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Per suasi on, Hel p, and Contro

Q How many drug counselors does it take to
change a light bul b?

A. Just one, but the light bulb has to really want to
change.

Laws and their enforcenment are not the only itens in the
drug-policy toolkit. Prograns can al so influence the
preferences and incentives of current and potential drug
buyers. These prograns are conventionally thought of as
constituting the “demand side” of drug policy, although
| egi sl ati on and enforcenent influence demand as well as
supply. Demand-side efforts attenpt to change drug-rel ated
attitudes and behavior in the nmass of the popul ation by
delivering nmessages and to change the drug-rel ated behavi or
of those who have al ready devel oped personal drug probl ens
by delivering sone m xture of nessages, services, and
t hreats.

Enforcenment efforts are identified in the public m nd
with the police, though in fact they engage prosecutors,
j udges, and corrections officers as well. Demand-si de
efforts, by contrast, are largely the province of teachers
and of a m x of physicians, other health-care workers, and
soci al workers of various kinds: persons engaged in what
are called the “hel ping professions” (a category rarely
construed to include police or probation officers). Mich of
what passes for debate about the relative nerits of
prograns to reduce supply and prograns to reduce demand is
in fact little nore than a reflection of the ideol ogical,
prof essi onal, social -class, and even ethnic tensions
bet ween the police on the one hand and physi ci ans,
school t eachers, social workers, and treatnent-program
enpl oyees (often addicts in recovery) on the other. This
chapter is in part an attenpt to denystify that debate.

PERSUASI ON

The Value, Strategy, and Limts of Persuasion Prograns

The harm a drug engenders can be reduced by persuadi ng
current and potential users not to try it, to use it |ess
frequently, or to restrict its use to relatively safe



times, circunstances, and quantities. In addition to its
direct benefits in preventing harmto users, successful
persuasi on also shrinks illicit markets and their side
effects and nmakes enforcenent easier

These efforts at persuasion are sonetinmes | unped
toget her as “education,” but not all of themtake place
within institutions |abelled “educational.” Nor are the
goal s and net hods of these efforts particularly close to
t hose of education; advertising, political canpaigning, and
religious proselytization all offer equally apt anal ogies.
Those who design, adm nister, and evaluate anti -drug
persuasion efforts conventionally think of and neasure
success or failure in terns of the prograns’ inpact on the
drug-rel ated attitudes and behavi or of the target
audi ences, rather than, for exanple, how nuch factua
information or analytic material the nenbers of those
audi ences have absorbed.!™ |t is also conventional to
descri be these persuasion efforts as “prevention,” but that
ducks the question of what it is they are designed to
prevent —dse, abuse, or damage—and it begs the question of
what rol e persuasion has, and what role |laws and their
enforcenment have, in preventing drug use and its unwanted
consequences.

The ent husi asm for persuasion efforts is pervasive;
enf orcenment professionals and agencies tend to be
particularly strong believers in the power of persuasion to
shrink the drug markets by drying up the pool of
cust omer s. (¥ Successful persuasion woul d i ndeed be a boon;
gi ven two proposed public prograns, one relying on
per suasi on and the other on enforcenent, costing simlar
anounts of public noney and preventing approxi mately
equi val ent anounts of drug-related harm there would be
strong reasons to prefer persuasion to enforcenent.
Enf or cenent invol ves, as the word suggests, the use or at
| east the threat of force; persuasion does not. Neither

(B} gee, for instance, Mary Ann Pentz, James H. Dwyer,

David P. MacKi nnon, Brian R Flay, WIIliam B. Hansen, Eric
Yu |. Wang, and C. Anderson Johnson, “A Milticomunity
Trial for Primary Prevention of Adol escent Drug Abuse,”
Journal of the Anmerican Medical Association 261 (22 [June
9, 1989]): 3259-3266.

{EN% Mark AL R Kleiman and Kerry D. Smith, “State and Loca
Drug Enforcenent: In Search of a Strategy,” in Crine and
Justice: An Annual Review of Research, Norval Mrris and

M chael Tonry, eds. (Chicago: University of Chicago Press,
1986) .



teacher nor student risks being killed in a drug education
cl ass; every enforcenent operation poses sone risk both to
the police and to their targets. To the extent that
persuasion efforts are successful, they reduce the wealth
and power of crimnal drug-dealing organi zations by
depriving them of custoners; the effects of enforcenent, as
we have seen, are nore anbi guous. Properly designed
persuasi on can foster the capacities of their audiences to
control their own behavior; enforcenent, which always ains
at restricting the range of choice available to potenti al
drug users, is as likely to weaken those capacities
instead. By reducing the potential size of the narket,
persuasi on can increase the effectiveness and decrease the
unwant ed side effects of enforcenent efforts.

But persuasion efforts have their own probl ens and
limtations. Research into a wide range of attenpts to
i nprove health-rel ated behavior via “education” has
produced a m x of results: sonme progranms were, on bal ance,
positive; sone were neutral; and sone were actually
count er productive. ™ Nor is this surprising. Insofar as
drug abuse is the product of m stakes, they are not
primarily the kinds of mistakes that additional information
is apt to prevent: the |inks between know edge and behavi or
are nore conplex than that.

