wr

wt R Hells weant . Linn wirgdd Tthe  said Sgt Fred Hobbs of the
A three afay anghenn?t tesudted an the ar departiment s vice and narcotios anin Drug
el g oan whe et sand sodd pulls ta dealing arvar the chime s Gporade hr-
ratunte whee hoad st creaved then sd adding thar arrests vy stem these
thoptaw ot ot Foohin e glses ond th sales for long
wote bl wWilh pencaossian at bosan uphidl fight Hobbs wad

Sesdets hal Brngs Atk gntent b o1 thgn
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Strong doses may
risk lives of patients

The lederal governtnent has
been roluctant to advise methadone
clinies how much of the drag to
dispense 1o addicts even though
nundreds of pauents have died of
averdases

¥ood and Drug Admintstration
records reveal that overdoeses
make up 10 percent of the 2.177
adverse gractions 1o mcthadone re-

@By the agency between 1970
and Aupust 1982 Many overdoses
nvolved methadone mmixed with
other drugs. almost all proved
facal

Nol until 1980  eight years al-
ter the ndtinnwide network aof
methadone cliniks was established

did the FDA decide on any
regulation of dosage at alj

in 1980 the agency ordered
chinte dorturs Lo give addicis enter:
Ing treatinent no more than 30
nulligrams 4 dav after that the
regulations tell doctors W hnd a
dove for eacch patient thal 1x large
ennugh tu curh withdrawal symp-
toms bt too small to cause
»uphurta

‘Methadone clinicx need some
roo1mt tv maneuver ' In setting
dises said Dr Frank Yoeer a
phartnarologist who i1s deputy chief
of FDIAs drug abuse staff ~"We
walk a f.ae line between doing
nothing an. doing something that
wil o motse harm than good

Vel satd he was surprised at
the number of chnie patients who
dted from the effects of metha-
done | have a hard Litne believing
that duwes given addicts by metha
done programs are killing them
That sounds a4 little far wut” he
rd

But his own agencv s records
state that the o-milligram limat
for pew patients .« as amposed
because There huaie beed caves of
uverdones Fesultang trons less taler
ant narcotie dependent patients re
reaving ban nach inethadone
ety

The FOIA requires doclars tg re
port all patients who recelve more
than (40 anlligrams a dav but the
1geney never has offered chinie
dix tors many of whomn have

Q
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COMPAEMENSIVE
nmnmc CENTER 6.

| DOSAGE A HEAVY HABIT

Chart shows average
mithgrams of methadone
dispe
South Florida clinics dispense an
average of almost 50

milligrams a day, 25 percent
higher than the natlonal

average and the equlvalent of
about 10 $5 bags of heroin

SOUTH FLORIDA PROGRAMS

nsed per patient per day

"

MgAM’ N

Omss e Ol 23.1 28.1 40.1
e it WA 927 a1
us 37.7 438 235
AVERAGE

OTHER FLORIDA PROGRAMS

Tiae S00w WY oowd \/_—mm L
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- 524

88 35.4

DAUG TAE
ar FETERBDURG

20 € 20.4 28.7

28.7 243 245

'an m
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AMVER ASACH
HUMAN g8
JACKSONVILL E

=2

I'A”A

l — Errors or omuasinns i reported dala precluge | impulaiion
-~ Comprehentive Psychiainc Conlar apaned md year 1380

Oy

Al ;nﬂw » GALE ENGELRE

SOURCE: Nalional Drug Abuse Treatment Uliization Survey

chine annual reports

only mited famiharity with meth
adone tlerapy any other
gutdelines about huw Mmuch metha
done may be *0o much

A dose of (00 meiligrams of
methidone 15 equivalent 1n
potency to perhaps 20 $5 bags of
heroin sard Dr Michael Raden
Suffolk '‘ouoty 1 New York) medical
exanum

Badet, said only a ‘heavy-duly’

139y

addict would need 20 bags of her.
oin daily to sustain a habit Many
experiinental heroin users  those
nol toleranl to the drug would use
one hag or lesx. he xaid

Many mrthadone clinies
however. 1ntenlionally bwld pa
tients' toleranee to methadane 10
an effort to Jiscourage them from
seeking out heroin

Government ufficials he itate o
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chdl awtenze any antunl ul owthe
Jone 4x 4 hgh  duse lest doctors
accuse the government of trying to
dictate the practice of medicine

FDA reguiations enacted 1n 1972
stated simply that the usual
rangv  of dosage nafonwide was
betweren 40 milligrams and {00
mllggrams daily

In the carly 19708 patiets were
given as much as 200 miliIgranis 4
dav “ome rxperts ncluding by
Vincent Dole fiinder of the meth
adone maintenance  pragram
<ull believe these high doses afe
nevded

fwle bristles a1 the suggestion
that lurge amounts of methadone
can be dangerous for maintenance
palients -

If someone s 10 4 Methadane
program. and taking 1t Jt «teads
duses  he o0 prutected against a
narcotit uverdose Yoo cad Rive
them thre tinws The duse god they
dunt feel 1t 1 have yet to sec o

188

sibgle case in Whith  triethadone
caused @ death 7 [ole waid

Between Jan 1 1973, and Det
31. 1981. methadone clinics across
the couniry reported at least 74
patient deaths dic to methadone
alone No reports indicate how
many of those palients were “tak-
g 1t at steady doves

Others disagree 4bout the need
for igh dosew

I have never seen a street hubit
thal ¢ould nol be managed un less
than 30 milligrams of methadone a
day  said I Kdward Sendy. a
Umversity of ¢Chicago  psychiatry
proles-or who addressed a recent
seminar sponsored by the Florida
Alcohol and Drug Abuse
Association

A 1973 NIDA sludy concluded .

that the “optimal standard daily
dose” 18 80 mulligrams. though the
researchers siressed that programs
need to tailor the dosage to each
patient

Surveys 1n 1978 and 1979 re
ported that the * largest percentage
of clients al any given dosage level

fell within the 20 to-39 mulh
gram range ° NIDA officials did
not delermine how much metha
done the average patient receives
each day

The Fort lauderdale News and
Nun-Seatinel calculated that
nationwide 1n 1981, methadonc
climes dispensed an average of jusl
more than 40 milligrams of metha-
done per patlenl per day

The News and Sun-Senahuel alko
found thal most South Florida
clinies dispenre daily doses far in
excess uf the natiunal average

Patient dvath rales in South
Florida also greatly exceed the na
Lional average. but no government
official ever has tried lo determune
whether the size of the doses might
be to biame

=

Most

Jlicit methadone
‘diverted’ from clinics

IPegal metbadons  usually
sellsy for $1 a nulligram n
South Florida

The drug's appearance can
vary Federal laws require that
methadone clinies dispense the
nare-tie 0 lsquid farni. most
often mixed with orangr juice
to reduce the chanees 1t can be
injeeted But the elines ¢an buy
the drug n several forms If
the pre sweetened syrup s
used un average daily dose
would fit 1n 4 tablespoon Some
clinies buy 40 mulhigram
weblets calied diskets whnh
are dissolved In water befure
patients receive them In ether
case the drug nust be dis-
pe nrved 10 a sl bottle bearing
the fdcilily & npame Nonie
viinies refuse to telf their pa
tients the size of the dme n
order to minimize requests fnr
nereases I0 medication

Black markst huser cant
deincniene the 3 ctenry of

soeret methadone  and

therein lhies one of Lhe drugs
dangers

Methadone. like all narcaties
can cause breathing te cease 10
persons not tolerdatit of the
drug  Death results unless
medical treatment comes
swiftly

In addition. the drug’'s intense
euphoria can take as jong a»
two hours to begin in some us
ers. the delay may lead them to
think the drug 1s not working A
persoi, who takes other drugs in
the interim greatly increases
the rigk of a life-threatening
overdose

Because methadnne some
times 1s stolen from clinies a1 d
pharmacies tha* store supplies
for climies. police ocvasionally
find the diskets for sale on the
sireet  Bul most often. methy
dune 1n sold 10 liquid form
indicating it wiis diverted by
a patient trusted 1o tuke the
drug uasupervised
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FDA must ‘take a lot on faith;’

cverdoses, street sales result

Thousands of umes since 1974,
federat officials have bent their
own rules intended to restrict sale
of methadone to patients to take
home

All a worker In a methadone
clinic had to do was make a tele-
phone call to Washington and as-
aert that a patient was
“responsible * The Food and Drug
Aéminustration routinely approved
maost of these requests

“¥nu could say that we bend the
rules * satd Dantel ¥ Hillstrom.
deputy director of the FDA's Divi.
sion of Methadone Monitoring

But beading the take-home rules
can prove deadly

David Claville. 32. moved to
South Flortds_from Orlando On
May 13, 1982 a Saturday he
enrolled in Miami s publicly funded
Bayshore Treatment Program. now
called the Central Treat:.ent
Center

Four days later he was found
dead 1n his raom at the Stevens
Hotel. 136 NE Ninth St.. Mism1, an
empty bottle f the clinic's metha:
done by his side

“Methadone killed im.” sa1d Dr
Charles Weth. Dade County deputy
chiel medical examuner. who said
methadone was the only drug found
in the body

“This 18 criminal Before you al
low a person to Lake hume {metha-
done], you should know a lot about
thai nerwon, whether he 1s working
toward rehabilitation.” Weth said

Richard Haerington. director of
the couriy division which oversees
Dade s methadone programs.
called Claville's death an “unfortu-
nate circumstance.” but said the
newly admitted patient was issued
3 take home dose because the
chime aad moved that day

Harrington said his agency had
approval from the FLA to dispense
take homes to a2l patients because
of the move. but Hulstrom, the
FUA olftcial who handles all such
requests from Florida pregrams.
s21d he could lucate no recerd” o1
such & request being made

38177 o 45 « 7

. that person
towurd reh

deputy

_low a person to take home [metha-
done), you should know a lot about

» whether he is working
abilitation, 9

— Charles Wetll, Dade County

chief medical examiner

Strict rules originally were
imposed on take-home methadone
becsuse the FDA tnew some pa-
tients would sell their methadone
g: the street tf given a chance to

©

"“There is always a risk in allow.
ing unsapervised use of metha-
done,” Hillstrom sald “We have to
take a lot on faith

One clinic that asked the
government to take a lot on fajth
was the Broward Me:hadone Main.
tenance Rehabilitation and Re-
search Facility in Holiywood. FDA
documents disclose that the clinic
filed 290 requests for reduced
patient attendance during 1978
alone. a pumber Rillstrom sald
was “ehormous’’ compared t¢ other
clinies in Florida ard around the
country

Virtualiy ever: tequest was ap.

roved over tue phone by a

ashington-based bureaucrat who
never had seen the pattent Verbal
approval was followed by a letter
confirming the decision.

FUA officixls defend the need to
‘bend the ruies”” for patleuts who
nust travel long dista-~es to reach
a chinic. or suffer from physical
disabilities restricting their move-
ment Take-home privilegea also
can te approved for “necessary”
travel or other special circum.
starces If (ailure to approve then:
would cause the patient a  hard
ship * Exactly what coustitutes a
“hardship™ 15 not specified in the
regalations

Under normal circurstances. all
patients are required to divnk their
methador * at the chime at least 1%
days a3 week during the first three
months of treatment If the client

19

“progresses’” in treatment, the
number of take-home doses can be
tnereased

The News and Sun Sentinel found
numerous cases in FDA records In
which hardship is questtonab:e, in.
cluding a cab driver v+ho lived four
milea from the chinic. some cases
fn which “emergency" travel
turned out to be trips to Disney
World in Orlando, and other in-
atances {n which the cited travel
never look place.

The sherr volume of exception
requests .eventually caused the
p-oress to collapss In November
1980 the agrney stopped requiring
clinics to ftle these requests
because officials were ‘‘over-
whelmed” trytng to answer thou-
sands of requests sought by the 31
methadone programs nationwide at
that time Under the new reguln:
tionx, metaadone cl'nics can make
their own decisivna regarding
exceptions as long as the reasons
for the take-home privilege sre re-
corded 1n the patient's file

The relaxed regulations allow a
clinic to dispense a< many as 14
take-home doses at a time without
FDA approval, though the agency
still wants to know If 2 methadone
chinic has granted such large-scale
take-home privileges to patients.

¢
3
~

e~
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* Not in business in 1880
** Eight chimcs in 198C nine in 198}

Chart shows percentage of
patients alluwed to take doses of
methadone home In South
Florida, only the two clinics run
by 13ade County restrict take-
homes to any extent

Siall grapic by GALE ENGELRE

SOURCE: Annual reports to U.S. Food an: Drug Administration.

Missing drugs often
go uninvestigate

The federa! Drur Enforcement Adminis’ration is
notified of as mucn as $400.000 worth of methadone
stolen from Fiorida clhimcs and pharmacles each
year

The igency seldom investigates the thelts. insisting
that s the duty of local police Yet local police often
arent iold of the thefts. because DEA rarely passes
the word or. said Harold Dieter, director of the
administration's Bureau of C.t.pllance in Miamu

“All break-ins and robberies are reported to po-
lice.” Dieter sald. but he conceded that if there 1s no

193

tndication of a break-in, local polir: might not hear
about an incident involving missing methadone

Az a rosult. some case  of missing methadone —
particularly those |n which no evidence of burglary Is
gmm — go uninvestigated They remain entries in

EA's computers

Among the Instances uncovered by the Fort
Lauderdale News and Sun-Sentinel

@ The St Luke's Center in Miamu reported that on
March 13, 1980. four one-quart bottles of liguid meth-
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adune were missing from a shipment delivered to the
clinic The head nurse reported that the theft was not
discovered untul after the package had been signed
for In the future. according to the DEA report. St
Luke s officials promised to “open and nspect
containers of merchandise before delivery receipt 1s
signed °

® On Dec 18, 1980. one of three nurses Workirg at
the Bayshore Treatment Ceater in Miamu discovered
that 850 milligrams of methadone enough for
about 20 average doses WAS missing

Clinie officlals feported (he disappearance of the
drug. worth about $850 on the black markel. to DEA
agents in Miami, but DEA records contawn no
tndication that the disappearance was invesiigated or
turned over to a police agency for investigation The
drugs never were recovered Clinie employees were
not disciplined

® During January 1979, Dr W W Andrews.
medical dtrector of the DAACO Chemotreatinent
Program in Tampa. reported to DA Mat nearly 100
milligrams oi methadone had “accidentally spilled”
ove: a petixt of several days. according to DEA
records Three months earlier. DEA agents had
discovered 22 occasions on which ndividual doses of
mrethadone prepared for clients vanished before the
fatlents arrived

Eighteen months after the “spill,” Andrews re:
ported tn DA that a quart bottle of liquid methadone
" wax broket. when 1t was inaved from one surface to
another * His report contained nn further details. and
the DEA never asked for more information

® On March 29 1978. shortly after Dr Bernard
Milloff opened the Pompano Methadone Treatment
Center 1n Panipano Heach. he discovered that a quart
bottle of liquid methadone was “missing ‘-am the
clhinte safe ” Because there was no pvidence of foreed
entrv. he natified DEA that he planned to give his

employees lte detector tests The DEA could locate no
record that the .nedent cver was investigated
further

Other methadone ,was lost in clinic break-ins and
thefls from pharmacies and wholesalers

® On Jan 15. 1981 the Comprehensive Psychlatric
Center South in Mianu expetienced one of the largest
methadone thefis 1n Florida history when an armed
robber stole methadone valued at more than
$200.000 That incident was (nvestigated by the Metro
Dade Public Safety Department. but the drug® never
were recovered

® (me Mtami phurmacy that stocks methadone for
sale to area clintcs reported a theft of $100.000 worth
of methadone durtng an armed robbery early 1n 1979

‘Thelts have plagued methadone centers since the
prograr is began operating. News of one Broward
burglary (n 973, a time when federal officials \vere
atruggling lo curb diversion of the drug. was
torwarded to White House officials.

On May 3l 1973. sonieone carted a 750-pound
office safe from the Broward Mcthadone Mainte-
nance Rehabiltation and Research Facility 1n Holly-
wood. the safe contained 97.960 mulligrams of
methadone, $1617 in cash. and seven prescriptions
for methaqualone and diazepam (Valium) prepared in
advance for clinic patients. according to an
investigative report filed by agents with the Miam:
offlce of the Bureau of Narcolics and Datigerous
Drugs (now DEA)

Because there were no signs of forced entry. agents
speculated that the burglars hid in a storage closet
until the clinic closed. then loaded the safe onto a
dolly and Into a van Agents visited the clinic two
months later and. finding that the safe had been
replaced by an alarm-equipped model, closed the
case .

treat <evere pain
phartacies

Joan
police reports

PES recolds as

Hociuments

Legal methadone pills
also hit black market

Not all n.hadote abused n South Jlorida i the hiqud dis-
pensed hy addictin treatment centers
The drug alsa comes wn pill form
Occastonally these pills are stolen from

Gearge Dewns, @ 29 year old Hollywood restdent. died on Mareh
L4 1881 after buving 20 of the 10-rnulligrany puk for $120 They
were purchased from a woman Downs and his @irifriend knew aa
mn Ives Dairy Hoad 10 north Dade County aceording 10

The girlfriend. who dentihed hersclf to polie gyx o heavy
methadone user said Downs ook fuur tablets. totaling Iese than
the average daily dose handed out by South Flonda clinies

Sometime during the mgh Downs diJ. apparently in his sleep
T caur of death was tisted 1n Broward County Medical Faanin
methadone posoning

Dalophines wers reported slolen from eight Florda pharind es
during 1982 according 1o Drug  Fnforcement Adminisication

The federal Food and Drug Adnune rasn o the early davs ot
the methaotone program tried to prohbit pharmacus from ek
ng the pitly But the han was overturned by o tederal Judge whey
ruled that the FDA had exceeded 1ty authority

Dolophines. preseribed to
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90% can’t shake off

addiction

Rob s hooked on methadone Like hundreds of other addicts. he gets a

daily

fix " at one of Seuth Florida's nine dispensing clinies

He has been tn and out of methadonie treatment sinee 1969 When he
gets sk of being “hassled” hy methadone chinie staffers. he drops out.

returntng to “strect

“ narcoltes for as long as his money holds out

“Coming off methadone 1s real bad.” Bob said I can't put 1t in words,
but your brais has pain You are so screwed up you get dixoriented for
months and cant get nothing together =

Bob. 35 asked that his last name
be kept confidential Like thou:
sands of others who enter metha.
done Ireatment. he has been unable
to shake his dependence on drugs

A Fort Lauderddic News and
Nu#t Sentine! examination of
governmenl records statistics
the government itself never has re-
viewed disclosed that nation
wide. only about one of every 10
addicts who enroll 1in methadone
matntenance clinies 18 cured of
drug use Hailf never complete the
treatment

Each year more people shutile 1n
and out of methadone elinees. alter-

A FUTILE EFFORT

Government-funded methadone
maintenance programs nationwide
cure few people of drug use .- and
the programs’ track record has been
gotting worse vince 1979 What the
paverninent calls “'satisfactory out.
coraes”  the percentage of clients
cleansed of all drugs plus the
pertentage of clients released from
treavment even though they are still

using some drugs — have been
dropping. and percentages of clients
who were kicked out of the pro-
grams or who dropped out voluntarily
before completing treatment have
been rising Percentages don't add up
to 100 because patients who trans:
ferred from one chinie. to another were
excluded

nating between streel drugs and

cime auppied nwihaton ad i completed
addiction drug some kicked | dropped
To many professionals 1n the free drug use outl out jailed | died
field. the luw  cure’ rate doesnt
;m-an methadone Ireatment 18 a 1977 11.0% 4.4% 12.3% 45.0% DU )
tlury
* My goal 18 cleapmg wp the 1978 12.3% 3.9% 9.2% 40 6% 8.5% |1.2%
itrvel d br Piar Trueba. P
medeal et of Dade Coumys ] 1979 | 14.0% 1 - 40% | 104% | a8.1% | 8.4% [1.2%
two tas funded methadone pro
gr‘;msd 1 flu-«-l I've been 4 success 1980 1 7% 3.8% 12.4% 39.3% 7.9% [1.2%
ven f the pateents ; I ad
;nlll:-d‘ ldp r.:l;:-rr' ‘;v‘:(‘t;!(-‘m aun 9.3% 8% . 8.0% | 1.0%
methadone than on the stroeets Not computed.

cemmatting crintes and gmng o
jatl

Othees disagree Dr Joseph
Deatsh medical director of River
Rearh Human Services [ne an
Jacksanville noted that the gnal of
iy progrdain s o el otrage pa
tents Ge stop Ldang dl drugs an
cioding methadons  as quickly as
pussibie

Stall graphics by GALE ENGELKE

S8OURCE: Client Oriented Data Acquestion Pracess,
National Institute on Drug Abuse.
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Méthgdone:
The facts

@ Methadone treatment ends
with only one of every 10
addic.s who lry 1t free of drugs
Soma addicts are able to live i
retatively normel life on metha-
dona. but edach year more be-
come trapped in 4 closed cycle
of addiction dtcpping n an |
oul of treatmenl 41d altérnating
between Street drugs und chni
methadone

@ llegal methadona much of
which 'S peddiec on the stieets
by cunic patients given dosss la
lake at home has been respon-
sible foc al least 2 200 dea‘ns
nationatly more than 23.300
people have become ad-Nittec 1o
non-prescripion matksjone n
the past dacada

® Most ol South Flondas
malhadane Chinics allow almos'
an of ther patients 10 lake home
very strong doses of methadone

a combinalion sure to resuit

in tkagal dwarsion In qo
mathadone was hnkod to five
overdose deatns 1 South

Flonds durning 1980 ang 198+

® Mathadone was hinked to 29
drug overdose duaths i South
fFlorida n 1930 amd 1981
twiCe tha number Attatrirea Iq
heroin

® That death toit nchuddeg 1h
methadone Chitug patients 10
percont of the roported tatahties
ndlwnwide duiing 1hase two
yoars Only 2 peicent of mutha
done paterts nalignwurie dre
entolled n Flondd chnics

® Duning the pasl bl years
muthadone  alone of -n com.
tinalinn with othe* druqQs  nas
been rgsponsible 10¢ thi agpaths
of at lvast 4 417 peop® and has
sickuned al least 24 276 peaple
so badiy lhey reQuitwd haspitat
treatmant At least K8 latahles
weare unborn children carred by
melhadana ysinge mathers

® The faderal government s
Alempt 10 pratect palients from
poons care by the melbadoow
chmic's nas been slashed 1o an
asi-tung 'ow duting 1he past two
yoars

® The federal aqencivs that
sanctoned the drug s use ang
supervesed s distrailiutiorn
thinegh tdx sabsidized  chincs
have collected mudsses it
toemalun ghant tha melhadong
preoge 40l Syt ive el
Ivded * + din)
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I am denying my palients the
opportunily ti be a suceess |f they
are denled a chance at a frug free
life.” Deatsch sad

He concoeded. however, that only
a "moderate” proportion achieve
that zoal

Federal reports indicate that
from 1979 to 1981 only 4 5 percent
of cl'ents treated a1 Dr Trucba's
elinies  the Bayshure and Mode)
Cities  treatment renters rd
themselves of all drugs The Jack:
sonville cline reported that 8
pereent of its eltents became dryg-
free during the same period

Even Dr Vincent [le. the New
York rescarcher whuse original
tests of methadone maintenance in-
dicated thot most patieats would
end p as productive citizens. ad-
mits the treatment has not lived up
tn 1ts promise He blames that
failure nn lack of adequate
counseling and Job training pro-
vided bv methadone clinics

“The rewtvn that methadone has
not achieved rehabilitation 18
hecause of rigidly bureaacralic
regulations and overcrowding' at
clintes, Dole asserted "The med:.
cine is not at issue [t 13 the ser-
vices that are being provided *

Dole's tightly controlled tests of
matntenance theory. which in-
cluded intensive counseling: indi-
cated about 85 percent of patients
kept on methadone would stop us-
ing hernin and become productive
members of sociely

But the record of (he nation's
methadone programs has been
much worse

“When you gel out in the field,
you find that the average clinician
whu disperses methadone doesn't
glve patients the love and attention
that Dole d*4.” said Dr Saul B
Sells. director of the Instutute of
Behavioral Research at Texas
Christian University 'When meth-
adone maintenance got too big. 1t
lost the personal touch Methadone
by 1tself won't rehabilitate
anyone

Federal Food and Dirug Adminis-
tration regulations virtuzlly 1gnore
the role of counseling and job
training 1n metha fone therdpy
even though FI)A approval of the
drug was bazed. on 1ts use "in con-
Junction with appropriate social
and medical sgrvices

Methadone climes are required
only to ‘make available” these ser
vices. some cliaies do that by sim
ply posting a4 hist on a hulletin
hoard .

