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INTRODUCTION

The Addiction Research and Treatment Corporation accepted
its first patient for treatment, in Brooklyn, N.Y., in October
1969, and the last treatment date covered in this report is
October 1974. The five years thus spanned were ones of enor-
mous changes in the field of methadone treatment ~- as regards
both number and size of programs and public optimism about the
probable results of treatment.

The first patients treated for heroin addiction with meth-
adone were in an initially small, experimental program, set up
by Drs. Vincent Dole and Marie Nyswander in 1964. The first
publication regarding their efforts was available in the Journal
of the American Medical Association in 1965. This and the sub-
sequent early reports of the Dole-Nyswander program were extremely
promising, and the public press of the time expressed enthusiasm
about methadone maintenance,

On August 16, 1966, The New York Times carried an article

entitled: "City Program Finds Methadone Curbs Need for Heroin."
Several months later (March 10, 1967), an even more laudatory
piece appeared, titled "Ctiy Test Program for Addicts is 78%
Succegsful.” The optimistic sub~heading stated: "Methadone
Treatments End Patients' Need for Hercin." This attitude reached
one sort of culmination in the conversion of the N.Y.C. Addiction
Services Agency from its sole reliance on the therapeutic commun-
ity approach, when the first A.S.A. methadone program opened in
November 1970.

Ironically, this was also the year in which one of the

first serious warning notes about the effects of methadone treat-






ment was sounded. Chambers and Taylor (1970), reporting on a
Philadelphia program, reported rates of continued abuse of heroin
that were considerably higher than the early, negligible lecvels
of abuse reported for the Dole-Nyswander program.

By 1973, the Sunday Magazine Section of The New York Times,

in an article by James M. Markham, gquestioned the assumption that
a criminal addict would automatically stop his criminal behavior
once he no longer needed heroin. Edward Jay Epstein, in 1874,

wrote an article for The Public Interest whose conclusions were

expressed in its title, "Methadone, the Forlorn iope." Early
A.R.T.C. results, discussed by Epstein and Markham, werce among
the sources of their sceptical assessments. This renort expands
on and clarifics éhe hases for a negative evaluation of methadone

treatment, but it deoes not alter them in any substantial way.

One of the unique contributions of the current report to
the methadone literature lies in its division of patients into
"cohorts” based on calendar year of admission to treatment. This
strategy enables us to see that patients admitted to trecatment
in Brooklyn during the third ycar of the program's exXistence,
between November 1971 and October 1972, had an enormously high
drop-out rate compared to patients admitted in the two‘previous
years.

Another important analytic device in the current report
is the division of patients into those retained for varving periods
of time. This strategy enables us to see that such improvements
in post-program employment and crime as did occur were limited
to those patients who were retained in treatment for more than

three years:; further, at least as regards crime and comparative
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missed methadone performance, these patients had superior records
in their very first year of treatment. These findings suggest
that the érogram's impact was limited mainly or exclusively to
that small group of patients who apparently had a high level of
change motivation at the outset.

Although the authors believe that the quality of analysis
represented in this report is high, a caveat must nevertheless be
introduced at this peint. The data come exclusively from one,
single methadone program, run by particular individuals, and
serving a group of addicts who are not representative of
the total treatment population. In the "Summary and Conclusions"
section we attempt to place A.R.T.C. in a context of comparison
with other methadoﬁe maintenance programs. But we are forced to
conclude that, for a variety of reasons detailed below, com-

parison though eminently desirable is fraught with hazards.






I. The Program*

The First Days of ARTC

The Addiction Research and Treatment Corporation (ARTC),
a non-profit corporation for the ambulatory treatment of heroin
addiction, admitted its first patient in October 1969. ARTC,
originally located at 937 Fulton Street in the Bedford-Stuyvesant
section of Brooklyn, N.Y., was to be supported as a five-year
experimental program by the National Institutes of Mental Health,
the Department of Housing and Urban Development (through its
Model Cities program), and the City of New York. The Vera In-
stitute of Justice provided technical assistance in the establish~
ment of the program. Since its inception, Beny J. Primm, M.D.
has been the Executive Director and since a few months after
inception Conrad E. Maugé has been the Administrative Director.
When it was first established, ARTC was unusual in several
respects. In contrast to both private and publicly supported
therapeutic communities in New York City and New York State,
aﬁd federal programs (such as the federal hospital at Lexington,
Kentucky), ARTC was to provide methadone on an ambulatory basis.
It was to be different from other methadone programs already
in existence, in that selectivity in patient admission was to be
minimal. Admission criteria were that applicants reside within
the program's catchment area, be at least 21 years of age, addicted
to heroin for at least two years and have no major physical or
emotional conditions which would interfere with treatment. Thus
ARTC would treat addicts with long histories of criminal activ-
ity, unsuccessful experiences in other programs and those who
were unemployed.

*This section was written in collaboration with Alice Sardell
Catchen.



The original ARTC catchment area, which included 14 health
areas in the Bedford/Stuyvesant-Fort Greene area, was an area of
low median family income, low median education, high unemploy-
ment,l and according to New York City Narcotics Register statis-
tics (Narcotics Register, 1964), a high rate of heroin addiction.
The population served by the program was and is predominantly
black. The program's Brooklyn catchment area was expanded at
two subsequent times, so that by 1975 it serves a large segment
of north Brooklyn. |

Because ARTC was an ambulatory program, which admitted
residents of the area with few restrictions, it was expected
to have a patient population which would be more representative
of the general addict population than other, more selective,
methadone programs already in existence.

In addition to actively recruiting a "hard core” patient
population, ARTC was to experiment with methadone dosage levels
in an attempt to establish whether "lower" dosages of methadone
could be used as successfully as "higher" dosages. The option
of eventual detoxification from methadone itself was alsoc to be
offered to patients in the program..

Along with methadone maintenance, patients were to be provided
with a range of services, including group therapy, individual
counseling, vocational counseling and job referral services,
medical care, educational programs and legal aid.

One of the provisions of the program's funding was that its

1. Human Resources Administration (1969).
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Both staff and patients were provided with identification ~
cards, which had to be presented, on all arrivals at the building,
to uniformed guards stationed at each entrance. These, in con-
junction with the size and grimness of the interior, lent an
unsympathetic air to the facility as a whole.

Three smaller facilities were also opened during this period.
Quincy Village, a residential program modelled on therapeutic
‘community lines, was established to treat patients identified
as having special problems in functioning in the main program.
Patients judged to be doing well were transferred back to the
Fulton Street building. "Superhouse," also a residential facil-

ity, was open to addicts from any part of Brooklyn.

The Dosage and Social Services Experiment A t)
The third separate facility was set up as part of the Dosage
and Social Services Experiment, organized jointly by the program
staff, and the Yale and Columbia evaluation teams. Its purpose
was to test the treatment effects of high (100 milligram} and
low (50 milligram) methadone dosage levels, and high and low
availability of social services. To this end, 160 incoming patients,
starting in March 1971, and excepting those with spouses or sib-
lings already inwthe program, were randomly assigned to one of
the following four groups: 1. high dosage, high services; 2. high
dosage, low services; 3. low do§age, high services; 4. low dosage,
low services,
In order, as was then thought, to prevent "low services"
patients from gaining access to the full range of services offered
on Fulton Street, a small separate facility with only one counselor

for 80 patients was set up. It later appeared that the close



personal contact made possible by the small size of the separate

facility was in fact conducive to treatment effectiveness.

A report on this aspect of the experiment, renamed from "low
availability of social services" to "decentralized,” can be found
in the report of the Medical Evaluation Team (Yale University,
1973). A discussion of the impact of high versus low methadone

dosage on outcome variables appears later in the present report.

The Detoxification and Lowered Dosage Phase

Starting in late 1972, a radical downward shift in the
highest allowable dosage level of methadone was ordered by the
Director. Earlier in the life of the program, dosage levels of
100 occurred occasionally, and many patients were maintained on
dosages of 80 mg. a day. At this time, 50 mg. was made the highest
allowable dosage, and all patients maintained at higher leveis
were reduced to the 50 mg. level.

There was a corresponding pressure on those who had been
receiving 50 mg. dosages to accept further downward shifts in
their medication levels. At the same time, program staff became
interested in increasing the number of "drug free" patients, and
accordingly influenced many patients to become entirely detox-
ified from methadone.

Brooklyn patients studied in this report were admitted during
the first three years of the program's existence, between October
1969 and September 1972. In order to determine whether either
changing patient characteristics or changing program policy had

an effect on treatment as time went on, we have, for analytic



purposes, divided this body of patients into three groups, or
admission cohorts. The first cohort, consisting of 457 individ-
uals, was admitted between October 1969 and September 1970; the
second, which included 741 patients, was admitted between October
1970 and September 1971; and the third, with an "n" of 620, was
admitted between October 1971 and September 1972. Thus, a total
of 1818 persons were admitted into treatment in the time period
under study.

Decentralization in Brooklyn

By June of 1972, the ARTC Fulton Street facility had an
official patient census of 1,100. The study done by the Medical
Evaluation Team at Yale University suggested that treatment ser-
vices would be more effectively provided to patients at ARTC
in smaller, decentralized treatment units. Administration of
methadone programs in other areas of the country had reached
similar conclusions; many methadone patients were being treated
in small, physically dispersed clinics. NIMH, ARTC's primary
funding agency, was also encouraging program decentralization, in
order to assure that high staff-patient ratios would be oper-
aticonalized.

The immediate impetus for decentralization at ARTC came from
action by the New York City Board .of Estimate, which, in the
summer of 1972 refused to renew the ARTC contract (and therefore
approve the City matching funds provided to ARTC through the
Addiction Services Agency) unless plans for such restructuring
were put into effect. During the period prior te this action,
local planning boards in several areas of the City had opposed
the establishment or the mode of operation of various methadone
maintenance programs in their cornmunities. In the case of ARTC,

a group called the TFTort Greene Crisis Committee had, thrnugh



the local planning board, expressed its concern to the members
of the New York City Board of Estimate about the size of the
ARTC patient population.

During the summer of 1973 ARTC Brooklyn operations were de-
centralized. 1In June, patient intake was discentinued at Fulton
Street and during the next two months patients and staff were
reassigned to three geographically dispersed Brooklyn clinics:
one on Dean Street in the Park Slope section, one on Myrtle
Avenue in the Bushwick section, and the third on Hopkinson Avenue
in Brownsville. 1In reassigning patients and staff to the new
facilities, both the geographic proximity of the clinic to the
patient's home and the continuity of particular staff-patient
relationships were taken into consideration.

After this initial process of decentralization, each clinic
was assigned a sub-catchment area and prospective ARTC patients
were required to apply to the clinic nearest to their home. Unless
school or employment in a different area of Brooklyn made their
attendance at another clinic more convenient, patients would
remain at the clinic to which they had first applied.

Each ARTC department was decentralized so that all clinics
would have a full complement of services. This structure remains
to the present time. The medical staff of each clinic consists
of one physician (assigned to the clinic for approximately four
hours per day), one full~time registered nurse and twe licensed
practical nurses. The social service staff includes a senior
counselor, a group counsclor and five staff counselors. A medical
social worker was later added to the staff of each clinic. Zach
clinic also has one job developer, one staff member of the edu-

cation department and either one or two staff members of the



legal services department. Since each of the four Broocklyn
clinics generally had a patient population of about 260 to 250
the ratio of individual counselors to patients was approximately
1 to 50, the ratio of legal, educational and job development
staff to patients, approximately 1 to 200.

Methadone is dispensed by the medical staff of each clinic,
although it is prepared at the central pharmacy located on Fulton
Street. In addition to the pharmacy, the Professional Mental
Health Unit, consisting of a psychiatrist and a psychologist, is
also located on Fulton Street. This department is used on a con-
sulting basis by thé staff of the clinics.

At the same time that ARTC was decentralized, the "Superhouse"
at Fulton Street was eliminated. The action was taken in response
to pressure from the Fort Greene Crisis Committee. Superhouse
members were from various areas of Brooklyn and the Crisis Com-
mittee argued that only addicts who were residents of the Fort
Greene area should be treated at the Fulton Street facility.

Along with the establishment of the new clinics, an innova-
tion in the pattern of staff functioning was instituted. Staff
members were constituted into interdisciplinary teams for the
purpose of planning and implementing individual patient treatment.
In principle, the purpose of creatﬁng these interdisciplinary
teams was to de-emphasize the role of methadone in the treatment
process and to assure that the social service and other staff
members had a role in clinical decision-making equal to that of
the medical department.

Because cohort three patients were followed for two years

from their entry date, this report includes objective data on



the Brooklyn program's existence through September 1974. As will
be shown below, to the extent that either decentralization or
the IDT approach had beneficial effects, these were offset or
more than counterbalanced by other factors, probably including a
heightened emphasis on detoxification.

As of the Fall of 1975, there are three ARIC clinics in
Brooklyn. The Dean Street site was closed in September 1574,

when it failed to receive approval from the local planning board.

ARTC in Harlem

In August of 1972, ARTC opened a small (50 patient) clinic
on 125 Street and Lenox Ave. in Manhattan. During the first
months of 1973, under pressure from the National Institute of
Mental Health (which was interested in the establishment of a
large methadone program in central Harlem), the ARTC administra-
tion began a process of the rapid expansion of its Harlem oper-
ations. Two methods were used to increase the patient population
in Harlem, which grew from 50 to 450 between January and June
of 1973. An outreach program was initiated to attract patients
to the 125 Street clinic, and ARTC established a sub-contractual
relationship with two small {50-75 patient) storefront programs.

An additional ARTC clinic opened on 119 Street in June of 1974
and one of the two sub-agency clinics, on 132 Street and Lenox
Avenue, later officially became an ARTC clinic. The second other
sub-agency program later became independent.

Staff and services are organized in the Harlem clinics in
roughly the same way that they are in Brooklyn. The IDT ap-
proach to treatment is used and the same staff titles are rep-

resented at each clinic. During most of the time of the Harlem
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program's existence, all methadone was dispensed at 125 Street
while dispensing licenses for the other clinics were beingrprcu
cessed.

The official patient census at ecach of the threc Harlem
clinics was approximately 250-300 in the TFall of 1975. Plans to
open a fourth clinic on 145 Street were delayed due to oppeosition
of a community group in the area, but it is possible that a drug-

frec treatment facility may open at that site some time in the

future.
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IT. Methods

1. The Treatment Population

Brooklyn
Sex, BEthnicity, Age at Admission and Marital Status

A total of 1818 patients were admitted to the Brooklyn pro-
gram in the period under study. Because 51 deceased patients were
excluded from all analysis, the largest possible base number in any
table is 1767.

As is the case among N.Y.C. addicts as a whole (Newman, 1974),
over three-quarters (79 percent) of the total population is male
{Table 1). There are no significant differences in sex among the
three admission cohorts.

Reflecting the character of the area served by the program,
the preponderance of patients are black (79%); Puerto Ricans
contribute 13%, and whites 7%, to the total sample (Table 1}.

By contrast, for individuals first reported to the Narcotics
Register, blacks comprise 45 percent, whites 35 percent and Puerto
Ricans less than 20 percent (Newman, 1974).

The mean age at admission of the sample as a whole was 30
{29.8). Age at admission declined as program time went on: while
mean age of those in the first cohort was 33.1, it was 29.4 in
the second and 28.1 in the third (Table 1}.

Forty-two percent of the patients had never been married;

29 percent had been married at some point but were not at entry,
and the same proportion were married, including common-law re-
lationships, at entry (Table 1). Just as age declined with pro-
gram time, so did the proportion wheo had ever been married.