The Probl em of Design

Consi der the sinplest nodel of drug abuse prevention

t hrough education: tell potential users the facts about
drugs, and you will persuade them not to use (or abuse)
drugs. That nodel inplicitly assumes several things: that
the information given will be believed; that believing that
information will be enough to convince potential users that
usi ng drugs woul d be unwi se; and that they will have the
will and the skill to act on that conviction when
confronting the nost typical drug-initiation situation: an
offer to share made by a friend or acquai ntance. Wil e each
of these assunptions is true to sone extent for each
potential user, one or nore of themis likely to be
substantially false for nmuch of the target audi ence. Sone
will not believe what they are told; sone will not val ue

t he negative consequences of drug use as highly as their
teachers hope; sone will act on inpulse or in response to

{EN8} 3. M chael Polich, et al., Strategies for Controlling
Adol escent Drug Abuse (Santa Monica, Calif.: The RAND
Cor poration, 1984).



soci al pressure in ways inconsistent with their considered
j udgment s. {EW

Wrse, sonme who in the absence of drug education m ght
be scared by unknown and ill-defined risks may in fact be
reassured, rather than deterred, by what they are told. Not
only do they know nore about the risks than they did
before, they are also nore conpetent to handle them In
ef fect, drug education can make them better-infornmed and
nmore sel f-confident drug consuners. Sonme of themw || be
able to use what they have |learned to stay out of trouble,
but others will surely illustrate the danger of a little
| earning. Ot hers, who had never seriously considered drug
use as a personal option, nay be led by the nere fact of
t he di scussion to think about it. Drug education can
i ncrease drug-rel ated danmage anong its subjects (just as
hi gh school driver education increases autonotive deaths
anong its subjects!®™) if the program does nore to increase
t he nunber of people who engage in the risky activity under
consideration than it does to decrease the risk. (5%

Moreover, the benefits of information-based education
are limted by the fact that those nost open to rational
per suasi on—those who can absorb new i nformation, integrate
it into their decision nmaking, and act on their considered
judgnent in the face of social pressure—are probably those
| east likely to go fromexperinmentation to self -
destructive, chronic, heavy drug use. For the ones nost
likely to get into trouble—the present-oriented, inpulsive,
and reckl ess—accurate informati on may not hel p nuch,
because the probabilities may not be sufficiently
frightening; no drug currently in w despread use possesses
a large risk of great or irreversible danmage to someone who
uses it once, and only nicotine is nore likely than not to
turn an experinmenter into a conpul sive user.

{EM} Francis X. Hartmann and Saul N. Wingart, “Strategies

for Demand Side: Prevention, Early Intervention and
Treatnment” (Report to Ford Foundation, Wrking Paper 87-01-
02, 1987).

{EN} | oui se Potvin, Francois Chanpagne, and O aire Laberge-
Nodeau, “Mandatory Driver Training and Road Safety: The
Quebec Experience,” Anmerican Journal of Public Health 78 (9
[ Sept enber 1988]): 1206.

{EN6} Opponents of sex education have made simlar argunents,
but in that case any clains of a “curiosity effect” would
be very weak indeed; adol escents are already curious about
sex.



Drugs are risky rather than al ways deadly, and those
ri sks are concentrated in the future, nonths or years after
initiation. Assume hypothetically (there is no way to know
accurately) that trying one’s first dose of crack incurs a
one-in-six risk of becom ng a | ong-term conpul si ve crack
snoker. To the reader of this book, that should seem an
intolerable risk: the same odds as Russian roulette, with
sufficiently appalling, albeit |ess drastic, consequences
shoul d the chanmber turn out to be full. To a seventeen-
year -ol d convinced of his own invulnerability, however,
five chances in six of avoiding serious trouble my seem
gui te generous odds, particularly if he attributes the
difficulties of problemusers to their idiosyncratic
weakness rather than to the inherent risks of the drug
itself. (Nor can it be said that this attribution is
incorrect; rather, the adol escent may be underesti mati ng
the probability that he will prove to be the weak or
unfortunate one rather than one of the strong or fortunate
five.)

There is some evidence that those who identify
t hensel ves as “venturesone” or “risk-taking” are nmuch nore
likely than others to use drugs, particularly illicit
drugs. N part of the difference between U.S. and foreign
rates of illicit drug use may stemfromthe high val ue
Americans place on trying new things. This suggests a need
to design anti-drug nessages that will appeal to the risk
takers. These nmessages coul d either be delivered as part of
general classroomor nedia efforts or ained specifically to
those identified (perhaps sinply by questionnaire) as being
of advent uresone di sposition.

Per haps persuasi on prograns should do nore to stress the
intrinsic disadvantages of drug use, particularly use to
excess, and of intoxication. Oscar WI| de once said, “As
long as war is regarded as wicked, it will always have its
fascination. When it is | ooked upon as vulgar, it wll
cease to be popular.”{®® Sinilarly, there may be less to
gain from convincing teenagers that drunkenness is risky
than fromconvincing themthat it is uncool.

Most persuasion efforts in the classroomand the nass
media tend to be broadcast and scattershot. At best, they
are designed for the average of a subgroup: say, suburban

{EN} This is based on unpublished data from studies
conducted by the Gordon S. Black Corporation for the Media
Partnership for a Drug-Free Anerica.