Reports from federally funded
clinies across the country about
60 percent of all licensed metha
done programe Indicate that re-
habilit tion fix patients 18 virtually
non ex'stent

Those reports. collected through
the government's (‘lient Orient'd
Data Acquisition Process (CODAR),
show that since 1977. less than 2
percent of patients who have left
methadone tyaintenance completed
Job training. and only one in 10
found a job while In treatment

The chinies’ best year, gccording
to CODAP reports. was 1979. when
14 percent of chients were released
free of drugs

Most governmunt officials are
rejuctant to us? the word “cure”
when talking about the methadone
program They prefer tn talk about
“successful outcomes” patients
who leave treatment drug-free plus
palients who are released trom
treatment even though they con-
tinue lo use some drugs

But even “successful outcomes™
suown in the CODAP reports
peaked tn 1979 at 14 percent of all
patients 1n methadone mainte-
nance The percentage has becn
dropping ever since

Figures on the performance of
Florida clinics are harder to find.
officials could locate Florida
reports only for 1979 and 19%0
During those two years only 9
percent of patients 1n methadone
maintenance were discharged
drug-free

Many mpointenance patients do
not get full benefit from the treat-
ment because they drop out before
completing the program or are
kicked out far wviolating clinic
rules

Federal officials knew when the
nationwide methadone program
was sel up that many addicis who
entered tiealtnent would not finish
Dole's 1nitial studies indicated that
at least one of every live patients
admitted to treatment would drop
out. and other studies indicated the
dropout rate couid be mucn higher

Dr Stuart Nightingale was an
offtcial with the Nixon administra:
tion's Special Action Office far
Drug Abuse Prevention when he
wrole, in a December 1972
memorandum for officials of the
World Health Organization

“Factors w~hich affect “etention
in methadone maintenance pro-
grams are varied bui are known to
be based on such factors as morale.
management. approach o
medication. take-home privileges.
and stability of the individual ad-
dict enroiling in the program The
drop-out rate over the first year
for most methadore programs.
however. seems to range from 20
percent to 50 percent. regardless of
the variables ~

Nightingale now 's assistant sec
retary for health in the Food and
Drug Adminestration

Stnee 1977, acceording te CODAY
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SOURCE Nualeuia "y Atuese Tradlment Utinzation Survey Clinic Annual Reports

your patienls aree [deopped Gt or
ke kel it within o vear Then
agnething i~ wrang with vour
prugran:

Coageer dfisagrees That anvthang o
wieng with methadone g das
pubes CODATY Statisties thaft ol
cate the reatment Jeaves fow
patieais free of drugs He chamed
that vne study of the agtrones of
vatmus treatienls given ta 44 i
heran ity natienwods shiw el
Thal threr af every 10 patients
treated with methadone were
rurend

Rut even that study a0 10 vagr
stfart by TOU S Sefis showd That
methadanie nuantensnoe: was sy
rfectove than ather treatniemts
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‘Nature has o« wav of healing
nself Sells sant

Even patienls wha comiphee o
tourse ol methadone  treatneent
a0t berutae drug free nay not stay
that way for long Though no soe
cifne figires Lre avarabde  same
researchers suggest that fir many,
the cure doesnt last

The retentien of methadonne s
effeets [onee treatitient 1y stupped)
5ot sgnificant sand Clvife Me
Cay g University of Muann pay
chilagist wha hav studied the issane
M.iny  patieats campdote trogt
ment but @ back to therr old
LI

Earalitnents in treatinent pro
granms Bave been riang s e 1979
amd nueiny ol these patients have
been there hofure Using FDiA un
nudal reparls ated surveys by the
Natiwonad Institate an Deng Amgse
the News and Sun Seatiael
docupented that an 1974 aaldnets
sevking treatinent for The Iirst
teree utnanthered  patents
peevimushe saralled n methadone
programes alamnt 4 bof by JYR)
retoraees autaptbered (st tnhees
y tha ]

Ravinalh
Vi . are

st methadone
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opersitons  ~of Frank Nelwa i
recto of drug abuse trestinient <er
vices for the Floridda [epartment
of Health and Rehabiitative Ser
vices Fur many chents. addiction
to & chronie and recurring illness

But nmany of those invalved 1n
drug abuse treaiment reject the
notton that ance a person becomes
an adu vt he wiways will need
drugs

We tend nol to te hieve 0 that -~
said Jerry Feulner. adnumstrator
of Thee Door 1n Orlando  Oyr
program 1s much much mure be
haviorally orented

Feulner ~did hir cuumselors rec
ognize thd! patients are dependent
on drugs byt they believe that
dry ¥ wddi tion can be controtied [t

W ¢ guestton of motvation  he
vald
Feulner concedes that many

methadune patirnts lack
niotivation  They enter treatment
onlv when <upplics o! street drugs
drv up then drop it when they
are able 1o get gowd heroin Others
who Ity to conlinue abusing drugs
while on methadone are kicked out
of 1he programs enly to be
readeetted  later

(rher patients rentain in the sy
teni for tong periods of nme
without making 4ans effort 19 free
themsetves fran Jdrags Sonie of
these pdlients iy n Ireatment

Just te Ret drugs others tiuly
believe they can1 bive without
methadene

Patients snch o Tim. another
Sauth Florwfa pethadone patient
insiat they feel inore than the flu
ke sy niptoms s tdated with nar
coties withdrawai when they try to
xick niethadone .t vveoo when
the effects of the.s st roent
doxes tart to wedp oft

Niethadone as tike hliasl 1o me
Tim <and | peed the <tufi

FDA offtaals have atoxed feel
ng  abuut these patients Though
the agency believes the ultinaae
gl of nethadene v te free gn
Aaddiet from dependence on any
drug  efficials helievr patients
stahilized on nethadane can be
constdered a saceess The apemoy
also requires thime doctofs to e
view the Lles of thist patwenis ey
ery two vedes «nd to provale
written Justtfic ation for continung
the patient on methadone

Har stwlis of 1nethaduoe pen
RE s a0 the eaqtly 197308 gndhe stend
that bl Is obfer than 'y were the
st Likely T Tetnanp at 1peadinu be
one seudy cenlu fea by reseanoh
prs ot Colgtnihag T anversiy sl
that this hisdung bl RPavs onse
quences for the suceess of hetha
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DROPOUTS: FLORIDA

% Of Thuse

Clinics

{napected Out

1977
1978
1879
1980
1881

S8OURCE: Clinic snspection reports, US Food and Drug Administratron

% Dropped % Kicked

Terminated
Later
Out Readmitted

The Fort Lauderdale News and Sun-Sentinel conpiled Informa-
tion on dropouts from methadone treatment in Florida from
r:ports on clinic inspections. The tally is not complete hecause
not all clinics in the state are inspected each year.

DROPOUTS: U.S.
Number of % Dropped % Kicked
Patients Out Out
1977 26,485 45,0 - 123
1978 25,900 40.6 9.2
1979 © 22775 3s.1 10.4
1980 24,751 39.3 12.4
1981 24,438 39.8 151
Five-Year
Averages: 24.865 406 119

SOURCE: Client Oriented Data Acquisition Process. National
Instilute on Drug Abuse Includes only federally funded chimcs
{about 60 percent of the clinics in the country)

Nationwide, terminations bave increased steadily since 1979.

dune progranis  nostly because
the people are getting addicted
vounger and the vounger the anset
of addictiun. the mare dilficult
these people .re to keep 1n
treatment ~

Whether lung terni maintenance
v 1n the best interests of the
patient renains unanswered
Kxperts 0 the field note that
keeping an addict vn niethadone
treativent for & long time can be
troublesome  particularly as the
patient ages  some believe tht
herpmn addiction iIs ot discase that
hurns ot oy addicts enter ther
A, Lazgely becaose they get tred
of the addict s hfesty]e

There 1% a very real danger of
Keeping poople tha long depen
dert xapd e Herbert Kleber of

p

Yale Un,versty

Methadane crities contend Chit
the federal funding setup
encourages sonie programs to luck
patients inta addtction because
clintes are paid by the governnent
based on the numbers of patients
they treat

“People who run these chnis
get money v maintain addicts
said Dr Delores Morgan. medical
director of Sauth Miarm Hospital
Addiction Treatment Center Her
center. which does not provude
methadone maintenance  requires
patients to becotlie free of drugs

"I they cat the aumbers of pa
tients. then thetr budgets get
reduced © Ay Morgan said By
cutting the number of patients.
they are cutting their own throats =

195
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‘assumes’ -

MDs are trained.,

but man

Retired urologist Joseph Perry was hired
to run the Pensacola methadone chinic 1n
1975 even though he admitted a “lack of
knowledge in the area of drug abuse* ac-
cording to federal records.

'erry told a federal inspector (n January
1978 that because he didn't know much
about drug abuse, he spent three-fourths of
his tme dealing with alcohol abusers also
treated by the agency

The inspectnr -~ and another reviuower
who checked the clinic’s records almost two
years later. after Perfy's departure —
sharply criticized the clime for falling to
document that several clients were narcot-
ies addicts upont admission
; Periy, who has died, was one of al icast
42 doctors who have operated methadone
programs 1n Florida in the past 10 years
even though they had no tralning

A natve |untrained] phystcian who
undertakes o run a maethadone program
must be soft in the head,” said Dr Vernon
Patch. a Harvard Unmiversity psychiatry
professor who formerly operated the city of
Boaton's programs “Addicts will run rings
around the average doctor

The US * ard Drug Administration
requires only . the doctor in charge of a
methadone clhinic have a medical license
and & permit to dispense narcolics “We
assume that the doctors have experience™
in treatment of drug abuse. said L. Yvonne
Covinglon. acting director of the FDA Divi-
sion of Mcthadone Monitoring

Hul most doctors did not have experience
when they were hired to run Florida pro:
grams. judging from their resumcs Just {4
of 56 resumes. which were obtained by the
Fort Lauderdale News and Sun-Sentinel
from FDA. list experience |n treating irug
ahuse. only three stated previous affihation
with a methadone program

“That does surprise me.” said Daniel P
Hullstrom_ the monitoring division’s deputy
director But he said thal tis office proba-
bly couldn't dc anything about 1t

I don't think we could raise an
objection” lo lack of tra.ning, Hillstrom
xald I suspecl that we don't have the
authority o do thal ™

Under FDA regulations the program
sponsar 1s legally responsibie for 2 metha.
done program. bul the agency doesn't
require program sponsors to know anything
about methadone treaiment either Indeed.

8

193

y aren’t

many sponsars’ dutles are adminatrat:ve

While a few Florida methadone rrugrams
have been plagued by physiclan ‘turmover,
most have been aMle to retain physicians in
recenl years; though many of the doctors
learned the techniques through en-the-job
tralning they now have years of experience

But experience in treating addicts has not
halted FDA criticlsris of medical care pro-
vided o patients

Violations of federal standards during the
past 10 years include

@ Formal treatment plans, with demon-
strated goals for patients. are sketchy or
missing from some patient files In other
_cases, medical ovaluations were not per-
formed even though such a review Is re.
quired to justify enroliment in the program
beyond two years.

©® Changes in patients’ dosages have oc-
curred without written justification by the
program physician Government officials
note that frequent requests for adjustment
by a patient may indicate that the patient is
abusing other drugs, or trying to boost
methadone euphoria

® Faillurc to test patierts for signs of
unauthorized drug use

“We never say that a program 1Is not
providing sound medical care We say their
record: don't reflect it,” Mrs Covington
said.

The FDA never has done more than rep-
rimand a clinic and never has given evi-
dence of substandard medical care to state
authorities.

Florida’s Medical Praciice At subjects
physicians to penalties ranging from a rep-
rimand to loss of license for undertaking
medical services which tie doctor “knows
or has reason (0 know that he 13 not compe-
tent to perform ™

Failure by a physician to keep “'written
medical records justifying the course of
treatment™ also 13 a violation of state
medical licensing law These records have
been absent from many patient files re.
viewed by FDA 1nspeclors

Late 1n 1980 government officials relaxed
regulations that required one full-time doc-
tor for every 300 patients Many of the
doctors worked only part ume at the
cltnies. maintalning private practices

Now. the chnics don't have to have any
full-ume physicrans
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Federal rug abuse treatine~t officials claim ev.
ery tax dodar spent on drug abuse treatment pre.
vents $20 worth of crime But they concede that
figure 18 based on eetrmates which are difficult to
conlirm or dispute

in 198l 10 years after Nixon admimstration
officials argued that methadone maintenance would
reduce crime National Institute vn Drug Abuse
officials anrounced that “for the first time” they
had been able to “clearly document™ criminal activ-
ity of heroin addicts

The estimate was based on interviews with
addicts who claimed they were responstble for as
much as one major crime per day each Many
rescarchers discount this claim. however, because
they think addicts frequently exaggerate the cxtent
of their drug habits and the crimes they com...t

sts cloud the crime debate

NIDA officials claim that reduced use of 1llicit
drugs 1s likely to reduce criminul behavior. bur a
study of 118 methadone patients enrolled 1n Atlanta
programs. published in The American Journal of
Public Health in 1874, showed “no changes” 1n
thefts and violent crunes between patients and
those untreate”

Government data suggest moethadone also has
contrihuted to some crime In the m {-1970s, ol
clals found that as many as 48 percetu of New York
methadone patients illegally were selling doxes of
the drug they were permit.d ta take at home

NIDA paid for that research projeet but declined
to publish all the findings. instead. off:cials pub
lished an abhreviated version which suggested that
illegal sale of methadone was a minor problem

- Many clinics
neglect counselin
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Federal momtors [elt counselors
a4t Tampa s methadone program
were falling down on the job

Counseling séssions (requentiy
centered on medication probiems,
increases in demes. take hamie and

travel privifeges.  reads a 1975
evaluatton of  the DAACO
Chematrestment program  ~These

prublems =hould net be the focus of
counseling  Methadone should be
viewed as an ad,unct to therapy
not the therapy itself

The government reviewers
aceused the chinte staff of “wield
ing metkadone A< o club

Rut 1he regotatars didnt specily
whal the cline was <upposed ta do

Liovernment aflicials pever have
spelted out what types of services
should be rendered to methadone
clients Regulations simplv require
clinies W make comprehensive re-
habilitative services  avatlable

Netther the National Institute on
Drug Abuse nor the Fad and Drug
Admunistration has st standards
for counselors statng «niv thdt the
workers should  he  qualified hy
virtue of experieme tralning or
edacation  Coupselors ringe from
former adduts 1o cotlege  gradu
ates 10 soclal work

One counselar s regqinred for ry
ery S0 patenls but the regulateons

do not specily how often each
patient must meet with a coun-
selor There W nothing to stop a
chime from simply allowing pa-
tients to come 1n and get the drug

Some clinic operators insist they
do more than simply dispense nar-
cotics and collect fees

“We are runmng a methadone
treatment program. not X metha-
done maintenance program.” said
Jerry Feulner. admimstrator of
Thee Door 1n Orlande  “Qur pa-
tients have to commit to regular
counseling ar.4 within a reasonable
period of time get gainfully
employed

But documents obtained by the
Forl Laudcrdale News and Sun-
Sentinel show that most Florida
clinics have been criticized
repeatedly by federal inspectors
for failing to matntain treatment
plans indicating that patients are
pursuing rehabilitative gnalx

And Florida 1% not unique

@ A studv done for the National
Institute on Dirug Ahuse to 1valu
ate agency funded programs found
that 12 percent of 24 100 files re
viewed beiween Julv 1976 and May
1977 contained no treatmoent plan

@ The qudaluv of rehabilitative
services affered npationwide was

D —

-
Jerry Feulner, of Thee Door

criticized 1n 1979 by auditors frtom
the Inspector General's office of
the US Department of Health and
Human Services

@ The General Accounting (Mlice
in 1980 reported finding that even
when treatment plans were present
in patient records. a patient’s goaly
often were vague. such gs  to calin
down " and to have goals lar hfe
GAC auditors also criticized what
they tecmed “low levels™ of patient
counseling and wuggested thiy
might be responsible for the ‘large
number ol chents leaving the pro-

<U()
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#rams and the Nigh rate of
recidivism
@ A New York legisiati e
COMMISSION, 1n A [k« ember 1981
audit of the state s methadone pro-
grams. also found treatment goals
included entries such as “increased
tolerance for frustration -

Methadone founder Dt Vincent
Dole helieves that government's
fatlure to 1nsi1st upon rehabilitation

particularly job training . 3
the .eason methadone therapy has

5 fatled (0 cure most addicts

“The best thing to do 15 *~ get an

addict a Jub If a guy 1%

A cure

uneniployed. 1t s a very strong
temptation to sell his methadone
on the street.” Dole saud .

But Feulner notes that “job
training 1% a very expensive propo-
sition,” «ne the chnic cantot af.
ford “Patient fecs and funding are
not near enough to support the
clinie.”” he said “The public
support 18 just not there '

Job training 18 not rcalistic for
many patients in Florida pro-
grams, he said

“A lot of our people have skills
They are not Insers that you find 1n
the bIR cities.” Feulner sad

‘Nobody else but me could do it’

o
For five years, Jummy Pascrell's life revolved
around the two-ounce container of sweetened lig-
utd methadone he drank every morning.

Pascrell. a4 construction worker who lives in
west RBrowdrd (‘ounty, was a patient at the
Pompano Methadone Treatment Center

" Mcihadone was like having to take your car to
the filling station every day.” he sald It bathered
me psychologically because | was hooked and buy-
InR drugs to get high

But 1t was through mcthadone that Pascrell was
able to end a 10-year history of hero:n addiction
Last yes r. he “detoxed.” after arguing repeatedly
with t.e chinic staff .

"1 decided that nobody else but me could-do 1t.”
he said 1 had to lock myself in the house "

But methadone wasn't quick to bring stability to
Pascrell's Life. he dropped in and out of treatment.
always returning to street drugs

{n 3 1981 interview Pascrell talked about how he
hay “detoxed” {rom drugs a hundred times. and
could ive without them. and soon would be able to

B - spoke disparagingly about the clinic and
about staffery efforts to counsel him. he admitted
berating staffers with allegations that they con.
spired to reduce his doze  one of the objeclives
of the treatment ‘

But unlike many palients, who at best wind up 1n
a holding pattern. at worst abuse the treatment.
Paxcrell changed hix ways

He now says his worst vice 1s stopping for a beer
after work

Sote prople vdn get off drugs others cant.”

21}

sald Pascrell, 3§
Drugs of one sort or another had dominated
Pascrell for the better part of his adult hife
His vse of narcotics began during a stint with
the US. Army. after Pascrell landed in Guam
Instead o! war-torn Vietnam He found oplum

~A~diasb he snorted the drug feverishly When -

inhaling failed to sustain him. he began injecting it
with a syringe until his arms were covered with
needle marks

Pascrell couldn’t hide tis hab.t from Army offi-
clals. who at the time were increasingly worri: 4
about drug use In the militaty. The Army bored
hm out

Broke. unreformed and having lhittle desire for
work. he landed home on the streets of Passaic,
NJ.in 1971 Heroin became his new fascination

He peddled the drug ot the sireets. always re-
serving the highest-quality dope for his own use

But Pascrell rai-ly made enough money to
support his habit or managed to evade police By
the time he was 18, he wys sentenced to six
months in the county stockade for possession of
heroin and narcolics parapherualia

That rundn with the law was followed by a
succession of drug treatment programs. none of
which worked. then methadone beginning in 1977

Pascrell drifted in and out of treatment for five
years, sometimes shuttling between methadone
programs in New Jsrsey and South Florida, some-
times picking up dilaudid on the strect, then he
decided to quit

“Right now I'm holding steady.” he said
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A success

‘The way out was methadone’

Ten years ago. ticorge Ferrell lay in the Veter.
ans Administration Medical Center i Miam
recavering from a near-falal bout with hepatitis

“The doctors said if [ didn't stop injecting herotn
1t would kil me.” sard Ferrell, who contracted
hepatitis frony a contaminated needle after more
than 20 years of heron use

Fercell enrolled in Dade County's ublicly
funded Centrsl Merthadone Faeilily dnd has steered
clear of heroin during most of the t0 years he has
been a patient there Instead of spending hundreds
o} dallars a week to buy heroin. he pays about $30
weekly for methadone. drinking one dose aif the
Miam clhinie and taking six botties home with him

‘T m positive that muethadone was the only thing
that sived mv hfe For me the way out wax
methadone,” said the <hort. sim Ferrell, now 51
“It was the greastest thing | could have done ™

Ferrell now 13 a co-owner ol a successful gas
stalion 1n northwest Miamu Though he knows he

ull 1s addicted to methadone, he considers himself
rehabshitated

' satisfied with the way things are because 1
can function normally.” Ferrell said. relaxing over
coffee at o Miami restaurant  Getting off drugs
corrpletely haunts my mind. hut [ haven't got any
ide when that ume will come ™

Same experts believe the only successful patient
s one who quits all drags ncluding methadone
Others consn'er chients hke Ferrell a success even
thaugh they remain on methacone for years

These davs Ferrell shows no outward «igns ol
dryg use He langhs easily ¢ven when recalling the

muserable  ltfe he lived werounging lor drugs o

life he sa1d began when he worked as chauffeur 1o
& gang of Miami con men who used heroin

He retnembers feellng o “‘relaxing sensation”
when he first inhaled herotn Within a few years he
started “finng.” injecting the drug into his vemns

“That was the straw that broke tire camet’s
back.” he said “Frofh then on, 1t was *nother jb ]
made for myself. just keer.ng up and surviving

When Ferrell first enrolied 1n the clinie. he tried
using heroin with his methadonc And for two
years he took advantage nf the large doses admin
istered by the climic to get “high ™

“l was so high on methadone [ couldn't talk It
was embarrassing because some davs [ had to go
home from work and sleep because I couldn't
concentrate,” he said

He persuaded chinic officials lo reduce his dose
from 75 mulligrams daily to hix current level of 30
muligrams - low by South Florida standards He
said the dose is loo small to produce euphorja bul
enough to suppress withdrawal symptoms

Ferrell constders himself one of a fortunate
minority of addicts who methadone has helped

“So many people go through these clinics. but
most don't have the desire ta get out of the street
life,”” he said “I've known a couple hundred of
them Some of them have gone downhill. some of
them have died [from drug overdoses) and some
got good jobs, but they still sneak around and get
drugs cvery once 1n a while ™’

But he stll worries that he might relapse

“I've been evading the fact that 1 got to get
away from [methadone]” he said I dread that
hecause | deteat any 1l feehng ™~

Slot funding:

An incentive for abuse?
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More than 8! billion in tax
money has been pard to methadone
programs through a complex and
controveraal formula called  s.it
funding

A slut  represenls one falient
in treatme it fof ane srar  Fach
year buswsd on the amount of
nwoney avaibthie the Sationdd n
strtute an Drug Abuse sets g
maximun doellar amoant for each
siot asvigned to vach type ul
tre«tment

Adounisteators of Jdrug treat
ntent vhinges estunate the aunther

of patients they will .treat and
compute an araual chnic budget
That budgel 13 divided by the num-
ber of clhients to arrive at a <ost
per paticnt-year

NIDA pays the chime 80 percem
of that figure. up to the maximu 1
slot allocation. the rest of the facil-
1ty s budget murt come from state

_ and local taxes or chent fees

A clinie gets no additional
federal money 1f 1t has more pa-
tients than 1t has slots

This year. the nine publhcly
funded methadene clinics in

Florida are assigned a total of
1.051 methadose treatment slots
In May, those :linics were treating
1.102 patients

I¢ the federal government
1~.mburkes clinics at $2.000 per
nat the 1981 cething thats
wot, than $21 million n federal
woney for Flonda climex alone
The federal government s nalional
methadone budget 18 aboul $73
mullion annually

Durtng four years 1976. 1977,
1978 and 1980 for which
nationwide figures could be ob-

QUL



tained, the Natienal Inalit-de on
Drug Abuse spent $265.495.000 on
methadotie maintenance programs
Assuming that figure represents 60
percent of the total. the nationwide
cost lo taxpayers during those four
years was more than $442 million

The NIDA funding method 1a
complicated because the agency
pays different rates for different
types of treatmeni For esample.
during 1930 and 1981 outpatient
methadone clinics could get a
maximum of $2,000. while residen-
tial treatment facilities wer elig).

ble for §5.840

10 sn:u 102 sm.w 4433497 $010.382 $161440 $3.688.202
Some critics charge the payment
system encourages progiam to W1 $1774000 $357000 $564.000 $1465.000 $185000 $4.345000
keep drug abusers in treatment fo; 1978 $1778030 $170000 3416000 $516000 $112,000 $2,992.000
too long. and to mantpulate Tolol  $5706.102 9755881 $1413.497 82501382 (4sgesc $11.005.262

statistics to retain funding.
Others have complained that the
system contains no incentive Lo
provide high-quality servive.
because a clinic gets the same

amount of money whether it cour - .

sels a patient once a month or ev.
ery time he enters the clinic fo. his
methadone

Slot funding was devised by bu-

‘ MILLIONS FOR METHADONE

[T
& Nawc-,,

Wpn e P
.