Education and Employment History

Mean number of years of education was constant at about 10.53

throughout the program's life.
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Table 1

Demographic Characteristics of Brooklyn ané Harlem Trecatment Populations

Brocklyn Patients Harlem Patients
All First Second Third All
Patients Cohort Cohort Cohort Patients
X or X or X or T or ¥ or
LA T S L
Percent Male 1376 79 326 78 577 7% 476 78 314 70
Ethnic Classi~-
fication 1749 100 412 100 726 100 611 100 449 100
Black 1385 79 323 78 565 78R 497 g1 429 96
Puerto Rican 232 13 32 8 110 15 90 15 10 2
White lle - 7 52 13 48 7 le 3 10 2%
Other/Spanish 13 1 4 b 3 0 6 1
American :)
Average Nge at
Admission 1746 29.8 411 33.1 725 29.4 610 28.1 446 31,7
Marital Status 1749 100 412 100 726 100 611 100
Never Married 746 42 148 36 298 41 300 49
Formerly Married 501 29 121 29 227 31 153 25
Currently HMar- 502 29 i43 35 201 28 158 26
ried

Average Number of Years
of Education 1744 10.5 412 10.6 722 14.5 610 10.5 430 10.7

Longest Period on

One Job 1734 100 406 100 719 100 ¢09 1060
One Year or Less 621 36 131 32 256 36 234 38
13 mo. - 3 yr. 654 38 141 35 279 38 234 139
More than 3 yr. 459 26 134 33 184 26 141 23

*Whites and other cthnic groups were combined into one residual catcgory.
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Thirty-six pe;cent of the sample reported that the longest
period they had ever worked at one Jjob was a year Or less;

38 percent had held the same job for 13 months to 3 years and
only 26 percent had ever held the same job for longer than three
yvears (Table 1). As the program became older, the proportion

of clients who had held the same job for three years or more
declined.

Demographically, then, the population as a whole is pre-
dominantly male, black, and under thirty. Less than a third are
currently married. Almost three-quarters of the program's
patients have not completed high school. Over one quarter, how-
ever, have spent three or more yvears at the same place of emplov-
ment.

The first admission cohort contains a larger propertion of
white patients than the other two cohorts and is older. Perhaps
because of the age differential, the proportion of those never
married is lower in the first cohort than in the second or third.
More of those in the first than in the other two cohorts have
stable work histories, and a slightly higher proportion has com-
pleted high school or gone beyond, and lived in the same place
in the two months before admission. As time progressed the program
admitted younger people, including a somewhat higher proportion
of Puerto Ricans, and fewer who héd remained for an exéended

period of time at one job.

Drug Usage

The mean age of first daily use of heroin in all three
cohorts is 21. Two~fifths of all patients had used no illicit
drugs other than heroin in the two months prior to entrance.

Thirty—~three percent had used onc¢ other illicit drug, and fully 20

- - em N S T e R I, Z . P T T T L . |



- 14 -

(Table 2). Neg significant differences in polydrug use exist among

cohorts.

Criminal Activity

Fully half of the patients recported that they had been first
arrested at the age of eighteen or younger! Those in the third
cohort were even more likely (at a statistically significant level)
to have become involved with the criminal justice system in early
adolescence than were those in the first and second cohoris. Twenty-
two percent of those in the third cohort and their first contact
at the age of fifteen or younger, compared to 12 and 17 percent
respectively of those in the first two cohorts {Table 2).

As might be expected in light of the juvenile arrest records
of those in the sample, fully 59 percent had been arrested ;)
prior to their addiction. The high proportion of those whose
criminal records precede their period of daily heroin use again
demonstrates that criminal activity of addicts must not be under-
stood simply as a response to their addiction, as previously
discussed by Lukoff (1973) and Vorenberg and Lukoff (1973). No
significant differences in proportions of pre-addiction arrests
are found among the three cohorts (Table 2).

At entrance, 70 percent of the sample were not involved with
the criminal justice system. Eighty-two percent of the first
cohort, however, were free of all legal entanglements as compared
to only 65 percent of those in the second and 68 percent of those
in the third (Table 2). The second admission cohort contained a
higher proportion of patients awaiting trial (23 percent) than
did either the first cohert (8 percent) or the third (14 percent).

Two-thirds of the population said they had been convicted
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Table 2

Drug Use and Criminal Characteristics of Brooklyn and
Harlem Treatment Populations

Brooklyn Patients

ALl FPirst Second Third
Patients Cohort Cchort Cohort
X or X or X or X or
N 3 N K3 N 3 N K3
Aaverage Age of First
Daily Heroin Use 1747 21 412 21 726 21 609 21

Extent of Polydrug Use in Two
Mo. Preceeding Admission 1764 100 425 100 726 100 613 100

None 709 40 165 38 273 38 271 45

1 : 533 30 132 33 226 31 168 27

24 522 30 121 28 227 31 174 28

- Age at First Arrest 1500 100 358 100 623 100 519 100

- 18 or under 748 50 178 50 288 46 282 54

19-21 291 19 68 19 126 20 97 19

22 or older 461 31 112 31 209 34 140 27

Pre-addiction Arrests 716 59 220 56 369 60 127 62

Legal Status at Entry 1745 100 412 100 726 100 607 100

Probation/Parole 145 ] 22 5 49 7 74 12

Awaiting Trial 286 16 31 8 167 23 B8 14

Cther 95 5 23 6 39 5 33 5

None 1212 70 336 81 471 65 412 69
Number of Convictions -

Self-reported 1737 100 407 100 723 100 607 100

None 597 34 102 25 268 37 227 37

1 309 18 63 15 113 16 133 22

2—8 64z 37 171 43 273 37 198 33

9+ 189 11 71 17 62 10 49 8

§§;lem Patients

¥ or
N k3

Average Age of First
Daily Heroin Use 449 21



- 16 -

of some offense, other than a traffic violation, upon entering
ARTC (Table 2). A lower proportion of the second and third
cohorts, however, had such convictions; 37 percent in these
groups had never been convicted, as opposed to 25 percent of the
first cohort.

Those in the second and especially the third cohort, then,
appear to have been arrested for the first time at a somewhat
younger age, and to have been more invelved in the criminal justice
system (as measured by referral through probation and legal
status at entry), than those in the first cohort.

Yet, a slightly higher proportion of those in the second and
third cohorts stated that they had never been convicted of an
offense before entering the program. It is possible that, be-
cause those in the second and third cohorts were younger, they
were "at risk" for a shorter period of time; in addition, it may
also be so that, with the passage of time, the tendency to refer
addicts to rehabilitative programs in lieu of conviction and
incarceration had increased.

Harlem

Four-hundred fifty-one patients are the largest possible number
of Harlem patients to appear in any table.

Seventy percent of the Harlem sample (Table 1), compared to
79 percent of those in both the Brooklyn sample and the addict
population known to the Narcotics Register are male. The Harlem
population overrepresents blacks to an even greater extent than
does the Brooklyn population: ninety-six percent of those in the
Harlem sample are black compared to 79 percent of those in the
Brooklyn sample and 45 percent of those on the Narcotics Register

{Table 1).
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The average age at admission of Harlem patients is 31.7,
which makes them somewhat older than the total Brooklyn popu-
1ation (Table 1). The Harlem patients closely resemble those in
Brooklyn in education: the mean number of years of school completed
is 10.7.

As is true of Brooklyn patients, the mean age of first
daily heroin use of Harlem patients is 21 (Table 2).

Thus, the Harlem patient population is generally similar to
the Brooklyn patient population., It differs in that an even
larger proportion of Harlem than Brooklyn patients are black, and

a somewhat larger proportion of them are female.

2. The data base

In this report, five measures of "success" of the treatment
program are used. They can all be accepted as face-valid indi-
cators of the extent to which a methadone program for the treat-
ment of heroin addicts has met its rehabilitation goals. The
five outcome measures are: l. retention in the program =--
two different versions; retention in the program is discussed,
below, separately for those patients who were detoxified from
methadone; 2. freguency of methadone pick-up ("missed medications™);
3. frequency of heroin abuse ("morphine positives™); 4. level of
employment after entry into the program; and 5. level of criminal
activity after entry.

The data base in this report is somewhat unusual, and complex,
in the sense that it derives from five separate and distinct
sources. First, the measure of official termination derives
from a computer-outputted "Status Report Sheet" which is based

on input from program gounselors.
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Operaticnal termination is determined by a coding scheme,
described in detail below, and developed by the soclial evalua-
tion team. It is based on data from the "urine tape,"”
which contains information on each patient, separately for each
month that he/she was in the program, concerning a number of medi-
cation-related variables. The measures of missed medications and
positive morphines ("dirty"” urines) are also derived from the
urine tape, as detailed below.

The third source of outcome data is based on follow-up
forms, filled out on each patient bi—moﬁthly by program coun-
selors, and required by the National Institutes of Mental Health
of all programs that receive support from it. These data,
stored on computer tape at Texas Christian University, are the
basis for determination of whether or not the patient was
employed after admission.

Data on patient criminal behavior were ordered by the social
evaluation team directly from the two New York City agencies
concerned with such behavior, the Bureau of Criminal Identifica-
tion (finger-printable offenses), and the Office of Criminal
Records (non-printable offenses). These records were coded for
each patient individually by the social evaluation team, using
the coding scheme of the Penal LawiCode.

The NIMH Intake form, a fifth source of data, is based on
personal interviews at jntake with each patient by a member of
the ARTC staff. This form is used to obtain most of the pre-
program variables used, for example, sex, age of addiction, level

of education, period of longest employment.

.\../'
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Data from all of the above sources, in the form, as appro-
priate, of computer tapes, or code sheets which were punched on
IBM cards and transferred to computer tape, were aggregated by
the social evaluation team into one file of integrated data
(located on computer disc)}. The Jjob of integration was necessary
in order to make comparisens, for instance, of rates of missed
medications among those retained in the program for varying periods
of time.

As might be expected, each data source is characterized by
varying, and distinctive, rates and types of missing information,
described in Appendix A. Here it need only be noted that
for analytic purposes, the evaluation team had to make one basic
decision: Whether to base the analysis only on that subset
of individuals for whom data existed from all sources; or whether
to allow all individuals for whom data existed in one particular
analysis to enter that analysis. The later procedure, which
maximizes the base in each table, but which allows the "n" to
vary by table, was chosen. Footnotes for each table, in which
the number of and reasons for missing cases are presented, are

found in Appendix B.

la. Official Retention

According to the criteria used in defining this measure,
patients were simply assigned that month and year of termination
noted on the Status Report Sheet. When the notation "lost
contact” appeared before the date of termination, and no period
of intervening activation was noted, the "lost contact" date

was used as the date of termination. The lapse between date



of admission and date of official termination, which determined
into which "official retention" category paticnts fell, was

computermcalculated.l

1b. Operational Termination

In most cases, the month and ycar of operational termination
were determined simply as the last ones in which information about
the patient appeared on the urine tape. Patients who missed
methadone 20 or more times in two or more consecutive months
were operationally terminated as of the first of the two menths,
unless such a period of inactivity was followed by a period of
two or more consecutive months in which fewer than 20 methadones
were missed. In the ‘latter case, the paticnt was not terminated
as of the first period of inactivity, but was retained indef-

initely, or until he met thec criterion described above.

lc. Detoxified Patients

Some patients who entered the program as methadone mainten-
ance patients were later detoxified from methadeone; that is,
their dosages were gradually reduced to zero. In order to
determine just who these patients were, when they were detoxified,
and how soon after detoxification thgy were terminated,.we followed
the following procedure: A random sample of half of those whosc
dosage was altered in any way was sclected as the target popu-
lation. Those whose dosage leovels reached "0" were considered

to be detoxified from methadone, and the month in which the level

1. Further details on the mode of construction of, and sources of
missing data in, each of the outcome variables is found in
Appendixr A,
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reached "0" was considered to be the month of detoxification.
These patients were operationally terminated as of the last
months;inlﬁh;ch'}ﬁformation'abouh the patient appeared on. the . -
urine tape. Because such patients recéived no medication, no
dosageéfwéié.madé up and obviously nd missed medications could be
recorded. ‘However, monthly data on morphine positives were re-

cordéd as long as the patient continued to submit urine samples..

2. Missed Medications

. Mlssed medlcatlons in each year of treatment gré‘ﬁeésured
by the .average number of medlcatlons mlssed 1n the last three-
(or at least, two out of téreeinﬁonths of each treatment vear
in which the patlent was retained in the program.. A computer.
calculation determined the correspondence between cal@g@g;smppth
of the drife-File® {a datum. on-thé tapé),”arnd.thewpatient's year
in treéiﬁéﬁ%fﬂﬁytgﬁbtfécﬁing~dété?bf@éntryffrom:calendazwmontnuof
the File " The'§verage for the gharter=was:used,.rather than a .
monthly EiJurad both becausé 1257ok evens3;.separate:monthly ..
figUfasLE}efﬁnﬁiéiai to present and>intérpret,.and: also because
any‘Single:a%ﬁEHQmighimﬁoﬁfbé?én?accuraterrepnesentation.Qf_ar;;

patient's performarice in'a giveh yeary  SiuWt oo armags: U0

3. Morphlne Posltlves

o - - e

The purpase of admmnlsterlng methadone to her01n addxcts is

T S v R =5 -.-: - -

to lnduce them to refraln from use of her01n, wzth 1ts frequent

b2 ‘.'...........'_. ot N --;-_--.-—

cycles of w1thdrawal symptcms, ané 1t5 presumed connectlon,

through its high street prlce and 1ts lllegallty, w1th crlmlnal

behavior. Patients' abstentlon from her01n is, in methadone

treatment programs, conventlonally monltored by the requlrement

that they submit urine samples, Wthh can then be laboratory-
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tested for positive indications of morphine. This substance
can be detected in urine for 24 hours after its use.2

A proportion of morphine positives is formed by the ratio
of morphine positives to +otal urine samples submitted, in the
last three months, or at least two out of three months (or the
last quarter with available information), of each year in which
the patient was operationally retained. This ratio is an under-
estimate of morphine positives, because it ignores the possibility
of motivated failure to submit urine samples. We return to this

point in the Findings section.

4. Employment

For each two months of retention, the number of days in
which the patient worked are reﬁorted by his/her counselor.
gsix such reporting periods constitute one full year. We have
aggregated the six consecutive reports of each year in treatment,
to arrive at the patient’'s total employment during his/her period
of retention in the program. (Clearly, once a patient is term-
inated, reports on employment can RO longer be filled out by the
counselor.)

Patients for whom the counselor did not fill out a report

sheet in three or more, out of six, reporting periocds in a given

year of retention are considered as missing information only for
that year. Patients with sufficient information for at least

one year during their treatment are included in the index of

2. However, see Riordan et al. (1972) for demonstration that the
error rate in urine testing is high.

.._//‘



total employment

5. Criminal Behavior

Four measures of criminal behavior are presented: 1. the mean
overall charge rate includes all charges, of whatever nature;

2. the mean assaultive charge rate {e.g. assault, manslaughter,
rape, homicide}; 3. the mean drug-related charge rate ({e.g. crim-
inal possession of dangerous drugs, criminally possessing a hypo-
dermic needle): 4. mean charge rate for misdemeanors, larcenies,
and felonies (e.g. burglary, forgery}. (The exact code numbers of
the Penal Law Code Were transferred to coding sheets, and cate-
gorized by computer "variable descriptions.”