Oscar Wl de, The Artist as Critic: Critical Witings of
OCscar Wlde, Richard Ellman, ed. (London: Allen, 1970).



si xt h-grade boys. At worst, they go to the entire
popul ation, as in nmass-nedia advertising.{® But the
het erogeneity of the audi ence necessarily nakes whatever
nmessage i s delivered i nappropriate, or at |east irrelevant,
to sone of those who receive it. For exanple, a “Don’t try
it,” “Just say no” nessage may be effective with those who
have yet to start drug use. For those who have started
al ready, however, threats of dire consequences foll ow ng
any use are likely to be disbelieved and to weaken the
credibility of warnings about sources of elevated ri sk,
such as the use of nore dangerous substances, binge use,
daily use, and m xing drugs. Predictions of an inevitable
degeneration from experinentation to chronic abuse can al so
do active harm by denoralizing users in their efforts to
mai ntain control

An alternative to designing nessages for teachers or
media outlets to deliver directly to potential drug users
is to aimpersuasion efforts at authority figures and
opi nion | eaders. Professional athletes and novie stars are
less inportant in this regard than heal t h-care workers,
coaches, and others involved in |leading athletic activity,
and simlar figures to whom potential drug takers,
particul arly adol escents, mght turn for personal advice.
Maki ng peopl e who al ready have the trust and respect of the
target audi ence nore sophisticated and persuasi ve sources
of good advi ce about drugs, and persuading themthat giving
it is part of their professional responsibility, could pay
| arge di vidends. One nodel to examne is the effort to
encour age physicians to deliver anti-snoking nessages to
their patients.{EM0

Desi gners of persuasi on canpai gns also need to worry
about how their nmessages will affect those who continue to
use drugs and those trying to quit. Anything that nakes
peopl e afraid of becom ng drug users also tends to nake
them afraid of those who are drug users. To make the
popul ation at |large even nore afraid of drug users is not
obvi ously desirable. Decreasing social tolerance for drug
use generally, for use of particular drugs, or for heavy
chroni c use can presumably | essen the attractiveness of
those activities. But decreasing tolerance also reduces the

{EN%} joseph Treaster, “Stepping Up the Drug Fight, From Toys
to TV Shows: Marketing of Anti-Drug Messages,” New York
Tinmes (16 March 1991): 7, c. 1

{ENIO} 3 K. Ockene, “Physician-delivered Interventions for
Snoki ng Cessation: Strategies for Increasing

Ef fectiveness,” Preventive Medicine 16 (1987): 723-737



soci al and econom c opportunities available to users and
ex-users; “hating the sin but loving the sinner” requires a
di sposition nore saintly than we can reasonably expect as a
soci al norm

Since the nost conmmon pattern of illicit drug use is
occasi onal marijuana snoking, (Y and since there is no
evi dence that occasional nmarijuana snokers as a group are
wor se nei ghbors, coworkers, or fellow students than non-
users, generating additional social hostility toward drug
users in general is not manifestly wise or just. Even for
heavy users of nore dangerous drugs, who clearly tend to
i npose costs on the rest of us, the current |evel of
hostility may be nore than adequate: it is easier to find
sites for prisons than for drug treatnment centers. One good
argunent for stressing al cohol and tobacco in anti-drug
nmessages is to avoid maki ng drug use an issue of “us versus
them” But much of the political inpetus behind anti-drug
advertising is precisely that of a cultural holy war,
pitting the decent nornmal people who snoke and drink
agai nst the hated and despised “drug users.”

One of the great acconplishnments of Al coholics Anonynous
has been to | essen social hostility toward chronic heavy
drinkers. The definition of al coholismas a di sease—
what ever its theoretical nerits—does a great deal to
defl ect aninmus fromthe drinker or ex-drinker. As a
consequence, many AA nmenbers are eager to help others down
the path to recovery: this is the “Twelfth Step.” Ex-users
of illicit drugs, by contrast, even those in twelve-step
prograns, tend to be nuch nore wary of |etting anyone know
about their status.!{F%%

In a classroom setting, sone of these issues can be
finessed. Even within a set curriculum teachers can tailor
nmessages to fit their students. They can even attenpt to
communi cate sone of the conplexity of drug use: that it
al ways carries sone risks, but fewer if carefully managed.

{ENIL} | | oyd D. Johnston, Patrick M O Malley, and Jerald G
Bachman, Drug Use, Drinking, and Snoking: National Survey
Results from H gh School, College, and Young Adult

Popul ations: 1975-1988 (Rockville, M.: Departnment of

Heal th and Human Services, 1989), 30-46, 255, 267-271.
National Institute on Drug Abuse, National Household Survey
on Drug Abuse: Popul ation Estimtes 1988 (Rockville, M.:
Department of Health and Human Services, 1989), 23-35.

{ENL2} | owe these observations to the Reverend Dr. David
Weeks of the North Conway Institute in Boston.



Mass- medi a canpai gns of necessity allow for |ess variety
and | ess subtlety.

The problem of the choice of nessages raises the
conplicated question of the goal of drug abuse education
and of drug abuse prevention generally: should they aimto
prevent any use of any drug, any use of a specific list of
drugs, or only excessive or inappropriate use? This is a
guestion both of ultimate ends and of tactics.

