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INTRODUCTION

We started the research project reported here with one question in mind:
can new technologies be used to reduce significantly the costs and pains of
needed social changes and to accelerate their pace? Recognizing that reme-
dial social change is usually slow, expensive, and tortuous, we examined six
“cases,” not so much in order to study these particular ones, but rather to
gain an insight into the opportunities and limitations of technological
shortcuts. The cases examined include two medical ones (methadone for
heroin addiction, antabuse for alcoholism); an educational one (instruc-
tional television—ITV); one dealing with violent crimes (gun control); one
dealing with highway safety (the breath test), and one dealing with the pop-
ulation explosion (IUD).1

We came up with two partial answers. One pertains to the conditions
under which shortcuts can be effected, since the general answer has turned
out to be not a matter of “yes” or “no,” but rather one of degrees and spec-
ifications (i.e., all shortcuts which “work” are much more effective for some
subpopulations than for others). Second, we learned something about a
question we had not thought about asking: under what conditions, and to
what extent, can one answer such questions as ours regarding the efficacy of
a social solution? It was not only that we were hampered again and again by
our own shortcomings, i.e., our limited capacity to gather, absorb, and ana-
lyze information from a large variety of sources and disciplines, but that we
saw the great difficulties of those we observed—experts, political leaders,
“think tanks,” governments—in making informed, relative, rational choices.

This book is, hence, at one and the same time, a substantive treatment
of one issue—the uses of technology to solve social problems—and a treat-
ment of the conditions the “actors” facing the same question encounter
when they try to solve it for themselves.

! The report on the IUD (Intra-Uterine Device) is being completed by Sarajane Heidt
and will be published independently. This part of the study is supported by the Population
Council. As there are several fine summary works on instructional television, we return to
this case only in the Conclusion. See the Conclusion, p. 179 also for references to these works.



Technological Shortcuts to Social Change
TECHNOLOGIES

We mean by technology a set or system of tools, techniques, and the
knowledge their use requires.

Technologies extend or replace human capacity. Of those we deal with
here, the use of machines for teaching instead of actual instructors (ITV) is
the clearest example.

Merrill defines our subject as:

Technologies are bodies of skills, knowledge, and procedures for making, using,
and doing useful things. They are techniques, means for accomplishing recog-
nized purposes.?

Webster defines technology as follows:

1. The terminology of a particular subject: technical language 2a: the science
of the application of knowledge to practical purposes: applied science [the
great American achievement has been . . . less in science itself than in~ and
engineering—Max Lerner] b (1): the application of scientific knowledge to
practical purposes in a particular field [studies are also made of polymeric mate-
rials to dental~—Report: Nat’'l Bureau of Standards] (2): a technical method
of achieving a practical purpose [a~ for extracting petroleum from shale] 3:
the totality of the means employed by a people to provide itself with the objects
of material culture.3

However, as Merrill notes, “There are techniques for every conceivable
human activity and purpose. The concept of technology centers on proces-
ses that are primarily biological and physical rather than on psychological
or social processes.”*

In contrast to science, especially fundamental research, technology fo-
cuses more on objects, less on symbols; more on service and applied objec-
tives, less on discovering fundamental generalities. Most commonly, we
think about technologies as extending our capacities, usually in terms of our
muscles (historically most machines have served this purpose); and more re-
cently as means of aiding our nervous system, our preceptive and integrative
capacities (with communications equipment and computers).

In 1966 Alvin M. Weinberg, then Director of the Oak Ridge National
Laboratory, inquired,

In view of the simplicity of technological engineering, and the complexity of

2 Robert S. Merrill, “The Study of Technology,” Encyclopedia of Social Sciences, Vol.
15, p. 577.

3 Webster's Third New International Dictionary of the English Language Unabridged
(G. and C. Neiman, Co., 1961).

¢ Merrill, op. cit., p. 577.
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social engineering, to what extent can social problems be circumvented by re-
ducing them to technological problems? Can we identify Quick Technological
Fixes for profound and almost infinitely complicated social problems, “fixes”
that are within the grasp of modern technology, and which would either elimi-
nate the original social problem without requiring a change in the individual’s
social attitudes, or would so alter the problem as to make its resolution more
feasible?s

Specifically, the question of the feasibility and effectiveness of technological
shortcuts is that of the ability to use technologies significantly in handling
the kind of domestic problems the society now faces. Can the teaching of the
disadvantaged, for instance, be turned over to machines; or the treatment of
drug addicts? Few would question that some marginal aspects of these prob-
lems can be so handled; say, a slide projector as a teaching aid. But what
about the core of teaching? Social work? Mental health? Crime control?
How much help can we gain here?

In trying to answer this question, it seemed useful to us to separate two
kinds of domestic problems. Some are manifestly “technological,” in the
realm of objects, and we see little reason even to question that technological
development would make a difference. The problem of limiting atmos-
pheric pollution by eliminating the most harmful components from the
emissions of automobiles and industrial plants, for instance, is primarily a
technological problem requiring a technological solution.

The second kind of domestic problem, concerned with the realm of
human action, is basically located in people, not in objects (e.g., alcoholism,
drug addiction, lack of education). These problems seem to require handling
by a person, a teacher, a nurse, a psychotherapist. Can technology help here
in a significant way, we ask?

We chose the technologies to be studied in terms of their relevance to the
problems our society faces, particularly alcoholism, drug addiction, crime
control, population control, the overloading of educational systems, and
highway safety. It is not surprising that we found ourselves dealing more
often with biological techniques than with physical ones, as this is the area
in which involvement with human beings is most direct, and where science
is currently making much progress.

Accordingly, three of the technological solutions studied are “medical”
in one sense or another: methadone (to curb heroin addiction), antabuse
(to fight alcoholism), and IUD to curb population growth. All have to be in-
troduced into the human body; two are drugs; and one is a tool. All do not
treat the personality or require its restructuring. This is the source of the

S Alvin M. Weinberg, “Can Technology Replace Social Engineering?” The University
of Chicago Magazine, Vol. LIX, No. 1 (October 1966}, pp. 6-7.

3
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potential economy provided by these “shortcuts.” While it is not agreed what
are the sources of addiction or of preferences regarding family size—whether
they rest in early childhood, peers, group influence, or subcultural values—
it is widely recognized that it is very difficult to change a large number of
personalities in a calculated and useful way. (As this is an essential point in
our discussion, we shall return to it below.) As very large numbers of people
are involved in the relevant domestic problems (e.g., 9 million alcoholics in
the United States), if a “mechanical” insertion could solve or significantly re-
duce any of these domestic problems, the economy would obviously be enor-
mous. The image of treating polio or Parkinson’s disease with and without a
drug is indicative of the economies suggested. Unfortunately this is not “as
simple” as it sounds, but then nothing is.

One of the examined technologies, instructional television (ITV), is
clearly analogous to other uses of technology, only it replaces not animal or
human muscles, but the entire physical presence of a teacher. Additionally
as ITV never tires, gets angry, rarely breaks down, does not mind repeating
a lesson a number of times, and can teach the same lesson to ten, a hundred
or a million people, the potential economy is obviously large. But can it
handle a significant part of the teacher’s human, personal interaction with
students?

We also deal with automobile safety which is in part “pure” engineering
and in part is a “medical” technological problem.

Crime control involves a manner of solving problems which may well
become more common—the treatment consists of removing an existing tech-
nology rather than introducing a new one.

The second general issue, which we were aware of but did not plan to
study here,” was the way information about the value of a technology is gen-
erated, assessed, and used. This question can hardly be separated from ours
as almost never is there a clear answer if a technology “works” or not, and
the decision if it “works” is much affected by the societal context in which
knowledge is produced, communicated and used. Thus we found it neces-
sary to give considerable attention to this issue.

® New York Times, February 19, 1972.
7See Amitai Etzioni, The Active Society (New York: The Free Press, 1968), chapters
6-9 for a previous discussion.



METHADONE:
A SHORTCUT
FOR THE TREATMENT
OF HEROIN ADDICTION?

INTRODUCTION

Methadone is a long-acting narcotic which, given in sufficient doses, is
reported to block the euphorigenic effects of heroin and other opiates. The
drug has long been used in small doses or rapidly decreasing doses for with-
drawal treatment of drug addicts. Only recently, prolonged, relatively high-
dosage maintenance on methadone has been medically attempted in order to
keep people off heroin, as distinct from just getting them to break the habit
of using it.

The pioneering work with methadone as a maintenance drug was con-
ducted by Dr. Vincent Dole and Dr. Marie Nyswander. The program was
launched at Rockefeller University with a grant from the New York City
Health Research Council and later continued at Beth Israel Medical Center
under other grants. By mid-1972, methadone maintenance programs were
operating in most of the major cities in the United States.

1 The use of methadone as a therapy for heroin addiction is discussed in Nat Hentoff,
A Doctor Among the Addicts (New York: Rand McNally and Co., 1968), and Gertrude
Samuels, “Methadone—Fighting Fire With Fire,” New York Times, October 15, 1967. For a
comparative description of a methadone treatment program and seven other therapy pro-
grams, see Judith Calof, 4 Study of Voluntary Treatment Programs for Narcotic Addicts,
2 pts. (New York: Community Service Society of New York, 1969). For a review of the medi-
cal and legal controversy surrounding methadone maintenance see Paul D. Gewirtz, “Metha-
done Maintenance for Heroin Addicts,” The Yale Law Review, Vol. 78, No. 7 (June 1969),
pp. 1175-1211. An examination of the nature and effects of the effort to control addiction
through legal penalties, which has prevailed in the United States since the 1920s, is pro-
vided by Alfred R. Lindesmith, The Addict and the Law (Bloomington, Indiana: Indiana
University Press, 1964).
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Methadone has its advocates and its critics. Drs. Dole and Nyswander,
and Dr. Frances Gearing, who conducted an evaluation of their findings?
hold that methadone maintenance is an effective means of returning a her-
oin addict to a relatively normal life-style; persons on methadone are re-
ported to hold jobs, study, and support their families, including hundreds
who did not do so when they were on heroin. The reasons given by metha-
done’s proponents for the drug’s efficiency relate to several characteristics
that seem to distinguish it from heroin: methadone is longer acting, and the
patient does not continually require larger doses in order to avoid with-
drawal symptoms.? Since the effects of methadone last up to thirty hours,
rather than the four to six hours characteristic of heroin, it can be adminis-
tered daily on an out-patient basis under close observation at hospitals or
clinics. From a psychological viewpoint, the methadone “high” is said to be
stable, not to fluctuate as a heroin “high” reputedly does. The drug’s pro-
ponents also suggest that the dosage required to block the effects of heroin
and avoid withdrawal symptoms remains stable and apparently has no de-
bilitating effects. There are no reports that methadone has the physiologi-
cally harmful effects heroin is alleged to have. A patient can be maintained
on methadone for long periods of time, perhaps indefinitely.

The methadone maintenance program has aroused considerable criti-
cism, much of it based on the idea that addiction to heroin is frequently a
consequence of an individual’s pre-existing psychological disorder. From this
perspective methadone maintenance seems merely to replace one means of
avoiding, or masking, the fundamental difficulty with another. For example,
Dr. Robert Baird, Director of the Haven Clinic for narcotic addicts in Har-
lem, has described the use of methadone as being like “giving the alcoholic
in the Bowery bourbon instead of whiskey in an attempt to get him off his
alcoholism.””¢ Similarly an ex-addict and staff member of Synanon, a thera-
peutic community for addicts, asked “what has happened to him [the metha-
done patient] psychologically as he sucks on this orange juice and metha-
done? Does he magically no longer have the emotional nature of a drug
addict? I would contend that he remains an addictive personality unless
something else takes place.”s

2 Frances R. Gearing, “Evaluation of Methadone Maintenance Treatment for Heroin
Addiction: A Progress Report,” mimeographed (New York: School of Public Health and
Administrative Medicine, Columbia University, November, 1969).

2 Vincent P. Dole and Marie E. Nyswander, “Rehabilitation of Heroin Addicts After
Blockade with Methadone,” New York State Journal of Medicine, Vol. 66 (August 1, 1966),
p. 2015.

¢ New York Times, February 16, 1966.

5 Lewis Yablonsky, “Stoned on Methadone,” The New Republic, Vol. 155 (August 13,
1966), p. 14.
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In view of the rise in illegal drug use that has occurred in the United
States in the last two decades, the possible development of a means of fore-
stalling many heroin addicts from committing crimes in order to support
their habits, and possibly dying of overdoses, and of permitting them instead
to lead relatively normal, productive lives (even though still addicted to nar-
cotics) calls for careful examination. This is particularly so because the pro-
posed procedure is quite drastic—the maintenance of a large population on
narcotics, possibly for the rest of their lives. Such a step is held to be desirable
only because the apparent alternative—high and rising rates of heroin-
induced deaths and crimes—seems worse.

We will initially review the procedures and reported results of the Dole-
Nyswander project itself, then examine the results of other comparable
methadone maintenance projects, and the findings of an independent eval-
uation of the Dole-Nyswander project. Finally, we will consider some of the
processes by which the methadone maintenance program began to attract
support to its means of handling heroin addiction.

We will be concerned initially with the methadone program’s “effec-
tiveness” in a broad sense—clarifying whether methadone maintenance
achieves the results its supporters claim. Subsequently, we will begin to spec-
ify the interpretation of “effectiveness” by raising the question of the me-
chanisms by which the Dole-Nyswander program achieves its results—inferen-
tially, the question of costs, or efficiency.

THE MAINTENANCE PROGRAM: AN OVERVIEW

Volunteer patients were initially admitted to the Dole-Nyswander
Methadone Maintenance Treatment Project (MMTP) in accordance with
the following criteria, which were intended to ensure that only “real” addicts
would be included:

1. Minimum age at twenty years old;

2. A primary addiction to heroin for at least five years;

3. A history of previous arrests and convictions;

4. A history of previous failures to “kick the habit”;

5. Residence in New York City;

6. No evidence of overt major psychiatric or medical problems;

7. Willingness to sign an informed consent form for participation in a
long-term medical treatment.®

More recently, as the program has expanded, the entrance requirements re-

¢ Gearing, op. cit., p. 2.



Technological Shortcuts to Social Change

lating to the applicant’s having a previous history of arrests and convictions
has been dropped, the period of prior addiction has been reduced to two
years, and the age limit has been lowered to eighteen.

The Dole-Nyswander methadone program itself was initially set up in
three phases.” The first phase was a six-week period of hospitalization. It was
in the hospital that the addicts were introduced to oral methadone and
their doses gradually increased from small doses (10 to 20 mg. per day) to a
level high enough to block the effects of heroin (80 to 100 mg. per day). The
drug was first given in divided doses, morning and night, which were grad-
ually increased and decreased respectively until there was one morning dose
only. This was designed to reassure the patient that he was being adequately
medicated.® In the hospital patients were also given extensive medical check-
ups and care. Near the end of the hospital stay, the patient began to work
with a _ounselor to find a suitable place to live after discharge from the hos-
pital. Recently, however, the MMTP has started inducting the majority of
its patients on an ambulatory basis, without an initial hospitalization. Phase
two begins with the transition from in-patient to out-patient. The patient
returns to the clinic daily for his methadone while he begins seeking a job
with the help of a program counselor, or continuing his education. The
third phase is reached when the patient is considered a “functioning, self-
supporting individual in the community”® for a year. His methadone med-
ication is continuing, possibly at a more convenient clinic.

The question about why withdrawal of methadone does not take place
at this point, or when it is planned, is answered by Dr. Nyswander in the
following manner:

Our feeling is that it is too soon to attempt it. These people have long been
losers in life. They have wasted years of their youth and of their prime because
of their addiction. They have now spent up to three years making up the
deficit and achieving personal and social stability. If, as we believe, the under-
lying problem is metabolic, removal of methadone could be disastrous to these
individuals. We are not yet ready to take this risk.10

In 1969 when the methadone program was being examined by the Bureau of
Narcotics and Dangerous Drugs, Dr. Dole is reported to have indicated that

" Vincent P. Dole and Marie Nyswander, “A Medical Treatment for Diacetylmorphine
(Heroin) Addiction: A Clinical Trial with Methadone Hydrochloride,” Journal of the
American Medical Association (JAMA), Vol. 193 (August 23, 1965), pp. 646-650.

8 Marie Nyswander, “From Drug Addict to Patient,” The Bulletin (NYSDE), Vol. 9
(May, 1967), p. 7.

® Marie Nyswander, “The Methadone Treatment of Heroin Addiction,” Hospital Prac-
tice, Vol. 2, No. 4 (April, 1967), reprint.

0 Ibid., p. 4.
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“so far as he is concerned . . . administration of the drug can go on indefi-
nitely. ‘It is totally refractive in its action; there is no pharmacological action.
... I think that is a separate question. It is not a part of whether these main-
tenance programs are useful in their present form.’ "1

The primary objectives of the MMTP are those of ending the patient’s
dependence upon heroin and facilitating his return to a relatively normal
and active style of life. As a means of checking the patient’s abstinence,
urine samples are collected frequently and analyzed for indications of her-
oin use.!> Records are also kept of each patient’s employment, attendance
at school, and of arrests and convictions.

The results of the MMTP have been reported in a series of articles by
Drs. Dole and Nyswander. The program has been generally presented as
very successful, with all of the patients who remained in the program (80
percent) stopping heroin use, and most of these patients (approximately 75
percent) becoming self-supporting citizens by the end of the second year of
treatment.!3 Although Drs. Dole and Nyswander presented encouraging re-
ports about the operation of the MMTP frequently at scientific meetings
and in medical journals, the project did not receive widespread support from
public authorities dealing with addicts for nearly three years, by which time
the procedure had been examined and replicated by several independent
investigators.

In April of 1965, in an article discussing the medical treatment of drug
addiction, Dr. Dole observed that “it is now possible to stabilize the phar-
macologic state of an addict by a long-acting synthetic agent; in proper dos-
age this removes the desperation of drug-seeking and the constant threat of
abstinence symptoms, without producing euphoria or excessive sedation.”
He went on to suggest that social rehabilitation rather than abstinence
from narcotics should be the initial goal of the medical treatment of addicts
and observed that “a stabilized addict should be more open to new inter-
ests.”14

1 “Program Developer Comments on Bureau Study,” Journal of the American Medical
Association, Vol. 208, No. 2 (April 14, 1969), p. 256. The suggestion that methadone is “en-
tirely refractive” in its action is disputed by W. R. Martin, “Commentary on the Second
National Conference on Methadone Treatment,” International Journal of the Addictions,
Vol. 5 (1970), p. 550.

2Vincent P. Dole, et al., “Detection of Narcotic Drugs, Tranquilizers, Amphetamines,
and Barbiturates in Urine,” Journal of the American Medical Association, Vol. 198, No. 4
(October 24, 1966).

18 Marie Nyswander, “Methadone Treatment of Heroin Addicts,” The Bulletin, Ameri-
can Psychiatric Association, The New York State District Branches, Vol. 9, No. 5 (January,
1967), p. 7.

“ Vincent P. Dole, “In the Course of Professional Practice,” New York State Journal
of Medicine, Vol. 65, No. 7 (April 1, 1965), p. 289.

9
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In August of 1965, in the methadone program’s first major report in a
medical journal, Drs. Dole and Nyswander discussed the progress of twenty-
two patients over a fifteen-month period.1® The authors report that stabi-
lizing the patients on methadone had “two useful effects: (1) relief of nar-
cotic hunger, and (2) induction of sufficient tolerance to block the euphoric
effect of an average illegal dose of diacetylmorphine. With this medication,
and a comprehensive program of rehabilitation, patients have shown
marked improvement; they have returned to school, obtained jobs, and have
become reconciled with their families.”’16

A table detailing the progress of the twenty-two patients indicated that
eleven of the twelve patients who have been in the program for at least three
months were employed or in school (See Table 1). The first patient listed is a
truck driver with an eighth-grade education whose “present activity” is pre-
paring for college. The report also noted that, although there had been
rare and sporadic instances of heroin use, in general the patients had no de-
sire for heroin and “have stopped dreaming about drugs, and seldom talk
about drugs when together.”17 The patients’ mental and neuromuscular
functions were reported to be unaffected (aside from a problem with consti-
pation) and ‘““as measured by social performance, these patients have ceased
to be addicts.”?8 Drs. Dole and Nyswander have reported few side effects of
extended maintenance on the drug; however, the possibility that large
numbers of people may use the drug throughout a major portion of their
lives suggests the relevance of continuing attention to this question.