Criminal behavier in five time periods -~ onset of addiction
+o entry into the proéﬁam; one year before entry to entry; entry
to one year after entry; one year after entry to two years after
entry; and two years after entry to three years after entry =-
is reported for all patients in the first cohort. Criminal be-
havior in four time periods ~- all but the last of the above --
is reported for patients in the second cohort. Unfortunately no
objective data on criminal behavior was collected on patients
in the third cohort. As described'in appendix A, crime behavior
reported represents mean charge rates for aggregates of individuals

and in no way relies on the man/vyears concept criticized below.
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Deceased Patients

In December 1972, a list of 51 patients who had died up
+to that time was compiled. These patients are excluded from all
analyses presented here, because it is meaningless to present

retention data for those who have been terminated by death.
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III. Findings

In this section we will first discuss the official and
operational rates of termination from the program, and then show
how the rates changed by admission cohort. Next, we will pre-
sent findings for each of the other outcome measures, i.e. missed
medications, morphine positives, employment, and criminal behavior,
first for all patients who entered treatment in the first three
yvears of the program's existence; second, for those who were
retained for differing lengths of time; third, for each of the
three admission cohorts separately. Finally, when we analyze
missed medications and criminal behavior, we will look at those

retained for varying time periods within each cohort separately.

1. Retention

The ability of any rehabilitation program to retain its
patients in treatment is in theory a prerequisite to any further
change efforts. This is particularly true of methadone programs,
because administration of the medication on a daily basis is
such an integral part of the program. Persons who are addicted
to heroin experience withdrawal pains 6 to 8 hours after the
last administration. Patients stabilized on methadone also
experience withdrawal pains in its‘absence, 24-30 hours after
the last administration. If methadone is not taken at that point,
this is a constraint in the direction of heroin use. However,
in actuality this criterion must be gualified in two important
ways. First, what happens to patients who leave the program?

If they remain heroin-free and lead socially productive lives,

then there is no further need for them to remain in treatment.
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Second, what proportion of retained patients are conforming to
what should be basic program reguirements {e.g., methadone atten-
dance)? Patients who somehow remain on the rolls but are re-
ceiving few or no benefits can not be credited to the program's
success. Both of these questions will be dealt with below, but
first we turn to a simple presentation of rates of retention.

The official version of retention in the program shows that
one-guarter of the patients (26%) drop out within 12 months of
their date of entry, 20% are retained for up to 24 months and
28% are retained for up to 36 months. Thirty-eight percent of
those in the first two cohorts are officially retained for more
than three vears; those in the third cohort because of later
entrance could not have been retained for so long and were thus
excluded from the base.

When we look at the retention picture that is presented
when our own definition of retention is used, a distinctly less
favorable picture emerges. According to the "operational”
definition, over a third (37%) of the patients were terminated
during their first year of treatment, and 613 were terminated
within the first two years. Only 23% of those in the first two
cohorts were retained for 37 months or more (Chart l)..

As described above, a patient was classified as terminated
when he/she failed to pick up methadone (missed medication)

20 or more times in each of two consecutive months. If a patient
had 20 or more missed medications in two consecutive months, and
then re-appeared as an active participant (missed 19 or fewer
methadones) for two or more consecutive months, he/she was not
terminated at the time of such a lapse.

In other words, our operational definition of termination 1is,
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CHART 1

LEGEND: [ ] OFFICIAL, | OPERATIONAL

50 ALL PATIENTS
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(454)(627) (353)(415) (488)(418) " (446)(263)
1-12  13-24  25-36 37+
NUMBER OF MONTHS RETAINED

The base N for the first three sets of bars is 1741 and 1774 respectively,
i.e. all patients in cohorts one through three. The base N for the last set
of bars is 1178 and 1164 respectively, i.e. all patients in cohorts one and
two. Thus, percentages do not total 100.

DISTRIBUTION OF OFFICIAL AND OPERATIONAL RETENTION FOR
ALL PATIENTS.



itself, a fairly permissive one.l Indeed, it is much more
permissive than the F.D.A. regulations. Aaccording to the
Methadone Treatment Manual {Law Enforcement Assistance Adminis-
tration, 1973): "FDA regulations require that a patient absent
in excess of 14 days must be considered terminated. Continuation
in the program thereafter requires readmission procedures to be
followed." It is reasonable, we think, to assume that persons
who do not receive even the basic treatment -~ methadone --

for two months or more, and whose activity, if any, after those
two months is minimal, are no longer patients in any meaningful
sense of the word.2 when length of retention is discussed in
the remainder of this paper we will be referring to operational
retention.

Comparisons of ARTC with other methadone maintenance programs
are deferred until the Conclusions section. Here we confine
ourselves to emphasizing that the figure of 63% retained for at
least 12 months is based on our relatively lax operational def-
inition. Had we used a definition which resulted in the termina-
tion of anyone who had missed as many as 15 medications in any

single month, the rate of retention would be very much lower.

Retention by Admission Cohort
Each succeeding cohort has a higher rate of termination than

does the preceding one (Chart 2). While 27% of those in the

1. The Yale definition of operational termination is more demanding,
and its application results in a considerably higher rate of
termination within the first year than does the one used here,
as will be discussed in more detail below.

2. Detoxified patients, of whom this is not true, are discussed below,.
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first cohort and 31% of those in the second cohort were terminated
1-12 months after the date of entry, fully half (48%) of those in
the third cohort terminated beforevtwelve months were up. Sin-
ilarly, if we consider the proportion terminated within 24 months
of entry date, we £ind that 44% of those in the first cohort,

57% of those in the second cohort, and 75% of those in the third

cohort were terminated in that time period.B'4 {Cohort

3. Because patients in the thirg cohort could not have been re-
+tained for 37 or more months, X” tests of differences in retention
rates between the three cohorts were done using only two retention
categories: retained for 1-12 months, and retained for 13 or more
months. For official retention X~ = 16.31, with 2 degrees of
freedom, and ior operational retention X = 59.76, with 2 degrees
of freedom, both significant at the .01 level.

4. Chart 2 shows that there was a similar, though not so dramatic
increase in proportion officiall terminated by cohort. Compar-
ison of official and operational rates of termination, with ad-
mission cohort controlled, shows, as expected, that the propor-
tion terminated within the first twelve months is higher according
to the operational definition than according to the gfficial def~
inition, in all three cohorts. The gap between the two defini-
tions widens with each succeeding cohort.

The retention by admission cohort data presented in Chart 2
afford grounds for comparison with those of previous reports
of the ARTC social evaluation team. Evenson (1975) reports that
of those admitted in the first two years of the program's existence
(the first two admission cohorts), 41% were terminated within twelve
months of date of entry, while 30% of the same patients are defined
as operationally terminated within the first year of treatment
according to our definition. The definition of termination used
by Evenson was the operational definition of the Yale Medical
Evaluation Team, which coded as terminated all patients who missed
20 or more methadones in one months, regardless of whether such a
month was or was not followed by a period of increased activity.

The 11% difference between the 30% defined as operationally
terminated within 12 months, in cohorts one and two combined, by
the present definition, and the 41% so defined by the Yale def~-
inition, indicates the amount of discrepancy that can be produced
merely by the application of two different, but lax, sets of rules.

In the first report on retention of the ARTC social evaluation
team (Quatrone, 1972), the official definition of termination was
employed. The first 500 patients admitted to treatment (entry
dates from Oct. 1, 1969 - Oct. 31, 1970) were followed until



three patients could not have been retained in treatment for 37
or more months, because there was insufficient time between their
entry dates and the dates of final data collection for them te do
so. However, this fact has no bearing on proportion terminated
within the first 36 months).

One conceivable explanation for the declining retention
rates by cohort might be that as time went on patient character-
istics changed in such a way as to make termination more likely.
It has previously been shown that young patients are more likely
than old ones to terminate from the ARTC program (Quatrone, 13972;
Evenson, 1975). We saw above that a larger proportion of
patients in both the second and third admission cchorts than in
the first were young kbetween 21 and 25 years of age), and
therefore the possibility of a contaminating effect of age at
admission on the'varying cohort rates of termination must be

raised. The data show that even with age at admission held con-

stant, the rate of termination of cohort three patients is higher
than the rates of termination of patients in cohorts one and
two (Table 3}.

These data also show that the previously observed assoc-
iation between retention and age at admission is most marked

among those in the first admission cohort. Among those in the

Ngv..l97l, and accordingly, depending on the exact date of ad-
misslon, patients were followed for a periecd of time ranging from
one to.two'years. The termination rate of 37% reported in that
paper 1s similar to the 44% rate of official termination within

24 months of admission reported in the present study for the first
C9hort {the girst 437 patients admitted to treatment). The 7%wﬁ
discrepancy is accounted for by the facts that all the vatients

in the present study were followcd for the full two vears, and

also that 43 patients included in the earlier pape
from the present one (500-457). T paper are excluded



second and third cohorts, no clear relationship hetween termin-
ation and age at admission can be observed.

Quatrone (1972} alsco found that, at ieast among younger
patients, those addicted when young were more likely to tecrminate
early. When retention is analyzed by cohort, with age.of ad-

diction controlled, it is found as before, that those in cohort

three are more likely to terminate by the end of month 12 than
are those in cohorts one and two (Table 4).

Similarly, the data show that when highest grade completed
(Table 5) and ethnic group (Table 6) are controlled, those in
the third cohort are consistently more likely than those in
the other two groups to terminate within the first year (except
that whites show the.same high rates of tcrmination regardless
of cohort). When involvement with the criminal Jjustice system at
entry is controlled, cohort three patients are again found to be

more likely to terminate (data not shown in tabular form).

In summnary, we have shown that regardless of which of the
potentially relevant background characteristics of patients
are held constant, those in the third cohort arec the most
likely to drop out within the first year.

Wilmarth and Goldstein (1974:2) alsc note, in a review of a
number of methadone programs, that ﬁsuccess rates tend to he
greater for earlier cohorts admitted." They suggest that this
may be due to the more advanced age of carlicr patients ({(an
explanation deniecd by the data presented above, as regards ARTC
at any rate), or the greater commitment or enthusiasm of staff
in the beginning days of a new program. It secms unlikely that
even this factor-could account foar the magnitude of cohort dif-

ferences in retention rates noted above,

N
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Operational
Retention

1 - 12 months

i3 - 24 months
25 - 36 months

37+ months

Table 3

Operational Retention by Cohort
and Age at Admission

Age at Admission

21 - 30% 31 - 40° 4343
Cohort

mwﬁm#h mmoozmm QSWH&m First Second Third First Second Third

N % N 3 N % N 3 N & N ® N 3 N % N %
58 35 153 33 222 51 33 25 49 26 47 38 i3 17 21 31 22 52
36 21 127 28 115 26 21 13 45 24 37 30 12 16 12 18 10 24
33 19 104 23 100 23 39 25 52 26 39 32 19 25 22 33 10 24
43 25 72 16 -~ 0 59 37 45 24 -- 0 32 42 12 18 - 0
170 100 456 100 437 100 158 100 191 100 123 100 76 100 67 100 42 100

1. x%=112.0, with 6

degrees of free-
dom, significant
at .001 level.

Age is related to
retention among those
Hw the first cohort:
X = 14.3, with 6
degrees of freedom,
significant at .05
level.

2.

xwumo,w. with 6
degrees of free-~
dom, significant
at .001 level.

But in the second
cohort, the chi-square
test for the relation-
ship of age to reten-
tion = 12.45, with 6

degrees of freedom, not

significant.

3. xmuwb.w. with 6 degrees
of freedom, significant

at .001 level.

Iin the third cohort, X
6.96, with 6 degrees o
freedom, not significa

2
£

nt.
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Operational
Retention

1-12 months
13~24 months
25~36 months

37+ months

Operational
Retention

1-12 months

13-24 months

25-36 months

37+ months

Operational Retention by Cohort and Age of First Daily Heroin Use

11-171
First Second Third
N % N % N %
35 37 48 33 56 47
i8 19 38 26 36 30
16 17 31 22 27 23
26 27 27 19 -- 0
wm 100 144 100 119 100

mmimmu
First Second Third
N % N % N 8
19 21 46 32 72 53
16 18 35 24 35 25
21 23 39 27 31 22
35 38 25 17 —-= 0
MM 100 145 100 138 100

~
Table 4
Age First Daily Use
18-21°
Cohort
First Second Third
N 3 N &8 N &
, 41 27 97 34 130 48
28 19 76 26 69 26
35 23 70 24 70 26
47 31 48 16 - 0
151 100 291 100 269 100
26-47"
Cohort
First Second Third
N 3 N & N %
16 24 33 24 33 44
7 10 35 26 21 28
19 28 38 29 21 28
26 38 29 21 -— 0
MM 100 135 100 MM Mmm
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it

it

36.2,

90.8,

69.2,

40.2,

with 6 degrees
with & degrees
with 6 degrees

with 6 degrees

Table 4 (Cont.)

of freedom,
of freedom,
of freedom,

of freedom,

significant at
significant at
significant at

significant at

.001 level.
. 001 level.
L0001 level.

.001 level.



Operational
Retention

1-12 mos.
13-24 nos.
25-36 mos.

374 mos.

36

~

Taklie &

Operational Retention by Cohort and Highest Grade Completed

Highest Grade Completed

1-9* 10-11° 124
Cohort

First Second Third First Second Third First Second Third
N s N & N % N $ N & N 3 N 3% N % N %
18 22 43 28 70 51 56 31 107 29 150 49 37 26 73 38 71 46
18 22 46 31 32 24 23 13 92 25 84 27 28 20 46 23 46 29
15 19 33 22 34 25 39 21 97 27 75 24 37 26 46 23 40 25
30 37 29 19 -- 6 64 35 68 19 -- 0 40 28 31 16 == 0
81 100 151 100 136 100 182 100 364 100 309 100 142 100 196 100 157 100
1. X2 = 63.8, with 6 2. ¥ = 127.8, with 6 3. x2 = 52.4, with 6

degrees of freedom,
significant at .00l
level.

degrees cf freedom,
significant at .00l
level.

degrees of freedom,
significant at .00l
level.



Table 6

Operational Retention by Cohort and Ethnic Group

Ethnic Group

wwmnww Puerto anm:m
Cohort
First Second Third First Second Third
Operational
1-12 mos. 72 23 175 31 235 48 9 28 28 25 45 50
13~24 mos. 50 16 132 24 131 27 10 31 34 32 24 27
25-36 mos. 79 25 145 26 123 25 4 13 31 28 21 23
374+ mos. 115 36 103 19 - it g 28 17 15 - 0
316 100 555 100 489 100 32 100 110 100 90 100
! 2 2
~ 1. X = 211.4, with 6 2. ¥ = 31.9, with 6
™ degrees of freedom,

degrees of freedom,
significant at .001
level.

significant at .001
level.

Other White>

First Second
N 3 N 3 N
27 51 20 43 8
9 17 17 36 6
7 13 2 4 4
10 19 8 17 -
53°100 47 100
2 .
3. X = 11.6, with 6

degrees of freedom,
not significant.



Retention and Detoxification

We think the most likely explanation for the high drop-out
fate of cohort three patients is that a massive policy of detox-
ification was in effect between November 1972 and October 1973
(program months 36 to 50), as shown in Table 7. Table 7 shows
that, regardless of when they entered treatment, the most probable
times for commencement of detoxification for all patients were
in the 15 months mentioned above. Because the beginning of these
high-detoxification months coincided with the first entry dates
of cohort three patients, the latter were more likely to be
detoxified within their first year of treatment than were patlients
in the other two cohorts (Table 8).

