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• Changing Lives •

April 5, 1994 5 ioa/iAPR

Dear Ms. Kristine Gebbie:

i 1 

As you are aware, methadone treatment, especially long-term maintenance, 
reduces illicit drug abuse, crime and incarceration, as well as the risk of contracting and 
spreading HIV infection and HIV-related tuberculosis. It is the most effective treatment 
modality for severe opiate addicted individuals. Nevertheless, myths and controversy 
continue to surround methadone treatment, stigmatizing patients and often perpetuating 

a negative image of methadone within the community.

The conference has generated enthusiastic nationwide and international interest. 
We are anticipating approximately 1000 participants at the conference. The purpose of 
this conference is to provide addiction professionals and administrators with up-to-date 
clinical, medical and scientific information about methadone treatment. The audience will 
be interested in national issues that have a direct impact on the drug treatment system, 
particularly methadone treatment.

We are very excited that you have accepted our invitation to speak at the National 
Methadone Conference 1994, "Changing Lives - Healthy Communities." The title of your 
plenary session is "Health Care: Quality, Access, and Coverage for Addicted Patients." 
The session is scheduled on Friday, April 22, from 9:00 a.m. to 10:15 a.m. and will take 
place in the Independence Ballroom of the Grand Hyatt Washington. You are scheduled 
to speak at approximately 9:45 for no longer than 17 minutes. A copy of the Conference 
Program is included for your information. I will be in contact with you to discuss your 
remarks and information regarding logistical details.

In the past, much of the funding for methadone treatment has been through public 
funding such as State Block Grants or Medicaid. It appears uncertain whether these 
programs will continue to support the level of services required to address the current 
needs in the country. How will patients continue to be served? How will the public's

Ms. Kristine Gebbie
National AIDS Policy Coordinator 
Office of National Aids Policy Coordinator
750 17th Street, N.W., Suite 1060 
Washington, D.C. 20503

We hope that your presentation will provide insight into your views about drug 
treatment in general, and methadone treatment in particular. The audience will be 
especially interested in policy or legislative issues that may have an impact on the future 
of methadone treatment. The various health care reform proposals leave a number of 
unanswered questions regarding the type of coverage that may be available for 

methadone patients.

f
NATIONAL METHADONE CONFERENCE • 1994 • April 20 - 23 •

Healthy C o in in u nities

Grand Hyatt Washington- 1000 H Street, NW- Washington, DC 20001- (202)637-4903 Conference Chair- Jeffrey A. Hoffman, Ph.D.- Executive Director
Sponsor- American Methadone Treatment Association, Inc. Center for Drug Treatment and Research, Koba Associates, Inc
Host- Government of the District of Columbia- Sharon Pratt Kelly, Mayor 1156 Fifteenth Street, NW, Suite 200, Washington, DC 20005- (202) 328-5700 Fax (202) 296-4978
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Thank you very much.

Sincerely,

Jeff re 
Confe

I will call your office during the next week to discuss any of these issues further 
in preparation for the conference. Please contact me at (202) 328-5733 if you are 
interested in any resource materials or if you have any questions prior to my call. I look 

forward to speaking with you soon.

interests be preserved? These are some of the tough, but critical issues that the 
participants will be interested in hearing about.

U Huffman, Ph^X 
fee Chair

Important: Please complete the attached registration form and mail or fax 
immediately to Bob Holden as instructed. This will allow us to prepare your conference 
materials. You will receive a full waived registration if you are interested in participating 
in any of the other conference events.
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Dear Ms. Gebbie:

It was a pleasure to have you participate with us. Thank you.

Sifherely.

Health y C o m m u nities

I would like to thank you very much for speaking at our Plenary Session about Health 
Care at the National Methadone Conference 1994 -Changing Lives, Healthy Communities. 
Your speech was very informative and relevant. I agree with you that it is critical to improve 
the communication between the AIDS and substance abuse professionals. Hopefully, this 
conference was a step in that direction. From all accounts, it was the most successful 
conference to date, and it was by far the best attended. Your support is greatly appreciated and 
if I can be of any assistance to you in the future, please do not hesitate to call.

Ms. Kristine Gebbie
National AIDS Policy Coordinator
Office of National Aids Policy Coordinator
Suite 1060
750 17th Street, N.W.
Washington, D.C. 20503

May 4, 1994

NATIONAL METHADONE CONFERENCE • 1994 • April 20 - 23 <

Jeffrey[4) F^ffman, Ph.l/ 

Conference Chair

Grand Hyatt Washington • 1000 H Street, NW • Washington, DC 20001 • (202) 637-4903 Conference Chair • Jeffrey A. Hoffman, Ph.D, • Executive Director
Sponsor • American Methadone Treatment Association, Inc. Center for Drug Treatment and Research, Koba Associates, Inc.
Host • Government of the District of Columbia • Sharon Pratt Kelly, Mayor 1156 Fifteenth Street, NW, Suite 200, Washington, DC 20005 • (202) 328-5700 Fax (202) 2964978



Substance abuse is one of the two driving forces in the spread of the HIV ediemic;

Long-term methadone maintaince can save money;

Continuous methodone treatment is associated with a resuced risk of contracting HIV;

Because of the relationship among HIV infection, AIDS, and methodone treatment 
many programs have developed service delivery programs to deal with the high 
numbers of infected patients;

Primary care including T cell monitoring and prescriptions should be provided along 
with prophylaxis for Pneumocystis carinii (PCP) pneumonia and other opportunistic 
infections;

An increase in tuberculosis, especially treatment resistant tuberculosis should 
necessitate TB case management, prophylaxis and treatment;

Staff should receive special training in the HIV spectrum disease to provide risk 
reduction education, distribute condoms, and assist with referrals to infectious disease 
specialist;

Substance abuse treatment, particularity methadone treatment, must be provided as a 
comprehensive practice;

In order to meet the needs of the individual, we must treat the individual in the 
context of his or her community;

Currently, many these communities lack access to providers, health insurance 
coverage, or a public structure which can meet the needs. In fact, these communities 
are probably "red-lined" from obtaining coverage. (Hopefully, the President’s HSA 
will turn around many of these inequities.);

There are many multi-epidemic communities from which the substance abuse, HIV , 
TB, STD’s , violence, and crime orginate.



• Use one form for each registrant. Photocopies of the form are acceptable. Please print clearly or type. •

Name

Title

Affiliation/Agency

Address

.Zip CodeCity State 

Country

Daytime Phone Number ( Fax( ) ) 

Special Needs/Requests

Participation in this conference assumes knowledge and authorization of audio or -video recording of portions of the conference.

Signature Date

VISA# 

Mastercard # I

Signature 

For office use only. Date payment received.

REGISTRATION FORM

Expiration date 

Expiration date 

 Marriage and Family Therapist 
 Physician Assistant

£ Method of Payment
(Payable in US. currency to National Methadone Conference 1994)

O Full Conference Package

 Single Day _
(Indiaite day)

 Awards Banquet Only

■ Attendance
 I plan to attend the Welcome Reception, Wednesday, April 20,1994. 
 1 plan to attend the Awards Banquet, Friday, April 22,1994.

I

 Purchase Order
Purchase Order Number
The F.I.D. number for the American Methadone Treatment Association, Inc. is 13-3299366.
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■ Continuing Education Units
Please mark your professional affiliation:

 Physician  Psychologist  Nurse  Mental Health Counselor 
 Licensed Clinical Social Worker  Certified Addictions Professional 
 Other
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CONFERENCE REGISTRATION IS BEING PROCESSED THROUGH PIDARC OF WASHINGTON, DC*

■ Conference Registration Fees

?

i.

CONFERENCE REGISTRATION

To register for the conference, mail the tear-off Registration Form 
with your payment in full (payable to National Methadone Conference 

1994)to:

■ Important Dates to Remember

i CONFERENCE April 20 - 23,1994

PRE-REGISTRATION POSTMARK DEADLINE April 15,1994

HOTEL RESERVATION CONFERENCE RATE DEADLINE March 21,1994

• “r‘-‘ ;■

R

■ Continuing Education Units (CEUs)

Continuing Education Units for both the conference workshops 
and die pre-conference course will be available. Application has 
been made to offer CEUs through Howard University to physi­
cians, psychologists, nurses, certified addiction professionals, 
licensed clinical social workers, mental health counselors, mar-

For additional information, call Audrey Cannamela at (202) 296-6611 
or fax (202) 296-5455.

riage and family therapists and physician assistants. For addi­
tional information, please contact Lynne McArthur, Project 
Director, Methadone Treatment Improvement Project, Johnson, 

Bassin & Shaw, Inc. (301) 495-1080.