Al persuasion efforts that concentrate on drug use
itself, as opposed to nore abstract attenpts to teach
personal responsibility, decision-nmaking skills, and
resi stance to social pressure, are pulled in two directions
by the tension between preaching absti nence and preachi ng
noder ati on. Know edge of pharnacol ogy—ef drugs and dosages,
effects and side effects—+s essential to noderate use but
may be dangerous to the cause of abstinence. To know t hat
one drug is nore dangerous than another is to know that the
other is relatively safe. To know how nmuch is too nuch is
to know how nmuch i s enough. Learni ng enough about drugs to
be a responsible, noderate user is likely to excite
curiosity and to generate feelings of conpetence and a
desire to try out newy acquired know edge in practice.
“The young,” said Lord Chesterfield, “are as apt to think
t hensel ves wi se enough, as the drunken to consi der
t hensel ves sober enough. " {E\3}

On the other hand, the “Just say no” nessage suggests
that drug use cannot be rul e-governed behavior. This | eaves
t hose who do not “say no” w thout any nodel of when or how
to “say when.” To the extent that personal rul es about
noder at e drug use need the support of social nornms and
patterns, {4 apstinence canpai gns may be counterproductive
if they drive those who woul d have been noderate users to
abstinence and thereby create a popul ation of drug users
dom nated by those with a tendency toward excess.

Per suasi on canpai gns that address thensel ves to the
specifics of drug taking, as opposed to nore general
character devel opment, also face the problemof how to
treat licit drugs: what to say about them and how nuch
enphasis to give them The introduction of the w ne cool er
has made al cohol an issue for junior high and even
el ementary school pupils; the early teens are also prine

{ENI3} pPhj|ip Dormer Stanhope, Lord Chesterfield, Letters to
his Son (London: Folio Society, 1973).

{ENlY} Norman E. Zinberg, Drug, Set, and Setting: the Basis
for Controlled Intoxicant Use (New Haven: Yale University
Press, 1984).



years for the initiation of snmoking. Those who adm ni ster
school - based prograns (at |east outside the tobacco-grow ng
states) are apt to favor a “Just say no” approach to
cigarettes, particularly given the rarity of nonconpul sive
use of nicotine in that form But alcohol is trickier
conpl ete abstinence is not the normin mainstream Aneri can
society, nor is there any mass novenent to nake it the
norm But teaching m nors about responsible drinking is
certain to be controversial, particularly since it is
illegal for themto buy or possess al cohol. Conveying the
nmessage that alcohol is for adults only—an approach that
m ght be summari zed as “Just say |ater”—woul d be consi stent
with the law, but identifying al cohol use as adult behavi or
m ght only enhance its appeal to adol escents eager to grow
up.

On the other hand, it seens unwi se to ignore al cohol and
tobacco entirely. Not only are they live issues for nore of
t he popul ati on—and vastly nore of the school chil dren—han

any of the illicit drugs, but to say nothing about them
woul d be to suggest that they are sonehow not really drugs
at all. Silence about al cohol and tobacco is a very | oud

silence, one unlikely to go unheard. It would be a bitter
irony if anti-drug canpai gns had the net effect of
encour agi ng adol escents to snoke and dri nk.

Per suasi on canpaigns ainmed at licit drugs run into the
political clout of the industries that have grown up around
t he production and distribution of al cohol and tobacco. The
| argest of the current nedi a-based prograns, for exanple,
is run by a consortium of advertising agencies, virtually
all of which derive a substantial proportion of their
revenues from advertising al cohol and tobacco. The Media
Partnership for a Drug-Free Anerica has had nothing to say
about the perils of snoking or of the Denon Rum

The limted body of enpirical research on cl assroom
based prevention programnms strongly suggests that success
depends on offering students specific reasons not to do
what ever the programis trying to prevent. % |t is not
enough for those reasons to be valid for the teachers; they
must be persuasive to the students, for whomthe present
| oons nmuch | arger than the future and certainties overwhel m
noderate risks. In the case of snoking, for exanple,
stained teeth and foul breath today nay be a far stronger

{ENIS} 3 M chael Polich, et al., Strategies for Preventing
Adol escent Drug Use (Santa Monica, Calif.: The RAND
Cor poration, 1983), 146-147.



deterrent to adol escents than the possibility of enphysena
in forty years.

This poses a problemfor anti-drug education on the
“Just say no” nodel. There is sinply no evidence that
occasi onal use of al cohol or marijuana at noderate dosage
damages a mpjority of users, or even a large mnority of
them In fact, sone evidence suggests that noderate users
are, on average, better off in various ways than non-users
(which may, of course, nean that well -being | eads to
noderate use rather than the converse). ™% This |ack of
factual amrunition creates an unpl easant choice for *Just
say no” teachers: stress the virtue of obeying the | aw
(doubtfully efficacious), stress the risk of going from
noderate use to excess use (but the risks, for nost drugs,
are not very high), or msrepresent the facts. That any
purchase of illicit drugs hel ps maintain the black narket,
with all the danage it does, is surely a good reason not to
buy them (though | ow-dose, occasional use contributes
little to crimnal coffers), but that argunent seens
unlikely to have much wei ght in the decision making of
adol escent s. {EM7

If the majority of the audiences for anti-drug
advertising would beconme drug abusers in its absence, then
messages could hardly do harm just as a brand of nout hwash
currently consuned by 1 percent of the population can gain
sales froman advertising canmpaign that attracts attention
even if it repels three-quarters of its viewers. But in
fact drug abuse is rare, and chronic drug abuse with
| asting bad consequences very rare.E® To pe beneficial on

{ENI} jonat han Shedl er and Jack Bl ock, “Adol escent Drug Use
and Psychol ogi cal Health,” American Psychol ogi st 45 (5 [ May
1990]): 612-630. For a discussion of the |onger-term

ef fects of adol escent drug use, see Mchael D. Newconb and
Peter M Bentler, Consequences of Adol escent Drug Use:

| npact on Young Adults (Newbury Park, Calif.: Sage
Publ i cations, 1988).