Futher, once the detoxification process was completed, the
1ikelihood was great that drop-out would cccur within the next

several months (Table 9).5

5. In other words, once a patient no longer received methadone
at ARTC, he/she was very likely to disappear from the urine
tape. While it is, of course, impossible for the patient to
receive a missed medication score when he/she was no longer
receiving medication, disappearance from the tape indicates that
he/she submitted no further urine samples for testing. Sub-
mission of urine samples, as proof of sustained heroin-free
performance, would, in a conscientiously~run methadone program
be required of all detoxified patients in good standing, The
reason for this general rule is that patients who relapse to
heroin use can be guickly identified by their morphine positive
urine samples, and returned to methadone maintenance. Therefore,
the absence of any urine samples for such a large proportion of
the detoxified patients makes it clear that either ARTC did not
require adherence to such standards, or that detoxified patients
dropped out of the program entirely shortly after their detox-
ification was complete. Either conclusion is damaging to the
program.

N
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Table 7
Distribution of Patients Who Started and Eventually
Completed Detoxification Sequence by Program Month and Cohort
Cohoxt
Program Calendar A1l
Month Year Patients First Second . Third
N 3 N 3% N & N %
20 or less Before
May 1970 11 4 11 15 - o - 0
21-30 June 1971 -~
March 1972 21 8 6 9 14 14 -. 0
. A
31-35 April 1972 - AT T
Aug. 1972 28 11 9 13 -v@q;_ll 8 9
- 36-40 Sept. 1972 - et
Jan. 1973 86" 32 ot 191026 30 29 37 4Lz
A v . .
41-45 Feb. 1973 - - LXEET
June 1973 | 2% 86725 15 21 24 24> 27 29
. ’Ji‘ P;&C\?' - -
46~50 July 1823, gc™7 syt E W
Dec,vi873" 32 12 . 4 6~ 16 16 12 13
' ._;,’C’ CC\JJ ?\.S-y oy f:/
o> L -2
51+ Ledan. 1974 P o
.55°7 and later 20 g~ 7= 10 6 6 7 7
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Table 8

Sequence by Year in Treatment and Cohort
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Table S

Length of Retention Following Detoxificiation by Cohort
for Patients Who Completed Detoxification Sequence Only

Cohort
First Second Third
Length of
Retention N 2 N 2 N 2
1-6 months 55 83 85 84 80 87
7-12 months 12 17 16 16 1z 13

71 100 101 100 92 100
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The fact that such a high proportion of those completing
detoxification did so in this particular time period suggests
strongly that it was not careful consideration of the specific
needs of individual patients that prompted these moves. Rather,
it appears to be the result of a blanket policy. As discussed
in the introduction, Dr. Primm did promulgate such a policy in
early 1873.

Some patients detoxified during this crash program probably
abstained from heroin after dropping out of the program. However,
because of the lack of thought apparently given to who was to he
detoxified, it is unlikely that they were, on the whole, any
more apt to be successful than products of the typical 10- or
30-day detoxification program. 3ee, for example, the several
studies showing the "dismal record” of detoxification programs

cited by Wilmarth and Goldstein (1974:15).

The Fate of Drop-Outs

In general, to the extent that the data are reliable, re-
tention in methadone programs appears to lead to more favorable
outcomes for the patients than does .dropout. For example, a
follow-up of the first 100 patients to enter the Santa Clara
County Methadone Program showed that the largest single group
of gropouts were in jail. Similarly, a follow-up of dropouts
fFrom 1969 admissions to the Illinois Drug Abuse Program showed
that 39% were in jail and 25% were in other drug treatment pro-

grams (Wilmarth and Goldstein, 1974).

A
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Retention in the gazlem Program

Retention in Harlem, both official and operational, closely
resembles retention in the third cohort in Brooklyn. Thus, 32%
of Brooklyn cohort 3 patients and 32% of Harlem patients were
officially terminated, and 48% of Brooklyn cohort 3 patients and
45% of Harlem patients were operationally terminated, within
12 months of entry (Table 10). 1In other words, retention rates
in Harlem were very similar to those rates in Brooklyn during the
period when the Brooklyn drop-out rate was highest, Although we
do not have data on Harlem employment and positive morphines,
and the data on missed medications and crime are ambiguous for
reasons to be discussed below, the fact that more than two-~fifths
of the Harlem patients dropped out during the first year in
treatment provides one indication that the program may not have

been operating in an adeguate way.

2. Missed Medications

Dole and Nyswander (1965) originated the metabolic-change
theory of rehabilitation of heroin addicts. This theory holds
that, because the addict's metabolism has been forever changed
by his addiction, the only way in which he/she can be helped to stop
heroin use is by a chemical agent which will prevent or "blockade"
the effects of heroin. Although that theory has been challenged
(Robins, 1%74, provides an excellent basis for such challenge),
the basic premise of all methadone programs remains that daily
administration of methadone is an unquestionable prerequisite
to any and all other treatment efforts. The reason is that, even

though there may not have been an unalterable, metabolic change

in the addict, most addicts (especially those addicted under
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Table 10

Distribution of Official and Operational
Retention for All Harlem Patients

Retention
Official Operational
Number of Months
Retained N 2 N 3
1-12 140 32 197 45
13+ | 296 68 239 55

——————— ——dlieis r——— gmpr—————

436 100 A36 100
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present social conditions in U.S. society) will experience with-
drawal pains after the previous methadone treatment has worn
off. The pressure to use heroin under these circumstances is
great, unless forestalled by the next methadone administration.

Thus, no matter what other services a methadone program
supplies, daily methadone pick-up is absolutely vital to the
goal of discontinued heroin use. Because it is also the aspect
of treatment that requires least effort from the patient, it is
certain that the person who on a particular day does not pick
up his/her methadone is not recelving any other rehabilitative
services on that day either.

In light of these considerations, it is appalling to zee
that almost two-fifths of all ARTC patients (38%) missed their
methadone pick-up 26% of the time or more during the last three
months (for which information was available) in the first year
of treatment (Chart 3}.6 Half (49%) of the patients missed
methadone from 1-25% of the time, and only 13% never missed
medication in the time period specified above.7

The data in Chart 3 suggest that, deplorable as the initial
rate of missed medications is, there is an improvement in missed
medication rate with each passing treatment year. We will show
below that even this apparent bright spot is merely an artifactual

effect of combining groups of patients who have very different

6. gppendix Table €1 shows complete distribution of missed med-
ications by vyear in treatment for all patients,

7. The skeptical reader may wonder whether detoxified patients
have been mistakenly included with those who missed medicaticns
26% or more of the time. This is not the case.
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rates of missed medications.
Chart 48 shows that a strikingly lower proportion (11%} of
those who were eventually retained in treatment for three or more

years missed medications 26% or more of the time even in their

first year in treatment than did patients in all retention cat-

egories combined (38%, shown in Chart 3). 1In other words, those
who were eventually destined to remain in treatment for a long
time showed a superior level of performance even in their very
first year in treatment. Indeed, the trend suggested by Chart 4

is one of some deterioration in performance among the long-term

patients, as length of treatment increases.
These data suggest that possibly methadone programs
in general, and certainly ARTC staff in particular, do not
work with their retained patients over a prolonged period of
time, gradually effecting their rehabilitation as time goes on.
Rather, the data presented here support either the hypothesis
that the program does nothing, and those already determined at
admission to change simply do so on their own; or that the program
does have some impact, but only upon those who are initially
motivated to change. Information on changes in criminal behavior,
shown below, support the general line of reasoning presented here,
A detailed examination of the proportions of patients who
missed medication 26% of more of the time by length of retention,

for each cohort separately, fully supports the line of thinking

8. Appendix C Tables 2~4 show complete distribution of missed
medications by year in treatment for these in different
retention categories.
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proposed above (Table 11 and Appendix C Tables 3 and 4).

For example, among those in the first cohort, fully 37%
of those who dropped out in the first year, but only 9% of those
retained for 3 or more Years {(first panel, third row, Table 11)
missed medication 26% or more of the time. similarly, looking
at the second year in treatment, 50% of those who dropped out
during that year, 23% of those who dropped out in 25-36 months,
and 14% of those retained for three or more years (second panel,

third row, Table 11) missed medications 26% or more of the time.

Missed Medication in the Harlem Program

A smaller proportion of patients in Harlem than in Brooklyn
missed medication 26% or more of the time. while 38% of ail
Brooklyn patients in the first year of treatment missed medi-
cation this often, only 20% of the Harlem patients did so {Tabie
125.

This suggests that staff in the Harlem program may have
emphasized the necessity for methadone pick-up somewhat more
than the Brooklyn staff did. However, this possible higher
level of staff involvement with patients did not croduce a
comparably higher rate of retention in Harlem than in Brooklyn,
as shown above (Table 10). Thus there is not sufficient data
to conclude that the Harlem program is operating in a more

effective manner than is the Brooklyn program.
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Table 11

Missed Medications by Operational Retention and Year
in Treatment for Patients in First Cohort

Year in Treatment

First Yearl

Operational Retention

Proportion 1 -12 13 - 24 25 - 36 37 or more
of Months Months Months Months
Medications

Missed ¥ & N & N & N %
0% 34 35 13 20 12 12 24 18
1-25% 27 28 39 6l 61 69 94 73
26+% 37 37 12 19 17 19 12 9

— ——— — o — —

98 100 64 100 90 100 130 100

Second Year2

Operational Retention

Proportion 13 - 24 25 - 26 37 or more
of Months Months Months
Medications

Missed N 3 N 8 N %
0% 6 9 6 7 30 23
1-25% 26 41 62 70 83 63
26+% 32 50 20 23 19 14

— pr————

64 100 88 100 132 100

Third Year3 Fourth Year
Operational Retention Operational Retention
Proportion 25 -~ 36 37 or more 37 or more
of Months Months Months
Medications
Missed N s N % NooR
0% 8 9 40 31 20 19
1-25% 33 38 65 51 66 63
26+% 45 B3 23 18 12 18

86 100 128 100 105 100
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Table 11 {(Cont.)

55,7, with 6 degrees of freedom, significant at the .001 level.
38.6, with 4 degrees of freedom, significant at the .001 level.

31.9, with 2 degrees of freedom, significant at the .001 level.
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Table 12

Distribution of Missed Medications by
Year in Treatment for Harlem Patients

Year in Treatment

First Second
Missed Methadone N k3 N 3
0 40 10 51 22
1-25 280 70 137 58
26+ 81 20 48 20

——— r—— vevm——  rm——

401 100 236 100
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Morphines in Urine9

In surprising contrast to the discouraging picture of
performance in treatment presented by the data on missed meth-
adones, the data on indications of morphines in urine appear
to show considerable positive change in hercin abuse over time.

However, critical analysis of these data on "dirty urines”
has led us to the conclusion that they are almost totally mis-
leading as applied to third cohort patients during all of their
years in treatment, to second cohort patients during their last
three years in treétment, and to first cohort patients during
their last two years in treatment. We will review the facts which
1ead us to doubt the validity of the data on morphines in urine
before we present these data.

Heroin addicts experience a craving for heroin seven or eight
hours after their last use of it, or 24-30 hours after their
last use of methadone. Methadone-maintained individuals who
frequently miss their methadone are very likely to be using
heroin -- if they could not obtain heroin, they would be sure to
pick up their methadone. This line of thinking leads us to
expect that a valid measure of mérphines in urine would be neg-

ative for individuals who were frequently missing their methadone

9. This section includes no discussion of Harlem patients. Data
on morphine positives of Harlem patients were processed by a
different computer group than the one that handled the Brooklyn
data. Morphine information was kept on computer file for only

6 weeks, and then erased. This procedure made it virtually
impossible to retrieve the information.
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pick-up only on very rare occasions.

Table 13 shows that in their first treatment year a small
percentage -- 6% -~ of first cohort patients who missed medica-
tion as often as 26% of the time have zero positive morphine
indications. This is true of a somewhat larger proportion ==
18% -~ of cohort two patients. But among third cohort patients,

fully three-fifths of those who missed medication more than a

quarter of the time have zero positive morphine indications.
This clearly implies that among third cohort patients in their
first year in treatment, the measure of morphine positives is
invalid.

This invalidity of the morphine pasitives measure may be
explained by reference to the small number of urine tests sub-
mitted by patients in the third cohort. For example, when we
look at number of urine tests submitted, by program month and
cohort (data not shown in tabular form), we see that in its
first year of treatment (program months 1-12)}, the proportion of
cohort one patients who submitted 6 or more urines a month ranges
from 38% to 98%. The same figures for the second cohort, in its
first year of treatment (program'months 13-24), show a range of
from 1% to 49%., And for the third cohort, in its first treatment
yearl(program months 25~36) the praportion who submitted 6 or
more urines a month ranges from 0 to 24%. (Moreover, the single
month in which 24% submitted 6 or more tests was the only month
in the year in which more than 3% submitted such a comparatively
large number of urines for testing.)

However, the small number of tests submitted at certain times

does not fully account for the probable invalidity of the mor-



Table 13

Morphine Positives First Year in Treatment by Missed Medications
First Year in Treatment and Cohort

Cohort
wwﬂmnw mmoo:aw aswmaw
Proportion of
Morphine Proportion of Medications Missed First Year in Treatment
Positives
First 0 1-25% 26+% 0 1-25% 26+% 0 1-25% 26+%
Year in
Treatment N $ N % N 3 N 3 N 3% N & N & N & N 3
0 15 19 33 15 4 6 34 53 133 40 36 18 57 87 156 67 111 60
1-25¢ 26 32 92 43 17 26 20 31 96 29 39 20 7 11 66 28 40 21
26-50% 19 24 47 22 10 15 5 8 56 17 41 21 1 2 6 3 19 10
51+% 20 25 44 20 34 53 5 8 48 14 83 41 T- 0 5 2 17 9
% 80" 100 216 100 65 100 64 100 333 100 199 160 65 100 233°100 187 100
1]
1 2 . 2 . 2 .
1. X* = 28.8, with 6 2. X° = 82.4, with ¢ 3. X© = 40.6, with 6
degrees of freedom, degrees of freedom, degrees of freedom,
significant at .001 "significant at .001 significant at .001

level. level. level.
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phines in urine data. This is suggested by the fact that, among
those in the first cohort, the proportion of those who missed
methadone more than 25% of the time and had no morphine positives
rises dramatically in the third year of treatment and in the
second cohort, that proportion jumps in the second treatment
year. However, there was no drastic decline in number of

urines submitted for testing, within the first cohort, in the
third treatment year, or within the second cohort, in the

second treatment year. Some additional, unknown factor must also
have been in operation, starting in October 1371. In any avent,
the quality of the data for cohorts and time periods specified is

clearly such as to warrant the most extreme caution in their

interpretation. .

Table 14 shows that while 40% have no "dirty urines” in
their first year of treatment, this figure rises to 6€5% in the
second year, 75% in the third year, and recedes only slightly
to 79% in the fourth year of treatment. Because of the reasons
set forth above, we do not attempt to interpret these data.

Within the first and secona cohorts, longer treatment appears
to be associated with declining proportions of positive morphine
indications (Table 15 and Appendix C Table 5). As regards the
second cohort, this apparent finding is of little value because
of the reservations expressed above. Possibly, however, there
is some real improvement in the second treatment year among
first cohort patients.