The next step was to increase the population using the drug. In August
1966, Drs. Dole and Nyswander published a report on the progress of the
120 patients admitted to the MMTP during the first twenty-six months of
its operation.1® It was reported that while thirteen, or 11 percent, of the ad-
mitted patients had been dropped from the program—some for reasons
unrelated to the use of heroin—none of the remaining 107 patients had be-
come readdicted to heroin. “Before entering the program all patients had
been involved in illegal activities, and most had spent a considerable amount
of time in jail. . . . The records of these patients after stabilization on meth-
adone would compare favorably with any comparable group of nonaddicted

¥ Dole and Nyswander, “A Medical Treatment for Diacetylmorphine (Heroin) Addic-
tion,” pp. 646-650.

8 Ibid., p. 646.

¥Ibid., p. 649. The report does not indicate how the subjects of the patients’ conver-
sations were ascertained.

8 Ibid., p. 646. No formal measures of “social performance” are reported.

®ldem., “Rehabilitation of Heroin Addicts After Blockade with Methadone,” pp.
2011-2017.

10
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individuals of the same age and cultural distribution. The blockade treat-
ment, therefore, has virtually eliminated criminal activity.”20

The data presented to document this interpretation are unfortunately
limited. Two comparisons of rates of illegal action are implied: between the
program’s patients before and during treatment, and between the patients
during treatment and a comparable group of nonaddicted individuals. While
the report offers some information on the patients’ current level of illegal
activities (one patient has been convicted of a narcotics charge; “other pa-
tients” have been convicted of non-narcotic charges), it does not present
comparable data for the other side of either of the two implied comparisons.
A chart presented earlier in the report does indicate the number of times the
patients were arrested prior to treatment, but no data on these convictions
are provided for comparison with convictions of patients during treatment.
Similarly, no data are provided or referred to, which indicate rates of convic-
tion or illegal activities of any “comparable group of non-addicted individ-
uals. Nevertheless other sources have indicated that arrests decrease sharply
as the number of years patients are in the program rises. They fall from 20
percent in the year before admission to 6 percent during the first year, 3
percent the second year and 2 percent the third year of observation.2! These
indications of reduced criminality have contributed significantly to the
growth of support for the program. Additionally 71 percent of the seventy-
nine patients who had been in the program for three months or longer were
reported to be engaged in “socially useful activities” (58 percent were indi-
cated to have jobs, 9 percent to be attending school, and 4 percent to be com-
bining the two activities). It was suggested in conclusion that “at a conserva-
tive estimate the program has already saved the community 3 million
dollars,” exclusive of the savings associated with the reduced load on hos-
pitals, courts, jails, and the welfare system.22

INDEPENDENT CORROBORATION

Two sorts of data generated somewhat independently of the MMTP
itself illuminate the effectiveness of the Dole and Nyswander approach to

# Ibid., p. 2016. The Dole reports include many such ideological statements, without
any data. One reason seems to be that the program was under attack from law enforcement
authorities, who viewed methadone as just another narcotic, and some medical authorities,
who took a similar position. Interviews we conducted with Dole clearly indicated his sense
of being persecuted, and his desire for assistance from political leaders, especially Governor
Rockefeller (Dole’s work was conducted, in part, at the Rockefeller Institute), and finally
from the press and the public at large.

# Gearing, op. cit., Figure 11.

# Dole and Nyswander, “Rehabilitation of Heroin Addicts After Blockade with Metha-
done,” p. 2017.

11
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Technological Shortcuts to Social Change

heroin addiction; an evaluation of the Dole-Nyswander program conducted
by the Columbia University School of Public Health and Administrative
Medicine, which we will examine later, and reports from other methadone
projects. There are a number of reports based on independent investiga-
tions which have used methadone in approximately the same way as the
MMTP does. Still, because of the variation in the ways in which the projects
have been designed, it is difficult to compare results from any two tests or
studies. For instance, in the methadone maintenance projects reviewed be-
low there are critical variations, first in the characteristics of the groups of
addicts admitted to the different programs (some groups being primarily
criminals, others not), in the methadone dosages administered (most groups
receiving the high dosages which are suggested to block the effects of heroin,
one group being maintained on much lower dosages), and also in the way
“success” was defined and measured (three projects calling for the addict’s
abstinence from heroin use along with social rehabilitation—two of these
projects monitoring heroin use with urine tests—and one project defining
success mainly in terms of the patient’s behaviors other than drug-taking and
measuring these behaviors through an interview). It seems impossible to
combine all experimental results and determine any one figure as an index
of effectiveness. Of the studies that are reasonably comparable to the Dole-
Nyswander project, we will review two with substantial figures (one follow-
ing a group of 176 patients for periods up to five years, another following
a group of 32 patients up to three years) and two with few patients involved
(a one-year, nine-patient study, and a twenty-one-month, sixteen-patient
study). These independent investigations of methadone maintenance therapy
provide general support for the efficacy of the Dole-Nyswander approach,
although they vary a good deal in the degree and persuasiveness of that
support.

A small study was conducted by Dr. Alfred Freedman to compare the
effectiveness of methadone and cyclazocine (a synthetic analgesic used as
an antagonist to both the central and systemic effects of opiates).2? The
methadone segment of the program included sixteen volunteers who re-
ceived methadone orally. After an initial in-patient period, during which
patients are maintained on a 60-180 mg. daily dosage, patients were dis-
charged on a maintenance regimen of a single daily dose of methadone,
75~130 mg. daily. Nine patients returned to the hospital three times weekly
for twelve to twenty-one months.

2 Alfred M. Freedman, Max Fink, Robert Sharoff, and Arthur Zaks, “Cyclazocine and
Methadone in Narcotic Addiction,” Journal of the American Medical Association, Vol. 202,
No. 3 (October 16, 1967), pp. 119-122.
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Methadone

Freedman describes his goals in terms of a hierarchy on four levels:

1. Improved health and prevention of illness;

2. Increased participation in conventional activities such as satisfactory job
performance and relationships with family, friends, and community organiza-
tions;

3. Decreased participation in criminal activities, leading to their elimination;
and

4. Complete cure and maximal social functioning.24

The evaluation of the patients’ progress in the Journal of the American
Medical Association reads: “Their social adjustment has been equal to or
better than that on admission, as seven have worked steadily and one has
maintained his school enrollment.”?s Alcoholism and other mixed addic-
tions interrupted rehabilitation in three cases, and four other patients who
“had not had a satisfactory induction” quit the program. Thus nine out of
sixteen patients continued in the program for twelve to twenty-one months
and “within the limits of their own rehabilitation efforts, they have main-
tained themselves in the community without extending a life of crime or a
deterioration in social status.”26

Another small project was set up by Dr. Jerome Jaffe and Leon Brill to
test the Dole-Nyswander method with several variations.?” They wished to
establish a more flexible and less expensive procedure with fewer possibili-
ties for illicit distribution of methadone.?8 They eliminated the hospital stay
(except for one or two weeks in some cases), treated the addicts on an out-
patient basis, charged them part of the cost of their maintenance (the cost of
the methadone), and avoided inculcating any group spirit among their pa-
tients. They had nine volunteer patients and the program continued for one
year. For a time, weekday doses were taken under the supervision of Dr.
Jaffe, Saturday doses were given by local pharmacists, and only the Sunday
dose was self-administered. As the program continued, more of a role was
given to the local pharmacists.

2 Alfred M. Freedman, “Drug Addiction: An Eclectic View,” Journal of the American
Medical Association, Vol. 197, No. 11 (September 12, 1966), p. 157.

* Freedman, Fink, Sharoff, and Zaks, op. cit., p. 120.

* Ibid.

# Leon Brill, Jerome H. Jaffe, and David Laskowitz, “Pharmacological Approaches to
the Treatment of Narcotics Addiction: Patterns of Response,” Paper presented at the 29th
meeting of the National Academy of Sciences, National Research Council Committee on
Problems of Drug Dependence, February 16, 1967.

# When injected by a hypodermic needle, methadone is said to produce a “high”
comparable to that resulting from the use of heroin. The oral administration of methadone
seems to have a much weaker effect. Methadone is sold on the illegal drug market, although
currently it is believed to constitute only a small portion of the illegal drug traffic.
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Jaffe and Brill evaluate their patients in terms of vocational adjustment
—the ability to maintain a steady job as part of the community—and the
regulation of anti-social behavior—generally taken as involvement with the
law on other than narcotic possession charges, e.g., theft. The researchers
rate seven of their nine patients positive in these two areas.

Overall, the small numbers of patients involved suggest that these two
studies may, at best, be considered illustrative evidence. The first study re-
ported a lower rate of “successes” and a higher discharge rate than does the
MMTP. It should be noted, however, that three of the seven “failures” were
attributed to problems associated with mixed addictions (i.e., addictions in-
volving drugs other than heroin). The Dole-Nyswander program generally
does not accept individuals who use drugs other than heroin in significant
quantities—a limitation which may preclude treating a sizable segment of
the addict population.?® The second study reports a success rate more in
line with the MMTP data, which is based upon an atypical sample of ad-
dicts—they are reported to have “previous histories of social competence and
very little contact with the law enforcement agencies,”3° unlike the majority
of heroin addicts. This factor is of interest because it has been suggested
that the comparable success rate of the MMTP in prompting social rehabil-
itation is related to its selective admission of the most motivated and promis-
ing individuals in the addict population.

A larger maintenance program along the lines of the Dole-Nyswander
program was conducted in British Columbia by the Narcotic Addiction
Foundation under the direction of Dr. Robert Halliday. The use of meth-
adone for maintenance arose from the report of the Rolleston Committee
in Great Britain which concluded that patients might be maintained on
narcotics where it was clearly demonstrated that the patients had failed all
other attempts at cure and yet were capable of leading normal lives with a
certain minimum dosage and incapable of doing so without it. Cases where
discontinuance would lead to withdrawal symptoms too severe for the pa-
tient are also considered. Accordingly methadone maintenance in this con-
text meant a dosage level intended primarily to avoid withdrawal symptoms
rather than to attempt to block the effects of heroin.

Dr. Robert Halliday used two modes of treatment.3! The first is the
provision of decreasing doses of methadone—this is a withdrawal treatment.
The second is the provision of maintenance doses for an indeterminate

» “Methadone and Heroin Addiction: Rehabilitation Without a Cure,” Science, Vol.
168 (May 8, 1970), p. 686.

% Brill, Jaffe, and Laskowitz, op. cit., p. 5149.

3 Robert Halliday, “Management of the Narcotic Addict,” British Columbia Medical
Journal, Vol. 5 (October, 1963), pp. 412—415.
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length of time. Dr. Halliday and Dr. Ingeborg Paulus conducted this com-
parative maintenance and withdrawal program in Vancouver from 1959 to
1964.32 The withdrawal treatment involved the oral administration of meth-
adone in a hospital setting “over a 12-day period in doses diminishing from
10 mg. four times a day to 5 mg. twice a day, supplemented with tranquiliz-
ing medication where necessary.” The maintenance procedure was a daily
administration of up to 40 mg. of methadone orally continued “until it is
desirable or necessary to discontinue treatment.”3® The work was originally
done with 176 subjects, all voluntary, of whom 105 were withdrawn from
narcotics use entirely, and 71 were maintained on methadone. All were
street or criminal addict types according to the researchers. Those who were
maintained on methadone had all previously failed withdrawal treatments.
One hundred and fifty-three of the original group were contacted and inter-
viewed from one to five years after their first clinic contact. Progress was eval-
uated on a scale of rehabilitation again, rather than by abstinence. Reha-
bilitation, defined as the achievement of specific, measurable changes in a
patient’s life in accordance with the goals of the Foundation, aimed to:

Detoxify the addict and teach him to function without the aid of drugs;
. Enable him to secure or maintain work in an appropriate occupation;

. Diminish his involvement in criminal activities;

. Change his companions to non-drug users and non-delinquents; and
Guide him to act in a responsible way in his family.34

T 00 N =

To evaluate the various patients’ development, a precoded interview
schedule was used which probed, among other areas, the individual’s “work
(qualitatively and quantitatively); associations with criminal or near-crimi-
nal people; relationships with family; responsibility for dependents; devel-
opment of healthy social and recreational outlets (not necessarily judged on
middle-class standards); and development of useful insights into his psycho-
social conflicts.”35 The interviewers made judgments as to whether changes
in these and other areas, particularly drug usage, had occurred. They re-
ported that “some signs of positive change” were found in 41 percent of
those on the withdrawal program and 47 percent of those on the prolonged
maintenance program. Improvement was found more often among women
than among men in the withdrawal program (more women than men being

¥ Ingeborg Paulus and Robert Halliday, “Rehabilitation and the Narcotic Addict:
Results of a Comparative Methadone Withdrawal Program,” Canadian Medical Association
Journal, Vol. 96 (March 18, 1967), pp. 655-659.

3 Ibid.

% Ibid., p. 656.

% Ibid.
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drug-free after one year, 19 percent being reported as drug-free after two
years). In the maintenance program, older patients seemed less involved in
criminal activities than the younger ones (while the majority of the patients
were over thirty-years old, all who were in jail at the time of the interview
were under forty years of age).38 Paulus and Halliday consider long ambula-
tory maintenance with many supportive counseling interviews as very bene-
ficial for the group selected for this treatment. They note that “only mainte-
nance medication seems to keep the hard-core addicts from continuing the
in-and-out-of-jail pattern until death.””37

Although the composite nature of the measure of success used by Paulus
and Halliday limits its comparability to the MMTP’s several indices of
rehabilitation (employment, arrests, drug usage), the figure of 47 percent of
the patients reported as exhibiting “positive changes” seems roughly one-
third below the MMTP’s reported success rates (e.g., 74 percent of the pa-
tients employed two years after admission). The subjects in the Dole-Nyswan-
der and Paulus-Halliday projects are similar in several major respects: they
are older than the general addict population, they are volunteers, have
criminal records, and have failed previous withdrawal treatments. A major
reported difference in the Paulus and Halliday maintenance regimen was
the relatively lower dosage of methadone administered—40 mg. per day or
less. This dosage was lower than the MMTP dosage levels which are sug-
gested to block the effects of heroin. Since Paulus and Halliday indicated at
several points that their interest was in achieving social rehabilitation rather
than complete abstinence from drugs, and since they apparently did not use
urine tests to monitor for drug cheating, it seems possible that their patients
returned to the use of drugs more frequently than have the MM TP patients,
contributing to the lower reported success rate.

Another methadone maintenance study was set up by Drs. William F.
Wieland and Carl D. Chambers as part of the Philadelphia Narcotic Ad-
dict Rehabilitation Program.?® The study’s purpose was to test a variation
of the Dole-Nyswander maintenance program: the ambulatory induction of
patients. From August, 1966, to February, 1968, thirty-two “hard-core” her-
oin addicts were stabilized on methadone and remained in the program
through August, 1969. Thirteen patients were inducted as in-patients and
nineteen were initiated into the program as out-patients. Most patients re-
ceived methadone doses of 100-180 mg. daily and urine samples were taken
frequently as a check on the use of heroin and other drugs.

* Ibid., p. 657.

= Ibid., p. 658.

3 William F. Wieland and Carl D. Chambers, “Methadone Maintenance: A Com-
parison of Two Stabilization Techniques,” International Journal of the Addictions, No. 3,
1970, mimeographed.
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All of the patients were examined by a psychiatrist at induction and
again after an average period of twenty-four months in the program. “Marked
and sustained clinical improvement, as judged by global ratings of mood, at-
titude and emotional stability, was noted for 25 (78.19,) of these patients.”’s?
No significant differences in improvement were found between those pa-
tients who were admitted as in-patients and those admitted as out-patients.
The report provides no further specification of either the nature of the
psychological evaluation or of the results. Still, this observation is of interest
because psychological characterizations of methadone patients are fairly
scarce. The thirty-two reported job histories are also of interest in this regard
as they could reveal possible effects of methadone maintenance upon occupa-
tional capacity (see Table 2). However, no uniform effect upon functional
capacity is evident.

The authors report that the rate of employment among the pa-
tients rose from 34.4 percent at the time of induction to 78.1 percent after
maintenance with methadone. Seventy-seven percent of the patients who
had previously supported themselves illegally were reported to have secured
and maintained full-time legitimate employment.

Ninety percent of the patients reported that they had been arrested be-
fore entering the program and indicated an average of 8.6 arrests apiece.
After methadone maintenance began, 18.8 percent were arrested and these
individuals averaged one arrest apiece.

A comparison of the results for patients inducted on an ambulatory
basis with the results for those inducted as in-patients showed that in none of
the examined personal or social dimensions was rehabilitation significantly
related to the admission technique.

Of the two larger projects only the Wieland and Chambers study used
measurements of success that were comparable to those of the MMTP, and it
reported quite similar rates of success (78 percent of the patients employed,
81 percent arrest-free after two years,*® as compared with the MM TP’s rates
of 74 percent employed*! and 88 percent arrest-free? after two years). The
other, smaller, program that reported a similarly high success rate (seven
patients out of nine rated as successes) was also similar to the Wieland-Cham-
bers project and to the MMTP (and different from the two other reviewed

® Ibid., p. 6.

4 Wieland and Chambers, 0p. cit., pp. 14-15.

1 Marie Nyswander, “Methadone Treatment of Heroin Addicts,” The Bulletin, Ameri-
can Psychiatric Association (January, 1967), p. 7.

“Vincent P. Dole, Marie E. Nyswander, and Alan Warner, “Successful Treatment of
750 Criminal Addicts,” Journal of the American Medical Association, Vol. 206 (December
16, 1968), p. 2710.
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Table 2. The Primary Means of Support Before and After a Minimum of 20
Months of Methadone Maintenance

Subjects Primary Means of Support Current
Race Before After Earned Monthly
Age & Sex Treatment Treatment Income
In-patients
1. 38—WM Musician Musician 580
2. 26—NM Tllegal Machine Operator 385
3. 27-WM Illegal Clerical 320
4. 30—WM Mechanic Mechanic 600
5. 25—WM Welfare Welfare None
6: 26—NF Illegal Service 200
7. 22—WM Illegal Laborer 440
8. 37—WF Illegal Waitress 320
9. 21-WM Tllegal Laborer 525
10. 39—-NM Illegal Porter 330
11. 29—-NM Illegal Welfare None
12. 35—~WM Waiter Waiter 500
13. 28—NM Illegal Clerical 465
Totals 23.19, Employed 84.6%, Employed X Earned Income
(N=3) (N=11) $425
Out-patients
14. 32—WF N.LL.F. N.LL.F.—Spouse None
15. 23—WM Illegal Laborer 340
16. 41-WM Proprietor Proprietor 1,500
17. 28—WM Illegal Bartender 100
18. 23—WM Stevedore Stevedore 600
19. 21-WM Illegal Cook 400
20. 35—~WM Typesetter Typesetter 480
21. 39—-wWM Proprietor Bartender 430
22. 28—WM Tllegal Laborer 320
23. 52—WM Truck Driver Truck Driver 330
24. 37—-WM Skilled Manual Foreman 1000
25. 32—WM Sales Sales 700
26. 23—WF N.LLF, N.L.L.F.—~Family None
27. 30—WM Illegal Welfare None
28. 53—-WM Illegal Truck Driver 576
29. 39—-WM Illegal Welfare None
30. 34—WM Butcher Butcher 600
31. 37—-WM Illegal N.LL.F.—Spouse None
32. 41-WM Illegal Sales 450
Totals 42.19, Employed 73.79%, Employed X Earned Income
(N=8) (N =14) $600

Source: William F. Wieland, and Carl D. Chambers, “Methadone Maintenance: A Com-
parison of Two Stabilization Techniques,” International Journal of the Addictions, Vol. 5,
No. 4, Marcel Dekker, Inc., N.Y., 1970, pp. 645-659. Reprinted by courtesy of Marcel
Dekker, Inc.
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projects) in that it used urine tests to attempt to detect heroin cheating.
However, the patients in this project did not have criminal backgrounds, and
might be expected to continue their previous record of employment and free-
dom from involvement with the law while being maintained on methadone.
Of the two projects that reported comparatively lower success rates, the
larger Paulus-Halliday project (with a 47 percent success rate) differed from
the MMTP in that it did not treat abstinence from heroin use as a central
goal, and also used lower maintenance doses of methadone. On the other hand,
the project conducted by Freedman et al. with seven failures out of sixteen
admissions resembled the MMTP in that it used high methadone dosages
(60-180 mg. daily) and was concerned about heroin cheating. However, they
accepted patients who used alcohol, amphetamines, and barbiturates in ad-
dition to heroin, a type of patient which the MMTP avoids accepting. The
investigators suggest in conclusion that such patterns of drug usage are a
contraindicator to the use of methadone maintenance.4® Overall, although
the reviewed studies were not intended to be experimental replications of
the Dole-Nyswander project, and although the process of suggesting post-
facto explanations of the studies’ varying outcomes can easily be misleading,
the information provided by the reviewed methadone maintenance projects
appears to generally support, and not to be incompatible with, the reports
from the Dole-Nyswander project.