Bob Holden, Conference Treasurer, 
National Methadone Conference 1994 
c/o PIDARC, 2112 F Street, N.W., Suite 101, 
Washington, D.C. 20037, U.S.A.

■ Conference Registration

• Payment accompanying this registration form constitutes 
registration.

• Registration fees must be paid in full.

• If you completed the Advance Registration form and sent in 
your fees, you do not need to complete and return the 
registration form in this Conference Brochure.

• Pre-registration deadline: postmarked on or before April 15, 
1994.

• Written cancellations must be received by April 15,1994 for a 
75% refund. No refunds will be given for cancellations 
received after April 15.

• The conference badge that you will receive on-site is your 
admission to all events.

PRE-REGISTRATION ON-SITE
(2/1/94-4/15/94). (4/^3-23/94)

$365.00

/O 

$175.00
$115.00

' %

. iT 3

... ..r

<^$175X)0>,.

Mr

package gss
- Continental Breakfasts, Welcome Reception, and Awards Banquet.)

'..... -= / : ‘ -

—t—--o—- r 
■’®ore fr°m sarne agency, eadl 

? SINGLE DAY REGISTRATION - 7 c

? A^m«.... ..... ....,

ff • rULL VUNtEKtlSCt rALKAUfc i :
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■ - J - $345.00
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THE WHITE HOUSEi

WAS HINGTO N4

January 30, 1994

Dear Mr. Besteman:

Enclosures

W. Steve Lee, Executive Assistant 
and Scheduler to the

National AIDS Policy Coordinator

Karst J. Besteman
Chairman, Plenary Sessions 
Program Planning Committee
Center for Drug Treatment and Research
1156 15th Street, N.W.
Suite 200
Washington, DC 20005

This letter confirms the appearance of Kristine M. Gebbie, 
National AIDS Policy Coordinator, at the National Methadone 
Conference, on Friday, April 22, 1994 at 9:00 a.m. in Washington, 
DC to deliver a keynote address on the intersection of HIV/AIDS 
and methadone treatment.

Please call me at (202) 632-1090 with any questions or for 
further clarification. I am enclosing a biographical sketch and 
curriculum vitae for your reference.

Sincerely,



• Changing Lives •
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Sincerely,

NATIONAL METHADONE CONFERENCE • 1994 • April 20 - 23 •

Healthy Com tn a nities

I will be contacting your office to confirm your participation 
in this important national conference. If you or your staff need 
any further information, please contact me at (202) 737-2970.

The impact of the HIV and AIDS has changed the focus of our 
clinical practice from the concentration on addiction issues with 
a relatively healthy patient population to a broad range of health 
care,communicable disease, and public health issues.

Karst J. Besteman
Chairman, Plenary Sessions,
Program Planning Committee,
National Methadone Conference 1994

The National Methadone Conference 1994 will be hosted by 
Washington,DC. on April 20-23, 1994 at the Grand Hyatt Washington. 
This conference will be attended by 700-1000 addiction treatment 
professionals, recovering patients, and community advocates as well 
as health officials from foreign countries. The conference theme 

"Changing Lives-Healthy Communities".

The Planning Committee of the conference invites you to 
address the plenary session at 9 a.m. on the morning of April 22, 
1994. Attendees at the conference are dealing on a daily basis with 
the impact of the human immunodeficiency virus (HIV) within the 
methadone maintenance treatment programs.

We are particularly interested in knowing the priorities of 
your office, policies and treatment practices which can help us 
provide better addiction services and primary health care to our 
patients. Successful models and strategies to lower the pattern of 
HIV risk behavior of our patients and their partners are of special 
interest to us.

Dear Ms. Gebbie:

r-

Kristine Gebbie, R.N., M.N.,
Office of the National AIDS Policy Coordinator
Executive Offices of the President
750 17th St., N.W., Suite 1060,
Washington, DC. 20503

Grand Hyatt Washington • 1000 H Street, NW • Washington, DC 20001 • (202) 6374903 Conference Chair • Jeffrey A. Hoffman, Ph.D. • Executive Director
Sponsor • American Methadone Treatment Association, Inc. Center for Drug Treatment and Research, Koba Associates, Inc.
Host • Government of the District of Columbia • Sharon Pratt Kelly, Mayor 1156 Fifteenth Street, NW, Suite 200, Washington, DC 20005 • (202) 328-5700 Fax (203) 2964978
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Sincerely, 9

/

Jeffrey A. Hoffman, PhD 
Conference Chair

Dear Colleague:

Welcome to Washington, DC for the National Methadone Conference 1994, "Changing Lives - 

Healthy Communities!" Prepare yourself for a peak experience! As you can see from the packed 

program, you will be kept very busy during the next few days. Beginning with the Pre-Conference 

session for medical practitioners and the Report to the Field by Federal agency administrators, 

you will gain new knowledge and insights even before enjoying the Welcome Reception on 

Wednesday evening.

Thursday morning begins with the opening Plenary Session featuring our distinguished hosts 

and key leaders in the field. It continues with the first in a series of excellent workshops that will 

conclude on Saturday morning. Thursday afternoon, we invite you to engage in hot topic 

discussions, review state-of-the-art research at the poster session, and NIDA invites you to 

participate in the International Forum. Our second dynamic Plenary Session on Friday morning 

will focus on the role of drug treatment in primary health care. Finally, don't miss the concluding 

Town Hall Meeting on Saturday, "Effective Advocacy: Making Our Voices Heard." It is time for 

patients and advocates to speak out on behalf of treatment and recovery. This inspiring meeting 

will be a new starting point.

Friday night is the Awards Banquet, which promises to be captivating, delightful, and elegant 

as ever! We encourage you to join us in honoring some of the outstanding contributors in the 

field. We may even have a little surprise for you.

The first National Methadone Conference Jam'n Dance will take place Thursday evening, so 

bring your dancing shoes and check out the hidden talents of your colleagues. Throughout the 

conference you may take the opportunity to see the latest in technology and product development 

in the Exhibit Area. Anonymous Meetings are also available in the early evenings.

This conference has attracted a great turnout, so we advise you to arrive at the sessions on time. 

If you are unable to attend all of the workshops that you would like, audiotapes will be available 

for you to order on site. If you have any questions or problems, please seek assistance from the 

Conference Office in the main foyer.

On behalf of the Mayor of the District of Columbia, Sharon Pratt Kelly, the American 

Methadone Treatment Association, Inc., the Planning Committee, and my Honorary Co-Chair, 

Maude R. Holt - welcome to DC!

NATIONAL METHADONE CONFERENCE * 1994 * April 20 - 23 •

He til thy C o m in ti it i t i e s



Resource Materials

For Your Information
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What is the future of MMTP 
tinder Health Care Reform?
by Mark Parrino, M.P.A., President 
The American Methadone Treatment 
Association

National Health Care Reform and 
Managed Care Initiatix es are creating new 
anxieties for methadone treatment

LU 
cc 
t- 
z 
o 
t— 
o 
o 
o

FLda

patients, especially at the 
higlier cost-sharing lexels.
It is also uncertain if the 

existing Federal
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treatment programs. Methadone main­
tenance treatment programs would

tained patients. Free-standing 
methadone programs will be at even 
greater risk without an "essential 
proxider" designation.

•Hie proposed plan contains a cost-shar­
ing requirement which would apply to 
outpatient methadone treatment pro­
grams, and would include even the 
poorest patients. In fact, patients in the 
lox vest cost-sharing category of the three 
schedules would be required to pay 
$10.00 for every outpatient counseling

w
*
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•The proposed
substa nee
abuse benefit

‘ does not pro­
vide adequate
coverage for
pregnant addict­
ed women, women with children or 
homeless addicted people. In fact, fund­
ing for such critical patient populations 
may be restricted.