The third cohort has an unusually low incidence of positive
morphine indications, compared to the two other cohorts (Appendix
C Table 6). This finding is probably meaningless, as explained

above.
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Table 14

Morphine Positives by Year in Treatment

Year in Treatment

Proportion First Second Third Fourth
of Year Year Year Year

Morphine

Positives N % N 3 N 3 N 3
0% 585 40 619 65 432 75 147 70
1~-25% 405 28 214 22 124 21 58 24
26-50% 209 14 35 6 19 3 14 6
51+% 267 18 65 7 7 1 1 0

1466 100 953 100 582°100 220 100

NOTE: X2 test for significance was not performed as year in

treatment categories are not mutually exclusive.
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Table 15

Morphine Positives by Operational Retention and
vear in Treatment for Patients in First Cohort

Year in Treatment
1

First Year

Operational Retention

. 1 - 12 13 - 24 25 - 36 37 or more
iioportlon Months Mcnths Months Months
Morphine o
Positives N k3 il 2 N 3 N k1
0% 8 9 14 21 14 16 13 15
1-25% 22 25 22 34 34 33 57 43
26~50% 17 20 14 21 21 24 27 21
51+% 40 46 i6 24 20 22 27 21

a ey i . r— ——————— ———
87 100 66 100 89 1n0 130 100
2
Second Year
Operational Retenticn
Proportion 13 ~ 24 25 - 36 37 or more
of Months Months Months
Morphine .
Positives N % N 3 N 3
0% 19 36 40 45 54 42
1-25% 14 26 26 30 46 35
26~50% g 17 9 10 11 8
51+% 11 21 .13 15 20 15
53 100 88 100 131 100
Third Year3 Fourth Year
Operational Retention

Proportion 25 - 36 37 or more 37 or more
of Months Months Months
Morphine
Positives N 2 N k3 N 3
0% 53 72 104 Bl 81 69
1-25% 14 18 21 17 32 27
26—50% 4 5 2 2 5 4
51+% 3 4 — 0

74 100 127 100 118 1060
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Table 15 (Cont.)

23.2, with 9 degrees of freedom, significant at .01 level.
5.3, with 6 degrees of freedom, not significant.

8.2, with 3 degrees of freedom, significant at .05 level.
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In sum, we do not suggest that the index of morphine pos-
jtives is totally invalid. Those who fall in the positive
morphines 50% or more of the time category are very likely to
include more individuals who have abused heroin heavily than
does the category representing "0" positive morphines. We do
suggest, however, that the index of morphine positives under-
estimates the amount of heroin abuse, and that this is increas-

ingly so with passing program time.

EmElozgentlo

Since employment is a major area of rehabilitation, it is
critical to determine the proportion of patients who were work—
ing while in treatment. Forty-four percent of all those who
entered ARTC were unemployed for the duration of their stay, and
only 13% worked for as long as a year Or more (Chart 5).

Those in the first admission cohort were most likely to
be employed for at least a portion of the time while in treat-
ment (65%), those in the second cohort were less likely to be
employed (56%), and those who entered in the third year were
least likely to be employed (50%), (Chart 5).11This finding, like
those regarding retention and missed medications, supports the
concluéion that those who entered.in the third year of the pro-
gram's existence fared less well than those who entered in the

first or second year. When age at admission, ethnic group,

10. This section includes no discussion of Harlem patients. The
date on which the computer tape had to be requested from Texas
Christian University, in order to complete this analysis on
time, was so early that it allowed for inclusion of only a
very small number of Harlem patients.

11. Xz = 48.02, with 6 degrees of freedom, significant at .001 level.
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highest grade completed, and age of addiction are held constant,
those in the third cohort are consistently found to be less likely
to be employed than those in the second, who are in turn less
likely to be employed than those in the first cohort (data not
shown in tabular form).

Patients who were ultimately retained for long periods of time
were also somewhat more likely to have worked in the year before
treatment, than were patients terminated in 1-12 or 13-24 months
(Table 16, top panel). Comparison of the top and bottom panels

shows that the amount of increase in employment was greatest among

those retained 25-36 and 37 or more months. There was a smaller
increase in employmeﬁt among those retained 13-24 months, and among
the e=arly dropouts, there was actually a smaller proporition employed
after treatment than in the year before f:]:'eaktmeni:.3'2

Although these figures show a decided improvement in employ-
ment with passage of time in treatment, it is important to
realize that they fall far short of the desired goal of full
employment for the treated ex-addict. Even in that select group
of patients who remained in the program for more than threc years,
only 31% had worked for more than 12 months out of at least 37
available months. Failure to reach.this goal is undoubtedly due

in part to the lack of skills and training of patients in the

12. While it is, of course, true that the longer a patient re-
mained in treatment, the more time was available during which
he could have worked, it seems unlikely that the magnitude of
difference reported here could be accounted for entirely by
the time factor alone. We do not necessarily suggest, however,
that the program is entirely responsible for the improvement
noted. As we suggest in the next section, those retained for
more than three years are probably more highly motivated to
change from the very beginning.

D,
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Table 16

pre- and Post-Program Employment by Operational Retention

Operational Retentionl

i - 12 13 - 24 25 = 36 37 or more

Months Months Months Months
N $ N & N 3 N %
Employment One Year
Before Entry
None 369 60 246 59 234 57 138 53
1-6 months 151 24 102 25 111 27 64 25
7-12 months 100 16 g4 16 66 16 57 22

6§20 100 412 100 411 100 259 100

Operational Retention2

- Total Post Program

Employment
None 269 69 177 44 134 32 67 25
1-6 months g4 24 143 35 136 33 76 29
7-12 months 24 6 52 13 70 17 40 15
13+ months 4 1 32 8 75 18 80 31
391 100 404 100 415 100 263 100
1. X2 = 7.16, with 6 degrees of freedom, not significant.
2 X2 = 229.90, with 9 degrees of freedom, significant at .00l level.



program. Moreover, the high rates of unemployment among blacks
during the years under consideration {1970 - 1974) -- in
1975 black unemployment nationwide was estimated at 25.7% for

the first quarter of that year (New York Times, June 9, 1975) --

also contributed heavily to this negative result. Further, many
employers refuse to hire methadone-maintained patients. However,
some part of the responsibility for patients' unemployment and
underemployment must also rest with the program. A study of employ-
ment among a sub-group of ARTC patients found that only 13%

of the patients who were employed one year after entry had been
helped to find their jobs by the program (Rothenberg and Klein-

man, 1978%).

Criminal Behavior

Charge rates for all patients
The level of criminal activity of Brooklyn patients was, as
would be expected in a group of ghetto heroin addicts, very
high in the pre-treatment period. In the period between onset of
addiction to entry into the program, the mean overall charge
rate of patients in the first’ two cohorts combined was B87; or
over 4/5 of a charge per patient per year (Chart 6).l3
Even in comparison to the generally high onset-to-entry
crime rate, patients dramatically'increased their criminal activ-
ity in the year just before entry into the program. In that year,
the charge rate was 137} or a little over 1 1/3 charges

per person. Perhaps the increase in number of contacts with the

criminal justice system was onc of the forces that motivated

13. The stars above the "three vear after” bars in Charts 5,
6, and 7 refer to the record-keeping lag discussed below and
shown in Table 17.

\J
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these patients to seek treatment when they did.

In'both time periods, charges for misdemeanors, larcenies
and felonies predominated, closely followed by drug charges. The
assaultive charge rate in both time spans was only 8, or a little
less than 1/10 of a charge per person per year.

Chart 5 shows that, although the charge rate declined in the
first, and again in the second year after entry into treatment,
the overall rate in the second year after entry, 96, was gtill
greater than the rate in the entire onset-to-entry period. (How-
ever, if we look at patients who were retained in the program for
three years or more, as below, we find that their crime rates
dropped in the first year of treatment to approximately their
onset-to-entry levels.) Virtually all of the drop in crime
in the two years after entry is due to a marked decline in drug-
related charges. While this charge rate dropped from 38 in the
year before entry to 33 in the year after entry and 16 in the
second year after entry, the rate for misdemeanors, larcenies and
felonies dropped only slightly from the first to the second year
after treatment, and the assaultive charge rate actually doubled
over the two-year span.

In the third year after entry (which, because data are avail-
able on first cohort patients only, was calendar year October
1972 to September 1973), the overall charge rate appeared to
drop to a lower level than that of the onset-to-entry period for
the first time in the vears studied. The meaning of this apparent

drop will be discussed below.



Charge Rates by Cohort

Chart 7 shows that, although the general trends described
above are similar for both the first and the second cohorts, the
second cohort had a higher overall charge rate in both the entire
onset-to-entry period and in the year just before entry. Thesc
higher overall rates reflect higher rates in each of the three
specific charge categories.

However, in the year after entry, those in the second cohort
have an overall charge rate which is similar to that of the first
cohort. This suggests the possibility that the program may have
become more effective in reducing crime as time went on. However,
the decline in crime rate among second cohort patients, as in the
two cohorts combined, is accounted for entirely by the drop in
drug-related charges. Participation in the program may have sharply
reduced the need for possession of works, but assaultive charges
and misdemeanors, larcenies and felonies actuﬁlly rose slightly
in the year after treatment, compared to the year before treat-
ment, among those in the second cohort (Chart 7).

In the material presented so far, the retainees and the drop-
outs have been lumped together. Because we expected the criminal
behavior of the retained to be very different from the dropouts,

a separate discussion of those in the different retention cate-
gories follows.

One of the most striking differences between those in the dif-
ferent retention categories relates to pre-program criminal becha-
vior. Charts 8 and 9 discussed below show that those retained for 25

months or more had much lower rates of overall crime in the onset-

to-entry period-than did those retained for only 1-12 or 13-24
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months, among those in both cohorts. Thus, pre-~program criminal
behavior appears to be an important predictor of retention in
the program: Those with relatively low rates of criminal behavior
in the pre-program periocd are more likely to remain in the program
for more than two years than are those with high levels of pre-
program criminality.
Charge rates of first cohort patients in different retention cate-
gories

With respect to post-program criminal behavior, the bulk of
the data do not support the hypothesis that treatment results in
reduced crime. For example, among those in the first cohort,
patients wﬁo were treated for 13 to 24 months have a slightly
larger increase in overall crime rate in the year after, compared
to the year before, entry (up to 157 from 130), than do those who
dropped out during the first year in treatment (up to 154 from 144)
(Chart 8). In the second year after entry into treatment, both
those retained for less than a year and those retained for 13-24
months, had higher overall charge rates two years after entry than
they did in the onset-to-entry period. Indeed, those terminated
after 13-24 months of treatment showed a smaller decline in overall
charge rates in that year (157 down to 136) than did those retained
for only 1-12 months (154 down to 106). We discuss rates in the
third year after entry, for gll pafients in the first cohort, below.

Even those in the first cohort who were retained for 25-36
months have a slightly higher level of criminal behavior during
their first, and even their second, year in treatment than they
had in the year before entry (Chart 8).

However, among those in the first cohort, patients who

were retained for more than three years radically reduced their
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criminal activity in the very first year after entry into treat-
ment. Further, this drop was actually steeper in the misdemeanors,
larcenies and felonies charge rate than in the drug-related charge
rate (Chart 8).

This replicates, exactly, what we saw about the missed med-
ication performance of those retained for more than three years. There
is a post-treatment improvement in érime, in one group of patients.
But it is the group which, from the very first year of entry into
treatment, showed itself as the most disposed to change. The
facts that neither missed medication performance nor criminal
charge rates showed, even for this group, any further improvement
in the second year éf treatment, suggest that the efforts of a
select group of highly motivated patients, rather than an effec-
tive treatment program, are responsible for the observed changes.

A dramatic drop in all of the charge rates in the third year
after entry is seen among those in all four retention categories
among cohort one patients (Chart 8). Clearly, the treatment
program cannot be credited with a decline which is as large among
+those treated for less than a year as it is among those treated
for three years or more. BEven if we hypothesize that those who
drop out of the program within the.first year obtain some benefit
from the program, if there were a program effect, it would be
greater among those who remain longer.

It is more plausible to suppose that the apparent across-the-
board decline in criminal behavior is an artifact of some external
factor. As noted in the Methods section, there is a lag between

the date on which a person is charged and entry of his/her charges
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onto the BCI and OCR records.

The results of this record-keeping lag are illustrated in
Table 17. When criminal data about the same group of individuals
were collected at two different points in time, the later data
collection resulted in a higher charge rate for every period.
When the three single-year intervals (i.e. one year before entry,
one year after entry, two years after entry) are examined, we
see that the most recent interval registeréd the largest net
increase in mean charge rate.

We suggest that the record-keeping lag demonstrated in Table
17 may be operating to artificially lower the three-year-after
mean charge rates of the cohort one patients. We cannot be at
all sure that, if we collected records for cohort one patients in
1976, there would be a precisely 5:9 ratio of increase., However,
the data certainly support the hypothesis that there would be
some increase, perhaps one large enough to render the three-year
after rates similar to the two-year after rates.

Charge rates of second cohort patients in different retention
categories

Those who were in the second admission cochort, and were
retained for 13-24 months, differed from those retained for that
length of time in the first cohort, in that they were charged
with fewer crimes in the year after entry into treatment than
they had been in the year before entry into the program. The
drop in the overall crime rate is accounted for entirely by a drop
in their drug-related charges; charges for misdemeanors, felonies

and larcenies among those in this group actually rose in the year
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after, compared to the year before, treatment, and the assaultive
charge rate also rose slightly in that time pericd. In the second
year after treatment, drug related and other charges of patients

in this group continued to drop, but their assaultive rate was
actually twice as high in that year as it had been in the preceding
one (Chart 38).

Among thoée in the second cohort, both those who were even-
tually retained for 25-36 months, and also those who were re-
+ained for more than three years, reduced their level of criminal
behavior in the first year of treatment. Patients in both of
these retention categories differed from those retained for only
24 months or less, in that they reduced their level of charges
for misdemeanors,kfelonies and larcenies as well as their drug-
related crimes (Chart 9).

However, in the second year after entry, those who were
retained for 25-36 months had a charge rate higher than they had
in the first year of treatment, accounted for by large increases
in both assaultive charges and charges for misdemeanors, larcenies
and felonies. Thus, after the second year in treatment, those
who were retained for 25-36 months had a lower overall charge
rate than they had héd in the year before entry, but the rate
was, nevertheless, somewhat highef than it had been in the onset-
to-entry period (Chart 3).

By contrast, among those who had been retained for more than

three years, there was a slight decline in charge rate in the

second year after entry into treatment compared to the first.
Drug charges declined the most, while assaultive charges were

at the same level as in the preceding year, and other charges
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rose slightly (Chart 9). This is a pattern similar to, but not

as strong as, the one shown above for. those retained the longest

-y

among cohort one patients. k

e

Criminal behavior of Harleﬁipaeiente- {ﬁ
Chart 10 shows that the mean ee;eg;to entry charge rate of ?:
the first 172 patients to enter treatment 1n Harlem (all those for i;
whom complete criminal data are avallable),'was 61 == lowep,f E?:
. e e
than the onset-to-entry rate of all Brooklyn patients (87) & ng:

C e

In contrast to the Brooklyn pattern, the level of Cfiminal 5ctivitjf s

of Harlem patients was not higher in the year before entry lntﬁ”' "
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the program than it had been in the onsetwto—entry perlod as a’ e
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whole. Finally, the charge rate in theuyear after entry w&s even - .
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lower than it had been in the year before entry. fi e Yo
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The low onevyearﬂbefore-entry rate of the Harlem patments;: .