The second major source of data directly bearing on the effectiveness
of the MMTP, other than the reports of Drs. Dole and Nyswander and
other project personnel, are the reports prepared by the Methadone Evalua-
tion Unit of Columbia University School of Public Health and Adminis-
trative Medicine. These reports constitute an independent evaluation in the
sense that they check at several points the reliability of the MMTP’s data-
gathering procedures and also present the data in a manner intended to
facilitate the examination of its generalizability to the addict population at
large.

We will initially review the general outlines of the data provided in the
evaluation report and secondly consider several methodological problems
hindering the report’s attempt to present the data in the manner of an ex-
perimental report.

The evaluation report includes summarized data relating to the achieve-
ment of the objectives of the Dole-Nyswander project. The stated objectives
of the MMTP are:

1. To establish and maintain a level of methadone sufficient to produce a
blockade to the effects of heroin;

 Freedman, et al., 0p. cit., p. 120.
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2. To reduce anti-social behavior;
3. To increase productivity in a “hard-core” addict.44

With regard to the first objective the evaluation report notes that “none
of the patients who have remained in the program have become readdicted to
heroin.”#® The Wieland-Chambers report discussed above indicated that 28.1
percent (nine) of the patients in the Philadelphia methadone project were
detected by the urine test as occasional “cheaters” with heroin.¢ However
the evaluation of the Dole-Nyswander project includes no discussion of her-
oin cheating or of possible discharges for continued use of heroin, although
it does report a continuing problem with the abuse of other drugs and alco-
hol and the continuing discharge of individuals for these offenses up to
three years after admission.

The reported alcohol- and drug-abuse rates are of special interest be-
cause they provide a possible indication of ex-heroin addicts adopting al-
ternate means of handling psychological stress. As of September 15, 1969,
there had been 2,205 admissions and an 18 percent discharge rate (by Decem-
ber 1, 1971, there were 17,550 admissions and 82 percent retention rate and
14,400 patients in treatment?7). Of the 343 men who were discharged 48 per-
cent, or approximately half, were discharged for either drug abuse (30 percent)
or alcohol abuse (18 percent). While the number of individuals discharged
decreases for each successive year in the program (first year, 263; second year,
97; third year, 36) the proportion of those individuals discharged for drug or
alcohol abuse rises during the first year from 33 percent of all those who are
discharged to 64 percent in the second year, to 79 percent in the third year.
The observation that long-term attrition occurs primarily through abuse of
alcohol or of drugs would seem to suggest that for some individuals heroin
addiction may serve certain deep psychic needs.

With regard to the second goal, the reduction of anti-social behavior,
arrests appear to decrease with number of years in the program, from 20 per-
cent in the year before admission to 6 percent the first year, 3 percent the
second year, and 2 percent the third year. These data are open to a variety of
interpretations. They could reflect the effect of the suggested heroin block-
ade, or they may reflect the patient’s reduced need for heroin even if it is still
used occasionally. Additionally patients who have been arrested and con-

“ Frances R. Gearing, op. cit., pp. 1-2.

® Ibid., p. 9.

* Wieland and Chambers, op. cit., p. 11.

4 F. R. Gearing, “Methadone Maintenance Treatment Programs in New York City and
Westchester County: Progress Report for 1971—The Year of Expansion.” Submitted to New
York State Narcotics Addiction Control Commission, April 28, 1972. Mimeographed. See
Tables 1-A and 2-A.
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victed are dropped from the program so the more crime-prone patients are
progressively eliminated.

With regard to the program’s third goal, that of increasing productivity,
the report indicates that among a group of 990 men the percentage of those
employed or in school more than doubled in the first year, from 29 percent
on admission to 65 percent at twelve months, increased by approximately one-
sixth (from 65 percent to 74 percent) the second year, and increased again
by one-fourth to 92 percent by the end of the third year. The percentage of
men being supported by welfare or by their families falls 16 percentage
points (from 51 percent to 35 percent) in the last six months of the first year
(the first reported data), and then takes three times as long to fall a further
15 percentage points (from 35 percent to 20 percent in eighteen months).

An important question concerns the nature of the jobs held by metha-
done patients before and during methadone maintenance. This sort of infor-
mation provides an insight into the psychological capacities of individuals
being maintained on methadone. Two short comparative job listings are
available, a 1965 listing of twenty-two MMTP patients*® and a 1970 listing
of thirty-two patients in the Philadelphia Narcotic Addict Rehabilitation
Program.#® These listings do not reveal any change in the level of work skills
displayed by methadone patients. Additionally the New York State Motor
Vehicle Bureau has recently begun to permit methadone patients to obtain
driver’s licenses, altering an earlier attitude of reluctance to do so.

The objectives of the Methadone Evaluation Unit's reports are:

1. To describe the sample of volunteers accepted into the program in order
to attempt to delineate what portion of the addict population they represent;

2. To describe those who are dropped from the program with reasons for
drop-out in order to determine how these patients may differ from those who
remain in treatment;

3. To document reported information on all patients admitted to the pro-
gram through objective sources with regard to events prior to admission and to
document arrests, employment and school records as well as welfare status while
under treatment;

4. To maintain surveillance of urine testing in order to determine degree of
heroin use, as well as chronic abuse of barbiturates and amphetamines;

5. Selection of an appropriate contrast group to be followed in similar
fashion especially with regard to arrests and incarcerations.5¢

These five objectives may be seen to constitute specifications of two basic
areas of concern; assuring that the MMTP data provides a specific and ac-

“ Dole, ““A Medical Treatment for Diacetylmorphine (Heroin) Addiction,” p. 647.
“ Wieland and Chambers, op. cit., p. 9.
% Gearing, op. cit., p. 4.
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curate statement about events within the patient population, and estimat-
ing to what extent such a statement may be generalized to the addict
population at large. The report of the Methadone Evaluation Unit only
partially achieved these suggested objectives.

Objectives 3 and 4, which concerned “documenting reported informa-
tion” and maintaining ‘“‘surveillance of urine testing” respectively, focus
upon verifying the accuracy of data collected by the MMTP. While the
evaluation unit’s objective verification of the MMTP statistics did utilize
independent sources of information (e.g., police records and the Narcotics
Register), at several points the verification is based upon the data collected
by the project (e.g., employment record interviews and urine test examina-
tions) and actually constitutes a check upon the flow of information within
the MMTP. Objectives 1 and 2 may be seen to focus upon clarifying the gen-
erality of the MMTP’s findings in that they call respectively for the descrip-
tion of the program’s admitted patient population relative to the general
addict population and within the group of patients for the description of
those who are discharged—generally the failures—thus clarifying the rela-
tionship of whatever effect the program’s data reveal to the general addict
population. The evaluation report does clarify the skewed relationship of
the admitted patient population to the heroin addict population at large.
The patients in the MM TP may be seen to be disproportionately white and
older than the general population of heroin addicts as represented bv the
New York City Narcotics Register. MM TP patients in 1969 had a mean age
of thirty-three years and 67 percent of the patients were over the age of thirty,
while addicts on the Narcotics Register had a mean age of twenty-eight and
34 percent were over the age of thirty. Similarly the population of MMTP
patients was 39 percent white, 41 percent black, and 19 percent Puerto Rican
as compared to 25 percent white, 41 percent black, and 27 percent Puerto
Rican on the Narcotics Register.5!

There are some grounds for suggesting that by selecting a disproportion-
ately older group of addicts the MMTP has chosen patients who would re-
spond particularly well to many forms of treatment or perhaps achieve some
degree of rehabilitation without any specialized attention at all. It has been
observed by many investigators that there is a diminishing drug use with
advancing age, a process termed “the maturing-point process” by Winick.52

% Further data on both applicants to the program and those who are accepted, reflect-
ing the selectivity of admissions, is presented in Marvin Perkins and Harriet Bloch, “Survey
of a Methadone Maintenance Treatment Program,” The American Journal of Psychiatry,
Vol. 126 (April 1970), pp. 1389-1396.

% Charles Winick, “Maturing Out of Narcotic Addiction,” Bulletin on Narcotics, Vol.
14 (1962), p. 1.

24



Methadone

Similarly the observation that blacks display a somewhat lower probability
of staying in the MMTP than whites do might initially suggest that the dis-
proportionate number of whites in the patient population constitutes a bias-
ing factor in favor of the program’s success.

Inasmuch as the MMTP is an attempt to test the effectiveness of a par-
ticular approach to the social rehabilitation of heroin addicts—long-term
maintenance on high dosages of methadone supported by a variety of reha-
bilitative services—it is important that the program be able to demonstrate
that any observable change, and particularly apparent success, is due pri-
marily to the therapeutic regimen, and not to other, circumstantial, factors.

Objective 5, the selection of a contrast group, appears to be a response
to such considerations. The evaluation unit chose to collect information re-
lating to arrests from a contrast group, “matched by age and ethnic group
selected from the Detoxification Unit at Morris Bernstein Institute.” When
the arrest records of the MMTP patients and those of the contrast group are
compared over a six-year period they are roughly comparable up until the
third year, when the MMTP patients entered the treatment program, and
thereafter the arrest rate for MMTP patients declines sharply while that of
the contrast group remains stable.

While this rather limited and specialized approximation of the use of a
control group provides some helpful information, its significance may easily
be overemphasized as its utilization is limited to this single comparison and
there are serious problems with the equivalence of the two groups even
here.

While the two groups were matched with regard to race and age, they
may be seen to differ significantly in the probable motivations of the men
constituting them. While addicts frequently enter a detoxification unit in
order to prepare for court or a jail term, or simply to lower the cost of their
habit, an addict entering the methadone program usually has undergone an
extended waiting period and is apt to expect to remain on methadone for a
long time—perhaps a lifetime. The motivations underlying entrance into
these two forms of treatment seem likely to be significantly different. For the
purpose of evaluating the adequacy of the contrast group as an approxima-
tion to a control group it is sufficient to locate the contrast group’s limita-
tions. This in turn suggests that the report’s data essentially presents infor-
mation about an uncontrolled experiment and does not clearly distinguish
the causal factor (i.e., the MMTP program or its admissions criteria), nor
provide a comparative measure of its “effect” (although a comparison may
be inferred by reference to the lack of effectiveness of other rehabilitative
programs).

It should be noted however that these observations do not suggest any
reasons why the utilization of a more adequately matched control group
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would tend to alter the general impression of effectiveness gained from the
MMTP’s statistics,> although at present they do provide an imprecise pic-
ture of the causal sequence that is occurring.

The evaluation report is clearest while demonstrating the MMTP’s
achievement in promoting employment, and reducing arrests among for-
mer heroin addicts. On the other hand, while it does present material that
might be used as a basis for speculating about the precise means by which
these effects have been achieved (i.e., data on the characteristics of the dis-
charged patients—the failures—and the continuing patients—generally the
successes), it does not attempt any interpretation of this data. The nearest
the report comes to considering an interpretation or explanation of how the
program achieves its results is its use of the contrast group in a partial refuta-
tion of the idea that the program’s success is due to its selection of a group
of patients who are not typical of the general addict population and who
might be particularly susceptible to social rehabilitation. Beyond this in-
ferred refutation of one explanation of the MMTP’s effectiveness the ques-
tion is not approached in the report.

Clarifying the precise manner in which the MMTP achieves its results
is important because only this process will permit a thorough evaluation of
the MMTP’s value relative to other therapeutic approaches. For only by
specifying which are the critical ingredients in the program can one clarify
which of the costs and dangers associated with the program are intrinsic and
unavoidable, and which are avoidable. For example, should it appear that
the MMTP’s effectiveness is due mainly to its selecting promising candidates
from the addict population and providing them with social and psychologi-
cal supportive services, then the problems, or “costs,” associated with main-
taining a large population indefinitely on a narcotic would appear less es-
sential to the handling of addiction than would the problem of maintaining
supportive services. The methadone program might then be adjudged less
valuable than a program primarily using psychotherapeutic approaches.

Usually when different investigators are exploring a variety of ap-
proaches to a single general problem, it is deemed inappropriate to ques-

% This seems particularly likely since Dr. Dole and others conducted a study at the
New York City Correctional Institute for Men in 1968 which utilized a control group and
reported results comparable to those of the MMTP generally. During the fifty weeks after
they were released from the Institute all of a randomly selected untreated control group
became readdicted to heroin and fifteen out of sixteen were convicted of new crimes, while
none of a randomly selected group being maintained on methadone became readdicted to
heroin and three of twelve were convicted of new crimes. Dole, Vincent, et al., “Methadone
Treatment of Randomly Selected Criminal Addicts,” The New England Journal of Medicine
(June 19, 1969), pp. 1372-1375.
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tion one program’s selection of its particular exploratory tack, and to sug-
gest that it is neglecting another approach. This professional courtesy may
be appropriate to the earlier phases of the exploration of a problem; when
a particular remedial approach becomes a candidate for adoption as public
policy, however, the consideration of comparative costs becomes necessary.

As the MMTP has grown, it has come to involve an increasing number
of patients (14,400 in December, 1971)%¢ and to utilize larger amounts of pub-
lic funds. Thus the interests of the patients and of the public suggest the
desirability of clarifying both the overt effectiveness of the program in
achieving its chosen goals and the precise means used to achieve any observed
effectiveness. We do not mean to examine the comparative efficacy of meth-
adone maintenance and other means of handling addiction, such as psycho-
therapy, hospitalization with rehabilitative services, or residence in thera-
peutic communities3>—that would clearly be beyond the scope of this study.
However, since the question of the precise means by which the MMTP
achieves its results is important for evaluating the program’s overall effec-
tiveness and since there is as yet no answer generally agreed upon, it will be
useful to briefly review some of the possible interpretations.

INTERPRETATIONS

Five fairly distinct categories of causal hypotheses related to the ob-
served results of the MM TP will be reviewed. All have either been explicitly
proposed as explanations of the methadone project’s effectiveness, or may
be inferred from published discussions of the project. The various suggested
causal mechanisms are compatible—all could be simultaneously involved
in the program’s effects. However, they are discussed separately here because
they have differing implications as to the “costs” of the MMTP’s effective-
ness relative to other means of handling addiction. Proceeding from inter-
pretations that stress factors more or less extrinsic to the MMTP’s most
distinctive characteristic—the use of the narcotic methadone—to interpreta-
tions of the effect of the drug itself, we will briefly note the implications of
the possibilities that the program’s effectiveness is primarily due to: 1) its
admissions criteria; 2) its social and psychological supporting services; 3)
methadone’s serving to sedate or tranquilize patients’ sensitivity to psycho-

 Gearing, “Methadone Maintenance Treatment Programs in New York City and West-
chester County: Progress Report for 1971—The Year of Expansion,” Table 2-A.

% For a comparative examination of eight rehabilitation programs for heroin addicts,
see Judith Calof, op. cit.
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logical problems; 4) methadone’s blocking the pleasurable effects of heroin;
5) methadone’s acting to remedy a physiological deficiency.

The possibility that the MMTP’s relative success at socially rehabilitat-
ing heroin addicts might be due to its having selected addicts who have a
higher than average probability of abandoning heroin use spontaneously
has already been discussed. It was found that (a) methadone helps a suffi-
cient variety of people to make it unlikely that they all would have “recov-
ered” without any help; (b) the program still works best for those who
volunteer to participate. But even if it does not work for others, the pro-
portion of heroin addicts willing to volunteer is high enough to make the
program worthwhile. It should be stressed, there is no evidence it would not
work for the others.

Secondly, it is possible that the MMTP’s effectiveness is due to the pro-
gram’s providing psychologically induced relief for psychologically and
sociologically induced problems. Drug addiction has been viewed as a re-
sponse in part to psychopathology. Studies have suggested that personality
disorders are more common and more severe in young drug addicts than
among their peers in the same environment.’® Additionally, research has
indicated that juvenile addicts come disproportionately from the poorer
sections of large cities.5” Thus it has been suggested that the nature of an
individual’s social environment, as well as psychopathology, can predispose
him to drug addiction. To the extent that the MMTP patients include in-
dividuals who became heroin addicts in response to social and psychological
problems, the program’s psychiatrists, social workers, counselors, and voca-
tional counselors might centrally contribute to these patients’ rehabilitation
by helping to resolve some of the problems that initially led to their addic-
tion. If the MMTP’s effectiveness is seen to be due primarily to this kind of
remedial work, then the program’s most distinctive feature, the administra-
tion of methadone, would appear unnecessary. But many other programs,58
which provide the same amount or more isolation from previous social en-

®John A. Clausen, “Drug Addiction,” Contemporary Social Problems, Robert K.
Merton, Robert A. Nisbet (eds.) (New York: Harcourt, Brace and World, Inc., 1966), p. 221.
However the application of standard procedures for identifying personality disorders to a
drug addicted group is particularly difficult. For an attempt to deal with some of the prob-
lems see Charles A. Haertzen, “Addiction Research Center Inventory (ARCI): Development
of a General Drug Estimation Scale,” Journal of Nervous and Mental Disease, Vol. 141
(1965), pp. 300-307.

% Isadore Chein, et al., The Road to H: Narcotics, Delinquency, and Public Policy
(New York: Basic Books, 1964), p. 273.

* Reference is to programs such as individual and group psychotherapy and not to
those which provide total involvement such as Synanon. MMTP provides no total involve-
ment, and hence should not be compared to Synanon from this viewpoint.
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vironments and psychological services, are much less effective than metha-
done programs, which would suggest the drug is of significant use.

A third possible interpretation of the effectiveness of the MMTP is that
the narcotic methadone acts to sedate, or tranquilize, the patient, thus re-
ducing his distress arising from sociologically or psychologically based
problems. To the extent that such tension-reducing sedation is the primary
attraction of heroin for addicts, and to the extent that methadone also ful-
fills this function, methadone maintenance is a procedure quite comparable
to legalizing heroin. Methadone may have some features that would make
the provision of legalized methadone simpler than the provision of legalized
heroin. Methadone is said to be longer acting than heroin (effective for
twenty-four hours as compared to less than six hours for heroin) and to per-
mit the use of a stable dosage (one that produces fixed psychological and
physiological effects and does not require a continually rising dose in order
to maintain the same effects as tolerance develops). Additionally, the fact
that methadone is taken orally while heroin is usually taken intravenously
may contribute to the apparently milder reaction of the individual to meth-
adone than to heroin. Similarly, the possibility that part of the effect of
heroin upon an individual may be due to the quinine which is usually mixed
with a dose of heroin, but not with a dose of methadone, may also help ac-
count for the evidently milder effects of using methadone. However, it seems
likely that some of the problems associated with the idea of legalizing heroin
would also apply to the widespread adoption of methadone maintenance.
Even if the MMTP’s goal of socially rehabilitating its patients is achieved
in every case, so they will lead “normal” lives of work and family, the pro-
gram would still be vulnerable to charges that it inhibits the patients’ psy-
chological maturation, and possibly addicts people to methadone who might
otherwise have overcome their drug addiction. Admittedly this line of rea-
soning weighs the effects of methadone treatment against goals other than
those of the MMTP: it does not question the effectiveness of methadone for
those goals the program seeks to serve.