Ald tosstAle Olent Fos  Ower  Toind

oh year more than 25
million in tax money helps pay
to treat Florida add!~ts with
methadone. ¥rom 1974 through
1980, the stale's nine
publicly funded clinics got
nearly $8 miltion In tax reported earnings from

Hollywood, Pompano Beach
and msl Palm g:ach. which
are not required to report
earnings to the governmenl, did
not do 5o in 1978 and 1980.

In 1979 the three clinlcs

money. F-r-profit clinics in client fees of $1,096,000.

SOURCE: National Drug Abuse Treatment Utliization Survey
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SOURCE: Natonat Drug Ab se Treatment Uthzation Survey

Stall graphcs by GALF ENGELRE
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reaucrats in the Nixon White House
WHAT UNCLE SAM SPENDS who in the early 1970s developed
the concept to begin the flow of
== - mastive amounts of federal money
m ‘m to clinlcs across the country.
v . Officials planned to pay about
! 8,000 to treat each addlict in resl-
Funding dential settings aimed at getting
Siots per siot | Tots! spent the addict completely frec of
T Y p : gy drugz  but the methadone mainte-
whe , 12.342 ] 48,389 - ' $76.852,000 nance program, which would
1978 13,731 $5.510 $75.709,000. 090{;““""’0"!’" O“lPl";ﬂ‘ “l"““l’-
. . ‘&4 RS ' cou run for mech less In
wrr | oi2202-] sdene $53,803.000 187273, the first year of the na.
1978 14.436 v $4.920 $71.073.000 tiona! program, clinics were paid
$1,500 for each methadone slot
m m‘uﬂf A few critlcs argued that the
I claim that melhaluone would be
chewper was misleading because
Funding \ addlcts might require longer treat:
Slots per slot Totsl cost ment !n maintenance than in drug.
. p . . free programs. but their voices
W | 00887 | 81584 | 100,845,000 rere  amed hupeir roies
1978 73.647 $1.440 $105.840.000 enthl\‘zll'la?m for the ne\'l Iruhm;entl
. ¥ o “Lifetime costs per {methadon.
wn ‘ 74,383 ' $1.170 $47.611.000 patient may in fact exceed other
1976 78.450 $1.170 $91.672.000 modalities with greater short.term
" costs.” l:r'.mBertnm ll3rown. Ihet'l
mm mmmwacl director o the National Insttute o
MAm gentll Health. testified before
ongress In September 1971
Funding ; But officials who set up the
Siots per siot Tots! cost mllo‘t;'al drug treatment network
: 4 thought tnethadone the most cost:
0 | 40763 | w1748 | $71,183,000 effective approach
1978 45 541 $1.570 $71.430.000
wn 42,960 $1612 | $82:654,000 The federal government reimburses states as
1976 44,201 $1.360 $59.928.0n2 much as 60 percent of the cost of drug abuse
treatment hased on the so.called "slot funding”™
concept. Total cost flgures for drug-free programs

include treatment for all types of drug abuse;
methadone maintenance is uszed only to treat

narcotles addictlon.
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Few reforms are
ue to panel’s

‘work’

Congressional committees and agen-
cles have locked into methadone abuse
saveral times in the past 10 years, bul
few reforms have resulted

The General Actounting Office has
issued thred reports critical of the na-
ti nal methadone program, and the
House Seloct Committed on Narcotics
Abuse and Control has conducted two
hearings on methadone aince 1976.

The commitlee. which has no power
to draft legislation. once suggested
that methadone regulations be tight-
ened, but the recommendation waa
disregarded by the bureaucracy.

Following an April 1978 hearing, the
select committee stzif concluded that
“there would be almost no methadone-
related deaths” If the drug were not
being abused

The staff criticized iax dispenging

practices at clinics and urged the
Food and Drug Administration and
National Institute on Drug Abuse lo
tighten restrictions on take-home
doses .
FDA and NIDA did not enact the
sugfested change. instead. the agen-
cies jointly relaxed methadone
regulations .

The select committee, which has
cast taxpayers $3 3 million. has critics
in Congress. bul they were unsuccess-
ful 1n blorlun‘ Its most recent re-
autharization Feb 8 Congress voted
290-77 to continue the 25-member
committee for another two years. at
an estimated additional cost of §l 4
million .

The commitiee 13 strongly sup-
ported by two Broward congressmen
who are members Republican E
Clay Shaw and Democrat Larry Smith

But other congressmen have

cri‘icized the committee a3 little more
than a forum for sell-aggrandizement
of members. a launching pad for ex.
pensive foreign junkets and a swelling
and Ineffective Capitwl bureaucracy

“The select committee has almost
nothing to do with preventing drug
abuse, and almost everything to do
»ith congressional excesses: a growing
tureaucracy, forelgn junketa and
shameless aelf.-promotion ([of
members] that we ahould ail
¢ 'mn," Rep. Thomas J. Bliley Jr.,
Reva., sald in the Feb. 8 Congressional
R

ecord,

“"Members did manage to find their
way (o Italy and Austria at least twice
and Germany. Peru and Israel,” Biiley
stated. He also charged that commit.
tee field hearings repeatedly were
held in home districts of members,
including Fort Lauderdale. at needless
cost to laxpayers. He called it “an
excellent opportunity for hometown
media,” but blasted the practice for
wasting money.

“We have yet lo see any tangible
progress [by the committes; in solving
the drug problem,” argued Rep. lrent
Lott. R-Mlss.. minority whip, also an
opponent of reauthorzatio

But supporters say the nation's drug
abuse problems need as much atten-
tion as possible, its members say the
committee’s function is to coordinate
the dozen or so other congressional
bodies that have jurisdiction over ele-
ments of the drug abuse bureaucracy

“The committee has heightened
awarenesy of the drug abuse problem
That in itxelf 15 enough.” Shaw said
“You belter believe that 18 worth the
money
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The federal governnient hax
spent more than $25 million during
the past 10 years on fuule efforts
to diovelop alternative drugs to
methadone for the treatment of
narcotics addicts

At least $18 million of ¢hat sum
was spent o 8 drug cailed LAAM,
which became mired in two
research acandals, bureaucratic
ineptitude and the goverament's
own red lape.

And last December — after
more thart' 3,500 patients had re-
celved LAAM - the Natlonal Insti-
tute on Drug Abuse (NIDA) ordersd
researchers to stop plscing
patients on LAAM because nNew
tests showed It may cause canccr.
Those findings are under review by
¥Foud snd Drug Administration
esperta, who must decide whether
the threat 18 serious enough to halt
use of the drug

“The outlook [for LAAM) 18 not
good.” said Dr Harold Cinsdurg,
associate director of NIDA's Divi-
sion of Climcal Research

Asked if LAAM had been a waste
of taxpayers’ money, he replied
“That's one way to look at it.”

Even before the national metha-
done maintenance progrsm got off
the ground. officials began looking
for in slternative drug. because
they knew they never would be
able to prevent abuse of the potent
narcotic They hoped LAAM would
be the snawer

LLAAM short for levo-alpha
acetyimethadol. is chemically
similar to methadone. but 1ts
effects last several times longer
and - loesn’t give users as much
“mg'. ot feeling of euphoria Off1.
cials had hoped to dispense LAAM
three tim.s a week, greatly reduc-
ing . fared o give patients doses
of drugs to take home

Many potients on methadone.
which must be taken every day,
have sal# some of their take-home
doses to other drug abusers. result.
ing i a record of overdose deaths
that one White House official
described .n a 1972 memo as being
of  scandal proportions’

That officisl. Dr Alan Green. a
staff member of the Sp:cial Action
Otftice for Drug Abuse Prevention
{SAODAP), also wrote that “a lonf
scttng subatitute methadone-like
drug known as LAAM" might de
the answer.

But no pharmaceutical
manufacturing csmpany shared
that enthusiasm. Testing the drug
would be expensive and production
of a drug to treat narcotics addicts
was not expected to yleld much
profit. The potential for profit also
was limited because the formula
for LAAM, which was discovered
in the 19408, could not be patented.

So SAODAP officials decided to
enter the pharmaceutical business
as LAAM's sponsor. It was the first
time a federal agency outside the
National Cancer Institute had tried
to pay for a drug's commercial
development

No one questioned the sgency's
motive in secting to develop &
dnq with the properties of LAAM.

But bringing a new drug to market
is a complex process (hat requires
extensive testing, first in animals
and then in humans, to prove it is
safe and effective.

SAODAP and Its successor
agency. NIDA, "bungled It in a way
that only a government agency can
do,” said Dr. Avram Goldstein, di-
rector of the Addiction Research
Foundatton tn Palo Alto, Calif., and
a member of the panel now study-
ing the LAAM cancer test results.
“The problems with LAAM have
Seen that it was not developed by a
pharmaceutical company.”

SAODAP awarded a $192.541
contract to Industrial Biotest
Associates of Northbrook. Ill.. to
test LAAM on animalr beginning in
June 1978. The work was com:

leted in December 1975, and

M was pronounced safe.

In June 1973, the government
awarded a $3 2 million contract to
a pany 4 Medical Re-
search Applicdtions Inc to conduct
Buman tests and document the

results
A September 1975 White Paper

(o
1

on Drug Abuse, produced by a
presidential advisory p. rec
ommended Lhe switca [rom meth-
adone (0 LAAM “as soon &5 the
wyuddﬂac! [of LAAM] have

determined.

Then LAAM's troubles began. In
1976, word leaked out that
Industrial Biotest Associates was
under investigation for atlegedly
Ialsifying results of research on
other substances done for the l‘ood

Agency.

scandal led FDA officlals

iaformally to refuse to accept
Iadustris

assoclation with cancer. evia
such an association had
been demonstrated. Prosecutors in
Chicago charge the company falsl-
m m results for Ilnmclul
veloped a reputation
within the pharmaceutical Industry
as a company that could be relied
on (o give any experiments! drug a
clean bill of health.
The L’ *°1 study, which was
€0 “4ucte. ,om June 1973 through

De.  ° 1975, is not mentioned
int “wetment. NIDA officials
andit LAAM study, and "1
bellev. ults were reliable by

and It ald Dr. Mark Sayder,
director v. the preclinical branch
of thu oationel Institute on Drug
Abuse. "It was reasonably done
That is not to say that it was

John Whysner, chief executive of
the company conducting the human
trials, sald he was not 80 sure then,
or now

“It was a rea) important safety
tssue,”’ satd Whysner. who clatmed
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Methadone:
The facts

@ The lederal govarnment has
spent more than $25 million in a
futile 10-year search for drugs
to repiace methadone

@ The drug LAAM. touted as a
methadon® subslitute. was
given 1o more than 3.500 pa-
tients belore Animal tests dis.
ciosed 1 could cause cancer

@ Methadone treatment ands
with oniy one ol every 10
addicts who try it 1ree of o,ugs
Some addicts ara able 10 live &
relatively normal il on metha-
done. but each year moré anc
morea become trapped in a
closed cycls ol addiction, drop-
ping I and tut ol treatment

@ llisgal n ethadona. much of
which 18 pesddled on the stroots
by clinic patie..ts given doses to
take at hOme. has been respon-
sible for at least 2.200 dealns
nationally. more than 23.000
people have become addicied to
non-préscription methadone

® Most South Flonida metha-
done «hiniCs allow noarly all pa.
tients to take homa strong
doses ol methadone a com-
bination sure to result 1n illegal
diversion Methadone sold ilie.
gally by pationts was linked to
live overdose deaths In South
Florida in 1980 and 1981

@ Methadone was at least a
partial cause of 29 drug over-
dose deains in South Florida
dunng 1980 and 1981 1wice
the number attributed 10 heroin

@ That death 1ol inCiudes 15
methadone clinic patients —~ 10
percent ol the reported patient
deaths nationwide during those
two years Only 2 percent of the
methadone pahents nationwide
are enrolled n florida chrucs

® Dunng the past 10 years
methadone. aione or In com-
bination witt other drugs has
been responsibie tor the deaths
of at teast 4 417 people and has
sickened at least 24 276 peopie
$0 badily they required hospitai
treatmaenl At lgast 68 of the
tatatics, wano urborn children
ol mathadur1-using mothers

® The federal government's
attempt to protect pahents from
poor ca:eé by the methadone
chmcs has been slashed 1o an
an-time iow

203

remove any doubl that [LAAM was
safe But EG&G Mason Research
Institute, a Worcester. Mass .
company paid $666.903 to o the
job, didn't start until Sepiember
1978, after several thousand
addicts had used the drug The hy-
man tests being done by Medical
Research Appi.cations were not in-
terrupted by the Industrial Biotist
controversy

an July 1970, before Medical Re-
search completcd ils work. th=*
contract was criticized by
syndicated columnist Jack Ander-
0N as a “sweetheart deal "

The Anderron allegations
worried officials at the highest lev-
ela of the federal health
bureaucracy — including Joseph
Califano. then secretary of Health,
£ducation and Welfare (‘alifano
ordered changes In contrac!
procedures and dispatched numer-
ous letters to appease congressmen
angered by the allegations

An audit diaputed Anderson's
charges of ,avoritism bul raised
numerous other questions about
Whysner'a contract. [n September
1979, the government canceled
Whysner's contract, a move that
ended the large-scale LAAM trial.

That decialon left LAAM in
limbo The number of patients us-
ing the drug dwindled to about ¢00.
mostly clients at methadone clinics
in New York and Los Angeles.

Many LAAM supporters felt the
drug had become a victim of
Washington politics

“The poor drug has been unfairly
maligned over tbe years,” said Dr
Charles O'Brien. director of the
psychialry service at the Veterans
Administration Hospital n
Philadelphia

Late last year. the second round
of LAAM animal tests ended with a
warning that the drug may cause

/

liver cancer 1n laboratory rats

EG&G Mason tested both LAAM
and methadone Though methidone
showed no apparent association
with cancer, [ A\AM produced
“statistically significant increases
19 cancers in the test animals. ac:
uarding to government records

m Oct 18. NIDA Director Dr
¥ dham Pollin zent letters to re.
#ar:hers using the drug Pollin's
letter stated that the animal
studies “indicate that rats have a
greater than anticipated™ rate of
tumors

Zight weeks later Pollin sent
another, far more ominous lelter

“No further patients shall be in.
ducted on LAAM until an
evaluation of its patential carcino-
genicity and therapeutic risk-ratio
18 made.” the Dec 18 letter reads

Rescarchers were ordered to
make sure that patients remaining
on the drug aigned a form
certifying that the patient had “dis-
cussed the possibility that LAAM
may be a carcinogen with my clin-
clan,” but had decided to remain
on the drug rather than return to
methadone.

Many patients were not
interested in waiting for the final
word Dr Arnold Washton. who dis:
tributes the drug to about 50 pa-
tients at New York Medical
College. sald about 20 percent of
his patients dropped out when told
¢f the cancer risk

Yet panelists interviewed by the
News and Sun-Sentinel said ney
emerged from a March 16
discussion concluding that there
WAS 0O reascn (o suspect increased
cancer risk in humans

“It waa my opinion and the
group's that the risk i humans
couldn't be determined based on
the anlmal studies.” said Dr Rob-

he urged NIDA officlals 1o repeat
the studies hefore proceed g any

further
The government peaple
dragged their feet. Whysner said

“They didnt want to spend the
money

Officials eventyatly did decide to
have the aniriial tests repealed to

U.S. Health, Education
and Welfare Secre-
tary Joseph Califanc.
worried by allega-
tions that one LAAM
testing contract was a
‘‘sweetheart deal,”
ordered changes in
contract procedures
and wiote numerous
letters to appezse
angry congressmen.
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ert Squire. a Johns Hopkins
University amimal-pathology
expert

The cancer controversy has
placed LAAM's fate 1n the hands of
FDA olficials, who have yet to de-
cide what to do

Dr Kdward Tocus., who heads
the FDa's drug abuse section.
noted that the agency might
approve continued use of LAAM 1if
officials conclude its benefita out:
weigh any health riska

I LAAM survivea the cancer.
atudy findings. all exiating data on
the drug muat be collected into a
formal document called a New
Drug Application for FDA review
Ginzburg said NIDA legally cannot
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take this {inal step, but must ftnd a
commercial sponsor for LAAM

Offli~tala disagree on the cost of
prepac g that document, largely
because of uncertainty about
whether any testing needa to be
repeated Ginzbhurg estimated the
cost at “several hundred thousand
dollars.” but a 1980 NIDA report
atated the cost could reach 83
mithon

NIDA officlals never have added
up the tax dollars spent on LAAM.
after numerous written and oral
requests by the News und Sun-Sen:
unel over the paat three months,
the agency produced a partial
liating of LAAM contracts that
showed a price tag of at least $18

million

NIDA fficials had hoped that
the passage in February of the Or.
phan Drug Act might save the
government some money. That law
ls designed to speed marketing of
drugs which cannot find a sponsor
because they would be used by
fewer than 200.000 people, and thus
not return large profita to a

- pharmaceutical manufacturer.

But FDA has taken the position
that LAAM has a aponsor — the
National Institute on Drug Abuse.
As far as the FDA 13 concerned,
that leaves LAAM ineligible for

apecial ideration.
"This ¢ a perfect Catch-32,"
Ginzburg said.

U.S. paid for
research, then
for data

Fed ral officials paid a researcher B35
mitlion to develop information on the use
of 1LAAM 1n treating herotn addicts. then
had to pay him §200.000 more to get their
hands un the data they had paid him to
collect

It was John Whysner's [irst try at the
drug huxiniss. it also was his last

When the National Institute on Drug
2 buse was created n 1975, Whysner a
former pediatrician and consuttant to the
Nixon White House drug abuse program
quickly became a “major’ NIDA
contractor. according to government
reverds

In 1975, NIDA ufficials concluded that
the only way lo inarket LAAM as an aiter.
native to methadone would be to pay
somcone Lo test it The agency gave John
A Whysner Associates a contract to
arrange for tests of the drug in humans to
be conducted amd documented

The contrdet atso gave Whysner exelu
sive rights to the data collected at taxpay:
ery eapense. data which were needed to
win approval to market the drug At the
time  the government had no written
guidelines for determining the terms of
such an unusual contract

The tact that | gut the data was an
ierntive 10 the cantract  waid Whysner

2017

who naw lives 1n New York He denied
impropriety and said his company became
the vicum ol “politics and journalism ™

In 1978. before Whyaner's tests were
pleted. syndicated col Jack An-
derson criticized the LAAM contract An-
derson reported that Whysner had an
“inside track™ on the "plum" contract
because of hix lormer government work
Anderson’s allegation that [avoritism
had influenced the award later was dis-
puted by an audit conducted by the Inspec-
tor General's office of the Department of
Health. Education and Wellare tnow
Heaith and Human Services)

Whysner had “no experience with the
complexities of the Food and Drug Admin-
istration’s requirements for obtaining ap-
proval to market 3 new drug.” according
to the audit

Though auditors concluded that
Whysner's was not considercd the “most
qualified” company to handle the tests,
they also stated that his company got the
contract alter 40 other companies and
university researchers turned it down

But the audit disclosed other “serious
problems™ with the LAAM contract that
had not been subjected to public scrutiny

Nine months after receiving the con-
.ract, Whysner was granted blanket immu-
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ey frang Laws sts That opght asoae feofn
the fests He had talil officals b was
unable to get osuianoe

The auditors pointed out (that theee qual
ied companies had balked at the proposwt
targely because the governmeat had
refused tooindemnify them

The contract also granted Whysner ex
clusive rights to sell the drug once 1t was
appraved The goverament  which ex
pected 1 be LAAM S higgest custuaner.
never bothered to negotiate a price

Auditirs also eritictzed the cuntract's
Cust sharing tertns  Hecause Whysner
wnuld reap all profits from the drug. the
governnent’s gual was tu compel Whysner
to assunbe hatf the cent of testing 1t But
Whysner ended up paying only 846 784.
less than 2 pereent of the $3.573.140 total
enst accarding to government records

Whystwr never completed the LAAM
studies but not because NfDA offnaals
behieved thal hin antk hid been
inadequate  The conirict was ternunated
Sept 11 1979 at the canvenence of
the government  largely because of the
upradr over Andersan s altegations

Whysner sad his busiess which he had
readmed Medical Research Applications
Ine was rutned as g result He saw red
when the govetminent dentanded that he
return 1he Jata

€N Tene 0 T98L it twao yars after
the contract was caneelid the gy ernment
Roave Whysner his final pavinent 8332 445
NIDA reeords cuphemintoratiy call
$200 000 «f that jusinent  the amount 10
excess of the otigaal ewiiant terny
nation camts

In fact 1hat pavmiedl was o serure
bunes of stady fats whuh reman
SMorage .t NIDA S headquarters 10 ek
ville Md
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([ WHAT LAAM COST )
TAXPAYERS

" PHASE 1- ANIMAL
STUDIES

$9,683,664

PHASE 2 - HUMAN
VOLUNTEERS

$1,423,076

PHASE 3 - CLINICAL
TRIALS

$3,773,140

AUDITS, REPEAT TESTS

%59 $1,166,903

TOTAL "$16,046,783

SOURCE: National Institute on Drug Abuse.

J/

J

Staff graphic by KEITH ROBINSON

Estimated spending on LAAM includes only contracts funded by
the National Institute on Drug Abuse after 1975. Officlals were
unable to locate carlier rocords. NIDA's predecessor, a special
White House office, spent at least $550,000 on LAAM in 1972
alone, according to documents obtained by the News and Sun.
Seatipel from the National Archives.

Even backers have to

admit LAAM’s limits

Same goverament officials

questions  as it

answered drug’s effects on the reproductive

RIC

worried they might be throwing
guod money after bad if they con:
tinued to finance tests un LAAM. a
nethadune derivative plagued by
«candal and government bungling

So 10 August 1980, Dr William
bothin director of the National In.
stitute on Drug Abuse. convened an
elght member advisory panel to
resolve the contrnversy

Twie of the eight members
previausly had received NIDA
grants to test LAAM. two others
were ardent supporters of the drug

Their report ralsed av  nany

IR~177 o 0o - g

Highlights o1 the report, obtained
by the Fort 1 auderdale News and
Sun-Sentinel tarough the Freedom
of Information Act

@ The panel members recom.
mended NIDA continue the LAAM
project, but not as a replacement
for methadone the original tn-
tent of the drug

@ Estimates of the drug's poten-
t1al users vary from 25 percent to
75 percent of the nation’'s male
methadone patients Women, who
make up 31 percent of methadone
users. are ncligible because the

20§

system have not been determined
At best the market for LAAM
would be 37.122 people, at worst 1t
would be 12.374, using the latest
availcble government figures

@ Acceplance of LAAM would
increase tl patients could not get
methadone, which produces more
euphoria But panel members rec-
ommended against trying to
replace methadone with LAAM

® The LAAM project could cost
taxpayers an additional $3 million.
on top of the more than $16 million
already spent on the drug. mostly



Q

ERIC

Aruitoxt provided by Eic:

to repeat some tests which may
have been conducted improperly nr
may be incomplete

@® NIDA spent more than
$500.000 and a “couple of years of
staff [time]” to audit LAAM animal
studies conducted by a company
enibroiled i~ sllegations of re-
search freud NIDa hoped the au-
dit results would ccavince Food
and Drug Administration that the
LAAM tests were conducted prop-
erly FDA refused to accept the
audit and the Lests had to be re
peated. at an additional cost of
more than $600.000

Despite the uncertainties about
LAAM. members of the 1980 panel
wese convinced the drug had
proved 118 worth and should not be
“sacriliced” to permit the agency
to spend limited research dollars

206

on altsrnative drugs

Panel members insisted LLAAM
would reduce black-market metha-
done sales and ‘‘unnecessary
deaths.” both caused because meth-
adone often is dispensed to patients
to take home. Officials claim
LAAM. which is administered three
times weekly. would not be given

 to take home

The panel also concluded that
fewer visits would reduce operat-
ing costs, which in turn would
{nwo“ treatment Limited funds

ave “made It more difficult for
programs to provide adequate
counaeling and rehabilitation ser-
vices,” the report zaid. Fewer
clinic visits also would reduce the
number of people who loiter near
clinics and thus ' inflame
neighborhoods.