P "
is particularly . dlfflcult to explain, especxally since a peak st Z?§w

v

in pre-entry criminality appears also to; be found by Newman,
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Bashkow and Cates {1973).

v p— PUREE

We speculated that Harlem patlents mlght have been preylously
= > % o
treated by other programs, and that thelr “felatively low one—year—f

4‘ g

before rates might reflect the positive effects of other treatv re

.r— $ et
HEEA

ment programs, but this is not the case.f When Harlem patlents

P

are divided into those who d4id and did not have at least 3.months -

-.w.
d

of treatment prior to their entry 1n{o"ARTC“ we find that those

by oy o

who did not have such treatment had l_wer oﬁe,year before rates
than di@ those who had such treatment exper;egpe (Table 18).
It iz possible that police practices. in the Harlem precincts

in 1971-1972 (the calendar year before entry of the Harlem patients
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Table 17

Mean Charge Rates of Patients Studied by Lukoff and
Quatrone, Based on Data Collecied in 1972 and
Data Collected in 1974

Time of Data Collection Net Change
At-Risk Period April - May =~
May, 1972* Aug., 1974**

Onset~to-Entrv (N=765) 67 85 _ +18

Entry dates: Oct. 1969-

Dec. 1970

Lapse Between at-risk

period and data col- .

iection Variable Variable

——mu—-—-—.—«.m-——_.—ﬁm——_m....“---..mm.———_.-.m—.———-—-o—o”—————..-..-.——--—-...m-‘——-—.—.-—--—-.-.—m«- -~

One Year Before Entry
(N=765) 120 129 +9

At-risk period: Oct.
1968-Dec. 1969°

Lapse between at-risk
period and data
collection

.-m...—————-_mm—-——-—-w———.—_.-—-—-m.»——--_-—..—o.—.-—.-“—....._——-—-.—-m...m-——-——.-—m.-———_-.-n———-—-.---———-m

One Year After Entrvy
(N=765) 84 112 +28

At-risk period: Oct.
1970-Dec. 1971

Lapse between at-

risk periocd and _ i
data collection 2

——-—«-———-—m»“-—_——-—mp-.u——--..--n——.—-..mgm——m-m“—_—————_mw————_mm*-———mmm.—_-.u-————.-..-.m

Two Years After Entry
{(N=216) 50 80 +40

At-risk period: Oct.

1971-Mar. 1972

Lapse between at-risk

period and data 1
collection 1 to 6 mos, 2 - 25 yrs.

* Lukoff and Quatrone in Hayim, Lukoff and Quatronc {1873), Chart IV
**gubset of data shown in present report, Chart 5, restricted to the same
sample shown in the 1973 report.
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Time Period

Onset-entry
1 year before

1 year after

" N
Table 18

Mean Charge Rates by Time Period, Type of Charge and Previous
Treatment Experience for Patients 5000~5202 in the Harlem Clinic

=

43
43
43

Previous Treatment Experience

With Previous Treatment Without Previcus Treatment

Type of Charge

Misdemeanors Misdemeanors
Assaul- Larcenies Assaul- Larcenies
Overall tive Drug Felonies N Overall tive Drug Felonies
66 3 22 40 129 59 5 24 28
56 2 9 44 129 51 8 18 24
65 16 5 44 129 31 7 4 20
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studied here) were such as to reduce addicts' arrest rates, but
we have no evidence to support this possibility.

We do not beljeve that the recording-time lag referred to
above accounted for the drop in year-before-entry charges. These
data, which refer to the periocd from Aug. 1971 to Feb. 1972,
were collected in Nov. 1974. Thus, there was a lapse of about
three years between the dates of possible charges and the
dates of request. This lapse was sufficient, as regards Brooklyn
patients, to produce the considerable peak in year-before~entry
charges seen in the second panel of Table 17.

It is possible, however, that the apparent decline in the
one~year-after charge rate is due at least in part to the record-
ing-time lag. The period referred to is Aug. 1973 to Feb. 1974,
and the data were collected only about a year later. This
lapse between dates of charges and dates of request produced a
modest, but noticeable increase in mean charge rate {84 to 112)
among Brooklyn patients, as shown in the one-year-after panel of -
Table 17. .

In looking at the types of charges (Chart 10) we see in Harlem
as in Brooklyn that the drop in the overall charge rate is almost
exclusively accounted for by the drop in the drug~related charge
rate, Misdemeanors, larcenies and felonies show a minimal decline,

while the assaultive rate shows a small increase.
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IV. Summary

1. Retention

Over a third (37%) of all patients under study dropped out
within twelve months of their entry date, and an additional 24%
were terminated between 13 and 24 months from date of entry.
only 23% of those 1198 patients who could, because of time con-
siderations, have remained in treatment for 37 or more months,
did so.

The figures just cited are based on an operational definition

of termination. Official figures, based on program administration -
derived data, show a smaller prqportion -~ 26% compared to 37% -~
terminated within the first 12 months; and a larger proportion --
38% compared to 23% -- retained for more than three years. When
patients are divided into cohorts based on year of admission,

both the proportion terminated within 12 months, and the discrep-
ancy between operational and official termination, is seen to
increase in each succeeding cohort. Thus, a relatively small
proportion of patients in the first cohort (24%) is operationally
terminated within the first twelve months, but 31% of those in

the secoﬁd cohort, and fully 48% of those in the third cohort, drop
out within twelve months of admission date. Even in the first
cohort, the one with the best retention performance, fully 44%

dropped out within 24 months of admission date.

2. Missed medications
Fully 38% of all patients studied missed medication more

than a quarter of the time in their first year in treatment. There -

is an inverse relationship between length of retention and pro-

portion who missed medication 26% or more of the time in the first
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year in treatment. Thus, among those in the first cohort, while
3173 of those terminated in the first 12 months missed medication
more than-a quarter of the time, 19% of those retained for 13-36
months, and only 9% of those retained for three or more years,
missed medication so often. Similar trends were observed in the
second and third cohorts.

The missed medication performance of those in each retention
category considered separately was found to become somewhat worse
with each year in treatment. The year of dropout was uniformly
the year in which the highest proportion of patients missed

medications more than one-~guarter of the time.

3. Morphines in Urine

The validity of much of the data on morphines in urine was
found to be questionable, for reasons discussed in detail in the
text. Thus we are reluctant to present any figures on "dirty
urines" for the total population studied. However, data for the
first cohort in its first year in treatment appear to be valid.
In that year, 46% of those retained 1-12 months, 24% of those
retained 13-24 months, 22% of those retained 25-36 months, 21%
of those retained for more than three years, had positive mor-

phine indications in more than half of the urines submitted for

testing.

4. Employment

More than two-fifths (44%) of all patients did not work at
all during the treatment period. Thirty percent worked for less
+han six months, 13% for 6-12 months, and 13% for more than a

year.
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The employment picture grew less favorable by cohort: Thirty-
five percent of those in the first cohort, 44% of those in the
second, and fully half of those in the third cohort did not work
at all during the treatment period.

Those who were retained the longest were most apt to have
worked for 13 months or more. But even among those patients
retained for more than three years, only 31% had worked for longer

than 12 months.

5. Crime

The overall pre-program mean charge rate of all patients
studied was high -- it was 87, or over four-fifths of a charge
per person. The rate in the year before entry was sharply higher
+han the rate for the entire onset-to-entry period. There was
a modest decline in mean charge rate in the first, and again in
the second year, after entry into treatment. But even in the
second year after entry, the mean overall charge rate was higher
than the onset-to-entry rate. The rate declined sharply in the
third year after entry, but critical analysis revealed this to
be probably a function of the lag in recording-time cof criminal
charges.

Even the decline from the year before to the second year
after entry was shown to be accounted for exclusively by a decline
in drug charges, for most patients. Misdemeanors, larcenies and
felonies showed almost no change over time, and the mean number
of assaultive charges doubled in most patient categories.

Wwhen charge rate was analyzed by retention category, those
retained for more than three years were found to show the largest

decline in charges. Moreover, this decline occurred in . the first



year after admission, so that patient characteristics, rather
than program efforts, are more likely to be responsible for the
change..

In sum, ARTC helped most those who werc retained for the
longest. These patients were distinguished from their very first
year in treatment by theilr relatively low level of missed med-
ications and by their rapid declinme in charge rates. Those re-
tained for more than three years also showed the largest increase
in proportion employed during treatment. While the long-term
retainees constituted only 23% of ARTC patients who could poten-
tially have been retained for so long, methadone treatment was for
them productive of modest changes in the direction of conventional

social behavior. -
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V. Implications

These data are obviously very damaging to the methadone main-
tenance treatment approach. The burning question that any reader
of this report will want to have answered, is: Is the ARTC pro-
gram an exceptionally bad one? 1In this case, future endeavors
must be directed to the deveiopment and maintenance of good
methadone programs. Or, is the ARTC program typical of all or
most methadone maintenance programs? In this case the policy
implication would be tco be humane to those patients currently
maintained on methadone, but to curtail'expansion of all meth-
adone programs.

Unfortunatsly,‘it is virtually impossible to compare ARTC
with other methadone maintenance programs, as regards retention
in treatment, or the effect of the program on employment and crime.
Although many studies have dealt with these issues, our review of
numerous evaluations of methadone maintenance treatment programs
has resulted in the identification of only one other methodolog-
ically sound piece of research (Maddux and McDonald, 1973).
Although this review has not been exhaustive, it has been broad.
Accordingly, we turn next to a discussion of sdﬁe of the reasons
for our inability to provide a data-based comparison of ARTC with
other programs. Excellent critical commentaries, which confirm
the views we set forth here, are provided by Greenberg and Adlerxr
(1974); Epstein (1974); Maddux and Bowden (1972); and the Second
Report of the National Commission on Marijuana and Drug Abuse (1973:
176-180). Many of the same issues are discussed in the review by

one of the authors of Gearing's work (Lukoff, 1975}).
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Critique of Other Evaluations

Retention

The obstacle most often in the path of one who would want
to know the retention rate of a methadone maintenance program is
the failure of the evaluator to sepcify the time period under
study. For example, Scher, Chambers and Crown (1973:68) note that,
of 500 patients accepted for treatment in Jackson Memorial Hospi-
tal "250 dropped ocut the first year.” Close reading shows that the
authors are referring to one calendar year. The proportion of
patients treated for as long as 12 months must, accordingly, be
less than the SO%Ithat might at first be inferred by the incautious
reader. |

Similarly, Newman and Kagen (1973:797) find that "The reten-
tion rate one year after admission for all patients (including
every person who received even a single dose of methadone) is
76%, and after two years 65% of all patients admitted remain in
active treatment in the program." Sixty-five percent retained in
treatment for two years sounds like a high proportion, but the
program opened in November 1970, and the report was delivered in
March 1973, Only a very small proportion of the total could
possibly, because of the reality of passing time, have been
treated for two years. We would &é&g to know what proportion had
been treated for two years, one year, or even 6 months, but this
information is nowhere to be found.

A related confusion is perpetrated in the otherwise valuable
critical comparison of patients admitted and not admitted to treat~
ment during the first three years of existence of the Morris
J. Bernstein Institute (Perkins and Bloch, 1970). The reader is

first informed that 14% of the 521 patients admitted during those
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first informed that 14% of the 521 patients admitted during those
three years were discharged. (It is later revealed that an ad-
ditional 10% were no longer in treatment for other reasons.)
Byt Perkins and Bloch state that fully 54% of the 521 patients had
been treated for less than one year. Thus the base number on
which the proportion 14% =-- or 24% -~ has been calculated has
been inflated by the inclusion of fully 281 individuals who could
not have been in treatment for as long as one year.

It is also necessary, as implied in the parenthetical note
of Newman and Kagen (1973) quoted above, to indicate whether
any patients have been excluded from the numerator. In the head-
ing of a table relating to crimirnal behévior, Gearing {1971:
184) notes that figures are calculated for all those in "MMIP
Three Months or Longer." Perhaps patients retained less than
three months are excluded from none, some, or all of Gearing's
many figures on retention, but in either event the procedure fol-
lowed is never made clear to the reader.

Maddux and McDonald (1973) avoid the pitfalls noted above.
They state that information was collected on the first 100 indi~
viduals "consecutively admitted" (p. 240), between February L,
1970, and July 1, 1970, and that "at the first anniversary of
each subject's admission" (p. 241) his treatment status was deter-
mined. Fully 74% of all 100 had been continuously in treatment
at the San Antonio Hospital for one year. This clearly is a rate

much higher than that achieved by ARTC.

Employment

The biggest block to clarity here is the practice of reporting

the employment status of all admissions to the program at entry,

.
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but follow-up status of the retainees only. This was done, for
example, by Gearing (1974); Jaffee {(1970b}; Scher, Chambérs and
Crown (1973). Had we followed a similar policy in the ARTC
evaluation, the increase in proportion employed (see Table 16)
would have been striking indeed. A similar problem is created
when no figures on pre-program employment are offered (DuPont,
1972; Rosenberg, 1972).

Maddux and McDonald (1973), correctly, calculated the pro-
portion of employed patients on the base of 100 both at entry and
on the one year anniversary (information on employment status
could not be found for four of the dropouts). On this basis, the
propertion employed éne year after entry is 44 percentage points
larger than the proportion employed at entry (65% compared to
21%).

Corresponding figures (drawn from Table 16) show a 15
percentage point increase in proportion employed among those
retained for 12-24 months, a 25 percentage point increase among
those retained for 25-36 months and a 23 percentage point in-
crease among those retained for more than three years. Thus both
ARTC and the San Antonioc program show increased employment after
admission, but the degree of changeiis much more marked in the
San Antonio program. A possibly biasing factor discussed by
Maddux and McDonald is that San Antonio patients, who enjoyed
good relations with their caseworkers, may have been motivated
to tell them what they wanted to hear. Neither Maddux and McDonald
nor the present evaluators attempted to obtain any external val-

idation of employment information.
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Criminal Behavior

Most studies of the criminal behavior of methadone patients
show a post-treatment decline in crime (Cushman, 1972; Gearing,
1971, 1974; Goldstein, 1974; Newman, 1973). However, all of
these studies are flawed for cne or more of the reasons listed
below. Possibly even if the analyses had been based on sounder
research design the same results would have been obtained. The
difficulty is that we can not know at present whether this is
true or not.

Many studies report the pre-program criminal behavior of all
entrants into the program, but follow-up data on retainees only.
This is likely to have the effect of artificially inflating the
baseline rates, at least if dropouts from other programs resemble
those from ARTC in having unusually heavy criminal involvement
{see Charts 7 and 8). This procedure is followed by Gearing
(1974), Newman (1973). Similarly, Langrod and Lowinson ({1972} fail
to report on the pre-program arrests of the treatment population
studied.

Similarly, although Wilmarth and Goldstein (1974) are
careful in noting the difference between post-treatment rates
obtained for retainees only and for retainees and drop-outs lumped
together (the latter, as would be expected, are higher), they do
not separate the pre-program rates in like manner. Had this pro-
cedure been followed, the pre-to-post decline in criminal activity
of the retained might have appeared to be smaller.

Numberous investigators report criminal activity rates in
terms of "man/years" in treatment (Cushman, 1872; Gearing, 1971;

Goldstein, 1974; Newman, 1973). This measure makes it impossible
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to separate those who have been treated for different lengths of
time.