Another possible physiological explanation of the MMTP’s success is
that methadone prevents patients from obtaining satisfaction from the use
of heroin. Drs. Dole and Nyswander have stated:

Detailed clinical and psychometric studies, conducted at Rockefeller University
and Beth Israel Medical Center, have shown that a constant, daily dose of
methadone maintains the patients in a state of narcotic blockade without pro-
ducing narcotic effects in itself. The patients become refractory to the euphori-
genic action of heroin and other narcotic drugs. After the blockade is estab-
lished, patients may try to use heroin again—in which case they are disappointed
by the lack of effect—but in no case has a patient become readdicted to heroin
while being treated with methadone. The blockaded patients lose interest in
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narcotic drugs and are able to work and live in the city despite the presence of
heroin on the streets.5®

This conception of the effectiveness of the MM TP views methadone as com-
bating heroin addiction in much the same fashion as a non-addictive an-
tagonistic agent, cyclazocine. Leon Brill, Director of the New Jersey State
Narcotics Program, has noted:

When given in appropriate doses, cyclazocine reduces the subjective and phys-
iological effects of any morphine-like drug. When given to subjects already
physically dependent on an opiate drug such as morphine, cyclazocine, like
nalorphine, can also precipitate a severe withdrawal syndrome. The regular
use of cyclazocine reduces or prevents the development of physical dependency
on morphine-like drugs. Presumably, once present, cyclazocine prevents mor-
phine from reaching the usual receptor sites in the nervous system. As a result,
patients pretreated with cyclazocine in appropriate doses will not feel the
effects of ordinary doses of morphine-like drugs and will not become physically
dependent even with regular use of such drugs.60

Thus although heroin addicts have to be initially withdrawn from their
overt dependence on heroin (i.e., detoxified), once in that state and being
given regular doses of cyclazocine it is suggested that they would neither ex-
perience the effects of heroin, nor become readdicted to that drug.

However, it has not been clearly demonstrated that methadone main-
tenance does block the euphoric effects of heroin. While the reports from
Drs. Dole and Nyswander and the Methadone Evaluation Unit are unclear
about the extent and intensity of heroin use among methadone patients,
there does seem to be some use.%1

However, a potentially significant difference is that cyclazocine is not
seriously addictive®? while methadone is. Accordingly when methadone is

® Vincent P. Dole and Marie E. Nyswander, “Rehabilitation of Heroin Addicts After
Blockade with Methadone,” p. 2012.

% Leon Brill, “Three Approaches to the Casework Treatment of Narcotics Addicts,”
Social Work, Vol. 13, No. 2 (April, 1968), p. 30. For a discussion of current research on nar-
cotic antagonists see Allen L. Hammond, “Narcotic Antagonists: New Methods to Treat
Heroin Addiction,” Science, Vol. 173 (August 6, 1971), pp. 503-506.

® Dole and Nyswander, “Successful Treatment of 750 Criminal Addicts,” Journal of
the American Medical Association, Vol. 206 (December, 1968), p. 2711. There are indica-
tions of heroin “cheating” among methadone patients. See Perkins and Bloch, op. cit. A re-
port of continuing experimentation with a variety of drugs among one group of methadone
patients is provided by W. R. Taylor and C. D. Chambers, “Patterns of Cheating Among
Methadone Maintenance Patients.” Paper delivered at the Eastern Psychiatric Research
Association, November 1970 (mimeographed).

“W. R. Martin, C. W. Gorodetzky, and T. K. McClane, “An Experimental Study in
the Treatment of Narcotic Addicts with Cyclazocine,” Clinical Pharmacology and Thera-
peutics, Vol. 7, No. 4 (July-August, 1966), p. 456.
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conceived of as being an effective means of handling narcotic addiction due
to its capacity to “blockade” the effects of heroin, its use seems to be gener-
ally comparable to the use of antagonistic agents such as cyclazocine, with
the added problem that it is addictive.

Finally, a metabolic conception of heroin addiction has been advanced
by Drs. Dole and Nyswander. They have suggested that opiate abuse leads
to a metabolic deficiency that contributes to the high rate of relapse asso-
ciated with most treatments for heroin addiction. Drs. Dole and Nyswander
present their theory of heroin addiction in the form of a flow chart tracing
a possible sequence of involvement with, and addiction to, heroin. It is sug-
gested that “curiosity” and the “‘availability of the drug” lead to “experi-
mental drug use” which, in turn, leads either to “normal no addiction” or
through the intermediary condition of a “neurological susceptibility” to an
“altered response to narcotics” and to “‘addiction.” An attempt to leave the
condition of “addiction” through “detoxification” leads to “recurrent symp-
toms of abstinence” and subsequently back to addiction.®

From this perspective the narcotic methadone is seen as satisfying a
biological rather than psychological “drug hunger,” thus relieving the ad-
dict from a chronic, physiologically based pressure to relapse into the illegal
use of opiates. If the effectiveness of the MMTP is due to the capacity of
methadone as a narcotic to satisfy a physiological deficiency arising from
previous opiate addiction, then methadone maintenance would appear to be
the most dependable and widely applicable means of rehabilitating narcotic
addicts that is currently available. For if the long-term persistence of heroin
addiction is due to a metabolic deficiency, even though some individuals
with particularly strong personalities or who are being provided with spe-
cial social and psychological supports (such as occurs, for instance, in a
therapeutic community) can remain drug-free despite the physiological crav-
ing, the large majority of addicts could be expected to eventually become
readdicted.

The suggestion of the existence of a metabolic cause for long-term addic-
tion has been supported by some investigations. Experimental work with
rats has suggested that opiate addiction leads to physiological alterations
which last far longer than overt dependence upon the opiate and which will
later cause distinctive behavior such as a preference for opiate-tainted water
which normal rats will avoid.®* However little data have been presented sup-

®Vincent P. Dole and Marie E. Nyswander, “Heroin Addiction: A Metabolic Dis-
ease,” Archives of Internal Medicine, Vol. 120 (July, 1967), pp. 19-24.

% Herman Joseph, “Heroin Addiction and Methadone Maintenance,” Probation and
Parole, Vol. 1, No. 1 (Spring, 1969), p. 5.
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porting the metabolic interpretation of continued heroin addiction and the
theory is not generally accepted.

Despite the many hypotheses about possible causal processes underlying
the MMTP’s effectiveness at rehabilitating heroin addicts, the problem re-
mains unresolved; Drs. Dole and Nyswander’s metabolic theories have not
gained wide acceptance, the evaluation unit’s report does not offer a clear
interpretation of the program’s apparent effectiveness, and the suggestions
of other observers generally remain speculative and unsubstantiated. As yet,
there seems to be no answer to the question, Why does it work?

Accordingly the program’s “workability” must be evaluated on the basis
of its attainment of its specific goal—the social rehabilitation of its patients.
At this level of analysis the general implications of the data seem compara-
tively clear.

In view of the various roughly replicatory studies and the number of
years during which the Dole-Nyswander reports have been available for, and
subject to, concerned criticism without the project’s rather major claims
being subjected to a serious challenge, it seems appropriate to grant that the
program has been unusually successful, even though it is not clear precisely
how this has been accomplished. The MMTP does appear to achieve its
chosen goal, it does “work” in that its patients are largely able to avoid re-
addiction to heroin, avoid entanglement with the law, and become self-
supporting to a notably greater degree than patients in other forms of addic-
tion therapy. If an individual who was previously repeatedly involved in
criminal activities, and who was unable to hold a job and maintain a “nor-
mal” life-style is able to do these things while being maintained on metha-
done, it is difficult to see what arguments, other than the possibility of the
individual’s health being endangered in the long run, outweigh the pro-
gram’s benefits to the addicts themselves (as attested by the long waiting
lines for the program), and to the community as a whole (in reduced cost of
crime and of preventive/remedial activities). One cannot argue the morality
or immorality of methadone maintenance as if the alternative to being main-
tained on drugs was being free of all drugs. It is not. It is not even the “cold
turkey” withdrawal as practiced at Synanon. The alternative to mainte-
nance, or any other one type of treatment, for most addicts is the street.

Drs. Dole and Nyswander repeatedly speak of methadone maintenance
as giving time—time for the addicts to participate in extensive psychother-
apy without being tied to the search for the next fix; time for the medical
doctors, psychologists, and psychoanalysts to look at the addicts, hold them
still, and search for the causes of physiological and psychological addiction.

Although the preceding review of the results of the MMTP and related
projects fairly directly suggest the utility of methadone maintenance, the de-
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velopment of political support for such a program is a different and more
complicated process. This aspect of the growth of the MMTP is examined
below.

THE RISE OF CONCERN*

Although programs devoted to medical maintenance of addicts on nar-
cotics operated in this country in the early 1920s, these clinics were basically
an anomaly. Since the Harrison Act in 1914, drug addiction has been han-
dled chiefly by the courts and penal system, and medical experimentation
with the maintenance of drug addicts on narcotics of any kind, including
methadone, has been sharply inhibited.®* Only recently has the view been
widely challenged that narcotic addiction is most effectively inhibited by
the legal prosecution of addicts and their suppliers—a view promoted over
decades by the Federal Bureau of Narcotics.%®

In the 1950s a vanguard of concerned physicians, lawyers, social scien-
tists, and other professionals whose work brought them into contact with
drug addiction and its associated problems, became increasingly aware of,
and began to focus their attention upon what they viewed as a crisis—the
extent to which drug addiction policy was detached from the reality of a
growing social problem. The “reality” that provoked their activity was the
growing post-World War II narcotics traffic and usage which indicated a
failure of the punitive approach which had characterized the last thirty years
of narcotics policy. Their attention was directed to the assumptions behind
the approach—that addiction was a crime and thus belonged in the province
of law enforcement agencies and officials. Such reasoning had justified the

* Pp. 3348 were researched and written by Lily Hoffman.

% Edwin Schur notes that the establishment of municipal clinics were themselves
probably a response to the pressure of the Harrison Act and its judicial interpretation, in
that individual M.D.s were fearful of taking on addicts as patients. Narcotic Addiction in
Britain and America (Bloomington, Indiana: Indiana University Press, 1962), p. 63.

% For arguments that addicts are “sick” and not criminal and should be treated ac-
cordingly, see: Rufus King, “The Narcotics Bureau and the Harrison Act: Jailing the
Healer and the Sick,” Yale Law Journal, Vol. 62 (April, 1953); Marie Nyswander, The
Drug Addict as a Patient (New York: Grune and Stratton, Inc., 1965); William Eldridge,
Narcotics and the Law, 1962; Edwin M. Schur, Narcotic Addiction in Britain and America
(Bloomington: Indiana University Press, 1962); Lawrence Kolb, Drug Addiction: A Medical
Problem (Springfield, Illinois: Charles C. Thomas, 1962). For collective recommendations of
a medical approach see: The Council of Mental Health of the AMA, Comprehensive Report
on Drug Addiction, 1956, in Drug Addiction: Crime or Disease? Interim and Final Reports
of the Joint Committee of the American Bar Association and the American Medical Asso-
ciation on Narcotic Drugs (Bloomington, Indiana, 1961).
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maintenance of the status quo by the Federal Bureau of Narcotics,®” the
branch of the Treasury Department which had monopolized the control of
addiction,®8 as well as by the potentially relevant federal knowledge-pro-
ducing units such as the Public Health Service.

In contrast, the critical groups sought to question the adequacy of this
conception, first in light of what they considered the factual realities of the
day, secondly in relation to results of their several investigations into the
history of drug control policy and the law in the United States,* and finally,
in comparison with British and European approaches to narcotics addic-
tion which not only were shown to differ from our own but also were felt
to be more effective.’® Before the 1950s and these critical efforts, Americans
were generally unaware of these issues and of the existence of differences in
approach, either within this country or in comparison to other countries.?
Thus, this vanguard served a “critical function,” mobilizing for change both
their own professions” and, to a degree, society at large. This movement for

% Lindesmith, The Addict and the Law, chapter 9. He finds that the Bureau is the
main exponent of the theory of drug addiction as a crime; that it is dependent on the
status quo and, in turn, the biggest obstacle to reform.

% In 1968, the Bureau of Narcotics of the Treasury Department was combined with
the Bureau of Drug Abuse of the Department of Health, Education, and Welfare, and the
composite organization, whose administration was dominated by the staff of the Bureau of
Narcotics was called the Bureau of Narcotics and Dangerous Drugs (BNDD) and placed
under the jurisdiction of the Department of Justice.

® Joint Committee: AMA~-ABA. The Committee reviewed narcotics laws and recom-
mended legal research; cited the ambiguity of laws regulating narcotics and questioned the
soundness of the premises they rest on; commented on the inadequacy of the statistics of
the Bureau of Narcotics.

Eldridge discussed the ineffectiveness of the American system and its legal history,
and in the Proceedings: White House Conference questioned the statistics concerning nar-
cotics.

™ An important use of knowledge by the critics, to support an examination of the
community-of-assumptions underlying our policy, was the so-called “discovery” of the
British approach to addiction, and the dissemination of information about this different
and possibly more effective approach, in various publications, as well as at commissions and
conferences, see, for example, books by King, Schur, Eldridge, Lindesmith cited above. See
also, articles, particularly E. M. Schur, “Drug Addiction in America and England,” Com-
mentary, Vol. 30 (September, 1960), pp. 241-248, and Gertrude Samuels, “Report on the
British System of Drugs,” New York Times, October 18, 1964, p. 37.

For collective expressions, see The Joint Committee: AMA-ABA. Rufus King presents
a comparative view of British and European experiences. The Federal Bureau responded
to this information by issuing counterstatements in its pamphlets during the period,
stating that the British system is essentially the same as ours.

™ Joint Committee: AMA-ABA. See introduction to report, by Lindesmith.

" The early critics cited the need for the medical and legal professions to assume
responsibility in this area. Some went as far as to say that the M.D. had given the addict up
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reform within the relevant professions came about in the context of inade-
quate knowledge production, collection and synthesis, leading to an ineffec-
tive policy on the part of the unit controlling public policy towards addiction
—the Bureau of Narcotics and Dangerous Drugs. For this failure we can
locate both symbolic and structural explanations.

First, the knowledge chosen to inform and implement public policy by
the Federal Bureau of Narcotics (the organization which had assumed the
control of drug addiction and drug traffic since its formation in 1930) seemed
not only out of touch with social reality, as indicated by the growth of the
narcotics problem, but had become dysfunctional to one of the Bureau’s
public goals since it tended to create and maintain a drug problem and a
drug culture.” Several of the critics speculated upon this lack of alignment
of knowledge with reality, questioning the accuracy of the Bureau’s statistics
and indicating that its continual understatement of the size of the narcotics
problem was intended to reflect favorably upon the effectiveness of the leg-
islation and enforcement policies in effect during this period.™ Lindesmith
said essentially the same thing when he commented on the “vested inter-
ests” that made the status quo desirable.™

Looking at the Bureau’s position over the thirty-year period 1930-1960,
we perceive a lack not only of self-critical feedback, but of new knowledge

due to fear. The Joint Committee of the AMA-ABA on Narcotic Drugs suggested that the
medical profession should “itself lay down criteria”; and that the AMA reconsider its 1924
statement. The Committee also recommended that the legal profession reexamine the legal
history of narcotic addiction. Drug Addiction: Crime or Disease? (Bloomington, Indiana,
1961).

In Proceedings: White House Conference (1962), the Conference recommends that the
medical profession develop a code defining legitimate medical practice.

Dr. Wortis, in New York Academy Bulletin, Vol. 40 (April, 1964), p. 318 summarized
the symposium saying that there has been a “lack of a responsible attitude on the part of
the medical profession” and there is a need to “train M.D.’s in medical school to handle
this.” See also Edwin M. Schur, Narcotics Addiction in Great Britain and America, pp.
202-204.

" Many observers have pointed out that by defining the addict in moral terms and
treating addiction as a crime, we have helped create a criminal way of life for the addict,
who must steal to finance his expensive, because illegal, habit.

Lindesmith, The Addict and the Law, chapter 10, also suggests that the spread of the
“habit” is linked with the prohibitive system of control and that illicit traffic gives it a
kind of symbolic importance.

Schur, in Narcotics Addiction explores the impact of policy on patterns of addiction.

™ For example, William Eldridge, speech before the White House Conference on Drug
Abuse, 1962. See Proceedings: White House Conference on Narcotics and Drug Abuse
(Washington, D.C., 1962).

% Lindesmith, chapter 9.
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—whether medical, sociological, or psychological—reflected in the lack of
change in the information published in the Bureau’s pamphlets during
these years,?® and in its policy of recommending increasingly severe penal-
ties for drug possession as well as distribution. Particularly noteworthy is
the evidence that the Bureau maintained no creative interaction with any
knowledge-producing unit, although there were several to which it had ac-
cess; evidently the research units were not encouraged to do anything more
than to test drugs or try variations of the standard approach to treatment—
withdrawal.

The role of the Public Health Service throughout this period is inter-
esting because theoretically it could have been a research-oriented, knowl-
edge-producing adjunct of the Bureau. Lindesmith finds the Public Health
Service (PHS) supporting the Bureau, although perhaps uneasily, in main-
taining the status quo.”” However, he notes occasional disparities in the
implications of their research findings or their statements. For example,
when called upon to testify at the Daniel Committee hearings in 1955-1956,
in regard to the New York Academy of Medicine proposals to dispense drugs
to addicts at clinics, the PHS physicians, to the surprise of the investigating
Senator Price Daniel, indicated a favorable attitude and urged viewing the
addict as a patient.”® Later they more or less withdrew this position, indicat-
ing to Lindesmith the conflict between their own strong professional values
and ties, and the pressure of the federal bureaucracy toward keeping its
knowledge “stable” and its men in line. According to one prominent retired
Public Health Service official active in the area of addiction, the knowledge
produced was “largely ignored.”7?

A similar interpretation of the relation between the Bureau and the
Public Health Service, but imputing intent to withhold, was made by Dr.
S. Bernard Wortis in a symposium sponsored by the New York Academy of
Medicine. Referring to the fact that the proceedings of the U.S. Public
Health Service Symposium held in 1958 at Bethesda were not published
until 1964, he stated:

I have always had the suspicion that perhaps somebody was holding back its
release in Washington . . . (that) some place or agency in Washington blocks

" U.S. Bureau of Narcotics, Treasury Department, Pamphlets, Prevention and Con-
trol of Narcotic Addiction (Washington, D.C., U.S. Treasury Department).

™ Lindesmith, p. 264.

" Lindesmith, p. 266. Also, see White House Conference, 1962, Proceedings: where
Dr. R. H. Felix (PHS) calls addiction a “chronic disease,” a potentially troublesome idea in
view of the implications of this view of addiction for policy and control.

™ Kolb, p. 153.
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proper action to bring our management of drug addiction in line with present
day medical knowledge.8¢

Whether knowledge was ignored or suppressed, coercive tactics, linked with
what has been called a generally anti-intellectual stance on the part of the
Bureau, show an organization out of tune with the changing times and, in
the 1950s and early 1960s, underline strategic weaknesses which, when com-
pared with the strategic gains of the mobilizing reformist elite, foreshadow
the loss of some control.

