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Preface

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

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

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

vii



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

Frederick K. Goodwin, M.D.
Administrator

Alcohol, Drug Abuse, and Mental Health Administration

viii



Overview of Treatment Issues
Roy W. Pickens and Bennett W. Fletcher

INTRODUCTION

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

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

NATURE OF ADDICTION

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

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



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

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

EARLY TREATMENT EFFORTS

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

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

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



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

MODERN ERA

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

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

PRESENT TREATMENT SYSTEM

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



TREATMENT EVALUATION

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

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

DRUG ABUSE REPORTING PROGRAM (DARP)

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

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



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

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

TREATMENT OUTCOME PROSPECTIVE STUDY (TOPS)

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

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



Treatment as AIDS Prevention

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

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

Cost-Effectiveness

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

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



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

Areas for Improvement

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

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

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

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

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



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

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

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

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



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

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

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

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

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



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

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

mg.

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

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

10



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

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

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

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

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

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

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

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

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

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

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

INTRODUCTION

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

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

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

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

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

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

* Summary and conclusions
FUNDING OF ALCOHOL AND OTHER DRUG SERVICES

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

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

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

Financial Expenditures by Type of Program Activity

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

1988
Type of Program Activity

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

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

22



The total monies expended within 48 States (data were not available for New
Mexico and Wyoming), the District of Columbia, Guam, Puerto Rico, and the
Virgin islands during FY 1988 in those programs that received at least some
State A/D agency funds were $2.1 billion. All these States and territories
reported the breakout of the funds into the different types of alcohol and other
drug program activities. Of the total, approximately $1.6 billion (77.4 percent)
was spent for other activities (e.g., training, research, and administration).

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

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

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

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

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

CLIENT ADMISSIONS TO ALCOHOL AND OTHER DRUG TREATMENT
SERVICES

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

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

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

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

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

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

Client Admissions Data by Environment and Modality

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

N/A = information not available

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

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

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

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

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

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

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

N/A = Information not available

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



TABLE 5. Number of drug
fiscal year 1988

client treatment admissions by sex and State for

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

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

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

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

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

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

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

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

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

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

Client Admissions Data by Primary Drug of Abuse

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

Non- Other Other
treatment Opiates/ Sedatives/

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

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

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

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

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

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

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

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

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

" Figures are based on estimates.

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

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

N/A = Information not available

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

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

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

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

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

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

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

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

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

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

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

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

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

" Figures are based on estimates.

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

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

N/A = Information not available

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



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

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

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

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

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

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

Several comparisons were conducted on data provided by those State agencies
that submitted information on other drug client admissions for FYs 1985, 1986,
1987, and 1988. Forty-four States, the District of Columbia, and Puerto Rico
were able to provide some relevant information for all four FYs. The total other
drug client admissions figures for these State agencies rose from 301,283 in FY
1985 to 370,887 in FY 1986, to 433,839 in FY 1987, and to 511,484 in FY 1988
(an increase of 210,201 admissions or more than 69.7 percent during this 3-
year period). However, these data reveal considerable variability across States
in terms of increases and/or decreases in other drug client admissions. The
overall trend of significant increases in the number of other drug client
admissions is confirmed by the fact that most of the States and territories that
report comparable other drug client treatment admissions data also report an
increase in admissions. However, several States have begun to use more
comprehensive reporting systems. Therefore, caution should be exercised in
the interpretation of these data; it is likely that the increased levels of other drug
admissions reported by States may be relat