•The Administration's proposal would 
merge drug and alcohol benefits with a 
mental health benefit. People who 
would need access to both substance 
abuse and mental health services xx-ould 
be restricted to only one set of benefits. A 
number of our patients could easily 
exhaust either benefit category, and the 
patient would lose access to any addi­
tional care. Hopefully, the drug and alco­
hol benefits will remain distinct from 
mental health benefits.

Funds from the existing substance abuse 
block ■
ment_____________________________
vices. This could sex’erely cut back subsi­
dies to publicly funded methadone treat-
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and alcohol treatment dollars into 
nexxdy formed "regional health 
alliances" to pro­
mote inte­
grated health
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tions, including the American 
Methadone Treatment Association, will 
recommend eliminating such cost-shar­

ing requirements, since this

Confidentiality of Alcohol and Drug 
Abuse Patient Records will remain in 
effect. It is possible that these powerful 
protections will be weakened under a sin­
gle uniform set of general medical protec­
tions. The American Methadone 
Treatment Association will argue for the 
necessity of maintaining the most strin­
gent confidentiality standards in order to 
protect the interests of our patients.

The American Methadone Treatment 
Association will work with other national 
organizations in protecting the collective 
interests of our patients and their families. 
The Administration's proposal will pre­
sent extraordinary challenges to 
methadone treatment providers if the 
existing provisions are implemented. In 
dosing, it is important to dte tire extraordi­
nary leadership of the Legal Action Center 
in aggressh’ely tracking these issues and 
in providing clear guidance to the sub­
stance abuse treatment community.
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of Acquired Immune Deficiency Syndromes 
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Stopping the spread of human immunodeficiency 
virus (HIV) among intravenous drug users (IVDUs) 
has become a national public health objective (1-3). 
Since the test for antibodies to HIV became avail-

Human Immunodeficiency Virus Seroconversion Among 
Intravenous Drug Users In- and Out-of-Treatment: 

An 18-Month Prospective Follow-Up

David S. Metzger, George E. Woody, A. Thomas McLellan, Charles P. O’Brien, 
Patrick Druley, Helen Navaline, Dominick DePhilippis, *Paul Stolley, and 

tElias Abrutyn

able in 1985, studies conducted among IVDUs in 
the United States have found seroprevalence rates 
ranging from 0 to 61%. In examining factors asso­
ciated with this marked variability in seropreva­
lence, past studies have identified both personal 
and situational characteristics, including city of 
drug use, drug of abuse, recency of injection initi­
ation, access to new needles, and demographic 

characteristics (4-9).
While information from seroprevalence studies 

Journal<
6:1049-li

Summary: Our objective was to determine the prevalence and incidence of 
human immunodeficiency virus (HIV) infection and related risk behaviors 
among opiate-abusing intravenous drug users (IVDUs) either in or out of meth­
adone treatment. The subjects, 152 in-treatment and 103 out-of-treatment in­
travenous opiate users, were followed prospectively for 18 months. Behavioral 
and serologic assessments were made at 6-month intervals, with complete 
information available on 89% of the sample. Subjects were recruited from a 
single methadone maintenance program and the surrounding neighborhood in 
north-central Philadelphia. At baseline, the HIV seroprevalence rate for the 
total sample was 12%: 10% for the methadone-maintained group and 16% for 
the out-of-treatment group. Out-of-treatment subjects were injecting drugs, 
sharing needles, visiting shooting galleries, and practicing unsafe sex at signif­
icantly higher rates than in-treatment subjects. Follow-up of HIV-negative 
subjects over the next 18 months showed conversion rates of 3.5% for those 
who remained in methadone maintenance versus 22% for those who remained 
out of treatment. The sixfold difference in rate of seroconversion between the 
two groups suggests that although rapid transmission of HIV still occurs, opi­
ate-abusing IVDUs who enter methadone treatment are significantly less likely 
to become infected. In contrast, those opiate addicts who do not enter treat­
ment are at significantly higher risk of contracting and spreading the disease. 
Implications for developing additional risk interventions for out-of-treatment 
IVDUs are discussed. Key Words: Human immunodeficiency virus— 
Prevalence—Incidence—Intravenous drug users—Methadone treatment— 
Risk interventions.

University of PennsylvanialVA Center for Studies of Addiction; tPhiladelphia VA Medical Center and Medical 
College of Pennsylvania, Philadelphia, Pennsylvania; and *University of Maryland, Baltimore, Maryland, U.S.A.

Address correspondence and reprint requests to Dr. Metzger 
at University of Pennsylvania/VA Medical Center, Center for 
Studies of Addiction, 3900 Chestnut Street, Philadelphia, PA 
19104, U.S.A.

Manuscript received August 14, 1992; accepted January 5, 
1993.



D. S. METZGER ET AL.1050

METHODS

In-Treatment Subject Recruitment

Journal of Acquired Immune Deficiency Syndromes, Vol. 6, No. 9, 1993

IT subjects were recruited from the outpatient methadone pro­
gram of the Girard Medical Center, the largest methadone pro­
gram in Pennsylvania with an average census of 440. This pro­
gram is located in north-central Philadelphia, a neighborhood 
with areas of severe poverty, inadequate housing, and high rates 
of drug use. All patients in the program were invited to take part 
in the initial phase of this study beginning in July of 1989. Three 
hundred seventy-nine patients (86% of the clinic census) com­
pleted a self-administered questionnaire, which asked about their 
recent participation in AIDS high-risk behaviors.

One hundred fifty-two of those patients who completed the 
questionnaire were randomly selected using the sampling routine 
of the Statistical Package for the Social Sciences (SPSS). Each 
was asked to participate in the longitudinal serologic study. Sev­
enty-two patients who did not keep their appointments were 
each replaced with a randomly selected alternate, producing a 
68% (152 of 224) participation rate. Although five individuals 
reported that they did not wish to take part in the study because 
of their concern about HIV infection, the majority of nonre­
sponders simply did not answer our request for participation. 
Analyses of demographic characteristics, drug use patterns, 
treatment histories, and risk behaviors did not identify any dif­
ferences (p > 0.05 by t test or x2) among those who agreed to 

participate (n = 152), those who were not selected (n = 155), 
and those who did not respond (n = 72).

has been very useful in characterizing areas and 
populations at greatest risk of the disease, such 
studies cannot provide information on those factors 
within the high-risk regions and populations that are 
most associated with HIV seroconversion. Compar­
atively few studies have focused on factors associ­
ated with variability in seroconversion among 
IVDUs. This type of information could be particu­
larly important to the planning and evaluation of 
educational, treatment, and other types of preven­
tion interventions by permitting a more focused ap­
proach on those at particularly high risk within the 

IVDU group.
This report presents the results of a prospective, 

longitudinal study examining rates of both sero­
prevalence and seroconversion among IVDUs from 
Philadelphia over an 18-month period. In this effort 
we have built upon earlier studies of seroprevalence 
by focusing our efforts on IVDUs from within a 
single, high-prevalence community of the city. Be­
cause we thought that participation in methadone 
treatment could be an important marker of risky 
behavior (10-14) and HIV spread, we examined 
HIV prevalence and conversion rates separately 
among out-of-treatment (OT) and in-treatment (IT) 
cohorts of IVDUs from this community.

Out-of-Treatment Subject Recruitment

One hundred three OT subjects were recruited through refer­
rals from IT subjects and by community outreach in the neigh­
borhood surrounding the Girard Medical Center. Since we 
wanted a sample comparable to the IT subjects with regard to 
drug use, selection for participation was made after the comple­
tion of a brief, semistructured screening interview conducted by 
the research staff. To be eligible for study participation, referrals 
had to be >18 years of age, have a drug history that included a 
period of regular (at least three times per week) intravenous 
opiate use, and could not have been in any drug abuse treatment 
during the preceding 10 months. Subjects meeting these inclu­
sion criteria were enrolled in the study. Twenty-five subjects 
were excluded because they did not meet the study criteria (most 
of them had no history of opiate use), and only three eligible 
subjects decided not to continue after learning more about the 
project.