Panel members said they were
“disturbed” by questions about the
quality of the LAAM data

Records of abaut one-third of the
3,500 humans studied by primary
LAAM contractor John A Whysner
had not been analyzed. As a result,
the report stated that members
“could not be absolutely sure there
were no surpriz.s in that part of
the data ™

No decizion on LAAM's future
resulted from the study repart The
project has languished. most re-
cently 1t has become the respon:
sibility of the NIDA Addliction
Research Center in Baltimore.

“The government has a lot In.
vested tn LAAM. We don't like to
see 1t not come to frujtion,” said
Dr. Jack Scanlon. ARC director.

arly tests hinted drug
would fail

Staffers at two South Florida
methadone clinies chosen to test
LAAM found the drug was a bust

Only two of 42 patients com-
pleted a 40-week test of the drug at
Broward Methadone Maintenance
Rehabilitation and Research Facil-
ity 1 Mollywood At Miami's St
Luke Center, all but 14 of 88
LAAM st dy patients dropped out,
according to federal records

Mosl patients quil outright 15 at
the Hollywood clinic cited side
effects such as nausea. dizziness
and vomiting and at St Luke's. the
most common reasons for termina-
tion were depression. Impatence
and insomnia

But the real reason most pa:
tients rejected [LAAM. researchers
later concinded was that the long.
acting drug failed to produce as
intense a “high’ as methadone

“The addict is looking for a httle
buzz. for narcotic warmth. when
they don‘t get 1t they think they are
sick.” said Dr Arnold Washlon. du:
rector of the Division of Drug
Abuse Research and Treatment at
M w York Medical College

‘LAAM can't compete with
methadone. * sald Washton. whe
runs the largest remaining LAAM.
dispensing clinic. with about 50 pa-
tients ~"That 1s a misguided

noton
Government officials proceeded

with LAAM tests desplte evidence
that most addicts spurned the drug
The: also disregarded studies
suggesting that the drug could be
dangerous

LAAM was tested on more than
3500 patients between 1973 and
1979. 80 to 69 percent of patients
failed to complete the studies,
compared to dropout rates for
methadone patients ranging from
40 to 48 percent

In September 1973, about six
months after the first large-scale
human trial was completed. a
White House task force recom-
mended switching from methadone
to LAAM Nattonal [nstitule on
Drug Abuse officials 1n July 1978
were more reserved. a scantly
circulated policy statcment noted
the agency “does not currenlly
anticipate that LAAM implcmenta-
tron wtil tead to dramatic
alteration of the current federal
oplale addiction treatment or
philasophy

In April 1978, however. repre
senatives of the Carter adminis
tration vowed to push for
*accelerated development” of
LAAM In their testimony before a
congressional commitlee
investigating methadone deaths.
Carter aides made no mentian of
LAAM's drawbacks

But warnings were appearing in
some medical journals Perhaps
most worrisome LAAM's lack of
euphoria made the drug polentially
dangerous

Dr Jack Blaine. a research psy-
chiatrist who supervised the LAAM
ev: ments for NIDA. conceded
tha. some patients injured
themselves by mixing LAAM with
other drugs because they could feel
no “high” from LAAM

Of the 3.594 addicts given LAAM
through 1979, 21 died Published
research findings didn't disclose
what caused all Lhe deaths. but ane
study attributed nine of 17 deaths
examined to “lethal mixed drug
overdose” of LAAM and other
drugs, most commonly alcohol and
the sedative diazepam

Blaine's research team cun:
cluded 1n 1980 that LAAM palients
“at first glance appear more
vulnerable to mixed drug ovcrdose
than methadone patients * They
stated, however, that this
conclusion could not be drawn with
certainty because the government
never had tried to determine how
many patients die after mixing
methadone with other substances

Dr Jerome Jaffe. who headed
the !linois Drug Abuse Program.
way one of the first researchers to
use LAAM as a substitute for
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methadone His 1970 research. fi-
nanced by the US. Public Health
Servive, indicated that, In general,
LAAM could be substituted for
methadone. Researchera noted,
however, that dropout rates ap-
peared slightly higher with LAAM,
and that the drug's "delayed onset”
(at least four hoursj and “sustained
action” (effects last at least 48
hours) “may also be the basis for
difficulties :

Jaffe, who would be appointed
President Nixon's top drug abuse
adviser in June 1971, wrote

“If an occasional individua! does
attempt to abuse the drug,
unaware Of this delayed onset, he
may administer a numbcr of dones
thinking that the drug is merely

‘weak’ o1 “dilutad’ By the time the

effects appear he may have
already seif-administered a lethal
overdose.”

Jaffe, now a professcr at the
University of Connecticut School of
Madicine, sald In a telephone inter:
view that it wa; “ironic" that few
addicts would take LAAM. But he
said¢ mos* patients dropped out
because they were given the option
of returning to methadone. In 1971
Jaffe said LAAM'a "potential prob-
lemns are not Insurmountable,”
because “cliniclans can be &du-
cated to be alert to the posalbility”
of LAAM overdoses. He added.
“Whether it will be as easy to
teach patlents ubout these unusual
effects is not certain.”

Naltrexone: :
‘Not a major step forward’
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The federal government Xas
spent at least §% million to develop
a drug called naltrexone to Lreat
addicts - even though few experts
ever believed it would do much

-good

Naltrexone negates the “high"
an addict gets from heroin.
scientists call 1t an optate
antagonist. The theory of
naltrexone i3 similar to the theory
of Antabuse. which Is used for
treating alcoholics with Antabuse
an alcoholic who drinks gets ik
with naltrexone. an addict who
uses heroin feels no + uphoria

The reason the two drugs have
been used infrequentiy over the
years is similar as well They work
only when patients take theirr medi-
cine regularly

Few do

“Naitrexone 13 mt & major step
forward It's a pity.” said Dr Leo
Hollister, of the Veterans Adminis:
tration Hospital 1n Palo Alto.
Cahf. who directed one of the
government's first studies of the
drug 1n 1973 He still supports
efforts to market it. even though he
admuts. "It 18 pot the g answer
that people hoped it would be ~

The investment in naltrexone
was spurred by congressmen con:
cerned about the government's en-
dorsement of treatment using an
sddictive drug. such as methadone

One of the maost influential

supporters of antagonist therapy
was former Rep. Paul Rogers. D-
West Palm Beach, then chairman
of the powerful subcommittee on
Health and the Env

to be ! value only to a limited
subgroup” of addlcts.
In 1947, Endo Laboratortes. a di-
vision of DuPont, patented a new
tagonist, naltrexone. The drug

Rogers feared that methadone
simnly would spread addictlon,
rather than encouraging addicts to
free themselves from drugs.

“The Nixon people weren't that
interested In fesearch on an
antagonist,” Rogers recailed. “The
push came from Congress. We kept
pounding on them.”

o The Drug Abuse Office and

Treatment Act, which became law
in March 1972, reflects that pres
sure. The lsw requires research
Into drugs such as naitrexone.
But good intentions could not
overcome practical problems.

In 1966 Dr Jeromu Jaife, who
studied an antagonist while head of
filinois drug programs. published
research noting that patients
complained of unpleasant side
effects, dropov’ rates were enhor-
mous. relupse rates were very
high. and dally distribution of the
drug was impractical

Jaffe, who eventually became
President Nixon's chief drug abuse
adviser. belleved that many of
these drawbacks could be over
come. but he also admitted
“Desptte their great theoretical
promise. antagonists might prove

10

produced few unplea:ant reactions
and its effects lasted several days.

Fearing that low profit potential
would prevent DuPont from con-
ducting pre-market research on the
drug. federal officials agreed to
finance the tests.

Between 1973 and 1974, the
government spent $5 million on
naltrexone research In September
1978, Endo received a five-year. $4
milllon contract to conduct clinical
trials in humans. That work s
scheduled to be completed in De-
cember; Endo «ill retatn the exclu
sive right to seli the drug

NIDA officisis were unable to
provide the costa of numerous
other government-sponsor.d
naitrexone trials.

Naltrexoi:e may have been an
improvement over Its predeces:
sors, but the drug's inabiiity to
replace methadone was apparent.
principally because it offers no
euphoria.

By 1976, numerous scientists
were sugeesting that the drug
never would live up to expecta.
tions One researcher whose work
was financed by NIDA called Ut “a
drug 1n search of an audience.”
another dubbed it “a good drug

“

"
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“The *axnn people
Raogers recalied.

Flle phots
Former Rep. Paul Rogers, at left, with President Nixon in 1971.

Wweren't that interested in ... an antagonist,”
“The push came from Congress.”

that we can't give away °

Now most experts say the drug
might help select gruups of ad.
dicted doctors, nurses and other
professionals  those highly moti
vated to kick their habits QOthers
are studying whether naltrexone
can be used alongside methadone
to wean addicts from herown

Ironically, naltrexone's major
use [n the future may have httle to
do with Crug abusers Narcotics -
antagonists are beginning to show
promise for use 1n treating vicims
of shock

Should naltrexone ever be used
for that purpose. Endo would reap
any profits even though taxpayers
ftnanced the drug': early deveinp.
ment. The company probabiy
would not be asked to repay any
testing costs

NIDA offictal Marvin Snyder
sald his agency's contract with
Endo makes no mention of any
other uses for the drug

FDA officials confirmed they
have recetved a formal request to
market naltrexone, but would not
33y when a decision will be
reached

Non-addicting opiate has
‘own set of problems’

The guverament < Latiest hape for
an alternative drug to replace
methadune 18 an experniental.
nofi atditng opuate drog

Hut buprenorphine a
patnkiller Natwnal lIpstitute un
Drug Abuse researchers are
TOINR s 4 thajur brs tkthaugh for

tredating addicts ha  gotten
toaler reeplion 10 other quarters
This t« nol g panwera bot 1t s

belter than anvihing ae know of *
sard e Donald Jasn-ki scientihic
director of the NIDA S Addtouon
Research tenter 1n Baltunare It
o4 sgnifieant adyance
Huprenurphine was developed by
Hrdanh chemsis 1 s marketed ,m
« pmbel of cauntines oy ersea-
but has vet 1o win Fiewd and Dyrug

Admunistration approval for use 1n
the United Statey

Jasinsk; s convinced
buprenorphine could be substituted
for methadone and would be much
safer for pauents and the public
Others are not so sure. and N1DA
has not decided whether 1y proceed
with developing the drug for addic.
tion treatment

“Peuple here feel that thes s a
pretty good drug that it might sup-
plant methadore. but only time
will tell. said Dr Jack Seanlun
directur of the research stitute

Yet 4 NIDA.ronvened study
pdanel 1n late 1980 concluded that
buprenorphine had ity “own set of
prohlems.  some of which even
avid buosters hike Jastnski admit

<11

need study

The drug produces euphoria.
which might make 1t 2 miyed
blessing for treatment personnel
The seven-member study pane!
stated “lts euphoric elfect. while
helpful in keeping patients in trealt-
ment, may create problems such as
abuse potenttal and poss:ble inter.
ference with rehabilitatinn and
regular employnient or education ~

But other prepertes appear to
give the drug great promise
Because buprerorphine does not
produce « migh degree of physical
dependence, treatment could be
discontinued with Iittle discomfort
to the patient And unlik  uther
narentics, the drog causes (itle
depression in hreathing. thus mak-
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Ing overdowe death unhikely nn
matter how large a dose 15 taken

Jasinski conceded that the drug
has nol been lested outside highly
controlled conditions He also con.

ceded that he “suspecti” that some

patienls given buprenorphine
would try to boost the drug's eu-
phoria by combining 1t with other
Aubstances. and might injure
themselvis

“All drugs have to be an adjunct
to treatment If anybody thinks
there 13 & magic bullet. .o s
foolish.” he said

Buprenorphine must clear nu
merous hurdles before 1t can be
used to treat addicts The applica:
tion awaiting FDA approval would
petmtt use of the drug only ax a
short-term pamkitler

FDA most probably would

EY

require long-term aoimal studies
before permitling the drug to be
taken for years by patlents Those
fests could take as long as eight
years and cost as muck as §10

million
Il the manufacturer balks at
paying for the tests. the

government would face another
question whether to jump into the
pharmaceutical business as 1t has
done with LAAM. either by
conducting the tesls or paying a
private company to do them

"l doubt 1f the fvrderal
government would cver undertake
the LAAM experience again That
was started under rather desperate
circumstances,” Scanlon said “We
[the government] are not a drug
company * '

- Clonidine helps ease

O
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pain of withdrawal

A drug now widely used to treat high
blood pressure may help addicts kiek the
methadone habit

The drug clor 4ine appears lo curu the
flu-like withdraw..' symploms addicts suf-
fer when deprived of narcolics. it 18 the
only non-narcotic drug having that
property

Muny methadone patients claim they re-
tmain on the drug because they fear they
won'l be able to complete a “detox” —
gradual redicction 1n methadone doses dur-
Ing 2 three-week period

“Every ceil in your body aches for
oplates.” said one former South Florida
methadone patient who completed tne
process

Specialists agree that those accustomed
to large methadone doses. as are com-
monly given in South Florida chinics. face
withdrawal symptoms when they are
weaned from .he drug

Most never complete the 2i-day detox
treatmenl. whether 1l 1s accomphished 1n a
hospital charging thousands of doltars. or
tr 4 government funded outpatient clinic
In ether setling. only aboul one In five
patieota sticceeds 1n becoming drug-free.
according lo government records

In fact. olficials of the National Institute
on Drug Abuse have been criticized by

government auditors for continuing to pay
for detox treatments in the face «,
government-sponsored studies showing the
procedure seldom works NIDA officials
estimated that $58 million 1n tax money
was spent during 1978 to deloxify about
30,000 heroin addicts.

Clonidine might change things.

Some doctors are using clontdine during
detox, but the procedure remains experi-
mental because the Food and Drug Admin-
istration has yet to approve the drug's use
for oplate detoxification.

Dr Herbert Kleber, professor of
psychiatry at the Yale University Scheol of
Medicine and director of the Substance
Abuse Treatment Unit at Connecticut Men-
tal Health Center, in New Haven has used
the drug on abuut 500 addict and is
enthuslastic

Kleber said clonidine given during a 10-
day period reduces withdrawal symptoms
and “gets people through [detox] better
He thinks that in the future clomidine will
be one of several drugs used to help
addicts in withdrawal.

According to Kleber. the “Ideal solution™
might be to give addicts lwo years of
methadone maintenaoce. then proceed
with detoxification He hopes that a third
drug, naltrexone. which blocks the eupho-
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ria an addicl receives lrom  narcotjes,
might help addicts remain free of drugs

Patients often 1nsist they are anxious to
get off methadone. bul many clihic
workers doubt their sincerity

“On methadone | can hold a job and |
act normal, but | cant gel off the stuff.”
said one female South Florida patient
‘There are a lot of junkies out there who
dun't want to get on the mothadone for
thal reason’

Many methadone clinics dixcourage pa
tients from 1rying to detox. inxisting they

Y.NE MYSTERY OF ADDICTION

Progress is slow, outlook uncertain

O

ERIC

Aruitoxt provided by Eic:

will tail and be “back on the street ™

Florida methadune climes reported to
the feder. ] government that only 18 pa-
tients were undergaing detoxification as of
Dec 31. 1981. a time when 1[.869 were
receiving methadone maintenance

"Drug-free 1s not a realistic goal for
most of these prople.” said Dr Edward
Sen.: a per chiatry professor at the
Umversity of Chicago “Heroin addiction
tends to be a chronic disease, so that the
only real question i1s whether the narcotics
they take are legal or 1llegal

for addiction cure

“Qur [drug abuse treatment]
programs cannot be judged on
the fulfillment of quotas and
other bureaucratic indexes of
accomplishment They must be
Judged by the number of human
beings who are brought out of
the hell of addiction.”

— Presideat Richard Nixoa
ix & message to Comgress.
June 17, 197}

Nothing authorities did per-
suaded "John" to quit shooting
heroin for long He was thrown
into Jail. he was detoxified with
methadone. he was forced to live
in group homes where he was
pressured to forsake drugs

“Most addicts resent treat-
ment programs from the start.”
said the Miamian. who prefers to
use a pseudonym when
discussing his past. “They are
only there because of a judge.

their families or because they

arv going to lose their job

John said he stopped using her-
oln because he grew “disgusted”
with t*» life he was leading. and
resolved to change things

“It took a long time for me to
surrender to the fact that ! can’t
use drugs.” said John. who has
rematned abstinent for many
years

Each year. more than 100,000

213

oplate addicts enter federally
funded treatment programs -
methadone clinic group homes
called '"therapeutic communi-
ties,”” or outpatienl counseling
centers — which cost taxpayers
hundreds of miilions of dollars a

year.

Bt few find help in any treat-
ment, according lo statistics re-
ported to the fuderal govern-
ment:

@ Mora than half never com-
plete treatment.

® Only about one in eight is
discharged free of drug use

® Though 13.8 percent of pa-
tients got a job while In treat:
ment, almost as many — 13
percent — had & job but lost 1t
while in treatment.

@ Fewer than 3 percent com-:
pleted job training. and only 6
percent were enrolled in an edu-
cational program at discharge.

*“There 13 no question that quit:
ting Is the most common form of
termination from drug treat.
ment,” sald Dr Saul B Sells, of
Texas Christian University.
which has been paid by the Na-
tional Institute on | vug Abuse to
evaluate agency- unded drug
treatment programs. NIDA
stopped collecting discharge
statistics 1n 1981 because of bud-
get reduclions
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Methadone: The facts

@ Methadons 13 not the only “cure’” for narcotics addiction that has
been less than completely successiul Residential tacilities and
outpatisnt counseling centars that stress abstinence {rom drugs aiso
tail to nd most of their patients of drug use

@ Despite bilion of 1ax doliars spenl on treatment and research.
science nas not been able to determine whether the cause of narcot-
1cs addiction 18 physiological or psychological - and scCientists ex-
pect no breakthrougrs soon

@ The lederal drug abuse treatment buresucracy has bean subsi
dizing Ireatment Clinics tor a decade even though officials have nol
wnOwn what servicas many o! the clinicé were providing

@. The federdl government has spent more than $25 million In a
futile 10-year search for drugs to replace methedone One of those
drugs was given to more than 3 50C patients before tests disclosed it
could cause cancer

@ Methadone treatment ends with only ona of every 10 addicta who
try 1t frea of drugs Some addicts are abie to live a relatively ncrmal
Iife on methadona. but each year mots and more becoms trapped In
a closed cycle ot addiction. dropping in and out of treatment and
atternating betwsen street drugs and clinic methadone

@ Illegsl methadone. much of which 15 peddied on the streets by
chinic palients given doses to take at homs, has been responstble for
at lesst 2.200 deaths nationally. mora than 23.000 P8Opla have
bec +e addicted l¢ n. a-prescnption methadone

@ 103t of South Florida’s methadons cliniCs allow nearly all pa-
tisn.s 10 taks home strong dosas of methadons - a combination
sure 10 result (n ilegal diversion Methadone sold ilegally by thnic
patients was linked 10 five drug overdose deatha in South Florida In
1980 ang 1981

@ That death toll inciudns 15 methadone clinic patients — 10
parcent of reported fataities nationwide during those two years Only
2 percent of methadone Patients nationwide are enrolled in Floride
chnics

@ More than 40 percent of methadone patwents in Florida are
treated by profit making ctnics Nationwide. for-protit clinics treat
onty 7 percent af tha palients

@ During tre past 10 y#ars msthadone. aions or i1 combinatich
with other drugs. has been responsiblo for the deaths of at least
4 417 people and has sickened at least 24.276 people 3o badly they
required hospita t eatment AL least 88 of the taralttes were unborn
ch ‘'dren carried Ly methadone-using mothers

@ Tne federal agencies tha® sanctioned the drug's use and
suparvised its distribution thr suyh tax-subsidized climics have col-
lected masses o! nformation about the methadone program but
never have analyzea the data 10 assess the treatment

@ The tederal government exempted methadons from legaily re
quued studies «f its l10ng-term sttects on health. svan though the
Droposed marnterance therapy could result in a pa. nt taking the
Jdrug lor years

The Fort Lauderdale News and Sun
Sentinel found that the perce: tage of
driig free discharges has been ceclinng,
and that the number of people who drop
out or are discharged for disciplinary
reasons 1% Increasing At thr same time.
4n ever growing number of na cotics
addicts also are misusing other dru-<.
complicaling their treatment

While n'any addicts like John
eventually wecome drug-free. nobody
~saws what cole formdl treatment pro-
grams play ir the process And sclentists
cancede they are years away frum
understanding how wxial  physical and
envitonmentdl actors intertwine to fox.
ter drug addictien

‘Opiate addiction treatment s very
frustrating We are not making wonderful
progress © said Dr Lea Hollister. a psy
chiatrist at the Veterans Administration
Hospital in Palo Alte. Calif

The federal goverament through a
variety of agencies. hes spent an esti-

mated 82 billion on many different drug
treatment programs in the past decade.
nffictals nsist that all types of treatment
hsve p.oved effective

These officials object to the use of dis-
charge statistics to measure effectiveness
of drug treatment programs Most cite a
study by Sells which teported that about
one-third of 1.477 addicts admitted to
treatment were drug-free five years after
release In the same studv about one:
third showed no measurable reduction in
drug use or got worse, and the remainder
fell somewhere tn between

But government officials concede that
factors other than drug abuse treatment
may have influenced those outcomes.

For example, 40 percent of the study
subjects spent some time in jail in the
interim, which could have persuaded
them to stop using drugs The study also
found that 80 percent of the patients had
at least one additional admission in the
interim. and that 43 percent returned to
dally heroin use at some point .n the
period

Many treatment specialists interviewed
by the News and Sun-Seniinel were less
defensive than the bureaucrats Treat:
ment programs don't work for everybody.
particularly those forced into therapy,
the specialists said.

“If anyone tells you he has 4n acroas-
the-board success rate In treating drug
addicts, he is lying.” said Dr. Delores
Morgan. director of the addiction treat-
ment program at South Miami Hospital.

Jody Rosen. program director for Spec-
trum of Broward, a residential drug-free
program In Wilton Manors in which half
the patients are enralled through the
courts, added "1 used o get discouragra
because | thought we could help every
body That is unrealistic The therapist i
only as good as the client allows him ’»
be ard sonie of these people don't want lo
waage

Rosen. a recovered heroin addiet from
a “middle class” background. smid drug
ahusers start and stop nsing drugs at
«helr own pace

“Some nf ,1: J+1ends started using her-
cin and | thought they were the lowest
Jhing on earth Then | expeiimented with
1. and « lovew 1" said Rosen, who was 17
at the time “Heroin was so powerful and
exciting These people didn't lock so
dis justing anymore ™'

\rhile Rosen. now 35, said he had
petiods of self-imposed abstin:nce. he
spent the better part of 10 years domi-
nated by heroin 1 tried to get out of this.
but 1 liked being irreaponsible 1 don't
understand this myself ™

Rosen's csperience 18 not uncommon

He enrolled tn a methadone program to
reduce the wize of his habit, then dropped
out, feeling more “helpless” on metha.
done tnan on the street

An arrest for selling heroin sent him to
a drug free program in Miami. he
dropped out and returned to his old ways.

After he was arrested again for his role
in a ring that forged prescriptions for

[
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dilaudid, a narcoti addicts use in South
Florida. he was ready o change

“1 was at the bottom of the barrel -
really scared,” Rosen sald "1 figured |
would either die or be an addiet for the
rest 0f my life This ume the treatment
worked " Rosen has been employed by
the yrogram ever since

Others involved in treating addicts
brlieve that expectations for drug treat.
ment programs were too high in the
beginning

Dr Jerome Jaife. the first dlr«‘tor of
President Nizon's Special Action Office
for Drug Abuse Prevention. which began
funding the programs in 1878, called the
results “remarkable - a

At the time that we set up these pro-
grams there was a view that once an
addict, always an addict.” said Jaffe, now
a psychiatry professor at the University
of Connecticut School of Medicine.

“When you look at [drug addictlon] in a
realistic sense it is one of a whole lot of
chronic diseases, like arthritls. Nobody
expects us to cure these other illnesses
that may be recurring.” he said.

But Jaffe acknowledged that drug
abuse treatment programs are not like
most medical initiatives. which patients
seek voluntarily. Drug abuse treatment Is
often forced u an addict.