Further, as shown by the authors of the Second Report of the
National Commission on Marijuana and Drug Abuse (1973:179-80), use
of this average measure can result in a figure which biases the
reader's perception, even though it is factually correct. The
authors offer a calculation of man/months in treatment, in which
they show both the distribution and the summary figure and conclude
that: "Both the total and the average man-month or man-year figures,
however, provide for varying interpretation depending upon motive
and requirements. In the case [calculated] above, for example,
an individual's average time in treatment was calculated to be
five months; yet the actual situation shows that 15 out of the
20 (75%) of these individuals dropped out of the program after
two months, the latter being the modal length of stay."

Possibly the most serious criticism is that arrest figures
without accompanying information on charges may be trivial
(e.g. DeLeon, 1972; Gearing, 1971, 1974; Goldstein, 1974). Be-
cause possession of works and sale of heroin are themselves
criminal offenses, a declining arrest rate may simply reflect a
decline in heroin use, with no change, or even an increase,
in non-drug criminal behavior (shown for the ARTC program in all
four panels of Chart 8 above, for example). Some of the enormous
drops in arrest rates reported, even had they been based on other-
wise-dependable research design, might reflect little or nothing
more than a drop in the "crime"” of drug use.

Wwhat can we conclude, on the basis of the ARTC data, about

the effect of treatment on crime? The decline in crime after
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entry into treatment is small at best; in most cases the decline
is mainly in the category of drug-related crimes; in most cases
there is a small but disturbing increase in the assaultive crime
rate; and finally, even within the group that showed the most
change, i.e. those patients retained for more than three years,
the crime rate two years after entry into the program was Ro
lower than it had been in the onset-to-entry period. Moreover,
the latter patients, who appear to have benefitted the most from
treatment, are precisely those who had the lowest charge rates
in the onset-to-entry period. In sum, the impact of this meth-
adone program, at least on other-than~drug-related crime, was

minimal or even non-existent.

Implications for Future Rezearch

Unfortunately, the clearest implication to be drawn from
the foregoing attempt to place the effectiveness of ARTC in the
context of other methadone maintenance programs is that it is use-
less to regquire program evaluations unless they are good eval-
uations.

We recormend an end to the blanket requirement that ail
methadone programs funded by the National Institute on Drug Abuse
be evaluated. Instead, it would be worthwhile to poll methadone
professionals for an impressionistic identification of the best
programs. These should be subject to well-designed, carefully
analyzed evaluations. Criterion measures should be identical.
sufficient funding should be provided to this small number of
evaluations to make reliable, valid research possible.

With respect to retention, clear criteria for date of entrance

and date of dropout must be provided. And time must be measured
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from each individual patient's own date of entrance to date of
dropout, with last date of data collection, for the retained, also
specified. Retention, and other outcomes as well, should be
analyzed by admission cohort, in order to take account of the
effects of passing program time, and such possibly attendant
events as major shifts in personnel, in size, and in dosage or
other policies.

Accurate, detailed reportage of missed medication levels,
including rules and procedures for discharge, is absolutely
essential. Post-program employment data must be compared with
pre-program figures. Finally, crime data should be collected
in such a way that type of crimes committed can be analyzed.
The man-years measure should be put to rest, and rates for dis-
tinct and locate-able groups of patients should be separately

reported.

implications for Methadone Treatment

The fact that the authors of this report are critical of
published evaluations of other methadone programs makes it dif-
ficult for us to compare ARTC with other programs. We have not
attempted to do our own evaluation of any other program. Yet
within the limitations of our situétion, we will try té present
the implications we have drawn from our data.

The discrepancies between the termination figures yielded by

the operational and official definitions are disturbing. The

perpetuation of so large a number of highly delinquent patients
cannot reasonably be justified by the desire of program adminis-
tration to give enroclled patients the opportunity to avail them-

selves of treatment as they (the patients) see fit. If the entire



explanation of the discrepancies lies in inadequate record-
keeping, then the pregram must have an extraordinary level of
organizational incompetence. A third possible explanation is
that the program administration was motivated by a need to keep
patients on the rolls for a long time in order to receive med-
icaid benefits.

Whatever the explanation, it seems that a known policy of
allowing patients with spotty attendance records to remain offic-
ially enrolled in the program actually results in lower attendance
as program time goes on. We showed that each succeeding cohort
had an increased likelihood of operational termination within 12
months of entry. Since this was so even with relevant patient
characteristics held eonstant, it can probably be attributed in
part to patients' knowledge that they would not surely be term-

inated even if they came for methadone only once or twice a month

for several months in a row.

It might be suggested that the program was providing some
service even to patients who picked up methadone only twice a
month, because at least on those days they were freed from the
need to "hustle” and "cop." Even if there were no governmental
objections to such a viewpoint, we believe it should be rejected.
To the extent that a methadone program can be helpful in producing
rehabilitation, it must be so not only by dispensing methadone,
but by the provision of counseling services and pro-social models
of behavior. Patients who are permitted to pick up methadone
only a few times a month are permitted to aveid all such psycho-
social benefits.

Among those patients who were operationally retained, ob-



jections similar to the above apply to the high proportions per-
mitted to miss their methadone more than a quarter of the time.
The program's tolerance of high levels of missed medication appeared
to encourage a pattern of nonconformity to program norms which
over time resulted, for all groups of patients, in rising levels
of missed medications. The report of the Yale Medical Evaluation
Team, made available to the program in 1973, emphasized that
missed medications early in treatment predicted early drop=-out.
In spite of that, we find that missed medication levels continued
ta be very high in 1974.

Two' other problem areas are the unexplained invalidity of the
positive morphines'measure; and the fact that only 13% of emploved
patients said that thé program had been helpful to them in finding

a job.

In conclusion, we have tried not to hold the program up to
impossible standards of 100% retention, cessation of crime or
employment. But concern for those heroin addicts who enter
treatment in earnest search of help for their habits has causcd
us to seriously guestion, on grounds of their consequences, the

practices of the ARTC administration.
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Appendix A

additional Information on the Measures
of Outcome Variables

la. Official retention

The terminated group jncludes both patients who were dis-
charged for cause and those who withdrew on their own, for any
reason. The Status Report Sheet issuéd on July 1, 1974, was the
basis for making this determination. Thus, patients not ter-
minated by that date were categorized as retained in the pro-
gram for the maximum period of time that their date of entry
would allow.

A total of 72 .patients in the Brooklyn program were officially
dropped from the program and later re-admitted to it. OSome of
these patiants'ware iater officially terminated for a second time.
The latter date was used as the date of official termination for
purposes of this report.

A total of 26 cases were missing from the Status Report

Sheet of July 1, 1974, for +he Brooklyn treatment program, and

15 cases for the Harlem treatment program.

1b. Operational Retention

The criterion of operational termination resulted in an ex-
tremely generous, OT retarded, date of termination, not only
because such a large amount of missed medication is presumed to
be unusual in most programs, but also because in some cases
patients missed more than 20 methadones, or even disappeared
fvom the file entirely, for as many as 12 months and then reap-
peared as active again. This definition, however, was the one

most consistent with a minimum conventional understanding of



activity, which was also compatible with fairly rapid and reliable
coding. Appendix B is a memorandum in which the exact rules for
determining operational date of termination are set forth.

{In addition to serving this function, the memorandum duplicated
in Appendix B also gives a few concrete examples of the type of
erratic attendance performance which was tolerated by the program.
A 10% reliability check of Brooklyn patients yielded a relia-
bility rate of 91.]1, with a two month margin of latitude allowed.
A 10% reliability check of coding of Harlem patients yielded a
reliability rate of 93.3%, with the same margin allowed.

The last treatment month which appeared on the urine tape
is October 1974. As was done in determination of official term-
ination, patients nﬁt terminated by the last date available were
considered to be retained in the program for the maximum period
of time that their date of entry would allow. As before, the
lapse between date of admission and date of termination was
computer~calculated. There were a total of 44 cases in the
Brooklyn treatment program, and 15 cases in the Harlem program,
for whom no date of operational termination could be established.
These were due almost entirely to the complete absence of the
missing patients from the urine tape; in addition, in a few
cases it was so difficult to establish a date of termination that
a missing data code was entered instead.

Because the last month which appeared on the urine tape was
four months later than the month of the Status Report Form used
to establish official termination (October, rather than July
1974}, a slightly higher propor tion of patients operationally

terminated as compared to officially terminated is to be expected



in the final treatment year only. As shown below, there is in
fact a higher proportion of patients operationally than officially

terminated in every year of treatment.

2. Missed Medicaticns

1f-missed medications data were not available for the last
three months of the treatment year, either because the patient
had been terminated earlier in the treatment year, or because the
patient was in a period of inactivity, such as described above
in the section on operational termination, then the computer
gearched back in the file for the three months prior to the last
guarter. It continued this search until the first quarter of
the treatment year in gquestion, but it did not continue this
gearch into the previous year in treatment. Thus, although
missed medication data for most cases in the tables which refer
to them come from the last guarter of the patient's treatment
year, when those data were missing or incomplete, the data
come from the last quarter of the treatment year for which

there is information available.

one source of missing data in the missed medications var-
jables is the following. A patient who had been terminated in
the first or second month of a giveﬁ year in treatment would be
categorized as retained for that year. However, since he/she
would not meet the regquirement that methadone information exist
in at least two out of three months in the treatment year, such
a patient would be missing from the missed medications tables.

Another source of missing data in these tables also relates
to the way in which the operational termination variable was

constructed. As noted above, a patient who was active for one



year, who disappeared from the urine file for the entire period

of his/her second year from date of entry, but reappeared on an
active basis for the third year, would be operationally retained
for 25-36 months, but would have no missed medications information
in the second year.

Patients were alsc intentionally excluded from the missed
methadone index if they had submitted fewer than five urine
tests in the quarter. We reasoned that patients who were con-
forming so marginally to program requirements were probably
picking up their medications so irregularly as not to qualify
for inclusion with the "treated" population. The effect of this
decision is probably to underestimate the proportion of those

who missed medications 26% or more of the t:i.me.l

1. In retrospect, the decision to exclude from the missed med-
jcations indices persons who had submitted less than five urine
samples in the quarter is seen to be somewhat unfortunate. When
+he decision was made, the assumption of the evaluation team was
that almost all patients were submitting at least five urine
tests per guarter. As discussed in the text below, this assump-
tion was false as it applied to the third admission cohort, and
to the later years in treatment of the first and second cohorts.
Evidently, expecially in the more recent years of the program's
existence, there was little program. emphasis on conforming to
its nominal requirement that urine samples be submitted. Thus,
fairly large numbers of patients, some of whom may have picked
up medications with some regularity, are excluded from these tables.
In general, however, as stated above, the effect of inclusion of
patients in the low urine sampled category would have been to
further enlarge the already substantial numbers of those who
missed medications 26% or more of the days in the quarter (see
Chart 2).




The net effect of all three of these sources of missing
information is to present a "better"” overall picture of patient
levels of missed medications than would be produced if the full
set of data for all patients were available. This is so because
patients with spotty attendance over the year, patients with
inadequate numbers of urine samples submitted and patients who
are about to terminate from treatment are all likely to have
high levels of missed medications. Thus, the already grim data
on missed medications presented in the Findings Section, would
be even grimmer if there were less missing information.

Patients who were coded as "blank" as regards number of urines
sampled in at least two of three months in the guarter were
allowed to enter the missed medieations indices, if missed med~
ications information was available. The reasoning was that no
inference about actual number of urines submitted could be made
on the basis of missing information.

Because, as described above, our definition of operational

retention was based on number of missed medications, some patients
who had been operationally terminated might continue to appear

on the urine tape, if they continued to miss more than 20
medications. These patients were ‘excluded even from those missed
medications tables which did not directly involve the retention
variable, on the grounds that it was illogical to continue to
represent as treated patients previously defined as operationally
terminated. However, those for whom no operational retention
data were available were included in those missed medication

tables which did not involve retention.



3. Morphine positives

Those patients who were operationally terminated in the first
or second month of any year in treatment are, as in the missed
medications variables, missing from the tables relating to mor-
phine positives. Similarly, those patients whose periods of
inactivity extended for one full year in "treatment,” are also
excluded. Patients who submitted fewer than 5 urine samples in
three, or at least two out of three, months are also excluded.
Finally, of necessity, those patients with blanks in all three
months of the guarter are also missing. (But those lacking
retention data were included, in the tables not involving the
retention variable, as long as the morphine information was
adequate.) Like the missing information re. missed medications,
the missing information about morphine positives would, if pres-
ent, probably serve to inflate the proportion of patients with
many morphine positives. However, as discussed in the Findings
Section, the morphine positives measure is suspect on even more

serious grounds.

4. Employment

There are 281 patients who are missing total employment data.
It seems reasonable to assume that moxe than half of those patients
were unemployed or employed for only a short periocd of time,
because the counselor is probably often apt to find out about
information when it exists. However, some of those patients
whose activities are unknown to the counselor may be unknown
precisely because they are employed full-time, and hence un-

available for counseling during the daytime hours.



5. Criminal Behavior

For the period of onset of addiction2 to entry into the pro-
gram, a rate is first computed for each individual, according to

the following formula:

Charge Rate = Total number of charges in period X 100///.0833

Total number of months in period

Thus, adjustment is made for the fact that the length of the onset-
to-entry period varies by jndividual, because the first step is

to compute a separate rate for each person. An individual with

6 charges over an onset-to-entry period of 6 years (72 months} has
a rate of 100, just as an individual with 4 charges over an onset-
entry period of 4 years (48 months) does. This method of com-
puting charge rates avoids thé'difficulty of the "man-years”
method, in which the numerator and denominator are arrived at
separately. The purpose of the introduction of .0833 into the
above formula was to make a charge rate of one arrest per year
equal to 100.

For each of the yearly time periods, the rate is again first
computed for each individual. The formula is simply number of
charges x 100. Thus a person who -had one charge in the year
before entry would have a rate of 100 in that period. Again,
the "man/years” method is avoided. Charge rates for categories
of patients are formed by adding the individual charge rates and

dividing by the number of persons in the category.

2. Age at onset of addiction is determined by answer to the gques-
tion: "How old was the patient when he first used heroin or
other opiates daily?"



Patients for whom no age of onset of addiction could be
established constitute missing data in the onset-to-entry rate.
Administrative oversight also resulted in missing data in all
time periods, for some patients. A small number of cases were
marked by the police department as “out of file" and these also
contributed to the missing data category. (This is to be dis~
tinguished from cases with no B-numbers, or marked "no records
in file,® who contribute a score of 0 to the charge rates in all
time periocds.) Thus, 187 patients altogether are missing from
cohorts one and two inhglk the charts Eearing on criminal be-
havior. BAn additional 130 are missing from cohort two in the
two year after entry cells.

Separate requests for information about patients in the
first cohort were made at three, and in some cases four, dif-
ferent times: The impact of collecting the data at several dif-
ferent time periods on the reported charge rate is analyzed in

the text.



Appendix B

Information on Cases Missing from Tables in Text

General Points:

1. Fifty-one deceased patients treated in the Brooklyn
clinic are excluded from all tables based on this pop-
ulation.

2. Patients appear only in those treatment years during which
they remain operationally retained.

3. In each table those who have data on all the relevant

variables are included in that table even if operational
retention can not be computed for them.

Table 1: Demographic Characteristics of Brooklyn and Harlem Treat-
ment Populations

Table 2

Drug Use and Criminal Characteristics of Brooklyn and
Harlem Populations

Table 3: Operational Retention by Cohort and Age at Admission
44 patients for whom operational retention could not be
computed and 3 for whom age at admission is unknown are
excluded from this table.

Table 4: Operational Retention by Cohort and Age of First Daily
Heroin Use
44 patients for whom operational retention could not be
computed and 2 whose age of first daily heroin use is
unknown are excluded from this table.