{ENI} 'On the market significance of casual users, see, for
exanple, the calculations in Mark A, R Kl eiman, Mrijuana:
Costs of Abuse, Costs of Control (New York: G eenwood
Press, 1989), 34-39.

{ENI8  According to the National Household Survey, nore than
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time. National Institute on Drug Abuse, National Househol d
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(Rockville, Ml.: U S Departnent of Health and Human
Services, 1989), 17, Table 2-A. The Institute of Medicine



bal ance, a persuasi on canpai gn nust both inprove the status
of those who woul d otherw se get into serious trouble and
not arouse unhealthy curiosity in any substanti al
proportion of the rest. That this problemis nore than

theoretical is illustrated by the school -based anti-drug
educati on canpaigns of the late 1960s and early 1970s,
which ainmed either to instill fear of drugs in general or

to provide accurate and inpartial information. Eval uations
showed that both types of prograns on bal ance increased the
drug abuse problem anong their youthful audiences. The
scare nessages were not believed by those who needed them
nost, and the information served as consumer education for
the drug narkets. (EN9

If the goal is to mnimze the nunber of people who get
into serious trouble with a drug rather than the tota
nunber of users, the best way to reach that goal depends on
whi ch of two plausi ble nodels best describes the
rel ati onship between the overall use of a given drug in a
gi ven popul ation and its probl em use.

One nodel is based on a chain of “transition
probabilities.”{E2% This npdel assumes that anyone who
experinments with a drug faces sone probability of
proceedi ng to regular use, and anyone who uses a drug
regularly faces sone probability of proceeding to heavy
chronic use or repeated binge use. Regul ar users confront
sonme probability, and abusers a higher one, of getting
hurt. Al of these probabilities are higher for persons
starting at younger ages. Unless one or nore of these
probabilities is greatly mall eable by educationa
intervention, the best way to reduce the nunber of people
who get hurt is to reduce the nunber of people who
experinment, or the variety of drugs with which they

study panel found that 2.2 mllion people were clearly and
3.1 mllion were probably in need of drug treatnent.
Institute of Medicine, Treating Drug Problens Vol. 1
fwashington, D.C.: National Acadeny Press, 1990), 97, 101.
ENIS} 3. "M chael Polich, et al., Strategies for Preventing
Adol escent Drug Use.

{EN20} Ngrk H. Moore, “Policy Towards Heroin Use in New York
Cty,” Ph.D. dissertation (Canbridge, Mss.: Kennedy School
of Government, Harvard University, 1973). See also Mark H
Moore, Buy and Bust: The Effective Regulation of an Illicit
Mar ket in Heroin (Lexington, Mass.: Lexington Books, 1977);
Mark H More and Dean R GCerstein, Al cohol and Public
Pol i cy: Beyond the Shadow of the Prohibition (Washi ngton,
D.C.: National Acadeny Press, 1981).



experinment, or to retard the age of first use as nuch as
possi bl e. This suggests stressing the distinction between
use and non-use and downpl ayi ng the distinctions anong
drugs and between use and abuse.

The alternative viewis that virtually everyone wl|
experinment with drugs (including alcohol). On this view,
the probabilities of proceeding to regular use or to abuse
are variabl es influenced by personal and soci al
characteristics: norns and custons about drug use, the
i ndi vi dual ' s know edge about the rel ati ve dangers of
various drug-use practices, and his capacity to nmake
sensi bl e personal decisions and ability to act on those
decisions in the face of social pressure or tenptation to
excess. If this viewis correct, drug education should aim
at establishing controlled drug-use patterns, give
consi derabl e informati on about the characteristics of
different drugs, and teach strategies for managi ng one’s
own drug habits. {(F¢l

Si nce both the chain-of -probabilities nodel and the
responsi bl e- use-versus-abuse nodel are likely to capture
parts of the truth, designers of persuasion prograns ained
directly at drug-rel ated behavior are in a quandary.

Desi gning a single programthat accomobdat es both

Vi ewpoi nts seens close to inpossi ble, and appropriately
targeti ng different nessages at different audi ences seens
only slightly easier.

The only apparent escape fromthis box is to focus
attention away fromdrugs as a topic and toward noderati on
and self-command as ideals to be cherished and skills to be
devel oped. Making the young aware that their own behavi or
under tenptation or social pressure is a potential problem
that they need to |learn to manage, and giving them gui dance
and exercise in managing it, may properly be called an
educational mssion. It addresses a problemnot of a
mnority but of virtually everyone, and its applications go
wel | beyond drug use. Strategies for devel opi ng and
observing personal rules, identifying and resisting

{EL} This argument is nmade in Norman Zinberg, Drug, Set,
and Setting: The Basis for Controlled Intoxicant Use (New
Haven: Yale University Press, 1984). Exanples of drug
education materials witten fromthis viewpoint include
Andrew Wil and Wnifred Rosen, Chocol ate to Mor phine:
Under st andi ng M nd-Active Drugs (Boston: Houghton Mfflin
1983), and Edward Brecher, Licit and Illicit Drugs: The
Consumers Uni on Report on Narcotics (Boston: Little, Brown,
1972).



i mpul ses and social pressures to transgress those rules,
recogni zing an offer as the occasion for a decision, and
anal yzing the issues at stake in that decision are relevant
to the managenent of one’s sexual, nutritional, autonotive,
academ c, or television-watching behavior as well as one’s
drug-use behavi or.