“] dom't think there ever was a notion
that treatment was set up to do some-

Science has xot been able to solve the problem of nar.
cotics addiction Despite staggering sums of tax money
spent on a variety of research and clinical programs
across the countt,. only one of every eight addicts
discharged from treatment 1n {981 — the lateat year

ADDICTION: THE UNSOLVED AILMENT

for which statistics are available — wound up free of
drugs And instesd of getting better, we're getting
worse: 1981°s record was the worst In five years Chart
shows percentage of patients discharged from the major
types of treatment after ridding themselves of drug use

E

o
g\i@ Q‘G‘ i\o
S S % ~‘° A
%’ 9‘9,0"‘ °‘ ¥ s

1981 | 13.2 83| 286 0.3 | o169 | 203 12.5
1980 14.7 8.2 18.9 "11.7 215 20.7 15.2
979 | 149 04 | 143 |] 140 | 167 | 165 14.6
1978 14.5 10.0 13.3 12.3 11.0 1.1 12.9
wry | 130] 114 | 183 110 | 1563 142 13.0

SOURCE: Client-Oriented Data Acquisitlon Process,
National institute on Drug Abuse.

GLOSSARY:

Drug-free Uses no chemical agents except possibly temporary use of tranquilizers
for psychiatric problems Primary treatment method is traditional counseling.

Maintenance: Continued administration of drug to achieve stabilization. then
gradual methadone withdrawal, detoxification and abstinence

Detoxiflcation: Planned withdrawal of a patiens from a drug, generally in three
weeks or less.

Outpatient: Patient makes regular visits to a treatment center for therapy.
counseling and supportive services.

Residential: Patient aves at the treatment center while unaergoing therapy.

Hnspital: Treatment 1s administered i1 a hospital where patient also may receive
care for medical or psychiatric probleins
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thing good for junhkies.” Jaffe said in a

telepbone Interview. “There is no ques-
tion that it waa to benefit society As a
taxpayer. 1 would find a long list of oth-
ers more deserving than addicts.

Jalfe, who ran Illlnois drug programs
before joining the White House staff in
June 1971. said he hoped to decrease
“predatory behavior” by addicts who
turned to crime to support their habits.

But Dr Bertram Brown, who served as
director of the National Institute of Men-
tal Health (NIMH) during the Nixzon ad-
ministration, believes drug abusers
became victims of this phllosophy. He
criticized Nixon aides for having the "au-
dacity” to twist a medical treatment Into
a "political priority.”

“That is the lesson to be learned. Medi-
cine should not be run out of the White
House. These people knew no limit.” said
Brown, now president of Hahnemann
University. a medical school |n Philadel-
phia “People were forced into treatment.
What if these had been cancer victims?”

Brown. who angered Nizon aldes by
criticizing methad malnt. ar.
gued that addicts should be given a
cholce in their treatment. However. the
programs operated by NIMH before the
Nixon administration also were involun-
tary for the most part. And the prison-
ltke US Public Health Service hospitals
in Lezington, Ky.. and Fort Worth, Toxas.
as weil as community-based programs.
had recidivism or dropout rates as high
as 80 percent, according to NIDA
officials

While the elfects of political pressures
on drug abuse treatment remain hazy.
there 13 little doubt that rifts within the
field have hampered program develop-
ment

Many advocates of drug-free treatment
are openly contemp of methadone,
which they regard as simply substituting
one addiction for another. But in most
cases these critica are unable to demon-
strate that their programs are more ef-
fective in leading to drug abst e

“Sure, patients would be better off I
there were less Infighting.” said Richard
Harrington. who directs Dade County's
drug abuse treatment system.

Some of the rivalry has abated in re.
cent years But federal budget reductions
once again are forcing programs to
compete with each other to stay alive.

Methadone maintenance pioneer
Vincent Dole, who belisves the technique
has failed to live up (o expectations, is
angered by what he sees as attempts by
poorly operated drug-free programs to
discredit methadone

“Whatever faults you find with metha.
done 1t 13 vastly better than the alterna.
tives Even the poor [methadone)
programs are giving people a chance.”
1214 Dole. sentor physician at Rockeleller

University in New York City.

‘“The people who benelit from knocking
methadone are those who run unsuccess-
ful drug-free programs.” he s.d

While experts debate which treatment
approach produces the most successes,
their pitients are getting more difficuit
to treat — largely because they are con.
suming more drugs. Patlents with dual
addicticms, such a8 a narcotic and a tran-
quilizer, sometimes need concurrent
rea:mest programs to, break thelr habits.

Government documents chtalned by the
News and Sun-Sentinel disclose that mul-
tiple drug abuse by patients admitted Into
government-funded treatment programs
has been increasing steadily since 1977.

In 1977, 42.7 percent of patients listed
a secondary drug In addition to heroln.
and 2385 percent listed a third drug, ac-
cording to NIDA statistics. During 1981,
$5.6 percent listed a second drug and 28.5
percent listed a third.

Big-city hospital emergency rocms and

al examiners also have reported
finding that heroin and methadone in-
creasingly are being combined with other
drugs, according to Drug Enforcement
Administration records.

In 1974, 23 percent of those treated by
emergency rooms in 26 urban areas for
beroin-related allments also had taken
another drug. By 1881, that [igure
reached 41 percent. Similar Increases
were reported with methadone.

Drug overdose deaths also show a trend

. toward combinations of drugs. Medical

examiners in the 26 urban areas reported
that in 1974, 81 percent of deaths linked
to heroin also Involved other drugs. By
1981, that figure jumped to 81 percent.
Methadone-related deaths involved other
drugs in slightly higher proportions than
heroln in the mid-1970s, but In rvecent
years the rate has been identical to

n.

Staffers at South Florida drug treat-
ment programs sald they are seeing more
patients who combine drugs.

Steve Lelbowils, a counselor at Mi.
ami’s Central Methadone Facllity recalls
questioning a patient whose urine had
been found to contain traces of 1
The patient was angered when told that
his use of cocaine had to stop.

“This guy said he was being treated for
heroin addiction here. and what other
drugs he did was his own business™
Leibowltz said I told him it didn‘'t work
that way

That attitude is the latest challenge for
deug t eatment Some treatment special.
ists are fearful that overdose deaths will
S0ar unless these trends are curbed

“These poly-drug people are more
screwed up than heroin addicts.” said
Spectrum’s Rosen “A heroin addict can
function. but these other people can't
even stand up iet alone hold down a Job
They are out of control ™

<16
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Audits: Agency slow to
revise clinic methods
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Though the federal government has
been subsidizing drug abuse treatment

prugrams for a decade. officialy still -

don't know what services many of the
tax-funded clintex offer

So afficials of the National Institute
on Drug Abuse are spending $4 5
milbon to ask chiics and their pa-
tients The Treatment (Juicome Pro-
spective Study (TOPS) will determine
“what the treatment provess is.”” one
official said

“TOP'S will help us understand what
happens to the client. such as to what
extent counseling is being provided by
a sample of pragrams.” said Barry
Brown. acting director of the NIDA
Uivision of Uhinical Hesearch

NIDA expects to bepin publishing
results of the study. which hegan in
1979, by next spring The tudy also 1s
suppased to set  redsonable expecta-
twons” for treatment programs

But the TOPS <tudy may not resolve
some of the thormest guestions ahout
drug ubuse treatment  such as which
type of treatiment s most effective

“We dont kpow whether the data
will ['nd differences between who dues
and does not do well said Brown.
adding  TOPS may resolve some
controversies «nd stir others up

That sort of explanation has failed
tn satisfy some critus. who argue that
NIDA has been slow to seek answers
that would help held workers improve
the quality of ireatment pragrams

NIDA has been criticized 0 several
reviews conducted by the Inspector
General s affice of the federal
Departnuent of Health and Hurnan Ser
vices gnd the General Accounting Of-
fiee  the investigatory arm of
{ongress

Aot the chlcising

® Performance standatds thai
chnies must meet 1o keep federal
funding have been vague of medaning:
tess 1t took nine Years to tighten these
standards hy weiling up 4 procedure to
wentdds  substandard chnes -

® Reunhursetent methods have
Rceut aged rhinees o reduee serv s
nstead of insprov e them Milthons e
spet ph o aneffrotive ireaiment
methods  and semie patients are en
rolled even though theéy are ot heavy
drug abusers
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@ Standards for training and educa-
tion of drug ahuse workers, recom-
mended in 1975 hy the .Joint
Commission on Accreditation of Hospl-
tals, have yet to be adopted even
though many experts believe such
standards would improve the quality
of treatment

The HHS Inspector General's office
was particularly disturbed to discover
thal a management company hired by
NIDA had found that many clients
were dadmitted to treatment for mart-
juana abuse even though they did not
use the drug often or heavily enough to
keep them from functioning normally

That report was completed in 1979
In April 1980. GAO issued a report
urging that NIDA take a hard look at
some of the treatment programs it
was paying for

NIDA officials note that many Lreat-
ment programs are pressured by the
courts to admit patients as an alterna-
tive to jail. even il their drug abuse is
naot serious enough to warrant
treatment

NIDA offictals also insist that many
problems they face are difficult to
resolve For example. NIDA officials
resiat efforts to force choices hetween
methadone and drug-fre¢ programs.
preferring tn let patients make’ that
decision

Treatmeat programs such as
outpatient detoxilication. a system
that government studies show seldom
works. are continued because of pres-

sure from within the field to have a
mechanism for weaning patients from
methadone

Credentialiig standards also present
a dilemma Traditionally. many drug
abuse workers are recruited from the
ranks of reformed addicts Setting edu-
cational standatrds might disqualify
some of these people, many of whom
insiat their “'street smarts” are far
more valuable than an academic
degree.

I got more hands-on expericnce on
the streets than anybody could learn in
a master's program.” said Jody Rosen.
a recovered addict who now directs
Spectrum of Broward. a drug free
program in Wilton Manors.

Some of the confuston i3 inevitable
considering that the programs were
developed from scratch In the early
1970s.

Government records show that early
attempts at drug abuse treatment
were largely shots in the dark.

“Even though the level of our
current knowledge ~a to effective drug
abuse programs is low. we are, §
believe. tn a powition of having to do
something more,” Elliot Richardson.
secretary of Health, Education and
Wellare. wrote in a March 17, 1971,
memo to President Nixon.

Yet Richardson warned that simply
providing vast sums to treatment pro-
grams — as much as $160 million 1n
1973. the first year — wouldn't cure
the problem “Even in the absence of

€6 Even though the level of
our current knowledge as to
effective drug abuse pro-
we are,
believe, in a position of hav-
ing to do something more.??
— Elliot Richardson,
Health, Education and
Welfare secretary, in

a 1971 memo to

President Nixon

grams is low,

I
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Bel? phois by ROBERT AZMITIA

661 got more hands-on experience on the streets than
anybody could learn in a master's program.??

— Former addict Jody Rosen,

director of drug treatment program

hard ost-effectiveness data at this
level of additional resources, the law
of diminishing returns will set in," he
wrote

Vast sums were provided, however,
and drug abuse treatment became the
province of a White House
bureaucracy called the Special Action
Office for Drug Abuse Prevention.

SAODAP opened In June 1971 with
174 employees and a budget of 3
million. The agency also called . on
3¢ consultants who were pald betw .en
$100 and $138 dafly for their services;
two of these consultanis were dubbed
“charity cases” by SAODAP Assistant
Director Paul Perito, who claimed
they had “scandalously ripped off” the

. agency.
SAODAP collected high-priced lal-

ent. Nizon appointed psychiatrist Je-
rome Jaffe an administrator; Assistant
Director Perito was a lawyer, and at
teast three other medical doctors
came on board.

The agency's strong preaidential
support was reftected In its budget.
SAODAP received $6 million to ge!
atacted in 1972; the next year, when
federal money started flowing to
clinics across the country. SAODAP
got $200 inillion.

“SAODAP’s organizationa) structure
wan fluid and staff responsibilities
were constantly changing and poorly
dellned,”" wrnte an archivist
preserving the records at the National
Archives In Washington.

As the organization grew. respon:
sibllity "blurred” even further, the ar-
chivist wrote, noting that a routine
matter often circulated to as many as
30 le before a declsion waa made.

SAODAP's functions were absorbed
by the Natlonal Institute on Drug
A in 1975; that year NIDA had 400
employees and an wnnual budget of
nearly $280 million.

NIDA now has 287 full-time posi-
trons, and a proposed 1984 budget of
$71.7 million. The 1984 budget does
not represent a decrease because the
tnstitute no longer is directly
dispensing money to cilnles: in fact
some areas, notably research, have re-
ceived substantial increases In
budgets.

Jaffe, SAODAP's first director, 3aid
the organization made a *remarkable’”
contribution by organizing dlsparate
eiements of the federal bureaucracy
into a coordinated attack on drug
ubuse
“I think that the way things turned
out that we are exceedingly fortunate
that we dld what we did,” Jalfe zald.
1t was more luck than anything else *
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Studies may uncover key
to addiction

Addiction ireatment programs are uniikely to
improve dramatically until the causes for the disease
become known. scienlists say

"We are 1n our infancy in understanding the drug
addiction process.” said Dr James Cooper. director
of medica! and professional affairs for the National
lnstitute on Drug Abuse

Addiction affects all races and economic ciasses.
nobody knows If some people are predisposed 1o
becoming drug-dependent because of a personality
disorder, or other faclors

“No one 13 quite sure huw these biological factors
come aboul. whether people are born with them or
lTearn them.” said Dr Donald Jasinski. scientific di-
rector of NIDA's Addiction Research Center n
Balumore

Unul this question 13 answered there will continue
to be disagreement aboul the proper means of ireat-
ing addicts

Dr Vincent Dole thought he had found the answer
when iie piloneered methadone maintenance in the
mid-i1#60s Dole. senior physiclan at Kockefeller
Universitly in New York City. theorized that E::—
lorged use of narcolics upset the body's metabollsin,
tendering the addict incapable of living without
drugs He reasoned that giving an addict methadone
18 analogous to dispensing (nsulin to a diabetic.

Today many researchers reject Dole'a hypothesis,
even If they arc vnable to disprove it

Opponents argue hal thousands of former heroin
addicls have returned lo drug-free lives, suggesting
that social and envir | factors {ated with
addiction can be overcome For example. some
American servicemen in Vietnam became heroin-
dependent to escape the horrors of the war Many of
these soldiers. however. atopped using the drug once
they returned home

“The assumption [that heroin addiction Is a lifelong
afflicuon] doesn't generalize for all patients.” satd Dr.
Edward Tocus. chief of the Fuod and Drug Adminis-
tration’s drug abuse staff

Other experis are hopeful that re~ent advances in
brain chemistry may unlock the secrets of narcutics

addiction.

In the early 19703, seientists discovered that the
braln emits endorphind, natural opiates which regu-
late pleasure and pain. The discovery has led some
saientists to speculate that andorphin imbalance may
predispose some people to becoming drug addicts. Jf
that's lrue, doctors some day might be able to
prevent addiction by correcting the Imbalance.

"There Is no evidence for or against it.” said Dr.
Avram Goldstein, director of the Addiction Research
Foundation in Palo Alto, Calif. "It Is just a plausible
hypothesis, but nobody has found a way to test it *

Yet Goldstein said that one day endorphin research
might allow scientists to settle the debate about
which treatment to use for addicts.

“If (Dole's] metabolic theory Is correct then we
need to develop a better methadone, but thia 1s stili so
speculative.” he said. "It will be 15 years before there
will be a breakthrough. In the meantime. we do the
dest we can.”

Jasinskl, of the NIDA research center, belteves his
agency has found a '‘better”” methadone. The drug is
called buprenorphine, a non-addicting painkiiler de-
veloped by British chemists.

Because the drug gives the addict euphoria but
does not uce physical dependence, he suggests
that it might be substituted for methadone. However,
the drug has yet to be tested fully. and officlals have
yet (0 decide whether (o continue research on it.

Other scientists are worried that programs which
dispense drugs to addicts may be encouraging pa.
tents to axperiment with a variety of drugs. Particu-
larly worrisome Is the fact that many methadone
patients tend to abuse alcohol and other drugs while
on the program.

*Methadone may inculcate poly-drug dependence,
and that might be a dangercus way to go.” said Dr
James Ruttenber of the federal Centers for Disease
Control in Atlant.

But because of the himited knowledge st Is “very
difficult to decide whether methadene is good or
bad,” Ruttenber said

Insurance, patients
paying larger share

Most tax funded drug abuse

fiscal 1983

treatmenl programs are reeling
from federal and state budgel
redurtions. at the same ume ex
pensive in-hospital facililies are
flourishing In some areas

I think that we are moving
toward two levels of health care -
one for people with money. one for

people without it." said Thomas
KirkpatiAck, president of the
National Assoclation of Drug and
Alcohol Abuse Program Direclors

The group claims that federal
funding of drug and alcohol treat-
ment programs has been slashed
one-third since 1980. from $332
milhon 1n fiscal 1980 to $2228 in

“The greal bulk of our clients
don't have jobs. or insurance. so we
can’t charge them large fees'™
Kirkpatrick said

But drug aburers who have jobs
and insurance through their em.
ployer increasingly are finding that
services are available No ugency



has kept statistics, but 1n recent
years the number of hospitals
opening units to treal “substince
abuse’ |3 believed to have
"xcreaged

Marjotie Moe. a 3, keswoman
for Blue Cross of Florida in Jack-
sonville. said tnere has been a
“gradual Increase” in detoxifica-
tion services in hospitals

Detovification, a 21-duy regimen
of gracvally decreasing doses of
methadone. has been eriticized
because 11any patients far} to com
plete the procedure

Methadune services also are
growing in Florida for patients
abie to pay their way, usually
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For years. the only methadone
malntenarce treatment available
in Browsrd and Palm Beach coun.
ties hs been through for-profit
clinics. !In Mlami. two for-profit
programs have opened in recent
yeara: in Orlando, a private
company called Central Florida
Substance Abuse Treatment Center

medical and professional affairs
for the National Institute on Drug
Abuse

“The federal government didn't
make a permanent {financial)
commitment™ to drug abuse treat:
mert, sald Dr Jerorne Jaffe. who
as director of the Special Action
Office for Drug Abuse Prevention

hax received an interim license (o
ruz a methadone program, byt offi-
clals of the state Department of
Health and Rehabiiitative Services
said the center has not opened

“1 assume that if the public sec-
tor gets out of the business, then
private enterprise will step in.”

E

Q

about §5 a day for the drug

said Dr. James Cocper. director of

blished the national network of
federally funded methadone pro-
grams in the early 1970s.

“The support of health care is
supposed to be a state responsibli-
ity,” Jatfe sald "The federal
government was only priming the
pump.”

So.me addicts chafe
at stiff restrictions

Irvin Willlams doesn't cxpect every
addict to thrive In his “therapeutic
comenunity

“ft requires the palient to make a
cotnmilment for change and live by a
structured routine. * said Willlams, who
directs the Lakeview Ceirter's live.in
drug abuse treatment program 1n Pen.

sicola “Sometimes the clients’ motives

to change are not as strong as they
thought

Therapeutic communities pro-
grams stressing abstinence from all
drugs are the principal alternative
to methadone maintenance treatment
for narcotics addicts Mc-t offer exten-
sIve courseling and encourage clients
to pursie job trairing or educational
Roals

Bul these programs remain unac-
ceplable v many drug abusers largely
because of Lhe restriciions on personal
freedom ln addition. many addicts ob-
Jecl to what they view as efforts by
staffers at residential programs to
intimidate clients, or humihate them

'l knew of ane place where they
made yon wear a light bulb around
your neck if yoau forgol to turn off the
Ught." sa1d Bob who now Is receiving
methadone treatment at a South
Florida clinic

Though Wilhams concedes that such
atlitydes are prevalent. he notes they
are based largely on myth The residen
tial setting can be of immense benefil
for some clients. usually those who are
younger and do not have extensive hus-
tories of frug abu‘e. he sad
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Others who lack respousibility to five
on thelr own, or to resist the
temptatlen to use drugs. also may
improve in the supervised setting.

From 30 percent to 40 percent of
patients who enroll in the Pensacola
program emerge free of drug use. the
rest drop out Of the group discharged
drug-free. Willlams estimates that 10
percent relapse

“Those of us In the held for many
years recognize the himitation of drug
treatment programs.” Willlams said
"No treatment programs will change a
person that 13 not ready to change ™

Therapeulic communities ruse lo
prominence during the 196C. as part of
a trend toward communily treatment
for people with mental health prob-
lems, most trind to offer an aliernative
to the prison-like conditions addicts
found at two government-run addiction
treatmoent hospitals such as the one op-
erated for years by .he US Public
Healt. Service 1n Lexington. Ky

tut residential facilities cost as
much as $5.000 per patient per year. a
factor which limited their acceptance
within government By contrast.
outpatient programs would cost ahout
$1.500. whether they dispensed metha
done or simply counseied patients
regularly

Some of the facilitie. also were
affiliated with religious orders which
discouraged government nvolvement
In 1981, federal officials reported they
could not demonstrate that “religious
practices ' were related to “favorable

66 No treatment programs
will change a person that
is not ready to change.??
— Irvin Williams,
Lakeview Center
treatment director

outcome” of treatment.

Methadone remainz the treatment
offered most addicts. nationwide, about
twice as many patients are enrolled in
federally funded methadone clinics as
in residential drug-free programs.

Nixon administration aides who set
up the national drug abuse treatment
financing system favored methadone
maintenance. not therapeutic communi-
tius. for most heroin addicts, who they
believed would not remaln drug-free

“Dropout rates {in therapeutic com-
munities] have been very high, only a
smail minority remain to complete the
treatment.” reads a draft policy state-
ment developed by the White House
Special Action Office for Drug Abuse
Prevention. which began funding pro-
grams in 1973

“Many TC's have discourag~d and
even actively prohibited any evaluation
of their results. thus there 15 only a
limited body of knowledge available.”
the statement reads

Yet the programs survived largely
because many had gained pohtical
power through what Nixon aides called
"extensive publicity and considerable

220



Q

ERIC

Aruitoxt provided by Eic:

218 \‘\

enthusiann of 1ts advocales ”

The SAODAP statement reflects this
power, concluding that the programs
should be "avallable as an option to
drug abusers."

"The government I ver evaluated
the therapeutic community. At the time
[during the Nixon administration] these
programa were out of the Question
because of the eapense,” sald Dr. Saul
Sells. the government'a laading evaly-
ator of drug abuae tresiment
programs.

“1f some of these issues came Up.
today it would be a diffarent atory,”

Sells said. “There would be a better .

balance of treatment approaches.”
Today, federal officlals acknowledge
that the therapeutic commuaity can be
effective, even though the programs
still are plagued by high t rates.
Officials have reported that therapsullc
communities are slightly more likely
than methadone maintenance to lead
abstinence. -

Ex-users’ fellowship

seen as one way out

We have by no means found a “cure”
for addiction. We offer only a provea
pian for daily recovery.

— Istreduction to
Narcolics Ansnymeus texthoek

Don aurvived a life of drug abuse In
New York, several live-in treatment pro-
grams that failed to cure his 3
and ala years of “misery” In a South
Florida methadons program.

“Methadone worked for me to a point.
It helped me keep a job.” Don sald. But
four montha ago be kicked the methadone
habit — vewing never to use drugs again.

"It was very difficult to get off,” Don
said. "It took two montha before I got a
good night's aleep | have no desire to
return to tbe misery fof drug addiction)
again.”

Don expects to stay “clean” by attend-
ing nightly meetinga of a Narcotics A non-
ymous group In Broward County. More
than 600 recovering South Florlda
addicts rely on the fellowahip, which
stresses abstinence from drugs, Including
alcohol, and demands service to other
members

“One addict helping another is unpara-
lleled.” Don said after a recent session in
Davie “This is a better alternative.”

Most NA membera are optimiatic.
Thelr enthusiaam can be feit In tne
thunderous applause that greets new ar-
rivals at meetings; it can be seen in the
smiles when «nembers come forward to
pick up “chips” symbolizing continued
sobriety, it can be heard In the self-
mocking laughter that erupta as a
speaker tells his story of junkle self-de-
ception and degradation. .

But even the moat ardeant NA
proponents concede that many faces be-
come famillar, only to disappear. Despite
& safety net of “'sp 3" and 2 ne k
of telephone contacts vn call to help

21

members resist the temptation to take
drugs, 83 many as two-thirds of the fel-
lowahip'a participanta relapae. The
fatlure rate Is believed to be consistent
nationwide.

"We don't kesp any atstistics, but I
would say that we iose tco many,” sald
one local member. “Most people 0 back
to druga. We coftinue to carry a
message, 30 that the minority that

will grow and grow.”

Though NA enthusiasts agres (hat not
everyons attzine the goals, they insist the. «

m'a are sound

“This is a
fect people,” said
aightly NA meetings with helping him
steer clear of heroin during the past
three ysars. “The program can't fall, but
everybudy may oot be willing to make it

oct am .lot imper-

Narcotics Anonymous was formed In
southern California in 1933, The organi-
zation claims “many thousand” members
across the country and operates a "World
Service” office in Los Angeles,
P:::nl olficials l::nd um;! h“ﬁ h:l'

Interest In Ing self-help
programs, but NA groups have sought to
maintain their Independence. Similarly.
the organizations decline to endorse an
drug abuse treatment program, thou;‘
many chaptera regularly uaa the
facllities of proprietary Institutions for

Several loowely alfillated NA groups
have existed in South Florida since about
1975. All are aupported by member
contributions. The, only criterion for
membership is a sincere desire tc atop
us.ng drugs.