PROCEDURE

All subjects were assessed at 6-month intervals. 
At each assessment point, subjects in both the IT 
and OT groups provided informed consent and were 
given pretest HIV counseling. Counseling sessions 
were designed to ensure that subjects were aware of 
the potential emotional impact of knowing their 
HIV status, that there was a possibility that a neg­
ative result could be found even after viral expo­
sure, and that there were resources available for the 
treatment of HIV infection should they wish to take 
advantage of them. As part of counseling, risk­
reduction strategies were discussed with all sub­
jects, including instruction on how to use bleach 
and the importance of condom use. Also, all OT 
subjects were informed of the available treatment 
options and were encouraged to enroll.

Following pretest counseling, blood was col­
lected and tested for antibodies to HIV using an 
ELISA technique with Western blot confirmation. 
Criteria for a positive Western blot required evi­
dence of the presence of three viral components: 
p24, p31, and either gp41 or gpl60. All specimens 
were tested by the Red Cross and were confirmed 
independently at a second laboratory; no discordant 
results were found.

Additionally, all subjects were assessed to deter­
mine their patterns of illicit drug use, participation 
in drug treatment, needle use, and sexual behav­
iors. The instruments used were the Addiction Se­
verity Index (15), a 45-min structured interview that 
provides assessments of problem severity in seven 
functional areas commonly impaired among drug 
abusers; a modified version of the AIDS Initial As­
sessment (AIA) (16), a 30-min interview assessing 
participation in behaviors related to HIV transmis­
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Drug Use Comparisons

RESULTS

Demographic Comparisons

Behaviors

TABLE 1. Sample characteristics

Characteristics Significance

X2 = 10.53, p < 0.05

14% (17) 25% (22)c

11 11 NS

X2 = 9.39, p < 0.0125% 10%
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$196
15%

43%
23%

38 ± 8
85%

78%
17%
5%
1%

54%
17%

25%
4%

18% (27)
48% (73)
13% (20)
21% (32)

33% (40)
22% (27)
32% (39)
33% (41)
11% (13)

69% (61)"
61% (54)°

55% (48)°
28% (25)°

6% (6)
24% (25) 
10% (10)
60% (62)

28%
6%

59% 
31%
9% 
1%

$300
34%

Injection during previous
6 months"

No injections
Injections but no sharing 
Sharing 1-2 times 
Sharing times

Behaviors of those injecting 
during previous 6 months* 

Weekly injections 
during previous months 

Heroin
Cocaine
Combined (“speedball”) 

Been to “shooting gallery” 
Been to “crack house” 
Report difficulty getting 

new needles

40 ± 8
69%

TABLE 2. AIDS high-risk behaviors at baseline by 
treatment status

sion; and the Risk for AIDS Behaviors (RAB) (17), 
a self-administered questionnaire that also assesses 
needle-sharing and unprotected sexual activity. The 
staff conducting these interviews were knowledge­
able about both substance abuse and HIV infection 
and were sensitive to the needs and concerns of 
IVDUs. Each subject was paid $20 for the assess­
ment session, which typically lasted ~2 h.

Chi-square and t tests were used to compare the 
demographic and behavioral characteristics of the 
two samples at baseline. Differences in incidence 
rates between treatment groups were tested for sig­
nificance using relative odds ratios. Probabilities of 
=50.05 were considered significant.

Age of initiation of drug use did not differ be­
tween the two samples, with both groups having 
used marijuana by age 17, heroin by 20, and cocaine 
by 27. With regard to treatment participation, the IT 
subjects had entered treatment more times than the 
OT sample (5.6 versus 3.5, p < 0.01). The average 
daily methadone dose among the 120 IT subjects 
reporting this variable was 44 mg (median = 45; 
mode = 50).

Although continued illicit drug use was reported 
by a substantial proportion of the IT sample (Table 
2), the prevalence of drug use at the initial interview 
was consistently less than the OT sample. Overall 
rates of injection were significantly lower among IT 
subjects, and, for those who reported injecting, 
weekly heroin use was less than half as prevalent 
(33% versus 69%, p < 0.01), and cocaine injection 
was one-third as prevalent (22% versus 61%, p < 
0.01) as in the OT sample.

The OT sample also reported engaging in more 
high-risk practices related to drug use (Table 2). Of 
those who reported injecting, a higher proportion of 
the OT sample had visited shooting galleries (55% 
versus 33%, p < 0.01) and crack houses (28% ver-

Table 1 presents comparisons of selected socio­
demographic characteristics between the two co­
horts at the beginning of the study. Comparisons 
found the OT sample to be younger (mean age of 38 
versus 40, p < 0.05), with more blacks (78% versus 
59%, p < 0.05) and more men (85% versus 69%, p < 
0.01), than the IT sample. The groups did not differ 
by marital status or educational level. More IT sub­
jects were working (25% versus 10%, p < 0.01), and 
while income was significantly lower among the IT 
subjects, fewer reported receiving money from ille­
gal activity (15% versus 34%, p < 0.01).

X2 = 8.01. p <0.01 
X2 = 11.93, p < 0.01

" p < 0.01 by chi-square.
4 Of those reporting injecting, two in-treatment subjects and 

nine out-of-treatment subjects had missing values for weekly in­
jections, visiting “crack house,” visiting “shooting gallery,” or 
needle acquisition and were omitted from these analyses. For 
those in treatment n = 123; for those not in treatment n = 88. 

c p < 0.05 by chi-square.

Out of 
treatment 
(n = 103)

t = 2.31, p < 0.05 
X2 = 7.81. p <0.01 

NS

Age (yrs)
Gender (% male) 
Marital status

Single/never 
married 

Married
Separated/ 

divorced 
Widowed

Race
Black 
White 
Hispanic 
Other

Highest grade 
completed

Monthly income 
(median)

Any illicit income 
Employed 

(% full- or 
part-time)

In 
treatment 
(n = 152)

Out of 
treatment 
(a - 103)

In 
treatment
(n = 152)
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Prevalence rates were calculated using only those 
subjects with complete serologic data. Figure 1 pre­
sents the infection rates for the subjects (n = 226) 
whose serostatus was known at all four assessment 
points. For these subjects, infection rates rose over 
an 18-month period from 11% (15 of 138) to 15% (21 
of 138) among the IT sample and from 18% (16 of 
88) to 33% (29 of 88) among the OT sample. These 
prevalence rates differed significantly at both 12 
months (p < 0.01) and 18 months (p < 0.01).

Thus, those who were lost to follow-up were more 
often engaging in behaviors known to increase the 
risk of HIV infection than those who were retained. 
These differences did not differ between the two 
cohorts.

5
Q. 
e 
o 

v>
>
X

S’

These increasing prevalence rates reflect the se­
roconversion of 6 (4.4%) IT subjects and 13 (14.8%) 
OT subjects, producing an overall incidence rate of 
three conversions per 100 person years of exposure 
for the IT cohort and 10.7 conversions per 100 per­
son years of exposure for the OT cohort. As seen in 
Table 3, incidence within each cohort varied by fol­
low-up interval. Among the IT cohort, respective 
6-month incidence rates were 4.5 conversions per 
100 person years of exposure during the first inter­
val. This number dropped to 3.3 in the second in­
terval and to 1.7 during the third interval. Among 
the OT cohort, dramatically higher incidence rates

sus 11%, p < 0.01). More subjects in the OT group 
reported difficulty acquiring new needles (25% ver­
sus 14%, p < 0.05). Finally, the OT sample was 
engaging in needle-sharing at higher rates (p < 0.01) 
than the IT group. In fact, 70% of the OT group 
reported sharing needles at least once during the 
previous 6 months, as compared with 34% of IT 
subjects.

Few sexually active subjects from either group 
were using condoms on a regular basis (12% of the 
OTs and 15% of the ITs). However, the OT group 
reported a higher average number of partners (4.6 
versus 2.3, p < 0.01) during the previous 6 months 
and more frequently engaged in commercial trans­
actions for sex (46% versus 28%, p < 0.01).

Follow-up Rates Over 18 Months

Serostatus was determined for 91% (138 of 152) of 
the IT subjects at each follow-up point during the 
first 18 months of study. One subject who was HIV 
positive at baseline died between months 12 and 18 
from HIV-related illness. Four of the 14 subjects 
whose serostatus was unknown also died. The 
cause of death in one case was drug overdose; two 
died from alcohol-related illness; and one died from 
“massive infection.” Of the remaining 10 subjects, 
we were unable to locate one, another did not wish 
to continue, six were interviewed while incarcer­
ated but were unable to have blood drawn, and two 
had inaccessible veins.