In a program of education and training for self-command
or noderation, drugs would enter in two ways, both
i nportant but neither central. First, drug consunption
woul d appear as an exanple: an area in which individuals
of ten behave in ways not congruent with their own
interests. Tenporal nyopia and the failure to defer
gratification, ignorance about or neglect of risk, failure
to identify choice points, and social pressure could all be
identified as contributors to bad choi ces. Second,
intoxication itself would appear as an i ndependent
contributor to distorted decision maki ng and unanal yzed
behavi or.

Project DARE, the nost w despread of the school -based
anti-drug programs, is not primarily about drugs. Only
three of the thirteen |l essons in the original DARE
curriculumaddress drug use; the rest are a m x of
exercises in values clarification, material about persona
deci si on maki ng, and skill-building activities featuring
rol e-playi ng. {22 |f DARE were not sponsored and operated
by police departnents, it mght have elicited the sane
conplaints fromparents and clergy that have dogged ot her
val ues-clarification prograns, particularly those dealing
wi t h sexual behavior.

G ven what we know about advertising and cl assroom
education, expecting televised or blackboard “noderation
education” to greatly inprove the capacity of the rising
generation for tenperance in its nost general sense would
be unduly optim stic. But intenperance—ot only the
i ntenperate use of drugs—+s so costly a problemthat even
smal | gai ns woul d repay substantial investnents.

The Probl em of Eval uati on

{E%2} Byreau of Justice Assistance, “An Invitation to

Proj ect DARE: Drug Abuse Resistance Education” (Washington,
D.C.: Department of Justice 1988); WIIliam DeJong, “Project
DARE: Teaching Kids to Say ‘No’ to Drugs and Al cohol,”
Report prepared for National Institute of Justice

(Washi ngton, D.C.: Departnent of Justice, March 1986).



If it were easy to neasure the effects of persuasion
prograns, the theoretical problens about designing and
i npl ementing them would be relatively uninportant; trial
and error would be sufficient to devel op prograns that
wor ked, even if no one could quite explain why.
Unfortunately, the nmeasurenent problemis even nore subtle
and profound than the design problem

The frequency of drug abuse is hard to nmeasure, because
drug abuse is hard to observe: self-reports are unreliable,
and official records (such as crimnal histories) are often
i nconpl ete and hard to get at for research purposes. Snal
uncertainties about the frequency of drug abuse matter
greatly in the process of evaluation, because the frequency
itself is so low A persuasion programthat actually
reduced the lifetinme preval ence of cocaine abuse in a given
popul ation from5 percent to 4 percent would have to be
counted a great success for having elimnated a fifth of
t he problem w thout arresting anybody. In practice, though,
no one will be able to say for sure whether the rate of
abuse before the intervention was really 5 percent rather
than 4 percent, or whether the rate after the intervention
was really 4 percent rather than 5 percent, and the
research reports are likely to conclude that “the
intervention did not have a statistically significant
effect on the target variable.” The elenment of time further
conplicates things; six years nust pass before we can start
to measure the effects of a program ai med at sixth-graders
on their drug-use status at graduation from hi gh school
Six years is a long tine to wait between the first trial
and the first results, and a long tine in the history of
school s and drugs. The know edge that Program X was a good
program six years ago is only mldly helpful in determ ning
its useful ness today; the kids have changed, the schools
have changed, and the drug scene has changed

Eval uati ons of the wave of school -based drug-prevention
prograns during the 1980s have now begun to cone in. Sone
are quite encouraging. It is apparently easier to
di scourage marijuana use than tobacco use, and tobacco use
t han al cohol use. {¥¥% However, virtually all of these
studies rely on self-reports about attitudes toward drugs
or about the preval ence of drug use (not abuse), neasured
one or two years after the intervention. One carefully
desi gned and carefully eval uated program ainmed at inner-

(B3} phy|lis L. Ellickson and Robert M Bell, “Drug
Prevention in Junior High: A Milti-Site Longitudinal Test,”
Science 24 (March 1990): 1299-1305.



city sixth-graders and including both school - based and
communi ty- based el enents, seens to have reduced the
frequency of al cohol, tobacco, and marijuana use-all around
10 percent in the control group—by about one-third: a very
i npressi ve performance. ¥ |f the self-reports are
accurate, and if those abstaining because of the program

i ncl uded one-third of those who woul d ot herwi se have gone
on to serious drug problens, and if early drug use is an

i ndependent risk factor for devel opi ng probl em use rather
than sinply a marker for it (or if, alternatively, the
program succeeded in shifting the entire popul ation toward
| ess drug use), then that program nust be judged a success
and, despite its substantial costs, well worth replicating
in other, simlar populations. W should know by soneti ne
in the m d-1990s. DARE, the npbst w dely inplenented
program has shown sonmewhat di sappointing results in

eval uations perforned so far, but the data are still com ng
in. { EN25}

The net hodol ogi cal problens in eval uati ng nmedi a- based
canpai gns are even nore daunting; just separating the
“experimental s” (those who have received the nessages) from
the “controls” (those who have not) is anything but sinple.
I f one effect of anti-drug advertising is to decrease
social tolerance for drug use, one likely result will be to
reduce the wllingness of those who continue to use drugs
to say so when surveyed. Self-reports are always tricky to
interpret; prograns that tend to nmake them even | ess
reliable are therefore especially hard to eval uate except
by following the life histories of |arge sanples of
participants and nonpartici pants. (Measurenent is somewhat
sinpler for the licit drugs, whose consunption is
accurately neasured for tax purposes and sufficiently
wi despread that relatively small changes show up clearly.)