“\ie ape DOt & treatment program. We
are a st of principles to live by.” one
mambes sald. "This Is the beat
psychotherapy known to man.”

!
\

aul, who credits ..
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*Fred Schulte

Early in reporter Fred
Schulte's examination of metha:
done treatment, it bacame
cloar that the federal
bureaucracy has been -
collecting paperwork about the
programs for a decade.

Just that. Collecting

Thousands of pages of
repotts from methadone ciinics
acrom the country have been
mailed to Washington, where the
numbers from the reports

were dutifully punched into com-

puters operated by the Food
and Drug Administration, Na-
tional Institute on Drug Abuse
and Drug Enforcement
Administration.

That's where the informa-
tion stsyed until Schulte used the
Freedom of Information Act
to force the agencies to release
It. More than two dozen sepa-
rate written requests were re-
quired (o obtain the data —
much of which never had been
published or reviewed.

DEA prepared the first
complete listing of methadone
deaths and injuries ever ex:
tracted {rom its massive data
banks. The FDA also prepaud
a p tally of meth
deaths and "adverse reac-
tiona.” Schulte sorted through
hundreds of pages of annual
treatment reports submitted to
FDA by clintes to complle
statistics on patient deaths and
injuries

NIDA and FDA also pro-
duced thousapds of pages from

J
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technical manuals and feder:
ally funded' research studies. In
many cases, special requests
were requited to separate the
atatistics ot methadone. More
tan, 100 madiral-journal articles
on methadons Lréatment also
were reviewcd.

Schulte also examined most
of 113 culiic feat of documents
from the | Action Office
for Drug Al Pravention
(SAODAP), created by Presi:
dent Nixon late in 1971. The
Whlite House-based office,
whose functions were merged
l‘:t.o NIDA in 1975, established

methadone program.

Officials of the National Ar-
chives in W where the
documents are s said
few, if any, researchers ever had
reviewed the SAODAP flles ’
before. The review necessarily
was (ncomplete; some records
of Nixon and his top aldes are
sealed pending the outcome of
lawsuits,

The FDA also provided
7,000 pages of documents
pertaining to Florida metha.
done programs — including find-
ings of 81 FDA inspections of
clinics in the state during the
past 10 vears.

Methadone-related deatha in
Broward and Dade counties were
found through a search of
flles of all drug-related deaths
during 1980 and 1981 Deaths
during 1982 were not examined
because no national
comparison Is possible; the FDA

Methadone research:
A paper chase

has not yet asked clinics to
submit thoge reports.

Medical examiners’ reports
identified some victims as being
enrolled in mcthdone inte-
nance programs and irmed

of methadone
through laboratory. tests.
Clrcumstances o death were

reporis pre-
pared by police in seven South
Florida jurisdictions.

Methadone thefts In Florida
were isolated by examining all
drug thefts reported to the
DEA in Miami ¢uring the past
five years.

Some measures only could
be estimated because of
limitations in tho government
data; others had to be calculated
from various reports.
Government officials did not
dispute the validity of any of
the computations.

Interviews were conducted
with dozens of government offi-
clals and experts in drug
abuse treatment, methadone
program physicians and other
staff members, clinic patients
and police officiais in Florida
and across the country.

Schulte joined the News and
Sun-Sentinel in 1978, serving as
medical writer and
investigative reporter. He has
received awards for
investigative reporting and
spectalty writing from the
Florida Press Club and other
Jganizations.

4
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DRUG ABUSE
UPDATE

FAMILIES IN ACTION DRUG INFORMATION CENTER

ALCONOL

At Ant o

A nsw sludy by the Nations! Highway
Tratfic Satety Administralion shows
sicohol 18 NOw Involved 1n sone 88 per-
cenl of st tatai trathc accidants Last
year thers wers two milion gicohol-
related accidents in which 700000 pso-
P18 were injured and 24,000 to 27,000 kill-
ed Ths raport 13 snirtied "Alcohol in
volvemant in Trallic Acciasnis * (WP
421183 1) 51183

BEER CONSUMPTION
FANS TO RIfE

For the hrst time in 20 years. bee: con-
Sumphion :n 1he United States has level
ed ofl Americans drank §58 bilion
Qalions ot beer in 1982

Indusity 8nalyst Robert Nataw says
that figure § ynlikely 10 fise bacsuse of
migher legal dnnking ages tn some
slates harshet drunk Griving pensitics,
roduced nOpulation growth gnd the oider
avetage sge o! Amencens {USAT
422180

R ——
CAFFEINR

CAFFRING CONTROVIRS Y

LINKING
THE DRV VO A
VARIIYY OF m

Callyine a contesl nervous system
shimylenl  aftgcts Ihe cerebral «ariex
The 1hieia.ng parl ol The brain ami the
modyly the s@1 L 4! the Dra.n which
teg.lqtes mysd lag inciygding 1he heart

But 1% cattaine harmiul 16 hymans?
Conluctng roports makg it difhicylt 1o
ANSABI 1NG LRGN

The Harvar 3 Maedwal Scnhonr Health
Anlter says  Thure g'e na gouid sludies
Mo Aapgeel the cigan b afgangse o

hu.nans." However, the Food and Drug
Administration may drop caffsine from
Its list of chemicals ganerslly thoughl to
be sats because of long-lerm use
without noticesbie ilt-eflect

Caffsing incrasses hssrt rate snd
blood prassurs | 83 Ihe production
of adrsnsling, urine, snd stomach acid It
8180 sisvates ths speed st which the
body burns calories

Many people function detter with cat.
fsine in their systems, but 100 mych cst-
feine can cause nervousness. heant
palpltstions, heart.-rhyihm changss, diz-
2iness snd shaking. Some resesrch links
calfaine lo birth defects. complicetions
ol pregnancy, cencer. haart sitacks,
blood pressurs plobllml Cyslic bress!
d and beh

“Ulcer victms md poomc with high
blood prassuts or other mejor rnisk fac:
1ors for haart disesse might consider
reducing or shminsting catfeine _ For
others, ¢atleine 1s probadly near the bot-
tom of Ihe list of dietsry snd other hegith
concems,” Sdy the editors of Changing
Times. (AC 4/12/83)

SILICON VA EREC.
UTIVES A
OF COCAN F4R YEAR
High-technology executives who tive
n the Silicon Valley nesr San Jose,
Caiitornis, sre turning on with cocaine.
repOried 10 be as sy to gst In the vaitey
43 mantuana [t Tom Shigemasa, com-
mander ol the San Jose Police Naicolics
Division. says cocsine uss in the valley 1s

A monumentsl probtem * (ACIYPI

322/83)

NIII'Y
I‘Kl G.CAIII

TIAII

A nlhOnCI coc-ine survey conducted
for Time Magazi' ¢ hy Yankeiovich Skel
ly and While shows the numbes of
Amerncans who use cocain® increased
lrom 15 milhon 10 20 miion That Ligure
#mounts lo some 11 perceni of the Y §
adu't population  The surveyors say
blue COllar wyrxars are more likety In8n
protessionals 1o have 1*ed the drug

Coacaine destroys nasal

constricts blood vessels and deprasses
the appelits. Duke University phar
macologist Gersid Rosen says liver cells
sra destroyed by cocclni Researchers
ot My ts ¥y
cocsing frae basers, often lumf serious
lung damage as wall s nssrly carisin
drug dependencs. (TM 4/11/83)

DIET PILLS

34 DISY
AND ..ll AS AM.
PHRTAMMNM IS RARMPUL
Phenyipropanoiamine (PPA), 8 dr.g
'ounG in dist pitis and some nsiat
un cause strokes. h.gh
blood p (1 (
ssys Dr. Shirley M’ullllv nmtlm pvo
fsasor of neurology st ths University ot
Indians Madics! Center end director of
naurclogy st Wishard Memoris! Hospitsl
in Indisnspolts. Shs haa turned over het
findings to the U.S. Food snd Drug Ad:
ministration for Invastigetion.
tn 8 latter 10 the Naw England Journsi
of Medicine, Dr Mueiier says PPA 13 im-
plicelsd In *psychic disturbencss,
handachss, seizures, stroke snd desth in
Jraviousiy heelithy psopls.™ (AJIAP
14183, AJIUP) 3/17/83)

A BAABLY
"}3.‘, Ammmh-

Police In Minnsspolis, Minnesols,
warn thare is no curs lor overdosing ons
synthetic heroin called Ching White
whiCh has reappssred 11 thet community
siter a two-yesr absence Two desths m
Minnesols have taCanily besn stiributed
1o Cring Whits, which can be up t0 50
limes more potent then heroin Tha drug
willed at least 12 people belwesn 1979
and 1981 in Calitornig 8nd Anzona

S01d as heroin. Ching While ia sctuslly
A methyl analog ol an gngigesic c8lied
1enlanyl 8 componeni of a morphine-like
injection mede by Janssen Phar
maceuticdl Inc It s Marketed 83
auh
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'%‘? 'Ugl‘ NEWS

There le DOth goOd newe end Dad
news In two surveye juet reisesed by the
Netional Institute ot Drug Abuse One (e
the High 8chool Benlor Burvey. con:
ducted snnually #ince 1975 by the
Univeraity ol Michigan Inatitute for
Sociel Resserch The olher 1o the Na-
tionel Househo!d Survey on Drug Abuse,
conducted every two 10 three yeare by
the Qeorge Washinglon University
Social Resesrch Group. The National In:
stitute on Drug Abusa funds both

. Burveys

The good news I8 that merijuans use
emong youngsters and seniora Is going
down The bad newa Is that loscent
drug ut 3 In the Unied Stetes s still
higher “ar in any other country In the
world As the charte on page 12 indicale.
wa Otill have a long wiy 10 go.

There I8 gsome oth#f good newa and

thel 19 ahown by tha red lines on the
chel n page 11 By 1978 the parenta’
movement to prévent drug ebuae smong
children wes In full swing Perents defin-
od drug abuse a8 eny use of lllegal druga
by chiidren wnd said & resounding “no™
o “responaible use.” hesd shops, snd
dacriminaiization. By Insisting thet merl-
juane be seen as a healih probtem rather
then & legel problem @xclueively and by
mouunf that lsaching abstinence cen
work (ef{er oll. we don’t teach people to
smoke cigereites reaponsibly, we h
them to Quit bacause cigaretie
good for thelr heatth). parenta begsn to
setebliah clear signale about whe! wea
— ond waa nol — &cCcepiable behavior
for children And socClety haa Degun to
heer the parenis’ measage

Since 1978 no atate has deCriminahz-
od marijuana. Since 1978 moat stetee
have outtawed head ahops Since 1978
five monthly magazinea thet catered ex-
clustvely to the drug culture heve etop-
ped publishing Flesh. HiLife, Head.
Stone Age, end Deater are all oul of
business. only High Times Is iefl Since
t978 ¢ growing numbaer of chitdren’s role
modela — aporta heross, movi
rock singera — have lent their vo
no-druga. rather then pro- druqn
meesagas And since 1878 hundreda ot

PLAN NOW YO ATTEN
2nd ANNUAL FALL €

The National Federetion of Parents for
Drug-Free Youth will hold 1ts Second An
nual Conterence et the Twin Bridges
marriott Holsi in Weahington, DC,
Seplember 26, 27 and 28, 1983

Lasl year's conference waa sltended
by 500 parant QrouP leaders from 48
slates and 4 loréign countnes Experts
1n e parenl group movement end (N the
tields of law enforcemeni. treatment,
ond Prevenlion shared |h@ir axperiiae
with conierses Nearly every federal
govarnment oflicial who has eny respon

R24

, 404.325-6 799

VEYS:

thousands of perents, educetors, service
orgenizalions, governmeni agencies,
even the First Lady of the Unitad Stetes.
are educating pecple about the heaith
hezerds of drug abuse ®mong
youngsters

in addition to the decline ih merijuans
use, ettitudes heve chenged even more
dramaticelly. Sincs 978 the number ol
seniore who feel rejuler marjuena use
entaile greal risk hes risen trom 35 1o 60
percent, while the number who feer thair
friende would disapprove of Such
behevior hes risen from 34 10 75 percent

The household Survey lalia us one
more eacouraging thing about reguiasr
martjusna use 8mong all age groups (12
to 17, 18 t0 28, 26 and over): II's down by
2w milion peopls There were 226
million regular users In 1979 compared
1o 20 1 million reguiar uaera Nnow

Buiore we heng up our Parant group
hele. however, there'is alill @ [0t of bad
newa In the words of the survey, it
would be @ diaservice to leave the 1m
preasion that drug abuse among youthis
anywhers close to béing aolved

* Two-thirda of all youngaters try en ii-
licit drug betore they tiniah high echool

o More than one-1hird have used ilicit
druga oth#r then marljuena.

» One ol every 18 seniors atill smokes
o1 every doy.

o Thirty parcent emoked cigeretiss in
the month preceding the survey Many
now 818 or will become daily smokers

¢ Nintythres percent will try aiconol
before they graduete Seventy percen!
ussad il In the month betore the survéy

Ctesrly, we still have 8 long way t0 go
But we'd ke to pause for g moment to
@lIve gveryone a pat on the beck What we
are doing 18 working. We haven't slop-
ped adoiescent drug abuse completely,
but we heve ligured out how todo It The
wurve how Prevention works They of
for the moal aolid evidence to dele thal
all [he work t takes to torm a narenis’
Qroup Ia worth It

S0 heng in there, #tiCk with 1 keep at
1t. Qur common goal 1a nol oniy el
taineble, it may not be a0 far Sway aa we
once leared

NATIONAL
RENTS’
NFERENCE

810ily for drug sbuae sddreaaed the con-
tarence. InCluding the Surgeon Generat
ol the Uniled Stetes

The conterence waa highlighted by a
luncheon honoring Firal Lady Nancy
Reagen who praised lhe parents’ drug
prevention movement and whc In urn
received therr gratitutde In s serias ol
testimoniels from parent group leaders
acroas the nation

Because of space limitations, regisira
110n wiil hava o be on a hrsl come, firet.
served basis Cell 301 649 7100
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The Physician s Desk Reteren-e says
ol fentanyi As with other na-tolic
anelges:ts Ihe most common serous
adverse reactions are fespiratory
uepression apnea {temporary stopping
of breathing). muscular ngidity and
braycarda It these ramain unireated
respitalory arrest. circula'ory dapres
#0n or cardiac arresl could occur As
with ythes ©NS 1central nervous sylem)
deprassents_patiants who have received
SubfiMase (tenianyl) should heve ap
fpiopniale gurveiilance. Resuscilation
equipmen! and a racolhic aniagonigt
should bw readily available to manage
apnas ~ (USAT 427/83. NYT (12/30/80,

.h
?
rr——————
SEVEN-YEAR-OLD
FAREC ‘AT 2t
»

lﬁll. L.8.0, STAMP

A Stockbridge. Georgia, second-
grader wae hoapitaiized when she
beceme 11l at 8chool (rom the etlects of
an accidentel overdose of L.SD Seven.
vear vld Michelle Mullinax tqok what ehe
thought was & decoralive etamp trom her
father and Iickad 1t {o plase ths dacora-
hon nn het nolebnuk The stamp was
coslnd with L SD end school ofliclals
hecams concarned when she begen to
hallucinate They contecled her parents
who toOk her 10 {he hospital

Based on ¢ atatament lrom the chitd,
poitce srrseted Michaile s father, Jack
Multinax_ 33. tor violation of the Georgia

10 n 12/

PAINKILLERS
N

High Joses of painkiliers contain:ng
phanacetin taken over a long penod »f
hiMa increase Ine risk ol uriNary tract art
widnay disorders a8 well as car
diovéscutar drsease according 10 an
11 year wid siudy conducted 1n
Sw Zerlanit and raporied 0 the Naw
Enjranda Juginal of Medicine
Prergeein can be tound . balh over
e cannter and prascnphion pankidiers
urhoay APC Tabiels Emphranl PAC
Commpumd andg Sinybid These are used
1o renpvn lgvar muscis spusms and n
flagurmaliong

Hesearchers say  Heavy users of
phendacehn had a four imes grealer risk
o' Jeath due 10 uninary lract of kidney
91522%¢ 1han moderate or Non ysers of
the diugs  although the rsk was still
ww  AJUPI 24172831

MANUFACTURER OF
T iIN CHANGES FOR.
MULA TO REDUCE ARUSE
Papuiar amung drug users s T gndg
Bluns ¢ combination of Talwin a
prescrglhan pankiler and Pynpen
Jamine  3n  yver thg counted blue an
1-his1am: » latie* In an eHort 10 teguce

222

abuse of its product. Talwin's manulac
Winthrop Laboratories. has rafor-
mulatad tha drug Unpleasant
withdrawal symptoms witl now occur 1f
Talwin 18 crushed and injected (NYT
9783, JAMA /1280 '
LONG TERM USE OF

'
-mﬁ NiDNAYS

Dr william M Baennet! o! the Gregon
Haalth Sciences University saye that
SOMe peoPIe who use aspIfin of drugs
containing acetaminophen {lound in
-Tylenol and Anacin 3) Jaily for a long
pariod of lime may be seriously damag-
ing Lherr kidne 8

Dt Bennett, who Is prolessor of pher-
macoiogy and haad of kidney treatment
at the Porilend medical achool, toid ¢
@y mposiim at the National Kidney Foun.
dation thet ysing 8 (o A tablets & day
might ceusa probleme. He seid from % to
10 percent of patients who need kidnay
tranepients or dielysis irestments ere
chronic users of painkilters

Bennett says he does not went to
diecourage anyone !rom using
painkillers ynder a doctor's eupervision,
“Bul | believe the, ahould have an annual
checkyp of blood pressure and unne,
and a blood last for signe ol kidney
damege, Including any bulldup of
crastining, 3 protein that accumuletes
when the kidneye don't work *

Ha ceutlons people ageinat regular
use ol overthe-counter painkitiers for
“minor aches end paine " Dt. Bannett
says demage to the kidneys gomatimes
prod no ay untll the d
|

“Why Peopla Smoke Cigarettas.” a
pamphie! ralehsed by tha US Oltica on
Smoking and Health, catis cigaretta
smoking “‘the most w. Jepraad example
ot Jrug dependenca™ in Amersica Smok-
INg causes more itiness and death than
alt other drugs. eeys the pamphiet

A spokeswoman for the Smoking and
Health olfice says. “It's (tha pamphiet) s
sironger charactarization ol cigarette
smoking as 8 depandence than we heve
said in the past We came to tha conclus
810n Ihat maybe 1t was hime we did*

IAGIAP Y7183)
GXING CAN

A siudy of cancer records at Lancaster
Genaral Hospital In Pennsylvania shows
thal non smokers who breethe ar
tanted with cigarcile smoke have a
nigher tale of lung cercer than non
smokers who do not have much contact
with gmokars

The study 18 reported in the Fybruary
19sue ol the Journal of the Indiana State
Medicai Association Dr Gus H Mitter 8
psychoiogist and mathsmatician who
heads the Studies on Smoking Cuinic al
Edinboro. Pennsylvania, conducred the
sludy

Dr  Miilar chose Lancastar County
because It has the targest population of
Amigh, a religious sect whose mambers
Neither smoke nor mingle wilh outetders.
Hospital records show that of 348 Jung
cancer deathe only one was Amigh, and
that parson was relsted to a olgar
smoker. “The emoketese environment (in
which the Amish live) appears to be the
most likely reason lor the extremaly low
Incidance of iung cancer In the Amish
population,” Dr Mitier concludes.
(AJCIAP J11/83)

S siear

Two dentlete from Emory University.
Dre. Steven Ottenbacher and Dwight R.
Weathers, report thet onefourth of
young boys, aged 10 to 16, that they
swudied, are using anuff and chewing
tobacco reguletly The dentiste con-
ducled the study lo esaess the relatton
ship betwesn tobacco uee and gum end
tooth disordere. They conciuded that on.
ly 19 parcent of the non-uasrs exhibited
receeding gume, which leads to tooth
decey. But 47 percent of the tobacco
chewers and 55 percent of the enut!
usere had the problem. Interestingly, on-
y 5 parcent of 585 maiee studied emok.
od cigarettes.

Tha doctora say the popularity of
chewing tobacco and enulf among
young boys seeme lo be “rviated to @
macho | ™ (AC 4/21/83]

“
b
WESKLY READER POLL
lll‘i.ll by ]
TARTS IN

Chlidran repoft they teel presaurs to
usa sicGhol and other drugs ss eerly ae
fourth grade. A Weekly Reader survay of
600,000 children In gradee 4 through 12
finde that lower-grade youngsters ues
drugs “to teel oider.”” middis.grade
chiidran “to fit in.” and high school
etudents ‘(o have 8 good time "

Fourth and Nifth greders eurveyed eay
they Isarn about drug dangers mainly
from TV. movias and parents while eixth
graders leasn from school as wall About
75 percent of tourth graders tesl there le
“some dJanger of grest risk” in having
one drink Jr smokine one joint of meri-
juane on a daily basit (WRS)

LIVEL OF DRUS ARVUSE
NieNM IN ».C.

Washington, D C, Mayor Maros. Barry
rsunched an intense anti-drug campaign
with *he releasa Of statistics that show
drug adowction in his city 1s st an ail-ima
high The District s siconolism rate 18 the
secur 1 highest in the nalion

Some 15,000 ot Washington's 630.000
revidents are drug addicls. anolher
50 000 to 60.000 are aiconotics One third
of Ihe defendants who coma before the
D € Superior Courl are thers on drug
reiatect charges Police Chiel Maurice 1
Turner says more than hall of il police
calis are drug related complainls
(WP 4:22:831
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T LADY TO NOST
PUBLIC BROABCASTING
SERVICE SNOW TO COM-
BAT DRUSS

In her personal crusade o f1ighl
Inunage dfug dand aicohol abuse First
Lasly Nancy Roagan wi! hust a two parl
¢ oLt l@lgvis.on sunes  Thy Chermical
Punpis netl November 2 and 9 At g
Wiiate Mogse pnel.nq Mrs Reagan sard

Wo are n Jldangar ul 151N an anl.ra
gereralion «ninas we 4 | now [0 arfucate
P Anives Jing aur hadren

The Lwn proagrams will be broatcast in
verulichion with 1lown ‘naehings 1o0cal
Pubie Breadcasting Sufva 8 slalions are
seltng up 1o fusther education and
revenhion JAC J 2283 AJ 41383

BDRUGS CHANGE
SEATLES' LIVES
v Fal Dylar Ml thn Brating
A0 YRS e wus ot rodainggs
v Part navhe qminkmt b He
Tanth LRt g woldy 10 g aung
fale aete 1 gol high

Hp cons gt tng Beal'es hast
SCe et e gan o Mgt qnd Dotlong
N thp s Talrggery 29 that ot hapoa
Thu, 4 . upiny (yian Y]
Sereethen) yrqarie ang ytens Feean
that 1uma n ther Lieps a4 weil 3% lhewr
iy - hangeg
Wil I3 new hoaok abog! 1te
Boatien s Dhiad The [ove Yo, Maxe by
Prter fiann gt Staven (Gqnng (aarge
ane g, rpet manlad adh | SD wailh
gt e tasu s Dryys temaingg g
ar e pact ab ‘han tepg amt by June
2 gonn (ean o g, Ause 1 ffug and
4 ' N ac iyt Ay LIV s Sl
AUt g @ g i atenpg
Al A4 TR

WiLLiAmS
ON BRUSS, BROYHER
SAYS

Ter cnvsnn Wotigme nepr Largave hiy
| ST 71 ST AL P ng m haspatgay
B TR L IISIYE TS dye.