Among the OT group, serostatus was determined 
at each follow-up point for 85% (88 of 103) of the 
subjects, including one HIV-positive subject who 
died after the 12-month follow-up from an AIDS- 
related illness. Nine of the 15 OT subjects whose 
serostatus was unknown at the 18-month follow-up 
could not be located. Of the remaining six subjects, 
three were incarcerated, and three were residing 
out of state. Although these six subjects completed 
interviews, we were unable to obtain blood speci­

mens.
To examine the potential impact of attrition, 

baseline data provided by subjects whose serologi­
cal status was unknown at the 18-month follow-up 
were compared with retained subjects who were 
HIV negative at baseline. A higher proportion of 
the subjects (n = 29) who were lost to follow-up 
were sharing needles (65% versus 45%, p - NS), 
were engaging in unsafe sex (48% versus 31%, p < 
0.05), and were likely to have purchased a needle in 
a shooting gallery (57% versus 33%, p < 0.05).

Baseline 6 Month 12 Month 18 Month

FIG. 1. HIV infection rates by baseline treatment status. 
White bars, in treatment (n = 138); black bars, not in treat­
ment (n = 88).
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TABLE 3. HIV prevalence and incidence by initial treatment status

Out of treatmentIn treatment

Pos, positive.

Seroconversion and Treatment Participation

3(H

COMMENT

22%

20-

10-

4.4%
3.5%

lnTx(N=85) NoTx(N=55)
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%
Pos

%
Pos

Initial assessment
6 Months
12 Months
18 Months

11.1
23.9

3.3

were found. Seroconversion occurred at a rate of 
11.1 per 100 person years of exposure during the 
initial interval. This rate rose to 23.9 during the sec­
ond interval and dropped to 3.3 during the final in­
terval.

4.6
3.3
1.7

15/152
18/146
20/138
21/138

10%
12%
15%
15%

16%
23%
32%
33%

Incidence per
100 person yrs

Incidence per
100 person yrs

No. pos/
no. tested

These data provide an examination of serocon­
version and high-risk behaviors among two cohorts 
of IVDUs. The prevalence of HIV infection in the 
overall group of 255 opiate addicts was 12% at the 
beginning of the study. Eighteen months later, this 
figure had increased to 22%. These aggregate data 
therefore provide confirmation of other studies 
showing that as a group, IVDUs continue to be at 
significant risk for becoming infected with HIV. 
The incidence rates reported here are higher than 
any previous U.S. study and thus require careful 
interpretation (1,18,19). We are not suggesting that 
all IVDUs in Philadelphia continue to seroconvert

ment sample seroconverted, and 22% (12 of 55) of 
the untreated sample seroconverted. Compared 
with the group who was in methadone treatment at 
all points, the odds of seroconversion were 7.63 
among the untreated subjects (CI = 1.99-29.27; p < 
0.01) and 1.08 (NS) for the intermittent treatment 
group. Thus, the subjects who remained out of 
methadone treatment were 7.63 times more likely to 
become HIV positive during the 18-month study pe­
riod than those who remained in treatment. Fur­
thermore, the untreated group was six times (CI = 
1.23-29.34; p < 0.05) more likely to seroconvert 
than the intermittent treatment group. Both of the 
seroconverters in the intermittent treatment group 
began the study in treatment, and each had been out 
of methadone treatment during the 6 months before 
their seroconversion.

Multiple logistic regression was used to deter­
mine the relative odds of seroconversion while con­
trolling for race, gender, age, and needle-sharing. 
Although the odds of seroconverting relative to the 
treated group were somewhat lower (OR = 5.39; CI 
= 1.64-17.77; p < 0.01) with these variables in the 
equation, treatment status remained as the only sig­
nificant factor.

During the course of the study, 15 OT subjects 
entered methadone treatment, and 42 IT subjects 
left treatment. To further examine the relationship 
between treatment participation and seroconver­
sion, all of the initially seronegative subjects with 
complete serologic data (n = 185) were grouped 
according to their participation in methadone treat­
ment over the 18-month study period. Forty-six 
percent (n = 85) were in methadone treatment at all 
points, 24% (n = 45) were in treatment at one, two, 
or three points (intermittent treatment), and 30% (n 
= 55) were not in methadone treatment at any 
point.

As seen in Fig. 2, 3.5% (three of 85) of those in 
treatment at all points became HIV positive by 18 
months; 4.4% (two of 45) of the intermittent treat­

No. pos/
no. tested

7

I
§

§
o

16/103
20/88 
28/87 
29/88

P«rtlalTx(N=45)

Treatment Status

FIG. 2. Eighteen month HIV conversion by treatment reten­
tion.
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Implications for Out-of-Treatment IVDUs
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Regardless of whether the comparatively lower 
rates of HIV seroconversion among the IT cohort 
were due to preexisting subject differences, the di­
rect effects of treatment, or to a combination of 
these factors, the results of this prospective study 

ment, it was not possible, and it may never be pos­
sible, to randomly assign IVDUs who apply for 
treatment to conditions of methadone versus no 
treatment. It is also important to note that past stud­
ies have not consistently found an association be­
tween methadone participation and lower levels of 
seropositivity (21,22). Thus, the lower rates of HIV 
risk behaviors found among the IT subjects may be 
independent of their treatment participation, a con­
clusion that agrees with the comparably lower inci­
dence rate found among those who were treated 
only part of the time.

While treatment status at the time of recruitment 
may simply be a marker for motivation and lower 
rates of needle-sharing, there is evidence to support 
the conclusion that methadone treatment is causally 
related to the lower levels of risk behaviors and 
seroincidence observed here. First, numerous stud­
ies have now documented the effectiveness of 
methadone treatment in helping patients reduce 
their use of opioids and other illicit substances as 
well as needle-sharing (10-13). The data reported 
here are in agreement with this body of research. 
Also, given the high rate of relapse to drug use 
known to occur after methadone treatment, it is un­
likely that reductions in risk behaviors could be 
maintained without the ongoing support of the treat­
ment program (23). In this regard it is important to 
note that the two subjects treated intermittently 
who seroconverted began the study while in treat­
ment and became infected after leaving treatment, 
suggesting that discontinuation of treatment may be 
a marker for high-risk behaviors.

As reported, high-risk behaviors did not cease 
among IT subjects. In fact, participation in risk be­
haviors remained unacceptably high among those in 
treatment. However, their rates of seroconversion 
were two to three times lower than those of the OT 
group. We have examined characteristics associ­
ated with continued needle-sharing among IVDUs 
in methadone treatment and found that the sub­
group who continued to share were characterized 
by higher levels of psychiatric symptoms and less 
time in treatment (24).

at a rate of 15% every 1.5 years. In fact, even within 
this sample, by the final 6-month interval, serocon­
version rates had dropped to 2.2%. It is quite likely 
that these data merely reflect the pace with which 
the virus can spread among IVDUs, moving rapidly 
within active needle-sharing groups in concentrated 
geographic areas. The prospective nature of this 
study allowed us to capture this phenomenon dur­
ing a relatively short period. Undoubtedly, similar 
rapid “bursts” of infection have occurred in other 
high prevalence areas, such as New York City, 
where retrospective data suggest that seropreva­
lence rates rose from <20% to 50% in just 3 years 
(8).

The finding that 3.5% of those who continued to 
participate in methadone treatment throughout the 
18 months of observation seroconverted, while 22% 
of those who remained out of methadone treatment 
seroconverted is striking. Although these differ­
ences suggest that methadone treatment reduces 
the incidence of seroconversion, several aspects of 
this study prevent such a definite conclusion. These 
aspects include the self-selected nature of treatment 
participation, the relatively small sample size, the 
nonprobability techniques used in the recruitment 
of OT subjects, and the focus on a particular neigh­
borhood within a single city. These factors do limit 
our ability to generalize the findings. Yet it is im­
portant to note that the IT subjects were randomly 
selected and appear to be representative of the 
larger clinic population from which they were 
drawn. The OT subjects were referred by IT sub­
jects and were typically members of their social net­
works. In addition, OT subjects were similar to IT 
subjects with regard to their abuse of opiates, edu­
cation levels, and marital status. Given the high rate 
of subject retention, it is unlikely that our findings 
are a reflection of the effects of attrition. In fact, 
when compared with those who were retained, 
those subsequently lost to follow-up (12%) reported 
higher rates of risky behavior, suggesting that inci­
dence rates might have been even higher had we 
been able to retain all subjects.