Another factor supporting the mobilization of the professional elite was
a rising concern, starting in the 1950s, with the need for a more effective at-
tack upon crime and its sources. Many early critics noted the relation be-
tween drug addiction and crime, and observed ironically that the Bureau
itself helped fashion the stereotype of the addict as potential rapist and
killer through its pamphlets and statements.8? It was the critics who then
turned this relationship back upon the Bureau, pointing out that the Bu-
reau had failed to control addiction; that if anything the punitive approach
had created and sustained criminal behavior; and that in order to reduce
crime, a new approach to the problem of addiction was needed. Most of the
articles and books about addiction published in this period refer to this
relation.

The compatibility of the goal of controlling drug addiction with that of
a more widespread social problem, the control of crime, can be seen to pro-
vide both an important base for coalition formation and mobilization for
change. At the same time it seems potentially “dangerous” to the extent that
it politicizes the issue as, for example, in New York politics beginning in the
mid-1960s. In addition to legitimating change itself, the location of addiction
within the larger context of crime helped generate more attention (presi-
dential committees, congressional action, etc.), and the call for research
which, as we have noted, seemed to herald the end of the Bureau’s monop-
oly of control.

The structural impetus for the start of a critical movement such as this
may well lie in “imbalances,” wherein there has been a gain in some of the
assets of a societal actor without an accompanying increase in power or
control.82 For example, although post-war developments brought relative
prominence and prestige to most knowledge-producing groups relative to
others in society, and although medicine shared in this gain, particularly
academic medicine, the M.D. as researcher, as well as the private practitioner,
was still coerced by the Federal Bureau with regard to the entire problem

% Wortis, Bulletin of the New York Academy of Medicine, 1964.

@ Lindesmith, “The Dope Fiend Mythology,” Journal of Criminal Law and Criminol-
ogy, Vol. 31 (1940), pp. 199-208. Kolb, Drug Addiction, chapter 11,

® Etzioni, The Active Society, chapter 15.
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of addiction.?® Thus we find an unstable situation; not only was new medical
and scientific knowledge more or less ignored, but there was the anomaly
of a professional group being under the control of a less knowledgeable and
more bureaucratic external elite during a period of otherwise growing pro-
fessional prestige.

The critics’ efforts during this period to review the area of drug addic-
tion theory, policy, and knowledge, and to suggest new approaches, whether
individual or organized, seemed, on the whole, to have little immediate im-
pact. For example, the New York Academy of Medicine proposals did not get
adopted by the AMA and were essentially ignored by the Presidential Ad-
visory Commission.®* The recommendations of the prestigious Joint Com-
mittee of the ABA-AMA in the Interim Report (1958) and the Final Report
(1959) which proposed the establishment of experimental outpatient clinics
to see what would happen if drugs were dispensed, aroused the Bureau to
a bitter rejoinder and attempts to suppress publication of the Reports, and
in general led to delaying tactics with calls for more committees and more
study.ss

However, given the imbalances in power and control, and the evolving
level of consciousness of the reformers, the frustration of these early collec-
tive efforts seemed to further activate the group. We find evidence that the
elite examined the failure of their efforts and directed themselves toward a
definition of strategies for possible guided change during the next decade.88
Consciousness, particularly of the control processes, can enable even a small
subunit to contribute toward social transformation by designing new struc-
tures and systems, although the problem of “unlocking the old” may still
remain.

The frustrations of critical and reformist attempts at a national level
spurred state and city activity, particularly in New York where the conjunc-

% Lindesmith, The Addict and the Law, chapter 9, discusses attacks on critics, in-
cluding physicians, lawyers, commission members and himself.

Kolb refers to the repression, particularly in regard to its coercive effect on physicians
and on the public mind.

# Javits, Bulletin, New York Academy of Medicine, pp. 290-293.

 Ibid.

% Despite growing awareness and interest, many observers did not see any change
coming from within the concerned groups, but felt that the change from viewing the addict
as a criminal to the medical viewpoint could perhaps only be accomplished by the Presi-
dent in such form as an executive order. See for example, N.Y. Senator Jacob Javits in
Bulletin of the New York Academy of Medicine, April, 1964, p. 195; or the sociologist
Lindesmith, The Addict and the Law, pp. 274-276.
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tion of a growing social problem and a large professional elite, provoked
early self-awareness and coalition formation.87

But collective efforts thus far seemed to suffer from a lack of actual
“bits” of new knowledge, preferably “hard” or scientific data, that could be
used as leverage to reinforce the demand for a new context.®8 In part this
was evidenced by the reformers’ demands that the knowledge-production
resources of the medical-scientific community be directed toward addiction
problems, so as to produce new knowledge which could be used to legitimate
change. They also sought to interest researchers in the area of addiction, an
area which has been avoided for many years. At the White House Confer-
ence on Narcotic and Drug Abuse, 1962, the chairman, Dr. Raymond Trus-
sel, commented on the need for a specific project or research by “some re-
sponsible group without at the same time throwing the door open.”# Dr.
Trussel, then Commissioner of Hospitals, City of New York, was to become
an active supporter of Drs. Dole and Nyswander’s methadone project.

IMPLEMENTATION

In 1962 and 1968, the health professional elite in New York State, seek-
ing to effect substantive change in the societal management of narcotic ad-
diction, were able to recruit and establish two knowledge-producing units
which took the study and treatment of narcotic addiction out of the sole
domain of the Public Health Service. For the first time since 1924, addicts
were legally maintained on narcotics.?°

These projects at Manhattan State Hospital and Rockefeller Institute
mark a deliberate attempt to redirect resources toward addiction and to
extend the boundaries of medical-scientific control in an area previously
controlled by the federal bureaucratic elite.®® The Manhattan State project

& Dr. Paul Hoch, Bulletin, New York Academy of Medicine, p. 299. New Yorkers
active in national and local efforts included Drs. Trussel, Brill, Freedman, James, and Judge
Pluscowe.

# The lack of “hard” data was used against the innovating group to delay action,
particularly in regard to the proposals to establish clinics. For example, the Council of
Mental Health of the AMA in its comprehensive report (1956) states that “the plans are not
good” and cites the need for more “scientific knowledge.” See Drug Addiction: Crime or
Disease? (Bloomington, Indiana, 1961).

® Proceedings: White House Conference.

% The two projects were announced in The New York Times, March 9, 1964, as a
“new attack on narcotic addiction.”

1 A few comments that indicate the deliberate decision to widen boundaries and ex-
tend contro}:
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was set up with the aid and support of medical and scientific professionals
in the New York State Department of Mental Hygiene, particularly Dr. Paul
Hoch, the State Commissioner of Mental Hygiene, who was also a leading
medical academician. The Dole and Nyswander study at the Rockefeller
Institute was actively encouraged and funded by the Health Research Coun-
cil of New York City, an elite advisory group to the New York City Depart-
ment of Health.?2

These decisions removed some of the hotly debated questions of the past
decade from the moral and bureaucratic realm and placed them within a
scientific context, thus going beyond the critical efforts of the 1950s and in-
troducing the potential for the production and use of radically transform-
ing knowledge.??

These two early and similar projects can be compared for structural and
guidance factors contributing to their success or failure. Such a comparison
will illuminate an examination of the strategies that made the Dole and
Nyswander experiment a crucial element in the mobilization for change
between 1963-1969 in narcotic addiction assumptions, policy, and control.

There seem to be no further newspaper accounts or published informa-
tion about the Manhattan State experiment with controlled dose, but on the
basis of a telephone interview we can make some broad comparisons be-
tween the state methadone maintenance program, which was in effect since
July, 1962, and the Dole and Nyswander methadone project since 1963.94

First, Dole and Nyswander utilized important bits of knowledge which
Manhattan State did not have. Manhattan State had hit upon neither the
effective use of high-dosage methadone, nor liquid medication (with conse-
quent better control over illicit use of the drug), nor the preselection of
patients that determined in part the MMTP’s better statistical results.?

Dr. Henry Brill, in The New York Times, March 9, 1964, says that previously it was
“not a fashionable field";

Dr. Paul Hoch, Bulletin, New York Academy of Medicine, says that previously addic-
tion was in the hands of the PHS and that for “such a big problem” we need wider medical
responsibility.

*2The HRC was created in 1958 to encourage and support both basic research, and
research applied to city problems such as pollution, addiction, health, etc. at institutions in
the city.

® The questions early researchers were asking indicate this potential: e.g., Can addicts
be kept at level dosage? What are the effects of steady doses of narcotics on behavior? New
York Times, March 9, 1964.

® Private communication.

% In contrast to Dole and Nyswander, Manhattan State gave a low dose (30 mg.) in
spansules (not dissolved in liquid) to addicts who came to them under the state’s Metcalf-
Volker Act. Most of the addicts did not remain beyond three years; two-thirds of those in
the program went back to other drugs, and the physician reported problems with people
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Secondly, a conservative approach to drug therapy with addicts, biased
against high dosage, may have affected the results obtained. Another concern
was the lessons of medical history in that lack of sufficient knowledge in the
past had had the unanticipated consequences of creating new addict popula-
tions. However realistic and sound such concerns may be for the adminis-
trator—and we find similar expressions of them today—the point we wish to
make here is the possible dampening effect of a conservative context on ex-
ploratory drug research.

The decision by the Health Research Council to initiate and encourage
research regarding drug addiction was of major importance. Furthermore,
the recruitment of someone like Dr. Dole was crucial, in view of his status
as a prominent biochemist and member of the Rockefeller Institute, the
elite scientific knowledge-producing community in New York City. Such a
position is not only a “background factor” but is an asset that may be con-
verted to power in use.?® This is an example of the manner in which an
intellectual can serve a critical function, both in challenging “tabooed as-
sumptions” and providing alternatives, particularly where knowledge itself
is a key resource.

To be sure, agencies of the state and city were aware of the need for
change, for initiating and seeking research, and making funds available, but
they needed the right person and the right project. The catalytic addition
of an independent intellectual provided, among other things, a network of
scientific connections, the confidence and prestige to undertake a contro-
versial project, and those special options available to such individuals, in-
cluding in this instance, the possibility of initiating research within the
relative sanctity of the Rockefeller Institute’s small hospital. In contrast to
the Manhattan State project, Drs. Dole and Nyswander were working, not
on state patients, but with volunteers, not on a public ward, but in a rela-
tively private and inaccessible place. Other supporting factors for the pro-
duction of more radically transforming knowledge included the advantages
associated with being a member of an independent intellectual establish-
ment, as opposed to a bureaucratic structure such as the PHS with its con-

secreting and reselling methadone. Thus the program was not particularly successful. In
fact, in 1966, following Dole and Nyswander’s work, Manhattan State increased the dosage of
methadone. They still had problems, and lowered it again last year. They are now in the
process of preparing the results of the eight-year-old program.

% Dr. Rosenthal has commented on the importance of getting Dr. Dole to work in the
program, Bulletin, New York Academy of Medicine (1964), p. 13.

JAMA (April 14, 1969), p. 251. The Bureau tried to hinder Dr. Dole but could not do
so because of his position.

Dr. Nyswander says that Dr. Dole’s entry was “the best thing in the field.” Nat Hentoff,
“Profiles—Dr. Nyswander,” New Yorker (June 26 and July 3, 1965), Part I, p. 23.
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flicting role demands, and also the differences in recruitment—Dole and
Nyswander seemed to come to the work with radical intent.®”

The complex of options available probably meant that Drs. Dole and
Nyswander could work quite differently than the Manhattan State re-
searchers. From their own accounts of the early stages of their work, it is
evident that their start was exploratory, playing out leads and seizing upon
fortuitous happenings, quite aware of the sense of sanctuary.®® It seems
entirely possible that such explorations in a more public place might have
proven difficult or impossible, and might not have been initiated.

In this context, Drs. Dole and Nyswander’s first major effort was to
prove that the physician or scientist could work in this “illegal area” outside
of the Public Health Service hospitals without being stopped or “punished”
by the Bureau of Narcotics. They attacked the “psychological walls”% that
had kept people from conducting research in this area for decades by show-
ing that it could be done, and in so doing, gave the venture more respect-
ability. This conclusion is supported by later references by others in the
field to their “courage” and “‘pioneering work.”’100

Secondly, they were concerned with gaining acceptance of their con-
troversial program both in terms of the scientificmedical community, the
authorities, and the public. This involved Dole and Nyswander’s primary
strategy and objective—to switch drug maintenance from a moral to a sci-
entific context, and also to anticipate and disarm the moral opposition of
the public through the mass media.

Consciousness of latent societal structures aids in transformation by
enabling the actor to design new structures and policies so as to reduce re-
sistance. We find implicit in the methods of the methadone -project some
estimation of the nature and kind of opposition, that in turn reflects the
increased political awareness of the preceding years, and the attempt to

% Dr. Nyswander was an early and leading proponent in attempts to establish the
validity of medical approach to addiction: Hentoff, p. 54; also pp. 21-23. Hentoff also de-
scribes Dr. Dole’s recruitment on HRC as a chance substitution, for a friend on sabbatical.
He served on a narcotics subcommittee and, in the course of reviewing the literature, found
little research had been done. Unable to find anyone to do what he had in mind, he ap-
proached the President of Rockefeller Institute and got permission to begin.

 Hentoff, p. 52: Dr. Dole’s reputed words to Dr. Nyswander were, “Go ahead, do what
you want. No one is holding you back now.” This is supported by the comment in the
Journal of the American Medical Association referred to above.

% Elites of a lower collectivity may hesitate to challenge a higher one because of “dep-
rivations” experienced in the past—in our case, coercion and punishment. For a discussion
of the role of projects in activating internal mobilization, see Etzioni, chapter 15, p. 403.

1% There were comments by various speakers to this effect at the New York State Nar-
cotic Addiction Control Commission (NACC) Conference held in New York City in 1969.
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make strategic use of such knowledge. For example, the criteria for a sub-
ject’s admission to the program were such as to negate the potential charge
that they were addicting anyone who had not already had a chance to be
withdrawn from drugs completely.’® And it is only years later, after the
treatment program is widely accepted, that the criteria are lowered so as to
experiment with other subpopulations.’®? Another reflection of this in-
formed caution was the strategic concern with records and evaluation. It is
said that Dole and Nyswander’s program was “the only program in N.Y. that
kept complete records from start to finish.”1%% This was important because
they were also the “first such program to be subjected to independent third-
party evaluation,”10¢ after three years of operation (1967)1% and again after
five years (1968).1% The panels convened by the Narcotics Addiction Control
Commission of New York State (NACC) were on both occasions composed of
prestigious figures in state and national medicine. Even those on the panels
who, on one ground or another, seemed to oppose extending methadone
maintenance to a widely used program recommended the Dole-Nyswander
project’s expansion.!®” The critics added the qualification that while the
success of the methadone program seemed indicated for a specific addict sub-
population, more research was needed before it could be endorsed for the
wider population of addicts.108

Drs. Dole and Nyswander made their work highly visible professionally,
announcing their results periodically in medical journals, at scientific meet-

19 Their criteria excluded all but hard core users of one drug, who were also older
addicts that had tried rehabilitation before, but had relapsed. Journal of the American
Medical Association, Vol. 193 (August 23, 1965), pp. 646-650.

12 NACC Conference, 1969. Dr. Trigg speaking on the current methadone program.

13 John Langrod, Interviews re MMTP for the Columbia University Bureau of Applied
Social Research, p. 104.

1 Langrod, Interviews. Dr. Frances Gearing, Director of the Evaluation Project of
MMTP, Columbia University School of Public Health, p. 125.

15 New York Times, March 10, 1967.

1% New York Times, December 9, 1968,

JAMA (December 16, 1968), “Progress Report of Evaluation of MMTP as of March 31,
1968.”

1 Drs. Dole and Nyswander were not invited to the New York State NACC Conference,
1969 (personal communication).

At the Conference, for example, Dr. Brill commented to the effect that we all agree it
is not a drug to be prescribed by the physician in local practice; in England, where they do,
they have three hundred methadone addicts. See Dr. Brill's comments, New York Times,
March 10, 1967. Dr. S. Louria, a member of the evaluation panel, who helped develop the
state commitment program, states that “nobody seriously interested in the problem disputes
the use of methadone but many of us are opposed to permanent maintenance and feel the
addict should be taken off it.” New York Times, March 10, 1967.

18 New York Times, March 10, 1967. See footnote 103.
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ings, and to the press.1% In scanning the publications about the early period
of the project, 1963-1965, we note the relative absence of criticism of the
work, not only in the medical journals but also in the popular press.!10

We can understand why the Bureau of Narcotics could not effectively
attack the MMTP. With little input of new knowledge, the Bureau could
only attempt to discredit the program on grounds of inadequate and/or
dangerous procedures, as it had done in the past to others, or coerce the
program by means of intimidation and threat. We find evidence of attempts
in both directions. For example, Dr. Dole reported the Bureau’s efforts to
put pressure on the associated hospitals to shadow research people, to obtain
records, to seize methadone prescriptions, and to threaten the pharmacists
who filled the prescriptions.!' The effect of such tactics, as mentioned
earlier, served to unite the methadone project, and give it an aura almost
of conspiracy, thus contributing to the creation of a very tight (and perhaps
slightly paranoid) group.

The Bureau could not discredit the procedures of the MMTP because
the doctors in the project exercised extreme caution both in issuing metha-
done and in recording results. Thus, typical Bureau predictions of what
would happen if drugs were distributed proved fallacious, although its litera-
ture on the drug situation continued to ignore the new evidence and re-
printed the same dire predictions year after year.112 Additionally, it attacked
the MMTP by questioning the validity of the statistics on the reduced

1®Major publications of Dole and Nyswander’s work on methadone:

Dole and Nyswander, “A Medical Treatment for Heroin Addiction,” JAMA Vol. 193
(1965), p. 646.

Dole, Nyswander and Kreak, “Narcotic Blockade,” 118 Archives of Internal Medicine
(1966), p. 304.

Dole and Nyswander, “Rehabilitation of Heroin Addicts after Blockade with Metha-
done,” New York State Journal of Medicine (August 1, 1966).

Dole, Nyswander and Warner, “Successful Treatment of 750 Criminal Addicts,” JAMA
Vol. 206, (December 16, 1968), p. 2708.

19 Of the few negative responses found in the medical journals one, a letter to the
editor of JAMA (March 14, 1966) by Dr. Vogel (Chairman of the California Narcotic Addic-
tion Evaluation Authority) states that Dole and Nyswander are arriving at premature con-
clusions, questions their findings in the light of past pharmacological knowledge of the drug
methadone, and attacks their press releases as misleading information. (This is reprinted
by the Bureau of Narcotics in a bulletin.) Another article essentially attacking the work on
“moral grounds” is written by Dr. Ausubel, 196 JAMA (1966), p. 946. It is reprinted by the
Bureau and by the NACC of New York State to justify compulsory closed-ward treatment.
NACC Reprints, Vol. 1:5 (June 1968).

m New York Times, December 9, 1968.

1z Prevention and Control of Narcotic Addiction (Washington, D.C., US. Treasury
Department). Pamphlets by the Bureau of Narcotics, published in 1959, 1962, 1964, and
1966.
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crime rate among patients, hinting that Dole and Nyswander had made
arrangements with the police to protect patients from publicity in case of
arrest. The Bureau also cited press releases as attempts to falsify various
aspects of the project.

The last mentioned criticism by the Bureau—manipulation of informa-
tion to the press—concerns us in that it seems to have substance; however,
the Bureau was never able to make it into an effective attack on the proj-
ect.1'® In view of the MMTP’s advanced scientific context, probably the
only successful attack against the project would have had to have been di-
rected against the research itself, through the work of another knowledge-
producing unit. Subsequently, attacks against MMTP have usually been
tied to new knowledge even though some still show the same old moral
dimensions.