. SR e Ry o
o0 Dax.n Waame A, u@b
et et DAy opqf rig

3 'hdt 'ha Playw igh! who nft
ol Ry e M gatigr vstare
Pttt syt of Arls el Lallers tgr 1n
1gent Weters .0 New Yook was, hack on

Arags
s

e,

R

L L T
BN AR AB 1 ey e tegtaig han
Ret L e gl LA (P 2 5B
LY TN

or
YORK MAYOR JOMM
LINDSAY CHARGED

Juhn Lindsay Jr 22 son of kyrmer
Néw York Mayor John Lindsay was ar
restad and charged with possessing and
seiing cocaine At his arramgnmen|
young Lindsay pleaded innsceni It
found Quilty, ha coutd spend up ‘o 15
years in prison (AC 4/1183)

12 an effort 1o lgarn whether tha nsing
teun crime ‘ate of the 1970's occuwred
* 8Cause Ihare ware more teenggers tiv-
NG during tha| decade oz beause lvens
thamsaives were more violent than their
pradecessors. Wharton St ool pro
fesso! Martin Woltgang studied school
and police records ol 28.000 young peo
ple bornin Philagelphia. Pennsyivania in
1958 He compared these records to
those of a simitar study he had con-
Hucled eartar involying (0.000 people
born in 194§

Prolessor Wollqang conducted the
study for the United Siatvs Deoartment
of Justice He 3ays 1970 youlh caused

an escatalion ol violenl chnmingtity -
Tha aludy shuws  not more hids getting
n1o [rbuble byl the samre small nymbar
commiling more cnnes and more
violanl cnimas  Wolfgany suggesis the
Increase 18 due to the widespread yse of
drugs by young peuple m the 1970 s
Heavy drug use 13 not a characlenstic of
1960y teenaqers (ACIUPI 212483

POLL
BY INMATE sRUS uss

PREVALINY PRIOR TO
ARRISTY

The Washinglon Past questioned 238
maie inmales of Lorton Retormatory thn
Orsinct of Cotumbia § city jan 1o deter
Mune why they got into nyble with the
taw Fasl money lor taoy cdrs and drugs
were the answers Sisty Live parcent of
fhe nmates said they were using man
1uana befate [hey wenl 10 a1t ahie 43
percenl admittad to us:ng other grugs as
woli IWP 2:17:83)

Sevnral rocent studies tunded by The
Nahnnat Instityle on Oruq Abyse pomt
1 3 disturbing irandg among heroin ad
thels 1e the past Ihey committed mairtly
Dropertly crumes bul now ther cnmog
Are maore viatent Prigan .nmales who are
heron addicts say «f there 18 & chance to

_27

st money frum [hen victims, they wil]
art to viatonce The sludies show that
Tniy 3 4mall percenldga of ¢cnimes com-
muting by addicts resylt in arrests

One of the mure posilive conclysiona
ol Ine 18w resgarch 13 thar when heroin
addicls slop using drugs Ihey commt
sigmilicantly fewer crimas One study.
for example charted a 70 parcent reduc:
tion in crime whan addicts became drug
free (AJCIAW 2113/83)

CRIME INCREASES IN
ARIA OF VIDAO ARTADE
Whan a video arcada moved into a
sautheast Disingt of Columpia shopping
canter. surrounding merchanis and
fesidanta reported an increase 1n cnme
Purso-snalchmqs. drug tralticking ang
vandsiism escalated as ciowds of
teenagers frequented the area The ar
Cade waa then ciosed becausa the
owners, lwo District police olticers. were
oparating wilhout & ticense. (WP 3/ 16/83)

%}l TIVA-
PRODUC-

ORSIA POY FARMIRS
ROW POTINT STRAIN

MARINANA

Soma ol Georgia’s illegal manana
growers are using sophisticated cutliva-
llon technique » to produce planis which
&te vely polent LI Michael Chumtey,
viation commander of Ihe Georgia State
Paltni. says the ptants. called sinsemitta
are sn many cases equal 10 or stionger
than manjuana smuggled inlo the coun-
try ltom Colombra Chumiley says one
stngemilia piani can otten yield three
pounds of Mariuana werth about $2,500
per pound

Las! year Chumiey s unil contiscated
some $200 mithon worth of manjuana in
the slale Because ol the success of he
program. his aviation uni| received the
highty coveled and prestigious Hughes

Law Entorcernanl Award for 1982 (AJ
39:83)

SOVIRNMENT
SMSTROYID HOII'POI'

(] L]

Ellurls 10 eradicate domestiCally
Cullivaled marquana rusulted ¢ the
dasinchon of Cunsiderably more pot
Man the US Drug Enlarcems : Ag
miislzation estimated wa:, growing .
the Uniled States The Admin..: uuvn
has now revised i1y esimates upward

Tha amount of Marjuana desir -yod

Page 5
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tluctuated trom ona state lo anather A
Orug Enlorcsment Administrgtion

$pokesman says as much as 50 percant *
ol Virginia's itlagai crop was burned For.
ty percant of the Oregon ard Calitornia
Crops wara simitarty destroyed (WP
¥12/8))

wO lesnage boya. 15 and 17. accused
of contributing to the desth o! & 18-year
oid who drawned In Lake Hopalcong,
New Jerasy. heve pleaded guilty and
face prison tarma of five to ten yeara and
linas ol $100.000 (This 1s & toltawup lo &
story In tha Dacember 1982 issus of Drug
Abuae Update Teen Beer Party Ends in
Tragedy )

The drowning was preceded by a tight
among Saversl youlh$ who wara atten:
ding a dnnking party The drowning vic.
um Paul _ievans wound up 'n tha lake
When he altempted 10 get . Of tha
water, tha Other youlhs retusad to let
him do 8o (NYT 343

;': 'TYPICAL”’ PAR.

Drinking was going on a! two teen par
ti s in afliyent Coblt County. north ot
Allants. Gecrgia. on Friday evening,
Aprit 15 One was 8 birtnday party for
17 year oid Diane Packard of wheslar
High School Diane s parents were out of
the way 1N an upstairs bedroom durng
na avaning Ten minytes away from
Diana 3 homa a tootdall ptayer from nval
Waltn High Schoot was having a party
tor mig teammaing M8 Dariants wara out
af lawn tor Ihg weekand

The Walton parly taceivad a call say
ng Inat a gnl tram thait school had been

atwd up thal aight oy Whealer High
bixy 30 the footbal! playery somae armed
wih knives I1naded up nio cars o

cfash the Wheeler H.gh parly n
ssarch of the young man A hight bel
«een 1he boys lrom boin high schools
resu‘ted in the stabbing death ot Todd
Alan Paters age 17 ol Wheeler High
Schonl Brydn Keith Carter an 18 yeal
ot auidbal player hom Waiton  has
boan - haigmi wilh the slaying It turneg
gl Inal the Whester boy [ha Waltan
sturdpnts ware naokng Lot way Not at the
party nae hag he stood yp  hes date tar
‘re avering HA was meioly late prhing

et yp because - a terg'hy baseball

§d4ma whieh ho yas puaying -n anotner
wrly

fragn h

225

Pulice reporied they racaived lour
complainis 1rom, naighbors sbout “loud.
boistarous activily and drunken
behavior” at ths Walton party. but whan
thay rasponded to the calls the
nalghbors claimed they did nothing to
Closas the party down

According to a nearby resident. Mrs
Daug Wetch, "The ponce 10id us it was &
typical parly | can’l balleva it was a
typical perty Kids ware all Ovar oulaldse.
in tha Rpuse, In the stresta. There was
underage drinking Thete was lighting (1
was not lypicel” (A4 «4/18/83, AJC
V2WB), AC 419V8), 421/83)

S AR YAR L

A Calltornia Jury hes ordered tha
parenta ol 8radiey Nalson, 20, to join
him tn paying one milllion daoltars In
damages to the tamily of Gary .luhl, kill.
od when Neison's car struck Juhl's
automobile

In the lendmark dectsion, tha jury fait
thal aven though Netson weu an adult at
the tima of the accident, his perants
ware [iable “baceuas thay heiped him
buy and maintein the car, daspite his
iong hiatory Of recklass driving and drtv.
Ing under the inlivance of Ilquor end
drugs.” (WPIUPI 4/17/83)

NEVADA COURT SAYS
SEitm OF SRSOS CAN
B8 GUNLTY OF MURDR
If PURCNASER BIS

A Navada youth. Timothy Siotemaker.
17, died lrom an ovardoss of ateeping
pills tn 1979. The Navads Supreme Court
h:s now ruled that a peraon who lllegatly
aetls drugs can be Charged wilh second-
dagree murder |f the buyer dies aa &
ragull of taking 1he druga Dane Lindsay
Morns, who sold the plils to Siotemekaer,
can nOw D& charged in the death (WP
83

DRUNK BRIVING

————————————————
NEW YORK TIENS Kil-
AD IN CRASH

Four Naw York lesnagera ware kilied
when tha car in which thay ware riding
het a concrete retaining wall The 18-year-
old drivar of t automobile. Michaet
McHuQN. Surv:y nd has been charged
wilh driving under the inlluence Police
stated the cer was lraveling at a very
high reta Ot spasd and thet tha crash rip
ped off the entire nght side of the vani

cla iNYT Slulaai
l-.-ao

men oM DRUES
INSICTED FOR MURMR
OF STORE CLERK

Jimmy Tsuses. 4 24 yesrold conve
nience store clerk. was kitted n a rob

228 . .

bery which natted the sum ol $33 to his
absailante Two Allants teenagars.
Hayden Halt, 19, and Mike Inman McCart
17, ware arrgsted snd charged with tha
murd#r McCart Is the aon ol DeKxatb
County Police Major E. E. McCart

Both ol the accused toid Fy'ton Coun.
ty Magistrata Edgar Gentry that they
amount ol drugs™
on the night o! the slaying. Police 3sid
thay beliaved the boys had takan L.S D
belore they entered tha store whers
Tsuses was working. (AC 228/83, AJC

1383

SLAY OF B
BDEVIL

ml. TO Wile AND

Saventean-year-old Kennath Avary
Lowrance Brock plasded gQuilty to ths
shooting daatha of Charles Scudder and
hia houaskesper Joseph Odum end was
santanced 10 lhras conseculive Iife-
terms The victims wera reportedty “devit
worshipers™ who lived in seclusion in a
castie:llke home In the mountgins of
North Georgia Scuddsr wes lormery
employed as a reaear~her and associate

roleasor st Chicago s Loyols Inatitute
of Mind. Drugs and Behevior

Semuel T Waat, 30, atao charged with
murder In tha casa, lasiifled 1the
Bhooting o curred after ¢ wing-drinking
parly Wee: seid he thought tha wine was
mixed with something aise His sitornay
contends tha "sOmething else” was
L 8 D.. which he says Scudder gave West
and Brock In an experiMen Polics
found thrae viala labsied LD 25* in the
houas, but & judge ruled the vials could
not be teated lor L.8.D (AC 12/22/82. AJ
218/83, AC/AP Y7183, AJIAP 38/83)

MITHADONE MIXTURE
KKLS FOUR

Four peopla :n Georgia and South
Caroline 1thought they wera buying co-
caina After ysing the drug. all of them
died Authorities snalyzed the substance
and found It t0 be a mixtyra ot

—
ONE-FOURTH OF MW
YORK CITVY'S HOMICIVES
ARE PRUS-RELATED

In Fabruary. the New York Cily Police
Depariment teleased a néw Study which
Showa nearly 25 percent of the city’s
homicides In 1981 were drugQ relatad Of
tho 1832 homicides recorded lor that
yoar. 393 wore dtug related Polce could
notl determine the Circumstanceas sut
rourding some 176 ol Ihe murdeey

‘The use of drugs hes become more
extensive and pervasive and when you
have penple selling drugs you have
guns nvalnes np olls and nawitadbly
violence. said James T Sumvan. the
chie! ol deteciives (NYT 2/18:83)
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STUDENT INFORMANTS
OPFERED CASH
REWARDS

Students at suburdban Dallas s
Lewigviie High School are bein  oftered
rawards of up to $100 for ¥ ormation
leading (0 tne arrest and subsequent
conviclion ot lellow studenis who use
and deal drugs The school's Parent
Teacher and Studenl Ass0ciation raised
funds for thes purpase So far $450 has
beon paiduul Thirty studenis have been
r8poired 160 school authorilies. id have
been turned over 10 police

Lowisvilie High Schoot Princ.pal Doug
x.ough who Drought tne dea with him
11 yn Aldbama. whera he used to work.
said. Sumabady had to do something,
and this 19 warking  (AC 4/11/8))

P09 USED 70 DIETICY
PRUGS IN SCHOOLS
1n Cobb County 3 communily notth ot
Atianta. Genrqua a drug snithng dog
aiteg Sg! Bdnrit wil be used to deter
Jtug usa inthe (nunty & t1 high schoals
The dag will visit the 8~ hanis Lirsl 10 give
studenis A demansiratign of his
abimnies Aflsrwards he widl make unan
anced panodic vsils to snift Inckers
whus students are dway of lo search
ALhQ: 1 DArking 1013 during sChool hours
The oy will be a use‘ul adjunct to
our undercover drug agenls and our drug
educabion program said Tom Tocco
Cobd Cuunty Schaal Supenntendent
1Ay 2 78R3

OI.III lllllll. ASE IS
WORKING IN
MARYLAND

On Juiy 1982 1ha 1egat dnnking age
ol 21 wenl .nto etlect in Marylang Col
18gAs across the S1d1e are reporting suc

vgs 1 aedy Iing (hinking Dy underage
stedends Thase whn wesa 18 batore July
v arn oaampted tnum lhe new law

WP AP 2 2283,
Alllll l‘lll-
NKING: §

D
A

Cuteges throughout the nilinn are ax
presseng gowing cancern abow ale ahol
Sonsutrplan AMinng  sludents  Mdany
Siale 4t raemig 1he tegar tinming e

NI PPN T LN NI L Y TEL RU LAY . 17
»l TP INN SRR B L) ont

A S glage greeing
[NETTLY
** Shalenls al 'he
t,p. -qa Instiiyte ! TeChrou,gy sdY$
teaqr g 4., ryPy s g A 3 Jecteasn in
$1 mng by Lo it tge $0 adenlds sence the
Sate 8 1R 0 3 e was Taser] tram TR

226

1o 19 m 1980 The nuinber of Ireshmen
whp drink 2icohol al 19881 twict 8 week
dropped trom 13 percenl in 1880 1o 83
percent in 1982 ~

When the (dnnking) age was ! we
had very lew (diSciplinary) problems Con-
necled with drinking. dbut we find now
that people with thase Droblems have
growr in nunibers " said Dull He saya 90
percent o! siudenis wno nhive
aiscipinary probiems also have pro-
blems with alcohot

Jean Mayer, president of Tults Univer
sity 1n Massachusalts. says stforts lo
curd student drnnking ‘reduced (Ihel
level ol vandalism, which al a achool ke
ours 17 totally relsled to aicohol ™

The Univeraity ol Connecticut. Ohio
Wesieyan and oOther institutiona have
banned dunking 1n pudlic areas of dor-
rmitories This past fall Yaie prohibited
aicohol 8t any unive sily-aponsored
event primanly intended tu, ‘reshmen
and outlawed advertisements .°ving
aicohol would be served al partiea

Many colleges are reéqQuinng new iden-
htication procedures for students The
universily of Cahfornia at Barkeley.
where the minimum drinking age has
bean 21 tor over 50 yeass. Is Lightening
dormitory *dnnking privileges and pto-
niDits the use of student feas for the pur
chase of alcohol '

Nationa! survey y trom 75 to 95 per-
cent of college students drink dicohol.
(NYT JB/8D. AJ 210/83)

’I#la'. l“l O'

Following a not by punk-rock fans
aulhorties 1n Huntington Park, Califor-
nia withdrew the business. dince. enter-
lainment and alcoho! pérmuls of tne

Mendr'oa Ballloom The not caused
some $25.000 1n damages and
unest.mated thell loases 1o surrounding
businesses (NYT 2'14/83)

.s:il'..ﬂml.

Park olticidls in Burbank Caislornia.
haye banned SOmM@ rock MusiCiansy trom
their inaup of pertormers because ol 1he

rowdy crowds the groups attract

Ciash Kiss Tolo and Bette Midier were
suingled ou! Addilional reasons cited
ware  Beitos pad mouth and aleged
druq invoivement by To'o 3 Rober! Xim
bail  (See relaled Slary in the March
1943 13sue of Drug Abuse Update Tolo s
Rober! Kimball Pieads Innocent | IUSAT
428:83%

ATY RIVERSES BAN
Fama

ln!erlor S.crollly James Wstl banned
the Beach Boys trom July 4Lh teslivities
on tha mali In Washington. DC HMe sad
he waa concerned the Beach Boya would
atiract a crowd of "fnnking. drug taking
youths =

“We're not going to encourage drug
abuse and alcoholism as was done 1n Ihe
past ysars .’ said Wait

Howeve!, following a8 meeling wilh
Prasident Reagan, Watt itted his ban on
rock performancea at the event “The
president Is a friend of the Beach Boys
and ha [1kea them, and I'm sure whcn 1
get to meel them I'll hke them.' Walt
said following Ihe mesting (AJWP
418/83, AC/UPI 4/8/80)

Gmll", .l=

TRAM
DRYS ABUSL

Fourth gradera In 35000 of the
nalon’'s achools are receiving a apecial
1ssue of "The New Teen Titans,” a comic
book diatributed by the US Education
Department A coloriul poster which ac:
companiea the Comic book echoes ihe
Teen Titans theme: “We wantyoutobea
hero Stay drug free'”

A Weekly Reader survey of slementary
schoo! students revealed schools are
not beginming drug education at an eatly
enough grade level to cyunteract
pressure to use drugs According 1o the
survey. Deer pressure degins In fourlh
grade The comic book ts accompaned
by a letter trom Mra Reagan who urges
children o stay away lrom drugs

Declare that you will stay drug lree
Al any cost And you!! be a hero "
say$ Mrs Reagan

The cost of the comic book was under
wrilien by the Keebler Company and pro-
duced by DC Comics of New York
(ACIAP 4126183

DISTRICT OF COLUMBIA
SRUS ARUSE vy
SRUSS WITH CAID

Hundreds of! drug abusers 1n
Washingion, D C . are using Medicaid to
purchase large quanlities ol prascription
drugs. according to & new feporl The
Disinct ot Cotumbia Depastment ol
Heatth and Human Services sponsored
an auonn ol Medicad records which
raynals some 560 recipients received
more than 65000 prescriplions in one
year s Lime ~osling the program
$730 862

Investigatars studied cases ot anyone

Page 7
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who tec8ived mora than 100 preacip
TipnNs 1N & yodf of Who 3€0Met 10 ba ua
ing large amounts 0f drugs prone 1o
abyse such as valium_Darvocet and Per
codan WP 3121831

SIDENT'S DRUMNK-
III'II. PANIL MAKES
ICOMMINDATIONS

tna Prgaident s Commussiun on Brunk
Drniving recummaends that ait states raise
the meimym dnnking age to 2¢ and
r.ghten drunk aniving offenses by
ahminating piea bargain.ng requinng
ptompl suspsheon nf irenses 4nd \m
posing umtorm manddatory sentencing ol

eithel 48 hours in gt or 90 days
syspension plys 100 hours ot communi
Iy suivice

the Comrmissinn ¢ chairman. former
Massachusetls Govarnor john Volpe
prasnnim$ 1ha report 1o the Litesavers il
Cantarence allended by r e 1han 600
dolegatas Irom nearly e.ury state and
many lorgign couhtries

President Raagan annuynced he
would szlond the Commission until the
eng of this yaar (ASUPL &/Bi831

REPRESINTATIVE
BDELLUMS BANIES DRVO
ALLIGATIONS

Canlarnia 3 Repressntative Ronatd v
Deilumy Janias thyl he .« any uf hig stall
metnhary have aval gsad of Sl Mare
HARA N1 epcaing Dphiyms g pngsr i
enafigatian by tha Mnyse Commitiee on
Glandards ol Othcial Conduct 1ollowing
a story . the Washagiun POS| whi 1
swt tomer Mouse aimpruyas Robert
Yesh tuid a Federar grard jury Uwellums
and anmg of hiy aids had 1otd o taiught
and used illegal drugs (NYT'AP M17:83)

KENN i lnm':_m "

CONORE
PLICATED IN CAPITOL
gllslillll. INVESTIOA-

In what mdy have the mdk:ings ot a
fause ceiebla cyhumrist Jacx Anderson
pablicty teeased thy names of mne
mambety and LM members 1 Con

grens i Lling Senal 1 Ted Keonady
1D Massar hussutts)  whg Sqve hiegn
alpet Lmf .a ettty At oe g federal
JArd oty A the A gk Brng Gom
AN [#1a ny al s gy B Gy
Sant o sRstan. ey gt haserd
Her 3 d Udlhe Mot AN Lng
(erprs . e amer Rapes
Barrs O nfwater Jo

R s

otAt g0 RO,
t s Rnp aenpenlar oo

bref
D New v oo [ X

[ Var Degran
Represpeqr yo Ghanes
1D Tueas: Represutat-ve Guery
U Masaa “use'ls Represnn
R Baigt Mo hpn ) Mgty g, and
Fa Ho snquargr, o Brtan
Let g a. AV hger Doatedr, et
g Togrgnn

LY T

gt e for

g

Tegn B wn

sty he
. " owan n

¢ gpar

iy gered e g ety Ml giigngen
[ T T P o a car duns
Aue b ow me-fenl N Diedk Tha rar

e geeged g
A Attt

HE T3

gk
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Hetlais wnrih ol cncaine The
ausporten ngiesdors  wha fled 1y
Australia have nuw bean estradited but
Anderson says 1l 8 uncertain whelhar
they 1l ever lashily

The Washington Post refused to caily
Anderson 5 cotumn J. @ Califanc. who 18
in charge ot the House investigalion,
sad i hia {ies he cculd hind no
evidunca dgainsl Senator Kennedy The
Justice Department said :1y hies reveal
vd nothing that would nvolve the
sehalof

Anderson wrtole a second column in
which hedefended hs original pioce and
printed specilics which he said would
nelp bolh Catifano and the Jusiice
Depariment locate Ihe missing avidance
0 their llas (AJ 4127:83. 51180

I%lﬂ“ll" MOTIL
SUCCISSIFUL IN TEXAS

Lyndon Sanders of Daflas, Texas
operales # non-smokers’ motel at which
none of tne slafl or customers smoke
He can tun s 134700m inn for 30 per:
cani less than a conventional motel
hii.ause he does not have to repair or
repldcea furniture and cerpets dye to
cigaratie buins

Out ol the 50.00Q customers who heve
stayed al the Non Smokels Inn only one
Ras violated Ihe no smoking agreemeanl
IAJ'UPI 330/831

SINIRAL MOTORS
SiUANCIe AL

Genergl Motors 18 ressarching prac
LCal use ot a device for providing a
sobtel; tesl The test called the
Criical Tracking Task  was developed
Yy the National Aeronautics and Space
»fronsiahion

the syslem .nsgtalied «n the
dutiinaile a0uld lest whethar of Not a
J1-ves '3 sober eMuygh 1t perform drving
<kihq If 1he driver laily Ihe test The car
Wl ailhet not slarl operale al very
tquced spaeds or set off an glarm
Kysfam t) sarn other drnvers and police
theers (AJCUPI 112 B3t

INSURANCE COMPANY
JOINS POLICE IN DRU
rRORE

In 1 unpen b gth the Bostim Fonce
Orq Conltge Unil tapresentatives of
Brar Croms Blua Sheeid amifucted 4 Sie
auek wvesthgdaton which 'esylted in The
Aaneql ot ra fen  hp g lhrmer
vvpuyee of Bue Cross Blue Shianmy
Arst 1890 g weds The alisnessas of 21
By Crass Blue Shetd wvipfiypees whi
had agpasenlly deun lserved Duyg
selnng hstbutng ol asetg JTuygs Jdut

Ing the investigation Although no fur
ther charges have been lled. criminat
cumplainis are being shuyght against
thase who werg In the bar whero the ar
r@sts 100k place

One of the 21 employees lired tetl 1hal
tour of tive of those disSmissed wele sell-
Ing drugs dunng company hme and
perhaps 10 olhers had bought or used
drug@s. bul that the others were victims
of circumstance (BG 212583

The new House Setect Committee on
Chiidreh, Youlh and Famiies heard

festimony from eighly 10 tt and
12-yeer old chifdren concerning theu
tears abou! economic troubles. nuclear
wal, crime In the streets and drug
pushers n ther schools

't streats. schools and homas are un-
dale, where can we go? Does our world
have to be tike this?"* asked Maura Con
111, 12. of South Plainlield. New Jersey
"Can't you please change n?" (WP
429/183)
SMOKING ' Og‘l"
AMONG TIEN

The University of Michigan annual
High School Semor Suirvey hnds that
smoking 18 no longer deemed cool by
the class o! 1982 Daly smoking by
t9ns0rs dropped 8 percant between 1977
and 1982, chielly because of hea'n con
cerr.s which students teel are not exag
qe:ateqg

Young people don 1 buy the tobacco
mdustry 3 advertising tmages [hat

smokels are rugged he men or hiberated
women Two-thirds of Ihose sutveyed
preter to date non smokers Almost 60
peicent {eel smoking reftects poor judg
ment (ACIUPI 2/22183)