Although it is possible that long-term methadone 
treatment helps prevent HIV infection by normal­
izing immune function in IVDUs (20), the difference 
in these incidence rates is more likely due to differ­
ing levels of risk behaviors (Table 2). Yet because 
of the limitations cited above, we cannot conclude 
that the lower rates of risk behaviors are the direct 
effects of the methadone program. Furthermore, 
because of the known efficacy of methadone treat­
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offer some cause for optimism about IVDUs who 
are in methadone maintenance. In contrast, the 
high-risk behavior and elevated incidence of HIV 
infection observed among the OT subjects suggest 
these IVDUs are at substantial risk for both acquir­
ing and spreading HIV. In fact, these data may ac­
tually underestimate incidence in the larger commu­
nity, since our contact with these OT subjects in­
cluded repeated HIV testing and education, 
potential interventions that are often not readily 
available to IVDUs who are not in treatment.

It is possible that intensified outreach efforts 
could draw more IVDUs into methadone mainte­
nance or other forms of drug treatment and that 
participation in treatment would produce positive 
changes. However, we believe that novel and more 
creative approaches to treatment will be required to 
achieve this goal. Eighty percent of the OT subjects 
had been in methadone maintenance an average of 
three times and were quite familiar with other treat­
ment options. Moreover, these subjects were en­
couraged by our staff to enter treatment, but almost 
all rejected these offers despite the fact that treat­
ment was readily available, with no waiting lists and 
at no cost. Clearly, traditional approaches to sub­
stance abuse treatment were not very attractive to 
these OT subjects.

Our success in subject recruitment and retention, 
however, does suggest that these individuals were 
interested in their HIV serostatus and were willing 
(with payment incentives) to participate in behav­
ioral and serologic assessments and in brief coun­
seling sessions over the 18-month period of moni­
toring. It is important to note that our ability to 
engage out-of-treatment IVDUs in activities of this 
type is not unique (25-28). Although retention rates 
in this study are unusually high, groups have been 
able to locate and enroll out-of-treatment IVDUs in 
programs of risk-reduction education, serologic 
testing, and counseling. Clearly, under some cir­
cumstances, untreated opiate-abusing IVDUs are 
reachable and can be engaged in at least minimal 
levels of intervention. Thus, we feel that a major 
finding of this study is the ongoing participation of 
these "treatment resistant” IVDUs who appear to 
be at greatest risk of HIV infection and transmis­
sion. Perhaps these tentative steps toward treat­
ment could be expanded by new pharmacothera­
pies, such as buprenorphine, that are effective and 
more attractive to a broader base of the IVDU pop­
ulation (29). It is also clear that IVDUs will be at­
tracted to and retained by those interventions that 

address their extensive unmet basic needs (e.g., 
housing, food, and financial support), either di­
rectly or through the establishment of closer links 
between substance abuse treatment and other im­
portant social services.
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oid-type dependence) and 304.7 (opioid­
type drug dependence with any other 
(tug) were included in the analysis.

In keeping with EBCBS policy of 
strict confidentiality on all identifiable 
data, no permanent list of individuals

OUR UNDERSTANDING of the size 
and characteristics of the heroin-using 
population is incomplete due to, in large 
part, the illicit nature of heroin use and 
the difficulties this engenders for epi­
demiologic studies.1,2 To date, most de­
scriptions of this population have been 
based on data from publicly funded drug 
treatment programs and individuals re­
ceiving medical care in public institu­
tions or in the criminal justice system.3 4 
These heroin users are often the inner- 
city’s poor and minorities, frequently 
unemployed and dependent on public 
assistance. Yet there is reason to be­
lieve that these individuals are not and 
never have been completely represen­
tative of the heroin-using population as 
a whole (New York Times. February 12, 
1993:B5).W In this study we identify and 
describe a large opiate-dependent pop­
ulation of stably employed individuals 
with private health insurance.

From Empire Blue Cross and Blue Shield. New York, 
NY (Dr Eisenhandler); and the Department of Epidemi­
ology and Social Medicine, Montefiore Medical Center. 
Albert Einstein College of Medicine, Bronx, NY 
(Dr Drucker).

Reprint requests to Empire Blue Cross and Blue 
Shield, 622 Third Ave. New York. NY 10017 (Dr Eisen­
handler).

syndrome and to model the size of the opiate using population in EBCBS.
Results.—It is estimated that between 1982 and 1992 EBCBS insured approx­

imately 141 000 opiate users, 85000 of whom are currently insured by EBCBS. 
Conclusion.—There is a large population of insured opiate users who may be 1I11U¥1UU<MD  

excluded from the estimates of the overall number of opiate users as insured opi- to^pia^^ingpopijationtaswS

suggests that current estimates of the number of opiate users and their social char- population, a capture-recapture tech-
1\ a.- .-..--a. l-A-A

(JAMA. 1993^692890-2891) hospital admissions were cross-matched

Empire Blue Cross and Blue Shield 
(EBCBS) is the New York region’s larg­
est private health insurer, with more than 
8 million subscribers in 1992. Most of 
these subscribers live and work in the 
New York City metropolitan area. In 
1986, EBCBS began analyzing its expe­
rience with the acquired immunodeficien­
cy syndrome (AIDS) and identified 17 493 
individuals with AIDS among its sub­

Objective.—To estimate the prevalence of opiate use among the subscribers of
a large private insurance plan, Empire Blue Cross and Blue Shield (EBCBS).

Design.—Six and a half million hospital inpatient claims for the period January
1,1982, through June 30,1992, were reviewed. Thirty-one thousand eight hundred 
ten different individuals who had a total of 55143 hospital admissions with a prima- __
ry diagnosis of opiate dependency (International Classification of Diseases, Ninth ^"created* wS ordy aggregate reports
Revision, Clinical Modification 304.0 and 304.7) were identified. In the same peri- on tjje demographics and health care
od, 17 493 EBCBS subscribers (15191 male and 2302 female) were identified from utilization of this population were pro­
hospital admissions data as having acquired immunodeficiency syndrome. These duced. The data set with identified
data were cross-matched with the opiate dependency data to estimate the “capture” cases used in this analysis was created
of opiate users in the EBCBS subscribers with acquired immunodeficiency only within the confines of an auto-

- • ------— ■- mated system and was automatically
erased on completion of processing. 

Because all opiate users are not rou­
tinely hospitalized, it is likely that the 
individuals so identified underestimate

ate users are less likely to be counted via contact with government agencies. This eeCBS.'to estimate the size of this

nique was used in which opiate-related

with AIDS cases. Adult female patients 
with AIDS, of whom 50% nationally are 
associated with IDU (principally her­
oin),1,16 form the basis for establishing 
the capture ratio and for estimating the 
size of the total population of opiate­
dependent individuals insured by 
EBCBS.

Opiate Dependency Private Insurance—Eisenhandler & Drucker

Results
  b  Identified Cases.—From 1982 to 1992,

scribers as of June*1992.’ Because of the 31810 individuals insured by EBCBS
relationship of-AIDS to heroin addiction were hospitalized at least once for opi- 
and injecting drug use (IDU) in New ate dependency. Of this population,
York City,8'13 where more than 60% of all 76.0% (24191) were male and 24.0%
new AIDS cases involve IDU,14 this anal- (7619) were female. The mean age at
ysis was expanded to include subscrib- first hospital admission was 33.0 years 
ers who had been hospitalized with di- for males and 31.2 years for females,
agnoses related to opiate dependency. These individuals had a total of 55143

hospital admissions in the study period 
Methods with a mean of 1.7 hospital admissions

We analyzed more than 6.5 million per individual; 35.6% had more than one 
hospital admissions that occurred and hospital admission. The principal rea­
werepaid for by EBCBS between Jan- son for hospitalization was addiction 
uary 1982 and June 1992. Opiate-depen- treatment: 96% of these hospital admis- 
dent individuals were identified by ex- sions were for detoxification flength of 
amining the primary admitting diagno- stay, 5 to 10 days), rather than for over­
sis based on the International Classi- dose or other severe drug reactions.