Most eval uati ons of mass-nedia anti -drug canpai gns have
shown no measurabl e results.!{®2% An exception was the

{EN24 Mary Ann Pentz, James H. Dwyer, David P. MacKinnon,
Brian R Flay, WIliamB. Hansen, Eric Yu |I. Wang, and C
Ander son Johnson, “A Multicommunity Trial for Primary
Prevention of Adol escent Drug Abuse,” Journal of the

Ameri can Medi cal Association 261 (22 [June 9, 1989]): 3259-
3266.

{ENS} Eyal uation and Training Institute (ETI), “DARE
Longi t udi nal Eval uati on Annual Report, 1987-88" (Los
Angeles, Calif.: Evaluation and Training Institute, 1988).
{EN6} Brjan Flay and S. Sobel, “The Role of Mass Media in
Preventi ng Adol escent Substance Abuse,” in Preventing



series of anti-tobacco television advertisenents aired
under the FCC s Fairness Doctrine before cigarette
comercials were banned fromtelevision. Even at only 20 to
25 percent of the frequency of positive advertising, the
negative comerci al s appear to have been quite effective:
so effective, in fact, that the advertising ban seens to
have actual |y increased snoking. {27 The fact that snoking
was (and is) nore common than the use of any illicit drug
gave the anti-snoking advertisenents a larger target to
shoot at than anti-drug commerci als have, and the
accunul ati ng evi dence of the health hazards of snoking gave
t hem powerful ammunition. It would be much easier to repeat
t hat success with beer than wth cocai ne, because beer is
nore widely used and | ess w dely feared.

The | argest current nedi a-based anti-drug canpai gn has
been that conducted by the Media Partnership for a Drug-
Free America. Its pronmoters claimto be using $1 billion
per year’s worth of space in newspapers and magazi nes and
time on television and radio, all of it donated. An
eval uati on of that program shows that variations in the
intensity of the canpai gn anong otherw se simlar areas
produced substantial effects as gauged by the self-reported
attitudes of a sanple of visitors to such “central areas”
as downt own busi ness districts and shoppi ng mal | s. {E\28
These results were sufficiently interesting to deserve
foll owup by other nethods, such as panel studies and
nmeasur enent s of adverse drug consequences. The Medi a
Par t nershi p canpai gn has been the subject of severa
criticisms focused on its nethods: many of its “facts”-

i ncluding those used in its frank appeal to enployers to

fire their illicit drug-using enpl oyees—appear to have been
i nvented or m squoted, and sone of its appeals to children
are as likely to produce anxiety as to reduce drug use. As

Adol escent Drug Abuse: Intervention Strategies, T. J.
Adynn, C. G Lyekefeld, and J. P. Ludford, eds. N DA
Research Monograph 47 (Rockville, M. : National Institute
of Drug Abuse, 1983).

{ER7} G deon Doron, The Snoking Paradox: Public Regul ation
in the Cgarette Industry (Canbridge, Mss.: Abt Books,
1979).

{E28} " The eval uation was performed by Gordon S. Bl ack
Corporation. See its “Partnership Attitude Tracking Study:
A Sunmary of the Fourth Year Results” (Rochester, N Y.:
Gordon Bl ack Corporation, 1991). The results are summari zed
in Partnership for a Drug-Free America Newsletter 4 (3

[ Fal | 1990]).



noted, its advertising-agency sponsorship and its reliance
on donated print space and broadcast time virtually forces
it to ignore al cohol and tobacco.

Thi nki ng about these fundanental problens, and about the
m xed eval uation results from other prograns designed to
pronot e heal t hi er behavior, ought to nodify the enthusiasm
of those who believe, or assert, that well -designed
education could render |egal restrictions unnecessary, or
at least allow a substantial reduction in enforcenent
efforts.!® Thus the demand that enforcenent be cut back
to pay for expanded persuasion efforts, or that funding be
“bal anced” between the two approaches, can hardly be based
on a careful calculation that the decrease in desire for
drugs resulting froman additional dollar of persuasion
will nore than conpensate for the increase in availability
resulting froma dollar not spent on enforcenent. Open drug
dealing al so sends a nessage: how much of the value of a
drug-resistance class is lost if its pupils have to wal k
past crack dealers on their way honme? The wi despread faith
in prevention through persuasion seens to rest on the
feeling that persuasion would be wonderful if it worked,
rather than a well-founded conviction that we know how to
make it work.

HELPI NG AND CONTROLLI NG PROBLEM USERS

Under any system of |aws, enforcenent efforts, and
persuasi on prograns, there will be sone users who get

t hensel ves into patterns of drug use that are a nenace to
their well-being or the well-being of others.

A very small proportion of the drug-using popul ation
accounts for a very l|large proportion of the harm done to,
and by, the users of virtually all drugs. (Nicotine in the
formof tobacco is an exception.) Mst of the benefits of
controlling drug use conme fromcontrolling probl em use:
excessi ve use, use under inappropriate circunstances, and
use by those who are unusually apt to behave badly under
t he i nfluence.