The press reports on the MMTP presented a somewhat hazy and shift-
ing description of the properties of methadone and of the nature and pur-
pose of the project. Many of the references to the drug in the New York
Times and in the popular magazines of the initial period, 1964-1965, evade
calling it a narcotic, and refer to it as a “transitional drug,” a “cure,” “break-
ing the habit,” a “new hope for drug addicts,” and “the drug that cures drug
addicts,” etc. Many of these phrases and their contexts imply cessation of
addiction, and further, that methadone is something other than a narcotic.
In part this may reflect journalistic confusion, or the dramatization of a
“new discovery,” but at least in part this seems to reflect the way in which
Drs. Dole and Nyswander themselves conceptualized and presented their
work, perhaps to avoid arousing the full range of emotional connotations as-
sociated with narcotic maintenance.

In the first major New York Times report discussing the project and the
results, the headline reads, “Patients in Test Substitute Good Addiction for
Bad,” and the caption is obviously drawn from Dr. Dole’s own words, for he
states that “methadone is a good drug pharmacologically, while heroin is
bad.”11¢ In the same article Dole refers to the substitution of “pain-killing
methadone” for the “crippling addiction to heroin.” Such value-laden state-
ments are certainly departures from the more objective language typical
of scientific parlance and seem to be essentially attempts at legitimization.
Similar confusion as to what methadone really is, is also found in the com-
ments of city officials'’® and in an editorial in the New York Times in praise

* However, it was picked up by a “friend” of the Bureau, Dr. Ausubel. See note 110.

14 New York Times, December 8, 1964.

15 Mayor Robert Wagner said that the city was opposed to proposals to supply nar-
cotics to addicts but would pursue a demonstration program ‘“utilizing a substitute for
Heroin on an ambulatory basis.” The fact that methadone is a narcotic was played down
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of the program, which falsely describes the drug as both a “non-addictive”
and an “antagonistic drug”!1¢ (which methadone is not).

Behind this confusion, however intentional or circumstantial, lies the
question of the goals of the maintenance program and, in turn, the radical
context underlying the project, Dole and Nyswander’s theory of addiction.
They seem to hold that narcotic addiction creates physiologic dependence
which, like any chronic disturbance, may make the goal of abstinence un-
realistic, demands a redefinition of the concept of cure, and suggests the need
for new objectives in treatment.!’” They defined their goals as socially pro-
ductive behavior, and the reduction in crime rate among out-patients.!'®
This theory would seem to be one of the strong points of the project, for it
legitimates narcotic maintenance treatment specifically.'19

by both the administration and the researchers, creating in the public mind, as the Bureau
itself charges, a certain amount of functional misinformation. New York Times, September
21, 1965.

18 New York Times, July 22, 1965. This point was picked up in a letter to the editor,
August 17, 1965, by a physician who, while in favor of the project and of radical reform,
wanted to clarify the fact that methadone “is a narcotic . . . neither new nor antagonist . . .
and that it causes addiction and tolerance, just as other narcotics do.”

7 Dole and Nyswander, “Methadone Maintenance and Its Implication for Theories of
Narcotic Addiction” in Association for Research in Nervous and Mental Disease, the Addic-
tive States (1968), pp. 360-361.

New York Times, December 9, 1968. Research led to a new theory of addiction.

New York Times, April 23, 1968. NSA Symposium, with Dr. Dole as chairman; the
persistence of narcotics was discussed, and additional evidence of physiological dependence
at cell level was presented. Dr. Dole commented that “such reasoning justifies the use of
methadone in non-narcotic doses to protect former addicts from their craving.”

At the NACC Conference in 1969, Dr. Jerome Jaffe discussed Dr. Dole’s theory that a
narcotic lesion produced narcotic hunger, and noted that this has not been confirmed, and
that there seems to be contrary evidence.

18 Dole, Nyswander and Warner speak of “social productivity,” JAMA, Journal of the
American Medical Association, Vol. 206 (December 16, 1968).

The “crucial test of any treatment program is that the patients become normal mem-
bers of society . . . that they resist drugs, and work.” New York State Journal of Medicine,
August 1, 1966.

Gertrude Samuels, in her feature article on the project, quotes Dr. Dole as saying “our
first goal is normal functioning citizens” and not abstinence. New York Times, October 15,
1967.

1» We note relatively few attacks relative to goals in the early period, before more
knowledge became available and more projects were in competition.

In 1965, at the Mayors Conference on Addiction, Rev. O. Dempsey cried, “Narcotics is
death,” but his outburst was more than countered by the scientific support of Dr. S. J.
Holmes of Toronto, who reported another successful methadone program. New York Times,
February 6, 1965. The “emotional” attacks seem to reappear in new clothing in the vehe-
mence with which some members of the black community attack methadone within the
black militant ideolegy as another way of “keeping us down.”
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To some extent, the theoretical underpinnings of MMTP may reflect
social objectives of those concerned prior to the research, and thus indicate
the intention not only to produce scientific bits but to produce them and to
interpret them so as to create, in addition to new knowledge, a transforming
context, under the partially valid assumption that new scientific findings
can be used in our society to mandate policy change, and that a new com-
munity of assumptions will hopefully follow.

To the best of our knowledge, what makes the Dole and Nyswander
approach distinctive is their discovery of an effective way to use methadone,
not the drug itself, which was around since World War II, and which has
many of the properties of other narcotics.120 This distinction is obscured for
readers of magazine articles or press releases. What we find instead is the
presentation of some pharmacological truths and a good treatment program
in emotionally tagged and highly evocative language that few, but critics,
see the need to clarify. It appears that whatever distinctions, linguistic or
otherwise, could be made between the radical act of appearing to give nar-
cotics to addicts and giving out methadone were strategically utilized. The
authors of the project seemed to be at some pains to dissociate themselves
from the criticism raised against the American clinics of the 1920s and
against the more recent British system of dispensing drugs—a criticism cir-
culated by the Bureau whose pamphlets were distributed throughout the
country.1?* They also prescinded from the ineffective attempts by the state
medical societies, and by elites at the national level, to initiate trial clinics
in the 1950s. Similar distinctions and refinements are still required by re-
searchers, if one may judge by some recent statements. At the 1969 Confer-
ence of the New York State Narcotic Addiction Control Commission, Dr.
Jaffe, currently working with methadone and the newer antagonistic drugs
such as cyclazocine, carefully emphasized how the Dole and Nyswander
project differed from the British technique of giving narcotics by prescrip-
tion for self-administration, without any accompanying rehabilitation serv-
ices.’?2 He concluded that it is too simplistic to say that “a narcotic is just a

12 Tetter to the Editor in response to an editorial. Dr. R. L. Marcus sought to correct
the paper and stated that it is an old drug but a new way of using it. New York Times,
August 17, 1965. Also, from Dr. Dole these words: “Use a familiar drug in a new way.”
Journal of the American Medical Association, Vol. 206 (December 16, 1968), p. 2708.

For a description of the properties of the drug, a basic pharmacologic reference is
Jerome H. Jaffe, “Narcotic Analgesics” in The Pharmacological Basis of Therapeutics, ed.
Goodman and Gilman (New York: The Macmillan Company, 1965), pp. 271-272.

2 NACC Conference, 1969. Dole and Nyswander commented on this issue that “metha-
done maintenance is not to be confused with giving a narcotic drug as in Great Britain.”
New York State Medical Journal, August 1, 1966.

12 NACC Conference, 1969,
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narcotic.” Thus in 1969, there is still concern about presenting narcotic
maintenance, although it is possible to be slightly more open about the
whole problem. In 1964-1965, most spokesmen avoided even phrasing the
issue that way. Rather the implication was that methadone is a medica-
tion and the common analogy used by Drs. Dole, Nyswander, and others
was that giving methadone is like giving insulin to a diabetic; a chronic
disease requires chronic medication.

This comparison of presentations—1964 and 1969—may indicate a gap
between the proliferation of methadone maintenance projects in the inter-
vening period and the relative stability of the prevailing community of as-
sumptions, or to phrase it differently, the relative ease of building new con-
texts as opposed to the difficulty of unlocking the old, although a complete
transformation involves both processes.

Indications of a recent alteration in the attitudes of authorities toward
the use of narcotics, which methadone is legally’?® and may be medically,!?¢
for a maintenance program may be found in the positions taken on the
drug by the main candidates for mayor of New York City in the 1965 and
1969 elections, and by the candidates for Governor of New York State in
the 1966 elections. More important, a review of the nature of the major
programs actually supported by the New York City and New York State ad-
ministrations suggests a rise in support for methadone maintenance of her-
oin addicts during and after 1967, a year during which the Dole and Nys-
wander results began to be corroborated by a variety of independent
investigators.

During the first three years of its operation the MMTP was supported
largely by New York City municipal funds. While the experimental program
initiated at Rockefeller University in New York City with two patients had
expanded to three public and private hospitals by 1967, the methadone
maintenance approach to addiction was treated warily by most political
candidates and officials during these years. The Wagner administration had
supported MMTP but opposed any extension of methadone maintenance
from an experimental procedure to a means of dealing with heroin ad-
dicts.125 Similarly, the candidates in the 1965 mayoral election were gen-
erally opposed to the utilization of methadone as a maintenance program
for addicts. Although an encouraging report on the first fifteen months of
MMTP’s operation had been published, and one mayoral candidate, Abra-

128 paul D. Gewirtz, “Methadone Maintenance for Heroin Addicts,” The Yale Law
Journal, Vol. 78, No. 7 (June, 1969), p. 1195.

12 N, B. Eddy, H. Halback, O. J. Braenden, “Synthetic Substances With Morphine-Like
Effect: Methadone,” Bulletin of the World Health Organization, Vol. 17 (1957), p. 569.

1% New York Times, February 15, 1965.
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ham Beame, did urge the increased use of methadone in handling the city’s
addicts,126 the majority of the candidates, including the eventual winner,
John Lindsay, called primarily for the expansion of current approaches to
drug addicts and did not favor the utilization of methadone maintenance
for addiction. While Lindsay expressed support for the experimental metha-
done program, he also indicated his opposition to the use of the synthetic
drug for drug addicts “unless maintenance proves workable.”1?” During the
campaign Lindsay called for improved police procedures for halting nar-
cotics sales, for the construction of a new hospital for addicts, and for edu-
cational programs dealing with addiction.

Further indications of politicians’ attitudes toward the handling of
drug addiction by methadone maintenance were provided during the 1966
New York State gubernatorial election. Although Drs. Dole and Nyswander
published several more articles commenting favorably on the methadone
program in medical journals during the year, and although their reports
were widely cited in the popular press, the program for handling addicts
that the incumbent Governor proposed to the state legislature, that he saw
passed by a twenty-to-one margin, and that he then campaigned successfully
for reelection upon, was a program under which addicts could be involun-
tarily committed to state treatment centers for periods ranging up to three
years.

Thus, the positions taken on the handling of narcotic addicts by the
major mayoral candidates in 1965 suggested at most cautious support for
the research or experimental use of methadone but little support for its
acceptance as a means of maintaining or treating addicts. Similarly the 1966
gubernatorial campaign dealt with the question of narcotics addicts pri-
marily in terms of their involuntary confinement and withdrawal from
narcotics use.

By 1969, however, the mayoral candidates expressed positions consider-
ably more favorable to the expanded use of methadone as an implicit or
potential means of dealing with large numbers of narcotic addicts. Candi-
dates Lindsay, Procaccino, Wagner, and Low all promised support for the
expansion of the use of methadone in the city.1?8 Among the prominent
candidates, only John Marchi did not emphasize his support of an expanded
methadone program.

Consideration of the city and state administrations’ support for major
programs for the control of drug addiction suggests a similar alteration in
attitude toward the use of methadone. During the early years in which Drs.

12 New York Times, October 16, 1965.
2" New York Times, October 24, 1965.
% New York Times, February 22, 1969; May 30, 1969; June 13, 1969.
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Dole and Nyswander were issuing favorable reports on the efficacy of meth-
adone as a means of rehabilitating heroin addicts (1964-1966) the major
programs supported by the state and city administrations emphasized only
the addict’s withdrawal and abstention from narcotic use. Under the New
York State Metcalf-Volker Act of 1962, which both the state and city helped
to administer, an addict faced with certain criminal charges could elect to
be civilly committed for withdrawal from drug use and rehabilitation in-
stead of standing trial. In 1966 a narcotics program was proposed by Gov-
ernor Rockefeller and overwhelmingly approved by the state legislature un-
der which addicts who had committed no crime could be involuntarily
committed to a treatment center by the courts for a period of up to three
years. The high relapse rate associated with such rehabilitation programs
was generally acknowledged and the program was often described as one of
incarceration. One state assemblyman observed, “We haven’t got the medi-
cal answer, so we've got to do the next best thing. We've got to keep these
people off the streets.”'2? In addition, the city government supported several
programs in which addicts voluntarily attempted withdrawal and rehabili-
tation aided by various forms of individual and group psychotherapy.
These projects included the Phoenix House program initiated under Dr.
Efrem Ramirez, as well as Daytop Lodge, Daytop Village, and others.

During the first three years (1964-1966) of Drs. Dole and Nyswanders’
program the state government provided no support and the city supported
it explicitly as “experimental research.” However, late in 1967 the state
government agreed to support the MMTP with an estimated $2.5 million
annually.130 In December, 1968, the New York State government and the
New York City government decided, independently, to establish their own
programs to maintain narcotic addicts on methadone. While the programs
continued to be referred to as “research,” due to the Federal Bureau of Nar-
cotics’ opposition to any non-experimental maintenance of addiction, the
size of the programs and their more permissive admission standards sug-
gest a fairly explicit transition from a program of experimental research to
one of maintenance. A bill has also been passed by the New York City Coun-
cil requiring methadone to be made available to addicts in the city’s pris-
ons.’31 The state government has also established a methadone treatment
center in New York City and in January of 1970 the state announced that
it would increase its support of the MMTP from $2.5 million to $15 million
annually.132

2 New York Times, April 3, 1966.

1% New York Times, November 15, 1967.
13t New York Times, January 8, 1970.

122 1hid.
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Methadone research projects were subsequently established in a num-
ber of cities in the United States and Canada, including New Haven, Balti-
more, St. Louis, New Orleans, Vancouver, B.C., and Toronto, Ontario.133
While these projects usually resemble the Dole-Nyswander program in that
they administer daily oral doses of methadone to patients and also take fre-
quent urine samples, they vary considerably in their procedures. While
most programs handle patients initially in a hospital and only later as out-
patients, some programs initiate and maintain individuals on methadone
entirely on an out-patient basis. Admissions criteria also vary considerably:
some programs use fairly restrictive criteria, similar to those initially used
by the Dole-Nyswander project, while others are relatively permissive about
admission to methadone maintenance.

In June, 1970, the Bureau of Narcotics and Dangerous Drugs and the
Food and Drug Administration jointly issued a set of regulations designed
to establish nationwide control over the procedures of the spreading com-
munity methadone maintenance centers.134

In summary, the political candidates as well as the city and state author-
ities did shift their positions from opposition to reliance on methadone to
extensive use, as the evidence was published, after it was supported by other
studies than those of the original advocates, and following independent
evaluations. In this way the political decision-makers were protected from
relying on one expert. But they did “move” once the evidence became rela-
tively convincing. Thus a medically effective approach to the problem of
heroin addiction also became politically effective.

1% “Methadone Clinical Trials Under Study,” Journal of the American Medical Asso-
ciation, Vol. 208, No. 2 (April 14, 1969), p. 251.
18 Washington Post, June 12, 1970.
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2
ANTABUSE

DISCOVERY

The possibility of using antabuse! (disulfiram) in the treatment of
alcoholism was first detected by Drs. Erik Jacobsen and Jens Hald in Den-
mark in 1945.2 As in many such discoveries, accident played a large part.
Jacobsen was testing the drug for use in the control of parasitic intestinal
worms. In keeping with his policy of never giving a drug to a patient with-
out first testing it on himself, he took a small dose. Some hours later, at a
dinner party, he became physically ill with just a few sips of beer.3

The first reports on the drug and its possible applications in combating
alcoholism appeared in 1948 after Jacobsen and Hald had tested the drug’s
physiological effects and Dr. Oluf Martensen-Larsen had begun clinical work
with it4 (The beginning of Martensen-Larsen’s association with the re-
search is set as 1947.5)

EFFECT

The basis for the claim that the drug can be of use as a pharmacologi-
cal and psychological aid in the treatment of alcoholism is the “alcohol-
antabuse reaction,” which causes a person consuming alcohol considerable
discomfort. (It is hence a so-called antagonistic drug.)

* Or antabus, a trade name for tetraethylthiuramdisulphide, or disulfiram.

2G. L. Usdin, “Antabuse in the Therapy of Chronic Alcoholism,” Cincinnati Journal
of Medicine, Vol. 32 (1951), pp. 288-291.

2Ibid., p. 288.

*Erling Asmussen, Jens Hald, and Erik Jacobsen, “Studies of the Effect of Tetraethyl-
thiuramdisulphide (Antabuse) and Alcohol on Respiration and Circulation in Normal Hu-
man Subjects,” Acta Pharmacologica et Toxicologica, Vol. 4 (1948), pp. 297-304. And in the
same journal, the same issue: Jens Hald, Erik Jacobsen, and Valdemar Larsen, “The Sen-
sitizing Effect of Tetraethylthiuramdisulphide (Antabuse) to Ethylalcohol,” pp. 285-296.

& Letter from Denmark, “The Antabus Treatment of Alcoholism,” Journal of the
American Medical Association, Vol. 139 (1949), p. 732.
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The treatment is started by giving the patient initial doses of antaboic,
reading him for the alcohol-antaboic reaction. Although it has not been con-
firmed exactly how disulfiram works chemically, it apparently works by block-
ing the enzymatic function of aldehyde oxidases in the liver; this prevents the
normal metabolic degradation of alcohol in the body. The result is an in-
creased concentration of acetaldehyde in the blood. Earlier investigations sug-
gested that a substance is formed by the disulfiram-prepared individual under
the influence of alcohol which “directly or indirectly increases the irritability
of the respiratory centre.”® By inhibiting the oxidation of the acetaldehyde,
disulfiram may allow an accumulation of that substance in the body large
enough to cause the observed irritation.” The early investigators noted cer-
tain effects of disulfiram itself on the non-alcoholic-prepared body. They
have noted transient symptoms of fatigue and impaired sexual potency;?
in some cases, headaches, dizziness, gastrointestinal disorders, bad taste,
and halitosis have been recorded.® In few cases symptoms, such as allergic
reaction, have been such that treatment had to be discontinued.10

Hypersensitivity to alcohol begins three to four hours after the ingestion
of antabuse.l! The reaction varies from thirty to sixty minutes to several
hours in the more severe cases, or as long as there is alcohol in the blood.
Mild reactions may occur in the sensitive individual when blood alcohol
concentration is increased to as little as 5 to 10 mg. per 100 cc. Symptoms are
fully developed when the concentration reaches 50 mg. per 100 cc. Since the
disulfiram is only slowly eliminated from the body, unpleasant symptoms
following ingestion of alcohol have been observed seven to eight days after
a single dose of 1.5 gm.12 Furthermore, prolonged administration of anta-
buse does not lead to tolerance for alcohol.

A few minutes after the ingestion of alcohol, there is flushing of the

¢ E. Asmussen, et al., p. 301.

It has also been suggested that disulfiram (Antabuse) affects not only the quantity of
acetaldehyde but also the vascular reaction to it. See: J. K. W. Ferguson, “A New Drug for
Alcoholism Treatment,” Canadian Medical Association Journal, Vol. 74 (1956), p. 794.

7 Max Hayman, 4lcoholism: Mechanism and Management (Springfield: Thomas, 1966),
pp- 148-149.

8E. Jacobsen and O. Martensen-Larsen, “Treatment of Alcoholism with Tetraethyl-
thiuram Disulfide (Antabus),” Journal of the American Medical Association, Vol. 139 (1949),
pp- 918-922, specifically p. 919.