These opiate-dependent individuals 
were primarily working adults. Among 
identified individuals, 71.3% (22677)
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health insurance. Cases of “controlled’’ 
or “nondeviant” drug use17 have fre-

lems are situated to a significant degree 
in our mainstream working population.
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Total
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7619 
24191 
31 810

York City, from 1981 through 1987. JAMA. 1989; 
261:1008-1012.
9. Drucker E, Vermund S. Estimating population 
prevalence of human immunodeficiency virus in­
fection in urban areas with high rates of intrave­
nous drug use: a model of the Bronx in 1988. Am J 
Epidemiol. 1989;130:133-142.
10. Drucker E. AIDS and addiction in New York

demiology of AIDS in New York City. Im Ulack R, 
Skinner V,T,eds. AIDSand the Social Sciences. Lex­
ington: University Press of Kentucky; 1990:45-63.
12 DesJarlais D, Friedman S. HIV and intrave­
nous drug use. AIDS. 1988;2(suppl l):565-569.
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Risk factors for human immunodeficiency virus in­
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Table 1.—Estimating the Total Number of Opiate 

Users in the EBCBS-Population*

___________ EBCBS Population_________

(A) Adult female AIDS cases (observed)
(B) Adult female opiate users (observed)
(C) Cross-match of observed cases

(A and B)
(D) Proportion of US female AIDS cases

associated with IVDU
(E) Estimated No. of EBCBS AIDS cases

associated with IVDU (A x D)
(F) Ratio of expected to observed female

IVDU/AIDS cases (E/C)
(6) Estimated EBCBS female population 

(BxF) 

____  , nor
AIDS cases related to it should be thought i

i

J
11I

population during the study period, of 
tfhich2231 were adult females. Two hun­
dred fifty-one (11.3%) of these females 
with AIDS were able to be cross­
matched to the 7619 women hospital­
ized for opiate dependency. For the 
United States as a whole, 50% of adult 
females with AIDS are linked to drug 
use,16 generally injection of heroin (for 
New York City, this figure is 61%).14 We 
conservatively assume that 50% of the 
EBCBS females with AIDS (1116 
cases) were IDUs. Thus, the capture

Table 2.—Insured Opiate-Dependent Population

Insured as of 
June 30, 1992

20297
64445 
84742
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• EBCBS indicates Empire Blue Cross and Blue Shield; 
AIDS, acquired immunodeficiency syndrome; and IVDU, 

intravenous drug user.

Population of Opiate Users.—Table 1 
shows the data used in estimating the 
total number of opiate users in the 
EBCBS population. There were 17493

onstrated before in US population data 
on a socially and economically functional 
group, such as the EBCBS subscribers. 

While the total number of opiate users 
insured by EBCBS can only be approx­
imated from the available data, these data 
suggest that as of June 30,1992, EBCBS 
was insuring approximately 85 000 IDUs 
or approximately 1% of its total subscrib­
er population and 2% of its adult males. 
This prevalence is similar to that found in 
some population surveys of the United 

vcoco  r  States.20’22 Since we used the most con-
rate from our drug hospitalization data servative rate of female AIDS cases as- 
(251 cases) was less than 25% of the sociated with IDU (50%), these rates 
expected total. This yields a ratio of 4.44: should be considered minimal estimates
1, from which the total female drug- of the size of the EBCBS opiate-depen­
using population can be estimated to be dent population. Further, since there are 
4 44 times the size of the observed pop- other insurers operating in the same area,
illation (Table 1). As there is no reason the number of privately insured IDUs m
to believe that males are substantially the New York City region is presumably 

even larger than the EBCBS estimate.
This raises the possibility that the to-

more or less likely than females to re­
ceive treatment for opiate use, we as- ------------ . - VT
sume that the same ratio, 4.44, applies tai population of IDUs in the New York
to males. Applying this ratio to the ob- City area substantially exceeds the cur- 
served IDU population suggests that rent estimate of 200 COO8*22 since pn- 
the total number of IDUs insured by vately insured IDUs are less likely to be
EBCBS between 1982 and 1992 was counted via contact with publicly spon-
about 141321. Of these approximately sored drug treatment or social service
60% (84822) were still insured at the agencies and legal authorities. In addi- 
end of the period of this study (Table 2). tion, not only should estimates of the

total size of New York’s IDU population 
Comment be revised upward, but its social and

These data reveal the existence of a economic characteristics should be cor- 
' ' ’ . rected to reflect the significant num-

dependent individuals with private bers of stably employed adults.
s  Finally, this large and previously un­

reported population of privately insured

more-employee,. „ q W1 "X
Estimating the Size of the EBCBS ruary 12, 1993:B5). There is also con- A-——-------- o

< siderable literature on “nonharmful” opi- of as being restricted to the most mar-
ate use stressing the “functional users’ ginalized inhabitants of the inner cities, 
ability to work.”*5?438* But, to the best of Our data instead suggest that these prob-

p.p—y.  our knowledge, prior to this study ev- ’----------
cases of AIDS identified in the EBCBS idence for this pattern has not been dem-

(males, 74.4% [17796]; females, 61.4%
[4681]) were EBCBS subscribers. Most
were insured as a benefit of their em­
ployment; a small number (<5%) pur­
chased their health insurance directly.
Seventeen percent (5556) (males, 15.1%
[3652] of total; females, 25% [1904] of
total) were insured through the policy
of a spouse. Only 11% (3597) of the in­
dividuals were the children of policy .
holders (males, 10.5% [2543]; females, large group of stably employed opiate- 
13.6% [1034]), generally younger than ’ ’ ' ' " 
20 years. When compared with the over­
all population of EBCBS, identified opi-
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this fear is "crippling our society, 
and fraying the ties that bind us."
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drug treatment, properly administered, is an effective tool to 
reduce drug use and its attendant negative consequences.

Today, I'd like to give you a brief overview of the National. Drug 
Control Strategy, and to address myself in particular to the
Strategy's provisions that relate to drug treatment and health 
reform.

But even these numbers don't tell the real story about what drugs 
and the violent crime they spawn are doing to this country. They 
don't tell you about the fear — the fear of citizens as they walk the 
streets of their neighborhoods, the fear of children as they walk to 
school, or even when they're in school. As the President said in his 
State of the Union address, this fear is "crippling our society, 
limiting personal freedom and fraying the ties that bind us."

In response to this festering problem, the President has asked 
the Congress to provide $13.2 billion for drug control and prevention 
programs, the largest drug budget ever and $1 billion more than the 

This Administration is committed to providing drug treatment to 
hardcore and addicted users, including those who are incarcerated 
or otherwise under criminal justice jurisdiction; and

This Administration understands that, while addiction is a 
chronic, relapsing disorder.

i.:

I am pleased to be with you today. The work that you do with 
heavy and addicted drug users is very important to the Nation and to 
the drug control policy of this Administration, and I want to offer 
you my sincere thanks.

This Nation's drug situation remains very serious. Nearly 80 
million Americans have tried illegal drugs, and over 11 million are 
current drug users, chronic, hard-core drug use in particular 
continues unabated. And earlier this year, we received the bad news 
that -- after years of overall declines in casual drug use -- more of 
our youth have either used drugs or think it might be okay to use 
them.

As Drug Policy Director, it is my responsibility to develop the 
President’s National Drug Control Strategy. And as many of you know, 
the President chose to present the Administration's 1994 Strategy to 
the Nation from the site of a drug treatment program in a correctional 
facility.

in his remarks, the President made four things very clear: 
j

rhe drug problem is a priority for this Administration;
i

The President's Cabinet will act as a team in addressing the 
problem of drugs;
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Our new Strategy departs from previous Strategies in a number of 
important respects, and it challenges Americans to view the drug 
problem in a new and different way.