Table 5: Operational Retention by Cohort and Highest Grade Com-
pleted
44 patients for whom operational retention could not be
computed and 5 whose highest grade completed is unknown
are excluded from this table.

Table 6: Operational Retention by Cohort and Ethnic Group
44 patients for whom operational retention could not be
computed are excluded from this table.
2 patients of Spanish-American descent and 11 falling
into a residual "other" category are excluded from this
table.

mable 7: Distribution of Patients Who Started and Eventually Com-
pleted Detoxification Sequence by Program Month and Cohort
This table is based on a 50 percent sample of those who
began a detox sequence whether or not it was later completed.



Table 8:

Table 9:

Table 10:

Table 1ll:

Table 12:

Table 13:

Table 14:

Distribution of Patients Who Completed Detoxification
Sequence by Year in Treatment and Cohort

This table is based on a 50 percent sample of those who
began a detox sequence whether or not it was later com-
pleted.

Length of Retention Following Detoxification by Cohort
for Patients Who Completed Detoxification Only

This table is based on a 50 percent sample of those who
began a detox sequence whether or not it was later com-
pleted.

Distribution of Official and Operational Retention for
all Harlem Patients

15 patients for whom official retention and 15 for whom
operational retention could not be computed are excluded
from this table.

Missed Medication by Operational Retention and Year in
Treatment for Patients in First Cohort

23 patients for whom operational retention could not be
computed are excluded from all years in treatment.

23 patients for their first year in treatment, 5 for their
gecond, 11 for their third and 2% for their fourth whose
proportion of medications missed could not be computed are
excluded from this table.

Distribution of Missed Medications by Year in Treatment
for Harlem Patients

50 patients in their first year of treatment and 18 in
their second whose proportion of missed medication could
not be computed are excluded from this table.

Morphine Positives by Year in Treatment

301 in their first year of treatment, 187 in their second,
143 in their third and 87 in their fourth whose proportion
of morphine positives could not be computed are excluded
from this table.

Morphine Positives by Operational Retention and Year in
Treatment for Patients in First Cohort

23 patients for whom operational retention could not be
computed are excluded from all years in treatment.

33 patients in their first year of treatment, 22 in their
second, 24 in their third and 16 in their fourth whose
proportion of morphine positives could not be computed
are excluded from this table.



Table 15:

Table 16:

Table 17:

Table 18:

Morphine Positives First Year in Treatment by Missed
Medications First Year in Treatment and Cohort

22 patients in the first cohort, 19 in the second and 36
in the third whose proportion of missed medications and
morphine positives could not be computed are excluded
from this table.

20 patients in the first cohort, 2 in the second and 2 in
+he third whose proportion of missed medication could not
be computed are excluded from this table.

25 patients in the first cohort, 108 in the second and 91
in the third whose proportion of morphine positives could
not be computed are excluded from this table.

Pre- and Post-Program Employment by Operational Retention
44 patients for whom operational retention could not be
computed are excluded from this table.

21 patients for whom employment one year before entry

is unknown are excluded from this table.

250 patients for whom post-program employment is unknown
are excluded from this table.

Mean Charge Rates of Patients Studied by Lukoff and Quatrone,
Based on Data Collected in 1972 and Data Collected in 1974.

Mean Charge Rates by Time Period, Type of Charge and Pre-
vious treatment Experience for Patients 5000~5202 in the
Harlem Clinic

Due to problems in securing data from the Bureau of
Criminal Identification and Office of Criminal Records
or question concerning the linkage of patients to data,
22 patients are excluded from all time periods.
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Appendix C

Information on Cases Missing from Appendix Tables Cl-C6

Table 1:

Table 2:

Table 3:

Table 4:

Table 5:

Table 6:

Distribution of Missed Medications by Year in Treatment
101 patients in their first year of treatment, 129

in their second, 139 in their third and %8 in their
fourth whose proportion of medications missed could not
be computed are excluded from this table.

Distribution of Missed Medications by Operational
Retention and Year in Treatment

44 patients for whom operational retention could not

be computed are excluded from all years in treatment.

66 patients in their first year of treatment, 88 in their
second, 98 in their third and 56 in their fourth whose
proportion of medications missed could not be computed
are excluded from this table.

Missed Medications by Operational Retention and Year

in Treatment for Patients in Second Cohort

11 patients for whom operational retention could not

be computed are excluded from all years in treatment.

12 patients in their first year of treatment, 27 in their
second, 50 in their third and 27 in their fourth whose
proportion of medications missed could not be computed
are excluded from this table.

Missed Medications by Operational Retention and Year

in Treatment for Patients in Third Cohort

10 patients for whom operational retention could not

be computed are excluded from all years in treatment.

31 patients in their first year of treatment, 51 in their
second and 36 in their third whose proportion of med-
ications missed could not be computed are excluded from
this table.,

Morphine Positives by Operational Retention and Year
in Treatment for Patients in Second Cohort

11 patients whose operational retention could not be
computed are excluded from all years in treatment.

118 patients in their first year of treatment, 75 in
their gecond, 44 in their third and 29 in their fourth
whose proportion of morphine positives could not be
computed are excluded from this table.

Morphine Positives by Operational Retention and Year
in Treatment for Patients in Third Cohort

10 patients whose operational retention could not be
computed are excluded from all years in treatment.

119 patients in their first years of treatment, 49 in
their second and 33 in their third whose proportion of
morphine positives could not be computed are excluded
from this table.
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Appendix Cl.

Distribution of Missed Medications
by Year in Treatment

Year in Treatment

Proportions First Second Third Fourth

of Medications

Missed N & N & N 3 N 3
i

0% 220 13 165 16 130 22 49 23

1l -~ 25% ‘ 809 49 550 55 306 52 115 55

26+% 637 38 296 29 150 26 45 22

1666 100 1011 100 586 100 209 100

x2 test for significance was not performed as year in treatment
categories are not mutually exclusive. :



Appendix éz

Distribution of Missed Medications by Operational

Proportion
of
Medications
Missed

0%
1-25%
26+ %

Proportion
of
Medications
Missed

0%
1-25%
26+%

Proportion
of
Medications
Missed

0%
1-25%
26+ %

Retention and Year in Treatment

First Cohort

Year in Treatment

First Year1

Length of Retention

1 - 12 13 - 24 25 - 36 37 or more
Months Months Months Months

N & N 3 §¥ & N 3
51 9 44 11 73 18 49 19
134 23 224 55 265 63 181 70
391 68 139 34 78 19 28 11

576 100 407 100 416 100 258 100

Second Year2

Length of Retention

13 - 24 25 - 36 37 or more
Months Months Months

» & ¥ & ® 3
35 10 65 17 64 25
139 38 255 65 156 62
188 52 72 18 34 13

362 100 3927100 254 100

Third Year3 ¥ourth Year

Length of Retention

25 -« 36 37 or more 37 or more

Months Months Months
N 3 .1 3 N 2
57 17 72 30 49 24
164 48 141 57 114 55
118 35 31 13 44 21

339 1007 244 100 207 100



Appendix C2 (Cont.)

1. x2 = 371.8, with 6 degrees of freedom, significant at .00l level.
2. X2 = 151.3, with 4 degrees of freedom, significant at .001 level.
3. x° =

39.9, with 2 degrees of freedom, significant at .001 level.



Appendix C3

Missed Medications by Operational Retention and
Year in Treatment for Patients in Second Cohort

Proportion
of
Medications
Migged

0%
1 ~ 25%

26+%

Proportion
of
Medications
Missed

0%
1 - 25%

26+%

Proportion
of
Medications
Missed

Second Cohort

Year in Treatment

First Year

1

Operational Retention

1 - 12 13 - 24 25 - 36 37 or more
Months Months Months Months
N & N 3 N & N %
10 5 11 6 22 12 25 20
46 22 96 52 116 66 B7 67
157 73 76 42 40 22 16 13
213;3?0’ 183 100 178 100 128 100
Second Year2
Operational Retention
13 - 24 25 - 36 37 or more
Months Months Months
N & ¥ & N 3}
12 7 31 18 34 28
68 39 104 62 73 60
94 54 33 20 15 12
174 100 168 100 122 100

Third Year3

Operational Retention

Fourth Year

Operational Retention

0%
1 - 25%

26+%

25 « 36 37 or more

37 or more

Months Months Months
N ¢ N 3 Noo%
22 16 32 28 29 28
68 48 76 65 48 47
50 36 8 7 25 28
140 1000 116 100 102 100



appendix C3 (Cont.)

1. X2 = 169.4, with 6 degrees of freedom, significant at the .00l
level.

2. Xz = 80.7, with 4 degrees of freedom, significant at the .001
level.

3. x2 = 30.7, with 2 degrees of freedom, significatn at the .001
level.



Appendix C4

Missed Medications by Operational Retention and
Year in Treatment for Patients in Third Cohort

Third Cohort

Year in Treatment

First Yearl

Operational Retention

Proportion 1 -12 13 - 24 25 - 36
of Manths Manths Months
Medications
Missed N 3 N % S |
0% 7 3 20 13 39 26
1 - 25% 6l 23 89 55 g8 690
26+% 187 74 51 32 21 14
265 100 160 100 148 100
Second Year2 Third Year

Operational Retention Operational Retention
Proportion 13 - 24 25 - 36 25 - 36
of Months Months Months
Medications
Missed N s N % N3
0% 17 14 28 21 27 24
1 - 25% 45 36 89 €5 63 56
264% 62 350 18 14 23 20

124 100 136 100 113 100
1. Xz = 171.4, with 4 degrees of freedom, significant at the LGOL

level.

2. X2 = 39.5, with 2 degrees of freedom, significant at +he .001

level.



Appendix C5

Morphine Positives by Operational Retention and
Year in Treatment for Patients in Second Cohort

Second Cohort

Year in Treatment

First Year1

Operational Retention

Proportion 1 - 12 13 - 24 25 - 36 37 or more
of Months Months Months Months
Morphine

Positives N 3 N 3 N 3 N 2
0% 28 21 48 28 82 48 45 36
1-25% 27 21 49 29 39 23 39 31
26-50% 26 20 30 18 32 19 15 12
51+% 50 38 43 25 17 10 26 21

131 100° 170° 100" 170 100 125 100°

. 2
Lecond Year

Operational Retention

Proportion 13 - 24 25 - 36 37 or more
of Months Months Months
Morphine

Positives N 3 N 3 N %
0% 84 63 125 76 90 76
1-25% 30 22 32 20 21 18
26-50% 11 8 3 2 4 3
51+% 10 7 4 2 3 3

135 100  164-100 118 100"

Third Year3 . Fourth Year

Operaticnal Retention

Proportion 25 = 36 37 or more 37 or more
of Months Months Months
Morphine

Positives N 3 N 3 N %
0% 106 76 97 78 64 64
1-25% 36 21 25 20 26 26
26-50% 3 2 2 P 9 9
51+% 1 1l - - 1 1

1407 100" 124 100 100 100°



1. X
2. x

3. x

i

#

Appendix 5 (Cont.)

51,2, with 98 degrees of freedom, significant at .001 level.
15.8, with 6 degrees of freedom, significant at .05 level.

.01, with 3 degrees of freedom, not significant.

\_/



Morphine Positives by Operational Retention and
Year in Treatment for Patients in Third Cohort

Proportion
of
Mcrphine
Positives

03
1-25%
26-50%
51+%

Proportion
of
Morphine

Pogitives

0%
1-25%
25~50%
51+%

Proportion
of
Morphine
Positives

0%
1-25%
25-50%
51+%

Appendix C6

Third Cohort

Year in Treatment

First Yearl
1 - 12 13 - 24 25 - 36
Months Months Months
N & N & N 3
109 59 111 72 105 71
38 21 35 22 39 27
18 10 7 4 1 1l
18 10 3 2 1 1
183100 156 100 146 100°
2
Second Year
13 - 24 25 - 36
Months Menths
N 3 N 2
105 84 100 74
15 12 29 21
3 2 5 4
2 2 2 1
125 100 136 100

Third Year

25 - 36
Months
N 3
71 61
33 29
8 7
303

115 100

ey



Appendix C6 (Cont.)

35.2, with 6 degress of freedom, significant at .001 level. M
A

4.6, with 3 degrees of freedom, not significant.



Chart lﬁ

Chart 2:

Chart 3:

Chart 4:

Chart 5:

Chart 6:

Information on Cases Missing From Charts

Distribution of Official and Operational Retention for

All Patients and for Each Cohort

17 patients in the first admission cohort, 3 in the second
and 6 in the third for whom official retention could not

be calculated are excluded from this chart.

23 patients in the first admission c¢ohort, 11 in the second
and 10 in the third for whom operational retention could
not be calculated are excluded from this chart.

Proportion of Patients Who Missed Medication 26 or More
Per Cent:of the Time by Year in Treatment: For All
Patients

101 patients in their first year of treatment, 129 in
their second, 139 in their third and 98 in their fourth
whose proportion of medications missed could not be com-
puted are excluded from this chart.

Proportion of Patients Who Missed Medication 26 or More
Per Cent of the Time by Year in Treatment: For Those
Retained Three or More Years Only

44 patients for whom operational retention could not

be computed are excluded from all years in treatment.

66 patients in their first year of treatment, 88 in their
gecond, 98 in their third and 56 in their fourth whose
proportion of medications missed could not be computed
are excluded from this chart.

Distribution of Post Program Employment for All Patients
and For Each Cohort

38 patients in the first admission cohort, 99 in the second
and 144 in the third for whom post program employment is
unknown are excluded f£rom this table.

Mean Charge Rate by Type of Charge and Time Period for
Patients in the First and Second Cohorts

Due to problems in securing data from the Bureau of
Criminal Identification and Office of Criminal Records
or question concerning the linkage of patients to data:
187 patients are excluded from Onset to Entry, One Year
Before and One Year After time periods and 317 from the
Two Year After time period. Information for the Three
Year After was requested for only the first cohort;

66 are excluded for the reasons cited above.

Mean Charge Rate by Type of Charge, Time Pericd and Cchort.
Due to problems in securing data from the Bureau of
Criminal Identification and Office of Criminal Records or
question concerning the linkage of patients to data:

66 patients in the first cohort are excluded from all

time periods; 121 patients in the second cohort are
excluded from all time periods except Two Years After

from which 251 are excluded.



Chart 7:

Chart 8:

Chart 9:

Mean Charge Rate by Type of Charge, Time Period and Oper-
ational Retention for Patients in the First Cohort
ue to problems in securing data from the Bureau of
riminal Identification and Office of Criminal Recoxds or
guestion concerning the linkage of patients to data:
6 patients retained 1-12 months, 2 retained 13-24 months,
7 retained 25-36 months and 5 retained 37 or more months
are excluded from all time periods.

Mean Charge Rate by Type of Charge, Time Period and Oper-
ational Retention for Patients in the Second Cohort

Due to problems in securing data from the Bureau of
Criminal Tdentification and Office of Criminal Records or
question concerning the linkage of patients to data:

26 patients retained 1-12 months, 28 retained 13-24
months, 39 retained 25-36 months, and 1l retained 37 or
more months are excluded from all time periods except

Two Years After, from which 60, 66, 79 and 29 are excluded
from the four retention groups.

Mean Charge Rate by Type of Charge and Time Period for
Patients 5000-5202 in the Harlem Clinic

Due to problems in securing data from the Bureau oI
Criminal Tdentification and Office of Criminal Records or
question concerning the linkage of patients to data:

22 patients are excluded from all time periods.