® Hayman, p. 149. Also E. Glud, “The Treatment of Alcoholic Patients in Denmark
with Antabuse,” Quarterly Journal of Studies on Alcohol, Vol. 10 (1949), pp. 185-197,
specifically pp. 193-194.

1 Jacobsen and Martensen-Larsen, p. 919.

1 Ibid.

13 gee Ruth Fox, ed., Alcoholism: Behavioral Research, Therapeutic Approaches (New
York: Springer Publishing Company, Inc., 1967), especially pp. 242-246.
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face and neck accompanied by a feeling of heat in the area; this in turn, is
usually followed by a severe headache and by a rise in blood pressure, which
subsequently falls precipitously. Individuals often experience faintness and
a feeling of nausea leading to vomiting. The reaction is generally followed
by hours of deep sleep.!3 As Dr. Jacobsen put it:

In summary, the discomfort is so intense that, once experienced, it prevents
an overwhelming majority of patients from further attempts to take alcohol as
long as they are influenced by antabuse.14

DANGERS

There are two types of danger to be considered. The first is possible
danger due to ingestion of the drug itself. This has been suggested to be
negligible. Jacobsen and Martensen-Larsen call the drug “relatively non-
toxic.”15 Hald, Jacobsen and Larsen found the disulfiram’s toxicity to be high
in lower animals but low for mammals.1¢ For puppies and rabbits they found
3 grams per kilogram of body weight to be fatal. This is a much higher con-
centration than is likely to occur in a patient (e.g., 231 grams of disulfiram
for a 170-1b. man).

In a 1953 study, Martensen-Larsen discussed the variety of side effects
that he had observed in the course of disulfiram treatment. (See Table 1.)
He distinguished between those which occurred only initially (in the first
few days of treatment) and those which persisted; in almost all instances,
both types of side effects disappeared when dosages were reduced to the level
commonly used since the mid-1950s.

Recent clinical work by Ruth Fox suggests that the side effects of disul-
firam can be almost entirely eliminated if the dosage is reduced. As Fox
notes, the early experimenters used excessively large doses, which resulted
in the more serious symptoms.l” If the dosage is kept at the .25 gm. level,
then very severe reactions are rare.!® A recent study has also stressed the
fact that there are few significant side effects with disulfiram. Bourne, Al-

13 As described in Marvin A. Block, “Preventive Treatment of Alcoholism,” Modern
Treatment, Vol. 3 (1966), p. 456. See also: J. Hald, et al., pp. 292-294; M. Hayman, p. 149;
and Jacobsen and Martensen-Larsen, p. 918.

4 Jacobsen and Martensen-Larsen, p. 918.

¥ Jacobsen and Martensen-Larsen, p. 918.

1 Hald, et al., p. 287.

¥ Ruth Fox, “Antabuse as an Adjunct to Psychotherapy in Alcoholism,” New York
State Journal of Medicine, Vol. 58, No. 9 (May 1, 1958), pp. 1540-1544.

18 Sanford L. Billet, “Antabuse Therapy,” in Roland J. Catanzaro, M.D., 4lcoholism:
The Total Treatment Approach (Springfield, Illinois: Charles C. Thomas, 1968), p. 16.
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Table 1. Side Effects of Disulfiram in 64 of 100 Patients

Symptoms Initial Persisting
Fatigue during daytime 33 5
Sleeping mornings 25 2
Headache, dizziness 15 0
Reduced vitality 18 2
Reduced libido (sexual

potency) 19 9
Gastrointestinal symptoms 12 2
Halitosis or metallic taste 24 5
Shortness of breath 14 1
Muscular sensations 17 2
Allergic skin phenomena 3 0

64 T2

Source: Oluf Martensen-Larsen. “Five Years’ Experience with Disulfiram in the Treatment
of Alcoholics,” Quarterly Journal of Studies on Alcohol, Vol. 14, No. 3 (September, 1953),
p. 412.

ford, and Bowcock had reported that several of their patients being treated
with antabuse had experienced slight nausea and drowsiness. However, the
problem of nausea was solved by letting the patient take the disulfiram tab-
let with food rather than on an empty stomach, and the latter problem was
solved by having the patient take the medication at night.’® One case of
allergic dermatitis, a skin rash, was reported. Fox has also noted slight side
effects which can be handled by an adaptable approach to these minor dis-
comforts. For example, she notes that the garliclike odor of the breath,
which is sometimes associated with the use of antabuse, can be treated with
chlorophyll tablets or by decreasing the antabuse dosage to .25 gm. daily.2°
Drs. Jacobsen and Martensen-Larsen limit the conditions which indicate
that disulfiram can not be safely used in particular patients to indications of
special susceptibility to heart failure.?! They include among their patients
several with cirrhosis, arteriosclerosis, diabetes, and stomach ulcers, who
are being treated with antabuse without any serious side effects.2? Others
include these conditions in a list of contraindications which also covers drug

* P. G. Bourne, J. A. Alford, and J. Z. Bowcock, “Treatment of Skid-Row Alcoholics
with Disulfiram,” Quarterly Journal of Studies on Alcohol, Vol. 27 (1966), pp. 42-48.

* Fox, p. 245.

7 Jacobsen and Martensen-Larsen, p. 919.

2 Ibid., p. 920.
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addiction: asthma, pregnancy, kidney disease, psychosis, and epilepsy.2?
However, Fox has recently reaffirmed the view that there are few valid con-
traindications to disulfiram therapy. She feels that the drug should not be
given to a full-blown psychotic or to someone who is seriously ill.?4 In fact,
a recent study of the use of antabuse with skid-row alcoholics, a group whose
level of physical fitness was much below average, found very few serious
side effects.?s

The second danger, and obviously the more considerable, is that from
the reaction to consumption of alcohol. Jacobsen and Martensen-Larsen
state that this reaction may be “either too severe or too light.”?¢ If too light,
this just means that the effects disappear too quickly and the patient is
probably not susceptible to treatment with disulfiram. Severe reactions may
result in convulsions and require hospital attention.?” Another danger asso-
ciated with the alcohol-antabuse reaction is the possibility of consuming
the alcohol in such quantity and so quickly that the alcohol level in the
blood surpasses the lethal level, but, to a degree, this is a danger in any
heavy drinking.

One disturbing matter in disulfiram therapy arose with the reporting
of deaths which occasionally occurred during the treatment. Because of these
reports, Jacobsen and others began to investigate the cases of death cited in
the literature, It became clear that the deaths had occurred during the disul-
firam and alcohol reaction, and that disulfiram by itself had not caused
them. As E. Jacobsen noted:

Neither in the literature nor in the present investigation have any cases of
death been seen which can with certainty be attributed to the effect of disul-
firam alone. All the unexplained deaths occurred among patients who, while
under the influence of disulfiram, drank some alcohol. Thus, the hazard of the
treatment exists only in the combination of alcohol and disulfiram.28

He further notes that during the three and a half years that disulfiram had
been used in Denmark, about 11,000 patients had been treated with the
drug; of this total, only three or four had died unexpectedly because of the
antabuse-alcohol reaction.?® In a recent review study, Amador and Gazdas

2 Block, p. 457, and Hayman, pp. 149-150.

% Fox, dlcoholism, ibid., p. 2486.

# P. G. Bourne, J. A. Alford, and J. Z. Bowcock, op. cit.

» Jacobsen and Martensen-Larsen, p. 919.

= Ibid.

®See E. Jacobsen, “Deaths of alcoholic patients treated with disulfiram (tetraethyl-
thiuram disulfide) in Denmark,” Quarterly Journal of Studies on Alcohol, Vol. 13 (1952), p.
22.

® Ibid,, p. 25.
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showed that the reported fatalities occurred only during the disulfiram-
alcohol reaction, and were not the result of administration of the drug itself.
The investigators further suggest that the present dosage of .25 gm. daily
would further reduce the reaction:

... the smaller dosage of disulfiram (0.25 g. daily) currently employed, together
with the elimination of the therapeutic production of the disulfiram-alcohol re-
action, might serve to reduce the incidence of complications.30

Another danger referred to in the literature about antabuse is the pos-
sibility of precipitating or inducing a psychosis. It has been suggested that
for some individuals the alcohol-antabuse reaction may induce the disturb-
ance; however, this is related to a specific and older mode of treatment, and
will be dealt with below. It also is maintained that to deprive the alcoholic
of his alcohol is to block his primary avenue of escape from his problems.
“The therapist should bear in mind that, by blockading the patient’s way to
drink, he is depriving him of something which is of vital importance,
namely his only way of escape. . . . The alcoholist drinks to escape inner ten-
sions and conflicts which will increase and cause different reactions if his way
of escape, alcohol, is blockaded by disulfiram.”31 Another writer adds: “It
was thought that psychoses occurring while this drug was being used were
due to the toxicity of the drug itself. However, now it is believed that it is
not the drug but the inability of the patient to escape into his alcoholic
oblivion as an outlet for his emotional inability, that precipitates the psy-
chotic episode.”32 The answer to this problem, to many minds, is psycho-
therapy as a part of treatment for alcoholism, an aspect that will be dis-
cussed below.

METHODS OF TREATMENT

The initial step of almost any disulfiram treatment for alcoholism is to
withdraw the patient from alcohol for approximately twenty-four hours.
Then, the first dose of disulfiram is administered (usually 0.5 gm.) and re-
peated once a day for approximately one or two weeks. The patient is then
maintained on a smaller dosage (0.25 gm.) for a variable length of time—*until
the patient seems to be adjusted to his no-alcohol regimen.”’33

*See E. Amador and A. Gazdas, “Sudden Death During the Disulfiram-Alcohol Re-
action,” Quarterly Journal of Studies on Alcohol, Vol. 28 (1967), p. 652.

& 7. Smilde, “Risks and Unexpected Reactions in Disulfiram Therapy of Alcoholism,”
Quarterly Journal of Studies on Alcohol, Vol. 24 (1963), pp. 489494, specifically pp. 493-
494.

2 Block, p. 458.

® 1bid., p. 457.
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When antabuse was first introduced it was thought that the hospital set-
ting was a necessary adjunct to treatment, particularly for the first alcohol-
antabuse test (an intentional induction of the alcohol-antabuse reaction),
which was administered shortly after the patient was put on antabuse. It
was also initially considered a useful part of the treatment to subject the
patient to intermittent alcohol challenges as a reminder of the consequences
of departure from the alcohol-less life. This is no longer generally accepted
as necessary either as an admonition or as an attempt to establish a condi-
tioned aversion.?* It is now considered sufficient to describe the extreme
discomfort of the reaction to the patient, stressing the risk he incurs by tak-
ing any alcohol while under disulfiram treatment.35

From the beginning of the use of disulfiram as treatment for alcoholism
there has been an assumption of the necessity of concurrent psychotherapy.
Jacobsen and Martensen-Larsen stated, without support: “The medication
must be combined with intensive psychotherapy in order to obtain perma-
nent results.”3¢ This dictum was incorporated in what is now called the
“Danish Method” of treating alcoholism:

1. The administration of antabuse which induces the patient to shun drink-
ing;

2. Psychotherapeutic care, which supports the patient in his desire to con-
tinue medication, to readjust himself socially, and finally to make the necessary
changes in his habits.37

With reference to the fears mentioned earlier of the possible harmful
effects of eliminating the alcoholic’s primary escape mechanism, one inves-
tigator states: “Psychotherapy, or at least close and frequent contact between
patient and physician, are essential particularly during the period of the
patient’s transition from addiction through the void of initial sobriety, when
he is at a loss for another outlet to replace his emotional depressant.”’38

EVALUATIVE TESTS

Among the first evaluations of the effectiveness of disulfiram was that
of Dr. Martensen-Larsen who did the first clinical work with the drug after

3 Hayman, p. 150.

* Block, p. 457.

* Jacobsen and Martensen-Larsen, p. 920.

¥ Glud, p. 186.

3 Marcus Crahan, “The Treatment of Alcoholism with Tetraethylthiuram Disulfide
with Observations on the Effects of Group Reaction Tests and of Test Witnessing,” Quar-
terly Journal of Studies on Alcohol, Vol. 11 (1950), pp. 538-546, specifically, p. 539.
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Jacobsen and Hald had done their experiments. Dr. Martensen-Larsen’s four
evaluative categories were:

1. Socially recovered (SR)—“could competently perform in his work and
live in harmony with his family”;

2. Much better (MB)—"can perform his work with integrity and who
has had a few relapses that have not disturbed his social status”;

3. Somewhat better (SB)—"somewhat improved but is subject to attacks
which influence his work and/or his family life”;

4. Unchanged (U).3¢

A longer run evaluation of results from disulfiram treatment in Den-
mark by Drs. Johannes Ngrvig and Borge Nielsen shows that two to five years
after the discharge of 114 patients originally treated with antabuse, 43 were
rated “good,” 45 “fair,” and 26 “poor,” on a scale of recovery much like that
of Martensen-Larsen reviewed in Table 2. Considering good and fair results
as positive and poor and unavailable patients as negative, the figures suggest
66 percent positive results.*

Another follow-up study two to five years after discharge of 500 alco-
holic patients treated with disulfiram in a psychiatric clinic in Basel (Swit-
zerland) since 19494 maintained contact with 224 patients (fifty-two women).
Of the original five hundred, 43 percent had been committed to the treatment
by the courts; the remainder had sought out treatment voluntarily, although
a majority of these came because of pressure from employers, physicians, or
family. The figures are assumed to be approximately the same for the
group actually contacted.

Treatment in the clinic had included psychotherapeutic and social ther-
apy counseling as well as antabuse treatment. Psychoanalysis was employed
only where neurosis was definitely present. Disulfiram treatment was con-
tinued after discharge under the supervision of counseling centers. One-
third continued treatment for up to six months, one-third up to seven years,
and one-third continued, with lapses, for several years.

Twelve percent of the men and 20 percent of the women were abstinent
during the observation period, two to five years after discharge. It was not

® The criteria and the following figures are from Jacobsen and Martensen-Larsen, pp.
920-921.

 Johannes Ngrvig and Borge Nielsen, “A Follow-Up Study of 221 Alcohol Addicts in
Denmark,” Quarterly Journal of Studies on Alcohol, Vol. 17 (1956), pp. 633-642.

“tH. Zuber, “Entstehungsbeding ungen des chronischen Alkoholismus und Behan-
lungsresultate der Disulfiram-Kur (Antabus),” (“Conditions giving rise to Chronic Alcohol-
ism and Results of Treatment with Disulfiram”), No. 34 (1960), p. 58 f. Abstracted in
Quarterly Journal of Studies on Alcohol, Vol. 24 (1963), pp. 161-162.
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Table 2. Status of Persons with Alcoholism Six Months After Institution of Treat-
ment with Antabuse Compared with Status After Three and After Nine Months

SR MB SB U Total
Status after 6 months: 52 19 12 16 99
Status after 3 months: SR 43 2 2 2 49
MB 5 14 0 3 22
SB 4 2 10 0 16
8] 0 1 0 11 12
T99
Status after 9 months: SR 18 2 0 2 22
MB 1 5 0 0 6
SB 0 0 3 0 3
) 0 1 9 11
Not observed 32 12 8 5 57
T

Source: E. Jacobsen and O. Martensen-Larsen, “Treatment of Alcoholism with Tetraethyl-
thiuram Disulfide (Antabus),” Journal of the American Medical Association, Vol. 139 (1949),
pp. 918-922. The study included a total of ninety-nine patients.

specified what proportion of the abstinent patients were using disulfiram. In
the researchers’ terms, 30 percent were to be considered recovered, 33 per-
cent improved, and 37 percent unimproved. An explanation of these terms
is not given.

The rate of recovery was not found to vary with the patients’ status as
compulsory or voluntary. Patients over forty responded better to the treat-
ment. The best response was found with the pleasure and habit drinkers
rather than with those with severe psychological problems.

Robert Wallerstein records a comparative evaluation*? of antabuse
treatment and three other methods in what he terms a “time-limited mental
hospital setting.” Of 178 voluntary patients, 47 were treated with disulfiram,
50 were given conditioned reflex treatment, 39 had hypno-therapy and the
remaining 42 constituted a control group, who lived side by side with the
other patients in what Wallerstein calls a “milieu therapy.”

# Robert S. Wallerstein, “Comparative Study of Treatment Methods for Chronic Al-
coholism: The Alcoholism Research Project at Winter VA Hospital,” American Journal
of Psychiatry, Vol. 113 (September, 1956), pp. 228-233.
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The study establishes a so-called “multidimensional measure of im-
provement.” There are four sets of criteria:

1. Degree of abstinence—abstinence is here not considered an absolute
but subject to evaluation as to intensity and duration;

2. Overall levels of social adjustment—this is similar to Martensen-
Larsen’s degrees of social recovery. The variable of central interest here is
reintegration into society;

3. Subjective feelings of difference—these are the patient’s self-assess-
ments;

4. Structural changes in personality—determined by psychiatric observa-
tion and psychological testing.

The results are presented in Table 3.

Table 3. Overall Improvement in the Various Modalities

No
Treatment Results Follow
Completed  Incomplete  Improved Unimproved Up
Antabuse (47) 839, 179, 539, 329% 159,
Conditioned-

Reflex (50) 809, 209, 249, 349, 129,
Group Hypno-

therapy (39) 649, 369, 249, 349, 429,

Milieu (42) 629, 389, 269, 36% 389,

Source: From Robert Wallerstein, “Comparative Study of Treatment Methods for Chronic
Alcoholism: The Alcohol Research Project at Winter VA Hospital,” American Journal of
Psychiatry, Vol. 113 (September, 1956), p. 229.

More patients improved with antabuse than with any other treatment.
The researchers assume this to be due to the “externalization” of controls
with antabuse. Antabuse provides an external source of motivation, the re-
searchers say; no longer must the alcoholic rely solely on his internal psycho-
logical motivation to control his drinking. The tablet has become a strong
external (i.e., physiological) deterrent to his drinking.

Drs. Ebbe Hoff and Charles McKeown provide evaluative figures for
560 patients who volunteered to take disulfiram treatment (TETD) at the
Division of Alcohol Studies and Rehabilitation Service at the Medical Col-
lege of Virginia Hospital in Richmond and 232 control patients over a period
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of three years.#3 The treatment consisted of the administration of decreasing
doses of disulfiram (1.5 gm. to 0.5 gm.) over four days with 30 cc. of whiskey
administered on the fourth day in order to create the disulfiram reaction.
The patients were kept on disulfiram for approximately a year.

The results are evaluated in five categories:

Class I: Totally abstinent;

Class II: Abstinent with a single relapse;

Class III: Not abstinent but showing improvement—wider spacing of
drinking sprees, better work record, happier adjustment at home and in the
community;

Class IV: No improvement;

Class V: May have earlier been considered Class IV, but then were able
to remain abstinent for 6 months;

NT: Discontinued treatment (generally means self-discharge);

NC: Lost contact.#*

The last two categories are included with therapeutic failures. (See
Table 4.)

The researchers combine classes I, II, and III as those benefiting from
the treatment (78 percent) while 47.8 percent of the control group benefited
from treatment other than antabuse.

Another set of results is recorded by Dr. Ebbe Hoff. His patients had to
choose each day to take disulfiram. Each “reexperienced his acceptance of
the fact that he could not drink and had chosen to accept another day of
abstinence.”#® One thousand and twenty patients who took disulfiram and
484 “controls” who chose not to use disulfiram participated in a therapeu-
tic program. Hoff found that the group that took the disulfiram was a
younger group, 35-39 age group, while the control group was 40-44. He
thought this indicated that the disulfiram was chosen by a younger, health-
ier, more highly motivated group.#6 Of the control group, 55 percent bene-
fited from psychotherapeutic treatment, while 76 percent of the disulfiram-

“ Ebbe C. Hoff and Charles E. McKeown, “An Evaluation of the Use of Tetraethyl-
thiuram Disulfide in the Treatment of 560 Cases of Alcohol Addiction, American Journal
of Psychiatry, Vol. 109 (March, 1953), pp. 670-673.