J

in addition to the increase in public funding, the President's 
Health Security Plan will provide every American with access to 
treatment for substance abuse problems through the new substance abuse 
benefit.

in response, our Strategy seeks S355 million in new funding to 
treat an additional 140,000 hard core users of cocaine and heroin. 
Effective drug treatment is key to breaking the cycle of hard core 
drug use, and treating drug users is a good investment for America. 
The National Institute on Drug Abuse estimates that each dollar spent 
on drug treatment is repaid seven-fold in the form of reduced public 
expenditures and greater productivity. And, as you know, methadone 
treatment is among the most cost-effective of treatment modalities.

i

In my view, it is altogether appropriate that the President's 
plan cover substance abuse in light of the major contribution 
substance abuse makes to the Nation's health care crisis. A recent 
report from the Robert Wood Johnson Foundation called substance abuse 
the Nation’s number one health problem,, and estimated that substance 
abuse costs our economy over $230 billion annually.

Basically, the President's plan does five essential things:

It Provides Guaranteed Private Insurance, coverage for all 
Americans that can never be taken away;

It Gives you the Choice of the doctor you want;

It Outlaws Insurer Abuses;

'I*

Unlike previous strategies, the new strategy focuses on hard CC-L 
drug use, the toughest aspect of the entire drug problem. Although 
not as numerous as the so-called casual drug users, the chronic users 
cause a disproportionate share of the violent crime and human misery 
that afflict our communities, especially our disadvantaged 
communities. The people at this gathering are quite familiar with the 
hardcore user population. As you know, chronic users also drive 
demand for drugs. It has been estimated, for example, that only 20 
percent of the cocaine users in this country are responsible for using 
up to 80 percent of all cocaine sold on our streets.

The Strategy places greater emphasis on — and more resources in 
- programs that reduce the demand for drugs — prevention, education, 

and treatment. These are and should be our first line of defense 
against drugs.

previous year. But even more important than the amount of money is 
how those funds will be spent.
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for coverage under the American Health Security Act than is presently 
the case; those with "pre-existing conditions" will no longer be i
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excluded from coverage; those who require and use treatment services 
: and
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Because many hardcore users eventually run afoul of the law we 
need more and better drug treatment for those involved in the criminal 
justice system. We’re very enthusiastic about the drug court model of 

3

■ *

i

I

I

will no longer face the "lifetime limits" common to many policies; 
support for related services that will remove other barriers to 
treatment participation are included under companion public health 
initiatives — for example, transportation, outreach, patient 
education, and translation services.

i •

I,
■ i

it Guarantees Health Benefits at Work.
I I

All the people in this room and all of the people you treat will 
have health care coverage as good as what members of Congress get.

Unlike other proposals, the President's Health Security plan 
offers specific benefits for substance abuse treatment. Even in its 
early stages of implementation. Health Care Reform will improve 
access, and remove certain obstacles to substance abuse treatment for 
most Americans. Many more substance abuse benefits will be eligible

In general, health care reform is designed to encourage community 
treatment in the least restrictive environment. To accomplish this, 
the States are provided with maximum flexibility and challenged to 
make full, coordinated use of all available treatment resources.

Specifically, through initial day and visit limits and a benefit 
substitution approach, the plan intends to spur better assessment, 
treatraent/patient matching, treatment progress monitoring, and 
transition planning. In simple terms, the plan uses 3D days of 
inpatient coverage as the annual coverage base and allows the 
substitution of one inpatient day for two days of intensive outpatient 
treatment or four days/visits of outpatient treatment. In this 
manner, the plan attempts to avoid and contain costly hospitalization 
and residential care,

I

These are significant steps. However, health care reform, in its 
early stages of implementation, cannot be expected to resolve the 
long-festering problems presented by hardcore and addicted drug users, 
many of whom need long-term care now and many of whom are in great 
financial need. For the foreseeable future, it will be necessary to 
maintain the commitment to public funding of drug treatment.

There are also a number of needs that must be addressed during 
the transition to health care reform so that the public and private 
treatment sectors will be integrated when health care reform is fully 
implemented, such as the training of new counselors and staff and 
infrastructure development.

ip'
lit 1
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I ask that you also see the challenges we share in the coming
months:

4

£

Second, we are challenged to ensure that the framework of 
government regulations fosters the most effective treatment. As 
you know, the Institute of Medicine is nearing completion of its

While we increase our efforts to prevent drug use, we also must 
deal more effectively with the crime and violence that are the 
byproducts of using and trafficking in drugs.

; 4-21-94 ; 5:02PM ;

First, we are challenged to secure the resources necessary to 
provide treatment to heroin addicts and other hardcore users. To 
accomplish this, we need the public treatment funding requested 
in the President's budget. And, as the details to implement 
health care reform are worked out, we need to ensure that they 
foster treatment entry and retention for the poorest of the 
hardcore users.

The Strategy recognizes that the best anti-drug program is 
prevention, stopping drug use before it starts. We will increase our 
efforts to instill in America's youth a set of values to, in effect, 
immunize them against the allure of drug trafficking and the escape of 
drug addiction. The Strategy proposes a $191 million increase in 
funding for Safe and Drug-Free Schools programs. And it calls on all 
adults to let their children know, in no uncertain terms, that drugs 
are not only dangerous — they're illegal.

I

•I

court ordered treatment, a very promising initiative that can help 
non-violent drug offenders obtain the treatment they need to get off 
drugs, and put their lives back on track. And we support the crime 
bill's provisions that provide more drug treatment within the criminal 
justice system.

Overall, th© Strategy calls for increasing assistance for state 
and local law enforcement by more than 300 percent. It proposes a 
dramatic increase in community policing programs, to help neighborhood 
residents take back their streets. When we instituted community 
policing in Houston, the crime rate dropped. When we implemented it 
in New York City, the crime rate declined there as well.

Community policing helps the residents of drug-infested 
communities to reclaim their parks, playgrounds, and streets, and to 
make them safe once again for all our citizens, and especially for our 
children.

■ 0 I’

That gives you a general overview of the Strategy. I think you 
can see that our commitment to drug treatment is substantial. And I 
think you can see the important role that you have in helping us reach 
the goals of the Strategy,

i
!*
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Third, we are challenged to bring an unvarying standard of high 
quality to all methadone programs. Drug treatment is expected to 
demonstrate concrete results. And while a large body of research 
tells us that properly administered methadone programs have 
experienced marked success in reducing drug use, criminal 
activity, and HIV transmission, we know that the quality of 
programs is not uniform today. The Federal government will 
provide for training and technical assistance, but we must rely 
on you to demand that your colleagues adhere to the highest 
standards of performance.

I seekyour involvement, as experts, in these challenges. And I
i we face.

As the President said when he presented his budget to the Nation, 
wi - . --------------

the American people have got to want to change from within if

I
i

"our problems go way beyond the reach of government." 
that "the American people have got to want tn nharirra  
we’re going to bring back work and family and community."

The President was speaking about individuals taking 
responsibility for their own actions. He was talking about parents 
taking responsibility for their children, teaching them that using 
drugs is wrong, and that violence is a dead end. He was talking about 
citizens banding ’togGther to take back their neighborhoods block by 
block. He was talking about each of us making room in our own lives 
to help a young person one-to-one.

' . — l-.-l---------- ---------- - -------- ...
seek your involvement as citizens in the broader challenge 

And finally, we are challenged to forge a strategic approach to 
the development and application of medications for the treatment 
of addiction. My Office will be working closely with the 
National Instiute on Drug Abuse in the development of a new 
approach. For many years, methadone has been the only widely- 
used pharmacotherapy. LAAM is now available and may offer a 
useful alternative for certain populations and for certain 
circumstances. We need to maintain a continuing dialogue on its 
use and results. We also need to prepare for the introduction 
and appropriate use of additional medications for the treatment 
of opiate addiction.

I ’ I

And, of course, we need to revitalize our efforts to find 
effective medications for cocaine addiction. I believe we are 
making progress in this regard. Research is underway to develop 
catalytic antibodies that will bind, hydrolyze, and deactivate 
cocaine as it enters the blood stream — in essence to interfere 
with and neutralize the psychoactive effect of cocaine.

study of methadone regulations. My Office is looking forward to 
their report and we will seek your comments on their 
recommendations.
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I hope that the organizations and programs present here today 
will join us in making the Congress aware of how important this Drug 
strategy budget and Health Care Reform are to our Nation's future.

Thank you very much.

i
i

i

i
J.

communities from drugs and violence; and how we will make a better 
brighter future for our children.