DRUG
AND LAW

7
POLICE VIDROT.\PE BD.U1
ARRISTS FOR COURT

UtJ

Police n Cobb County Georga will
start videotaping arrosts ot suspectad
Srunk dqrivars DA AUNe They Say uhes
utten have dithe ulty holieving 1he vindn
cut delendant aho appears 1 courl 18
the stagqering belicose drunk the ar
1a3ing wthem e - 1bes  State Chunt
Juiige Michael Studdard uf Cobb Cuunly
says he Joesnl think thgre wil ba any
prablem admitting 1ha videulapes as
evidence «n court 1AJ 2 23831
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DRUNKS OFF ROADS

In New South Wales, Australia’'s
largest state any driver whose blood
elcohor ievel 1s above 0% 18 subject 1o ar
rast fne new law went inlo yltect ¥
Oscrmber  and Irathc tatalities from
0300 empeor 17 19 January 26 1982 drop
pod 1 B compared with 179 lor the
sarmg penod of the previous year

Austrahia ranks third behind
Czechusiovania and Wes! Germany un
baer sailes Whan Iha new law went into
eltecl. nowevar beer salen dropped 4N
purcan in some ediablishmenis ir New
South Wales

The 05 blood alcohol level 13 stricter
Ihan tne toughest law anywhere n the
United States Idano end Utah use ¢
tiguts of 08 but elsewhers in the nation
the ngal «ntoxicetion limit 18 10 {USAT
21283

BEATRIIA e
TAVIRNS SUGCISTED

A commissione: 1rom DeKelb County
Georgia. has suggested Ihat all taverns
be ‘equirud 10 heve Dreath analyzer
mach.gs  The machinas would allow
¢ .$1N1N@1S 10 cneck thmr pnysical condi.
f1,11 balore duving 1ONS 2:18/831

INGREDIENTS Ull’ II
lllT'I.D ON LIGUOR €

U5 Distncl Court Judge John H Preft
has ariared the Tisasuty Department to
1equite heer wine and Liquor manufac:
‘urgra gither 1 st ingradienis on
beverage containers of to pnnl an ag
‘IrH33 where people <an write for the
rontents Pratt says medest rasexrchers
have found evidence ihat some ingre
Jwenig N aicohohic  baverages could
©auss adverse reactiony in yome people
WP 2:90:81)

ANTI-DRUNMK DRIVING
EPFFERTS CUT TRAPFIC
DIATHS IN SOMR
STATES

In 1982 sevan states and Ihe District
! Cowmbia snowed a rop al over 20
parcenl aa latal dulomaobile accidents
while 10131 guto tataulies ot the natun
a9 4 whote Jecigased by 5227 deoathy

tough new drving under the
intiyenre eQisiatton  and other anli
Hrunk Juving (ampaigns are crediled
Wit sy rgduc hion USAT 2 2480

REFUSAL 7O TAKSE
SRUNK-DRI =

CAN BE URED N
EVIBENCE IN COURY

tna 2102 decsion tne Uritng States
Sugtema Court ryled that ¢ mutohat s
efasd 1 t3Re A DInod aIcOho. 1851 Can
De oot as gvidenn ¢ 3gains| han n oyl

Sdetrta D O Conmar whn
noo ant gt b duse tha
R O O S BPL I TOT ST or
FgaAt s 4T g g nat R gep L warn
SUSER TS NATTelusA: Ly Takg tne tasl wall
BO Ll 2Ga 08t thar The ©ng s A
per el © bhe 3 Bucal e rgt iande

tA AL a0 grgne Jniving W2 238
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AIII.IA 7 C.ﬂlllll
XING HLICIY DRUSS

Amonl 18 considering 4 tnl thail
would Impose a luxuty tax on con-
hiscated illicil drugs $t0 an ounce on
manjuana and $125 an ounce on cocaine
heroin, and other drugs It an arrested

{ drug deater could not pay the tax, the
slate could then seize his tangible
assets

A provimion in the bill provides drug
dealers and smugglers wilh an out' to
avoid paying thy tax, thoy could pur
cnase a luxury lax lLicenge from the
slale’s revenue depertment Whiie thig
would medn smugglers in eftecl would
be reporling thesr illegal ac.vily to
duineiities, it would also virlually meke
Ihem immune ttom invesligation
because the revenue department would
be prohubited from turning the intorma.
tion over to Isw entorcemant otficiels

Stale Senator Jett Hill, who Iniroduc.
ed the bill, predicted that Arizona would
have inCreesed its ravenues by some $10
milion had lhe lew been in effect in
1682 (WP 2/128/80)

NIW YORK MAY EX.
PAND FORFEITURE LAW

New York 18 considering en expanded
fortaiture lew which would eliow the
state 1o seize personel essels of
cnminale Funds rersed woutd be used to
feimburee vichms and to help pey for
prosecutions and investigetions (NYT
V2583

Alter ofticials at Attanta, Geci1gia s,
Crawlord Long Hospitat received a tip
that non prolessional personnel wr.re us-.
:ng Of dealhing drugs on the 1ob. police
began an undercover investigation As
a +esult. 18 employees have been hired
and lwa ot Inosa arresied |AJ Y1583y

NG OF DRUS
MY IICIIA“I 1]
OEORGIA
Because ol ihe goveérnment's

crackdown on dryg smiuggnng n Flonda,
smugglers have moved north nto
Guorgia  Betweer 1976 and 1980,
Gaargia banks handied & 731 cash tran
sde by ul $10000 or more But In
1481 aiona they nanaled 3 250 such tran
Nactmng

8ol ranvicled drug smugQlurs anc
state authOnnes teparl wxtansivg real
8s5lale 1ransactions are taking piace wilh
drug monay

Tuty Muter distnict (argcior nf the In
ternai Ryvenue Service 1N A1anta says
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invashigations of high Ievel drug deaiers
who have moved inlo the slate account
for about 40 percent of the work load of
IRS’s Atignta criminel Investigat'ons
secton

“With Georgis becoming the tocal
point of their {drug smugglers’) amugg!-
ing and distribution activities,” saysU S
Attorney Larry Thompson. “this state I3
becoming the stasting point in |he chain
that they have 10 Qo through In disposing
ot and laundefing huge amounts of
rash * {AJC 4183}

t.%mm N OPIUM

Alter a Chicago undercover agent
made a down peyment on some oplum,
hia ftellow officers moved n, con-
fiscating $24 million worth of the tar-like
subsiance and erresting thres men Nar-
colica digion Commander Lawrence
Forberg the buet was probably
Chicago’'s lergest optum erresl In
history (AC 2/28&83)

New York police arrested Mickey
Cezer and cherged him with selling mar-
fuann Cezer was head of a door-to-door
marijuena delivery sarvice which ¢ciaimed
to be a church calied the “Church of the
Realized Fantesies.” The organization
reportedly sold much es $30.000
worth ol marijuane daily (AC/UPI
Y25/83)

frsvat tcmem

8-

m FOR SMOXING

A aix-membder unitormed squed wag
formed o patror New York'a lubwayl.

tor vioiators of the

tufe o both traing gnd platforms Dunng
8 one-month pefiod. 2,43 summonses
were 108ued. Some one-third of those
were for manjuana smoking Violators
face fines of up to $100 (NYT 4/29/83)

PYTHONS AND VIDERS
GUARD POT STASH

Snake handlers trom the US Fish snd
Wildute Service were standing by as
Customs agents at Kennedy Atrport in
New York remaved 89 Alrcsn pythons,
gaboon vipers end rhinocerous vipers
from ciates containing some $10.000
worth of mernjuana When lwo men from
the Replile Tradery ol Freeport tried to
claim tne crates, they were srrested on
charges of possession with inten! to
distnbute 1f Convicted, Ihey face 5 year
pns=-n terms (ACIAP 3/t7/83)

$20. OFFERID BY
‘MAVNIJUVANA
BUSIN-SSMAN’’ l: X
CHANGH FOR A V!

A ‘marijjuend Dbusinessman’ sent
anonymous leiters gnd $200 chacks lo
eighl Virginia aanators urging them 1o
vote lor 3 bill 1o faise the state s boer
drinking age to 2t

The letter sa.d ° Marijuana 1s iltagal,
cannol be advertised and cannot be
disttibuled eas:ly Beer, on the other
nanrg s legal With the new 21 tyear oid)
faw manjuana businessmen wiil be able
to compele faitly in a major market *

Page 9
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Nne of 1he senalorns inlerviewsd san
theiz vute would bs influenced by Ine ap
peal. nar did any ntgnd 1o cash the
checks (WP 2/8:83)

PARK POLICE SAY DA
VSR WIDESPREAD N
DISTRICY OF COLUMMBIA
PARXS

Fiustraled by budgel culs and man
power shortages. tenUS Perk Police o!
hcers sought help lrom US Represen
tative Stan Parnis (R Viegima) Paeris 1s a
member of the Selscl Commiliee on Nar
cotics and Drug Abuse “Theta 13
widespread dryg dealing In the {ederal
parks {in the Washington area) . the uf
ficers tuld Parns They sald escalaling
diug Iratfic 13 coniiibuting to the In-
Creass In rapes. assaulls and drug:
overdosa dealhs taking ptace n
Washington area lederal parks

The officers say Ihay can’i control tral
ficking in the parks because they dont
have enough manpowe:r In the pas)
Ihrge yoars. 58 positions have baen drop
ped The unit's narcotics task lorce was
abolished after 1t made severat drug ar-
rests

Rep Parris asked lor @ meeting with
interior Secretary Jamds Watt to discuss

the ¢ I IWP 412&63‘

'6‘ ".I'? SSLL BEER AT

The Louisiana State University Board
ol Suparvisors voted against & proposai
10 ailow bee: 10 be s01d on an sxperimen
tal basis duning two lootball gares and
savaral spring basebait games Ainietic
Dirgi1or Bob Bordhead sad hat the
Univervity cOuld have made $30C 000 a
veat from 1hg saie ot buer

The Nalminat Collegiale Alhiehc
A330¢ 1311an has no puncy 'orb-dding the
saie ol alcyhol al gthietic 8venis but
L 5U . wtrenlly does not allow any inlos
v dling boverages at sucn compatilions
1AJC 41880

Tony Plummar's use ol cocane pegan
whig ng piaved pro looiblil with Ihe
Abanta Falcons Afier his aihiel - saroer
endad he suppofted his $1 000 a week
€ dina Pabit by using the maney i had
aained as a prave!

11 1YR2 whan the maney rar gt he
Fagat iitng - ding Piymener gqe ar
regtan] il gpar] o Dekath 1ogunty
Geceg-a altae NoIling - ama Lo eder
fover gganis WRae akailiig te-al he
DI kg P18 Ogyr Sraogical addic e (o Lo
cane ™e treddad guilly 1 senng o
cara and  ads givsn a suspended
senteniie Givan 2 secard chance Plum

Page 10
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merijecided to won with young peopis
1o slewr Them ewey liome drugs before
they start and now give® laiks to tocdl

schools {AJC 2/1(v83)
o

TENNIS PRO lig
The March 1983 issus O! Drug Abuse

PRUG INVIES

Update carried ¢ story trom the New
York Tim mplicating tennis player
Vitas Gerulaitis in g cocaine conspiracy
{See Worid's Fitth-Ranked Tennia Playas
o Suspect in Cocaing Dea! |

Al107 @ year i0ng Investigation. U S At
fornay John § Martin, Jr saya Gerulaitia
18 Cl o! the charges (WPIAP

BIBLIOSRAPHIS

The Nationa! Clsaringhouse for Drug
Abusa Intormalion, a divieion of tha Na-
fional institute on Drug Abuse, will send

tres of charge its bi-monthiy
bibilography of new publications Single
COpI®s may be ordered lree Write 1o
NCDAL, PC Box 416, Kenaington, MD
20795
OOKS
[ J S ANE SRUS ABUSRI A
GMPERANES TEXY, by Terrance C Cox.
MA, Michael R Jacobs. Ph D, A Eugens
LaBlanc, Ph D, and Joan A Mershman.
Ph D. 13 a 600 page book which cenlains
complote monogm'ghu on 84 most used
arugs and shorier basdys oM 23 olherss
The drugs are cross indexed by
medical/scienlific terms trade names
and streel names Addiclion Researcn
FoundJalon. Toronto, 1983, $20 %0 Ordar
from Markeling Services, Depariment
MJ. Addiction Research Foundation. 33
Russell Streel Toronto. Canada M5S
251

A CRY PO2 R0 X AND K.
PLOBINSG THR MYTYNS AROGNY
TEIRASE SHICIDE - A GBI FOR ALL
PARSNTS OF ARGLRSLANMTSE by Mary
Grihn M D and Carol Felsenihal
ditcusses reasons {or the sndrp fise in
thil suicide rate of youth cites statistics
anJj gives guidance in dealing wilh Ihe
problam 10 paenis professionals and
olhers who work with young peopie
Doubleday New York. 1983, $16 95

PAMPHLITS

Hegdltn Communications .nc Nas a
synigs ol pamphlets giving inlormalion
#bOul vanious lypes of drugs A sampier
«it t1one of eachl cosis $250 singie
copies are 25¢ each Pamiphiels about
the tallowing drugs eie available
NALLUCHIOSINS, COCANM, mand
MARA, QUAALYSES, P.L.P.. NERE,
ALCONGL, TOBACLLH. STIMULANTS,
SIPRISSANTE, TRANSUILIZIRS,
SOV NTS,

Ordel from Health Coma,unicatons
inc 2119 A Horywuod Boulevaru
Hollywuod FL 33020

The editors of Prug Abuse Update have
prepared an index of alt issuea (Numbars
1through 3) published in 1982 The index
nists alphabeticaity the tiltes of ail
articles published under each category
during the 1962 year and gives the page
number and i3sue date in which each
article appears

The Index Is especialty uselul for
subscribers who: are collecting or
binding a full years set of Drug Abuse
Updates To order. send $300 to Index.
Drug Abuse Update, Families in Aclion,
Inc, Sule 300, 3845 N Druid Huils Road.
Decatur GA 30033 N

Proceede trom (he sate ot Famities in
Action publications heip fund the
organszation.

! would Uke 1o ordér a one yoar
subsciiption t0 Drug Abuse Update

Enciosed1s  $500. $520)Georgia
residents),  $7 50{Canadian residents)
Piease send o

Counlry

| want 16 donate a Drug Abuse Updale
subscniption to my child’s schoot ibraty
Enclosed 13 $500. 8520 1Georgia
residents),  $7 50 (Canadian residents)
Pledse send to

School Libratian

School

Country

Plgase spid me the tollowing back
133ues al $150 each plus $200 tor
posiage ang hangling

Number 1 (June 19821
Number 2 (September 1382
Number 3 iDecember 1982
Numbar 4 (March 1983
Georgia residents add 4 percenl salas
1ax Canadian residents add 32 %0 fo+
exchiange
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PREVENTION WORKS ...

PALY MARLIUANA USE:
MOH SCHOOL SINORS
1978 1976 1077 1978 1979 1900 1961 1983
" !
10%
%
8%
% : -
%
CURRENT :

12-7T0 17-YEARS-OLDS HION SCHOOL SEEORS

7%
3%
3%

28% bl

3%

2% .

| 31% |

27%

SRR cefore Parents’ Drug Pravention Movement Begen
AR Atter Parents’ Drug Prevention Movement Begen

Daily usa 18 usa 20 or more tmes 1n the month belore the s:rvey. Curfent uss 1s use 8t least Ance in the month betore the Survey.
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NARCOTICS ANONYMOUS,
WoRrLD SErvICE OrricE, INC.,

\ 232
Sun Valley, CA

Dear FRIEND, We welcome you into the Narcotics Anonymous Fellowship. Please
accept the enclosed literature with our compliments. May we suggest that you read
the material well before starting.

At your convenience, please send us the name of your secretary and the mailing
address; also, the Day, Time and Place of your meeting. With this information we
can inform other groups near you of your existence and list you in our World Direc-

tory.
a’e at the World Service Office would like to hear of your progress, so keep in
touch with us; we are here to help in any way we can.
We have enclosed a price list of literature available at present. Please address all
communications and orders to:
World Service Office, Inc.
P.O. Box 622
Sun Valley, CA 91352
or call: 213 764-3155
With warmest regards, Yours in fellowship.
Jimmy KINMON,
World Service Office, Inc.

OuTLINE POR NARCOTICS ANONYMOUS GROUPS

Narcotics Anonymous is a non-profit fellowship of men and women for whom
drugs has become a major problem. We are recovered addicts who meet regularly to
help each other to stay “Clean.” Our tﬁrogram is a set of principles, written so
simply that we can follow them in our daily lives. The most important thing about
them is that “THEY WORK."”

The only require..rent for membership is a desire to stop using drugs. We have no
dues, fees or assessments of any kind but are self-supporting through contributions
of our own members. ]

N.A. is not affiliated with any organization regardless of seeming similarities, nor
are we connected with any political, religious or law enforcement agencies and are
under no surveillance at any time. Anyone who has the basic requirements; A
desire to stop using, may join us regardless of age, race, color, creed, religion or lack
of religion. N.A. does not engage in any outside controversy nor do we endorse or
oppose any causes. Qur primary goal is to stay “Clean” and help others to achieve
the same goal.

1. When two or more members meet regula%zt a specified time and place and
use the TWELVE STEPS and the TWELVE DITIONS as their guides; They
may call themselves an N.A. group as long as the: have no outside affiliations, are
self-supporting and are registered with the WORLD SERVICE OFFICE, INC

2. N.A. meetings are conducted by recovered addicts for addicts. We use our

resent N.A, literature as our text. N.A. is a personal nd spiritual program, there-
ore personal experience, life stories and/or N.A. princi-les or N.A. general informa-
tion should be the main topics at our meetings.

3. All N.A. groups should keep the WORLD SER". ICE OFFICE, INC. updated as
to their location, kind and time of meeting, nam-. or grouﬁ secretary and mailing
address; In this way contacts for TWEL STEP work and inclusion in the
WORLD DIRECTORY can be maintained.

4. New groups should send for free STARTER KIT, it contains all the basic mate-
rial to begin a new group. Group registration form is included and should be re-
turned as soon as ible to:

Wo:ld Service Office, Inc.
P.O. Box 622
Sun Valiey, CA 91352

5. Much needed contributions from groups, areas or regional service committees
for the support of Narcotics Anonymous World Wide services, should also be sant ¢3
the above address.

How IT WORKS

If you want what we have to offer, and are willing to make the effort to get it,
then you are ready to take certain steps. These are su.gesw.d only, but they are
princ‘i'eles that made our recovering possible.

1. We admitted that we were powerless over our addiction, that or-r lives had
become unmanageable.
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2. We came to believe that a power greater than ourselves could restore us to

sanity.
- aJe made a decision to turn our will and our lives over to the care of God as we
understood Him.

4. We made a searching and feariess moral inventory of ourselves.

5. We admitted to God, to ourselves, and to another human being the exact nature

- of our wrongs. : :
" 6. We were entirely ready to have God remove all these defects of character.

7. We humbly asked Him to remove our shortcomings.

B. We made a list of all persons we had harmed, and became willing to make
amends to them all.

9. We made direct amends to such people wherever possible, except when to do so
would inure them or others. ’

‘ le. \ls continued to take personal inventory, and when we were Wrong promptly .
admitted it.

11. We sought through rﬁyer and meditation to improve our conscious contact
with God, as we underatoog im, praying only for knowledge of His will for us, and
the power to carry that out.

12. Having had a spiritual awukening s a result of those 8teps, we tried to carry
this message to addicts and to practice these principles in all our affairs.

Tue TWELVE TRADITIONS or NARCOTICS ANONYMOU'S

We keep what we have only with vigilance and just as freedom for the individual
comes from The Twelve Steps, 50 freedom for the groups springs from our tradi-
tions.

As long as the ties that bind us together are stronger than those that would tear
us apart, all will be well. :

Our common welfare should come first; personal recovery depends on N.A.
unity.

2. For our Group Furpose there is but one ultimate authority—a loving God as He
may express Himself in our Group consicence, our leaders are but trusted servants,
they do not govern,

3. The only requirement for membership is a desire to stop using.

4. Each Group should be autonomous, except in matters affecting other Groups, or
N.A,, as a whole.

5. Each Group has but one primary purpose—to carry the message to the addict
who still suffers,

6. An N.A. Group ought never endorse, finance, or lend the N.A. name to any
related facility or outside enterprise, lest problems of money, property or prestige
divert. us from our primary purpose.

7. Every N.A. Group ought to be fully self-supporting declining outside contribu-
tions.

8. Narcotics Anonymous should remain forever nonprofesgional, but our Service
Centers may employ special workers.

9. N.A,, as such, ought never be organized; but we may create service boards or
committees directly responsible to those they serve.

10. N.A. has no opinion on outside issues; hence the N.A. name ought never be
drawn into public controversy.

11. Our public relations policy is based on attraction rather than promotion; we
need always maintain personal anonymity at the level of press, radio, and films.

12. Anonymity is the spiritual foundation of all our Traditions, ever reminding us
to place principles before personalities,

he Twelve Traditions of N.A. are not su ted, and they are not negotiable.
These are the rules that keep our fellowship alive and free.

By following these principles in our dealings with others in N.A. and society at
large. we avoid many problems. That isn't to say that our traditions eliminate al]
problems. We still have to face difficulties as they arise: Communication problems,
differences of opinion, internal controversies, problems with individuals, groups out-
sidtg ltlhe fellowship. However, when we apply these principles we avoid some of the

itfalls.
P Simplicity is the keynote of our symbol; it follows the simplicity of our fellowship.
We could find all sorts of occult and esoteric connotations in the simple outlines, but
foremost in our minds were easily understood meanings and relationships.

The outer circle denotes a universa! and total prograom that has room within for
all manifestations of the recovering and wholly recovercd person.
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The square, whose lines are defined, is easily seen and understuod; but th.;re are
other unseen parts of the symbol. The square denotes Guodwill, the ground of
both the fellowship and the member of our society. Actually, it is the four pyramid
aides which rise from this base in a three dimensional figure that are the Self Soci-
ety, Service and God. All rise to the point of Freedom. .

All parts thus far are closely related to the needs and aims of the addict seeking
recovery and the purpose of the fellowship seeking to make reccsery available to
all. The greater the base, as we grow in unity in numbers and in fellows. ip, the
broader the sides and the higher the point of freedom. Probably the last to be lost to
freedom will be stigma of being an addict. Goodwill is best exem?liﬁed in service
and proper service is “Doing the right thing for the right reason.” When this sup-
pohrul;l and motivates both the individual and the fellowship, we are fully whole and
wholly free.

MISCONCEPTIONS

THERE ARE MANY MISCONCEPTIONS ABQUT N.A, 80 WE WISH TO STATE WHAT N.A. DOES
NOT DO

1. N.A. does not, operate detox units, recovery or half way houses and is not affili-
ated with such facilities; we do, however, cooperate with those who cooperate with

2. N.A. does not, crusade, solicit, advertise for members or try to persuade anyone
to join us.

4. N.A. does not, engage i1. 2r sponsor research.

4. N.A. does not, Keep membership records or case histories, nor follow-up on
members or in any way try to control them.

5. N.A. does not, make medical or psychological diagnoses or prognoses nor pro-
vide marriage, family or vocational counselling.

6. N A. does not, provide walfare or other social services,

7. NA. does not, conduct piritual or religious services of any kind.

8. N.A. does not, engage in education or propaganda about drugs.

9. N.A. does not, accept money for its services, i8 not funded by ¢y public or pri-
vate sources or agencies. Accepts no contributions from non-N.A. sources.

o
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NARCOTICS ANONYMOUS GROUP REGISTRATION FORM

The purpose of this form 1s to esiablish or maintain the hink between your group and the rest of N.A. We
need the following information in order to list your group in the World Directory, send you new materials,
such as, new literature, forthcoming newsletters and general cofrespondence. We aiso need this so that we
may refer newcomers and new groups in your general area to your G.5.0. PLEASE FILL OUT AND
REJ’U RN TO US AT - :

N.A. World Service Offics, ine.
P.0. Box 622
Sun Valley, CA 91352

Today's Dats City State

O  Addusto WORLD DIRECTORY
O Wwe're starting a new group; pisass send STARTER KIT
O  There have been some changes; the following is updated information, please correct your records.

Meeting Day Time O aMm. O pm.

Typa of Mssting O Open O Ciosed

Location of Meeting

A\
Street

City State Zip

Malling Address. Name

Street

City State Zip

Secretary Phone | )

Treasurer : Phone | ) -
GSR. Phone ¢ ) —_

if your Group has any special needs, problems or questions, use the reverse side of this form 0 com
municate them to the World Service Office.

O
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