“ Ibid., pp. 671-672.

% Ebbe C. Hoff, “The Use of Pharmacological Adjuncts in the Psychotherapy of
Alcoholics,” Quarterly Journal of Studies on Alcohol, Supplement Number 1 (1961), pp.
138-150, specifically p. 140.

© Ibid.
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Table 4. Comparisons of Treatment Results Between 232 Control and 560 TETD
Cases

Control
Group TETD
Class % %
1 24.1 37.3
1I 9.5 20.0
111 142 20.7
v 18.1 13.7
A% 22 1.8
NT 20.3 1.1
NC 11.6 54
100.0 100.0
Male and Female
Control TETD
192 40 500 60
Male Female Male Female
%o %o %o %
I 27.1 10.0 38.4 28.3
I 9.9 75 212 83
111 13.5 17.5 19.6 30.1
v 16.6 25.0 13.2 18.3
\% 1.6 5.0 1.8 1.7
NT 18.8 27.5 1.0 3.3
NC 125 75 48 10.0
100.0 100.0 100.0 100.0

Source: Ebbe C. Hoff and Charles E. McKeown, “An Evaluation of the Use of Tetra-
ethylthiuram Disulfide in the Treatment of 560 Cases of Alcohol Addiction,” American
Journal of Psychiatry, Vol. 109 (1953), p. 672.

treated group benefited from the program; the disulfiram group also
stayed in treatment longer.*7

A study of 120 cases of antabuse maintenance and psychotherapy in
three hospitals—in Albany, Buffalo, and Trenton—shows a 62 percent record
of improvement after nine months (the scale is not specified).*® Although

“ Ibid.

# George P. Child, Walter Osinski, Robert E. Bennett, and Eugene Davidoff, “Thera-
peutic Results and Clinical Manifestations Following the Use of Tetraethylthiuram Disul-
fide (Antabuse),” American Journal of Psychiatry, Vol. 107 (1951), pp. 774-780.
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some of the patients were kept on disulfiram throughout the study and some
others stopped using the drug, the recovery rates are not reported according
to these categories. Combined results were available for twenty-five patients
after fifteen months:

Table 5
3 months 15 months
Abstinence 17 9
Moderate Drinker 1
Unimproved 7 13
25 25

Source: George P. Child, Walter Osinski, Robert E. Bennett, and Eugene Davidoff, “Thera-
peutic Results and Clinical Manifestations Following the Use of Tetraethylthiuram Disulfide
(Antabuse),” dmerican Journal of Psychiatry, Vol. 107 (April, 1951), p. 779.

Epstein and Guild give results for 125 patients in an antabuse program
using Martensen-Larsen’s method and categories.#® The patients were given
initial sensitizing doses of disulfiram followed by a test dose of whiskey and
then were provided with tablets of disulfiram to take on a regular schedule.
Noting that the “unchanged” and “unknown” categories total 49 percent at
15 months of treatment, Epstein and Guild comment “thus half the patients
are improved to some extent since the beginning of treatment, although not
all are still taking TETD [disulfiram].”’50

Another example of results from a study using the Martensen-Larsen
method, but this time with a different system of rating, is given by J. N. P.
Moore and M. O. Drury.5!

This is a follow-up study conducted after two years on an original test-
ing group of 118. Seventy-one cases were contacted, forty-three in person and
twenty-eight by letter. The obtained results are shown in Table 7.

Kirsten Rudfeld divides his results in 334 cases into three categories of
varying degrees of alcohol abuse:52

“ Nathan B. Epstein and Julius Guild, “Further Clinical Experience with Tetraethyl-
thiuram Disulfide in the Treatment of Alcoholism,” Quarterly Journal of Studies on Al-
cohol, Vol. 12 (1951), pp. 366-380.

®Ibid., p. 371.

% J. N. P. Moore and M. O. Drury, “Antabus in the Management of Chronic Alcohol-
ism,” Lancet, Vol. 261 (December, 1951), pp. 1059-1061.

% Kirsten Rudfeld, “Recovery from Alcoholism by Treatment with Antabuse Com-
bined with Social and Personal Counseling; a Statistical Calculation of the Prognosis in
Different Social Groups,” Danish Medical Bulletin, Vol. 5 (1958), pp. 212-216.
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Table 7
Still No longer
Number taking taking
Condition of cases Antabuse Antabuse
No relapse 36 519, 17 19
One or more
relapses 23 329, 21 2
Failure 12 179, 0 12
71 38 33
Of the whole series of 118 cases:
Success 36 (31%) known improvement
Partial success 23 (19%) } 59 (50%,)
Failure 12 (10%,) no known improvement
Unknown 47 (40%,) } 59 (50%)

Source: J. N. P. Moore and M. O. Drury, “Antabus in the Management of Chronic Alcohol-
ism,” Lancet, Vol. 261 (December, 1951), p. 1060.

1. Good results—complete resocialization with no or normal intake of
alcohol in 168 cases (50 percent);

2. Doubtful results—definite improvement or considerable resocializa-
tion but with relapses in 58 patients (17 percent);

8. Poor results—unstable resocialization in 108 patients (32 percent).

Another specialized example is from an experiment carried out under
the auspices of the Atlanta municipal court. The experiment involved using
disulfiram in the treatment of “skid-row alcoholics.” The individuals in-
volved in the Atlanta experiment were in two groups—voluntary, and com-
pulsory. Of the volunteer group, who were regularly given disulfiram tablets
at home, out of sixty-four, thirty-two were abstaining at the end of nine
months. The compulsory group was given a choice of going to jail or being
treated with disulfiram at the court by the probation officer every morning.
Out of 132, 61 of these individuals were abstaining at the end of nine
months. Out of the seventy-one who were not, seventeen had abstained
through their entire suspended sentence and then stopped treatment.5® This
type of treatment is considered effective in breaking down the “revolving

% Peter G. Bourne, James A. Alford, and James Z. Bowcock, “Treatment of Skid-Row
Alcoholics with Disulfiram,” Quarterly Journal of Studies on Alcohol, Vol. 27 (1966), pp.
42-48.
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door pattern” of drunkenness and jail sentences that characterize the life of
the typical skid-row drunk.

Stimulation of motivation through court referral (a far less rigid and
time-consuming procedure than that used in the Atlanta experiment) has
been studied. A comparative evaluation is provided by Frederick M. Davis
and Keith S. Ditman in their study of Los Angeles court referrals to the
U.C.L.A. Alcoholism Research Clinic.>* Over a fifteen-week period, twenty-
six court-referred patients and thirty-six self-referred patients of similar age,
sex, and socio-economic status distribution were treated. Of the court-referred
cases, six were given group psychotherapy and twenty were given medication
(of these eight were given disulfiram). Of the self-referred patients, six were
given group psychotherapy; thirty were given medication of which nine were
given disulfiram.

After six weeks it was noted that 10 percent had left both the court-
referred group and the self-referred group. This is taken by the authors as
an indication of the substitutability of court referral for voluntary participa-
tion. There is also a trend toward better attendance over a fifteen week pe-
riod of patients treated with disulfiram, although the authors call it “non-
significant.”

A CLOSE LOOK AT A DIVERGENT STUDY?5%

Dr. Frederick Baekeland and Thomas Shanahan recently completed a
study of forty-two alcoholics treated with disulfiram (antabuse). Under study
were a variety of admission variables, along with corresponding outcome
variables. The admission variables included: (1) age; (2) years of education;
(3) income; (4) duration of heavy drinking; (5) current state of abstinence;
(6) drinking pattern; (7) presence or absence of blackouts; (8) presence or
absence of delirium tremens; (9) previous hospitalization for alcoholism;
(10) alcohol-related arrests; (11) assaultive behavior; (12) suicide attempts;
(13) past or present contact with Alcoholics Anonymous; (14) life situation

5¢Davis and Ditman, “The Effect of Court Referral and Disulfiram on Motivation of
Alcoholics,” Quarterly Journal of Studies on Alcohol, Vol. 24 (1963), pp. 276-279.

% The study examined here was subsequently extended and reported by Frederick
Baekeland, M.D., D.M.Sc., Lawrence Lundwall, M.A., Benjamin Kissin, M.D., and Thomas
Shanahan, M.S.W. in “Correlates of Qutcome in Disulfiram Treatment of Alcoholism,”
Journal of Nervous and Mental Disease, Vol. 1 (July, 1971), pp. 1-9. The number of par-
ticipants using antabuse was increased slightly (14 were added) and the number of patients
not using antabuse was increased (78 were added). The experimental design was somewhat
altered. Findings of the second study were comparable to those previously reported but
added that antabuse is effective in certain kinds of patients. Older, more motivated, and
less depressed patients are particularly likely to be helped by antabuse. The report should
be consulted in its entirety by the reader for a more detailed treatment of the subject.
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(lives with someone or alone); and (15) whether or not the patient was ini-
tially given a tranquilizer or an antidepressant.5

The following outcome variables were studied: (1) “patient on anti-
depressant at time of institution of disulfiram (yes or no); (2) patient on
tranquilizer at start of disulfiram treatment (yes or no); (3) patient on anti-
depressant after 6 months on disulfiram or at termination of disulfiram
treatment (yes or no); (4) patient on tranquilizer after 6 months on disulfiram
or at termination of disulfiram treatment (yes or no); (5) patient on antide-
pressant at time of last Clinic visit (yes or no); (6) patient on tranquilizer at
time of last Clinic visit (yes or no); (7) proportion of missed appointments
from intake to start of disulfiram; (8) proportion of missed appointments
while on disulfiram; (9) proportion of appointments kept during entire Clinic
stay; (10) length of Clinic stay; (11) patient currently dry at end of Clinic stay
(yes or no); and (12) proportion of Clinic visits during the last 6 months of
treatment on which the patient was rated as currently dry.”5?

The group on disulfiram more than six months (Group I) was of a
higher socio-economic status, was better educated, and had been employed
a longer time. However, the other group, Group II, which had been on di-
sulfiram less than six months, had a shorter history of heavy drinking and
fewer contacts with Alcoholics Anonymous.

In comparing the Group I patients with those not taking disulfiram,
they found that the former group was “younger (39.4 vs. 46.0 years, p<.01),
better educated (11.9 vs. 10.5 years of school, p<.05) and had higher incomes
($4,755 vs. $3,520, p<.01).” When Group II was compared to those not using
disulfiram, they found that again this group contained patients who were
younger (38.1 vs. 46.0 years, p<.01). However, patients in this second group
had been drinking heavily for a shorter time than the patients not using
disulfiram (9.8 vs. 15.5 years, p<.05) and were less likely to be currently ab-
stinent at intake (5/20 vs. 53/98, p<.05). There were no significant differ-
ences on the remaining eleven admission variables.

A comparison of Group I with Group II revealed that the two groups
of disulfiram patients differed significantly on a number of the outcome
variables. Group I patients did well in remaining off antidepressants
throughout the course of the treatment; also, they missed fewer appoint-
ments and had been rated as currently dry during a higher proportion of
visits over their last six months of treatment.58

% Frederick Baekeland, M.D., D.M.Sc., and Thomas Shanahan, M.S.W., “Disulfiram
Treatment of Alcoholism: Another Look,” unpublished report, March, 1970, p. 2. This
article was subsequently published in Journal of Nervous and Mental Diseases. See foot-
note 55.

¥ Ibid.

 Ibid., p. 4.
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Table 8. Two Disulfiram Groups: Admission Variables

Group 1 Group 2
(n = 22) (n = 20)
On Disulfiram On Disulfiram
= 6 months =< 6 months P

Completed high school 15/22 5/20 <025
Education (yrs.) 11.9 + 2.1 102 x21 05 <p <10
Age (yrs.) 394+ 8.1 39.0 9.7 ns.
Income (§) 4755 + 3971 3584 + 3645 n.s.
Duration of heavy

drinking (yrs.) 145 + 8.8 10.8 =82 ns.
Employed 16/22 11/20 n.s.
Lives with someone 14/22 16/20 n.s.
Contact with Alcoholics

Anonymous 17/22 11/20 n.s.
Hospitalizations 12/22 8/20 n.s.
Subject to delirium

tremens 9/22 4/20 ns.
Blackouts 16/22 16/20 ns.
Suicide attempts 4/18 3720 ns.
Assaultive behavior 3/18 6/20 n.s.
Dry on admission 11/22 5/20 n.s.
Patient on antidepressant 11722 13/20 n.s.
Patient on tranquilizer 20/22 19/20 ns.

Source: Baekeland and Shanahan, “Disulfiram Treatment of Alcoholism: Another Look,”
p- 8. An extension of this study was reported by Frederick Baeckeland, Lawrence Lundwall,
Benjamin Kissin, and Thomas Shanahan in “Correlates of Outcome in Disulfiram Treat-
ment of Alcoholism,” Journal of Nervous and Mental Diseases, Vol. 1 (July, 1971), pp. 1-9.
© 1971 The Williams & Wilkins Co., Baltimore, Maryland.

The experimenters selected a group of individuals from those treated
without disulfiram and used their records to provide an approximation to
a control group. “Controls were matched to patients in the two disulfiram
groups on the basis of all admission variables with respect to which signifi-
cant differences were found between patients receiving disulfiram in either
group and those not taking the drug.”?® However this was not an experi-
mental control procedure in which comparable patients are assigned to dif-
ferential treatments, but rather the selection from among patients who had
differentiated treatment histories (i.e., the decision not to use disulfiram had

 Ibid., p. 3.
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Table 10. Two Disulfiram Groups: Outcome Variables

Group I Group Il
On Disulfiram On Disulfiram
= 6 months 6 months P

Proportion of missed appointments

Admission to Disulfiram 0.22 + 0.66 0.35 + 0.18 <.02

While on Disulfiram 0.20 + 0.21 0.51 +=0.28 <.001
Length of clinic stay (mos.) 44.9 4- 25.2 23.9 + 19.0 <02
Proportion dry appts. during

last 6 months 0.64 + 0.35 0.38 +0.34 <.02
Dry on last visit 16/22 6/20 <025
On antidepressant at start of

Disulfiram 6/22 14/20 <025
On tranquilizer at start of

Disulfiram 13/22 19,20 <025
On antidepressant after 6 mos.

on or at termination of

Disulfiram 6/22 18/20 <.05
On tranquilizer after 6 mos. on

or at termination of Disulfiram 16/22 19/20 ns.
Antidepressant discontinued during

clinic stay 11/12 4/138 <01
Tranquilizer discontinued during

clinic stay 3/20 2/20 ns.
On antidepressant at last visit 6/22 12/20 .05 <p <.10
On tranquilizer at last visit 17/22 18/20 ns.

Source: Baekeland and Shanahan, p. 10.

been made—indicating a probable dissimilarity to those patients who were
given disulfiram) of patients who had some characteristics comparable to
those in the experimental groups. Investigators have noted that the use of
disulfiram provides a physiological support for patients who seem psycho-
logically unable to avoid excessive drinking. To the extent that this consid-
eration figured in the decision to give a patient disulfiram or not those
patients not using disulfiram might generally be more motivated or psycho-
logically capable of avoiding excessive drinking than those using disul-
firam. It is not clear that comparability on other background factors would
assure comparability in this respect.

Baekeland and Shanahan reported that if the two groups (Groups 1
and II) were compared with “controls,” much of the beneficial difference
between the two groups disappeared. They found that patients in Group I
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were not more likely to be abstinent on their last visit (15/21 vs. 14/21 for
the control, no significant difference); furthermore, they were not rated as
being drier than their controls.

The authors concluded that patients who stayed on disulfiram at least
six months did better than those who were using it less than six months.
(A 1971 extension of this study—see page 68, note 55—found that older, better
motivated and less depressed patients did better than controls.) However,
caution about resting upon these findings is suggested by the problems ham-
pering alcoholism treatment follow-up studies generally (including those
reviewed above) as well as by the nature of the control group and a lack of
knowledge about the nature and influence of the program’s therapeutic mi-
lieu.

Thus, overall we have reviewed a study that suggests that disulfiram
contributes little to the treatment of alcoholism, and also briefly examined
a number of other studies indicating that the use of disulfiram does help in
combatting alcoholism. While the reviewed studies are open to a variety of
methodological criticisms,% one problem particularly limits the clarity of
most of the reported results and may help to account for the varied results
noted above. While most of the studies measure roughly the same kind of
outcome variable (some combination of social rehabilitation and abstinence
from alcohol) often they do not sufficiently specify the input, or independent
variable (the disulfiram treatment). In most cases the question of how long
the patients who were initially started on disulfiram continued to use it, and
what proportion of the sample were using disulfiram at the termination of
the study is not specified. (While the Baekeland and Shanahan study does
distinguish between those patients who used disulfiram more than, and less
than, six months, it does not specify the amounts of time the patients were
followed while off disulfiram.) The recovery figures presented in many of the
reviewed studies reflect the alcohol-abstinence and general behavior both of
patients who have stopped using disulfiram and of patients who are con-
tinuing to take the antagonistic drug. Since persons who are continuing to
use disulfiram are largely prevented from using alcohol due to fear of the
alcohol-disulfiram reaction and persons who are not using disulfiram must
rely primarily upon their emotional and psychological defenses to prevent
a return to drinking, the proportions of these two conditions that go into
any study’s reported “recovery” rate, or abstinence rate, i1s a critical inter-
pretative variable. A recovery rate based upon a situation in which most of
the patients used disulfiram most of the time, including the time when

% For a critical survey of the methodology of alcoholism follow-up studies see Duff G.
Gillespie, “The Fate of Alcoholics: An Evaluation of Alcoholism Follow-Up Studies,”
Alcoholism, ed. David J. Pittman (New York: Harper and Row, 1967), pp. 159-173.
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“recovery” is evaluated, is a very different thing from the same recovery rate
occurring in a situation where most of the patients used disulfiram only a
small proportion of the reviewed time.

In part this situation seems to reflect varying conceptions of the thera-
peutic role intended for antabuse. If the proposed therapy involves the ad-
ministration of disulfiram to block the patient’s use of alcohol for a limited
period during which he is supposed to make psychological adjustments per-
mitting him to get along without alcohol (and this seems the most widely
held interpretation) then the studies should report the characteristics of only
those patients who have stopped using disulfiram. Similarly if disulfiram is
used to keep the patients from drinking while their bodies recover from the
various forms of physical deterioration due to both the extended use of
alcohol and the frequently associated malnutrition (e.g., gastritis, inflam-
matory changes of the stomach, liver changes leading to cirrhosis, and neu-
ritis leading to memory blackouts and delirium tremens),®! then the follow-
up studies should again focus on the behavior of patients who have used
disulfiram for the appropriate period and then stopped. On the other hand,
if the proposed therapy is to use disulfiram to permit individuals to stay oft
alcohol independently of their psychological or physical condition, then
the studies should report on the behavior of only those patients who are
continuing to take disulfiram. Since most of the reviewed studies include
some individuals who are still taking disulfiram at the time “recovery” was
evaluated, the reported recovery rates rest, in part, upon the use of disulfiram
in the last manner suggested above; as a continuing physiological deterrent
to drinking. Thus some of the variation between the results of the Baeke-
land and Shanahan study and those of the other studies might be explicable
if fewer of the Baekeland and Shanahan patients were on disulfiram at the
point at which the “outcome” measures relating to alcohol abstinence were
taken than was the case in most of the other studies.

Thus although there are a variety of other grounds on which limita-
tions of the validity of the reviewed studies may be suggested (e.g., imprecise
measurements and the absence of adequate control groups or other means
of comparatively evaluating the obtained measurements of recovery), on the
whole, the studies do seem to indicate that disulfiram has a distinct effect in
the treatment of alcoholism; even though the question of to what extent
this effect persists when disulfiram is evaluated solely in the first two sug-
gested therapeutic modes, those of keeping the patients off alcohol for a lim-
ited period while they develop their psychological and physical capacities to
handle their problems without alcohol, is not yet clear.

® Joseph B. Kendis, “The Human Body