Most |aws and prograns are blunt instrunents; they hit
equal Iy at probl em and nonprobl emusers. Prohibitions and
t axes make no distinctions anong users. Wile regul ations
m ght attenpt to distinguish “problent from other users by
meki ng drug use a licensed activity, we have no working
nodel of such a policy. Enforcenent, whether directed at

{EN2%} See Et han Nadel mann, “The Case for Legalization,” The
Public Interest 92 (3 [ Summer 1988]): 3-32.



sellers or buyers, is naturally undiscrimnating.
Persuasion efforts, whether in the nmass nedia or in the
school s, are addressed to the entire popul ation, or at best
to | arge subgroups, not specifically to the few who are or
may becone probl em users.

Prograns directed specifically at hel pi ng and
controlling problemusers have the advantages and the
di sadvant ages of concentrated renedi al prograns in
conpari son with broad-based prograns of prevention. The
rel ati onshi p between treatnent and prevention is the sane
as that between perform ng coronary bypass surgery on those
wi th advanced artery di sease and encouraging citizens at
large to watch their weight and exercise nore. Renedi ation
costs nore than prevention on a per-subject basis, but it
needs to be applied only to a relative few Which sort of
program generates nore good per additional dollar spent—n
t he | anguage of policy analysis, which is nore cost-
effective at the margi n—depends on the avail abl e
technol ogi es and on the popul ation sizes. A generic debate
about the nmerits of renediation versus prevention (whether
by persuasion or by legal restriction and enforcenent)
seens |largely fruitless.

Efforts to deal with problemusers are frequently | unped
together as “drug treatnent.” But this assunmes that there
is a disease (or cluster of disease states) properly called
“drug abuse” and that soneone knows how to make it
better. {E¥% Since the ethics of therapy put the patient’s
interest first, calling the process of dealing with problem
users “treatnment” also inplies that the welfare of problem
users is or ought to be its paranmount concern. At least in
the case of drug-involved offenders, this may well be
fal se. The “treatnent” | abel also raises conplicated
guestions about the right to refuse treatnent, now
recogni zed as a basic right of the nentally and physically
il

The actual process of picking up the pieces once drug-

t aki ng consunption has gotten the better of soneone is
substantially nore conplicated, with respect to neans,
ends, and rights, than the word “treatnent” inplies. A
sensi bl e approach to problemusers would blend attenpts to
help with attenpts to exert social control. The right m x
for each individual depends both on how nuch danage his
probl em does to other people and on whether the user

{ENSO} For g critique of this concept, see Herbert
Fi ngarette, Heavy Drinking: The Myth of Al coholismas a
D sease (Berkeley: University of California Press, 1988).



desires (at some |level) to adopt a different behavior
pattern. The actual m x of service and coercion delivered
to any given user under any given set of prograns and
policies depends partly on these factors, partly on the
soci al and econom c status of the user, and partly on how
the problemcones to the attention of the system A
convi cted burglar sentenced to drug treatnent in |ieu of
prison can be threatened with referral back to court for
failure to conply with its rules, while a treatnent client
who enters voluntarily can, at nost, be expelled fromthe
program

Many efforts to help and control problemdrug users do
not address thenselves to the problemof drug use at all
Setting the broken arm of sonmeone who fell down the stairs
drunk is no different fromsetting the broken arm of
sormeone who fell down the stairs sober. A year in prison
for a burglary commtted to buy a bag of heroin is the sane
as a year in prison for a burglary commtted to buy a neal.
For now, we will restrict ourselves to those neasures of
hel p and control that directly address the drug-rel ated
aspects of the user’s behavior.

Ther apy

The literature on drug treatnent is full of anbiguities and
equi vocal results. The data are sketchy and the
nmet hodol ogi cal probl ens daunting. Since nost of the
research is old, nmuch nore is known about treating heroin
t han about treating cocai ne, and about treating nmen than
about treating wonen. {E8Y

Just meki ng sense of the variety of drug treatnent
prograns is no sinple task. One way to start is with
t axonony. (%2 The universe can be divided first between
programs requiring paid staff, and which therefore cost
noney, and individual or group self-help, which is
effectively free. Resource-using progranms can be further
classified using three dichotom es: residential (inpatient)

(BN} | nstitute of Medicine, Treating Drug Problenms: Vol. 1

(Washington, D.C.: National Acadeny of Sciences Press,
1990) .

{HG”)NMCh of the discussion here relies on the review
article by M Douglas Anglin and Yih-1ng Hser, “Treatnent
of Drug Abuse,” in Drugs and Crine Vol. 13, M chael Tonry
and James Q WIson, eds. (Chicago: University of Chicago
Press, 1990).



or nonresidential (outpatient), short-termor |long-term
and drug-assisted or drug-free.

I ndi vidual self-help is the nost widely practiced, but
the | east discussed, of the treatnment options. That sone
drug users cannot manage their own habits and need outside
help is sonetines taken to inply that being helped is the
primary, or even the only, approach to revising one's drug-
t aki ng behavi or. But a glance at the nost w dely used drugs
suggests how untrue that is. Approxi mately one-quarter of
all current drinkers—nore than twenty mllion Anericans—
report having had difficulty managing their drinking at
some tinme during their lives, but fewer than 10 percent
report having such problens currently.{®%} The bal ance—
several tines as many people as have ever attended an
Al cohol i cs Anonynous neeting, |et al one sought professiona
hel p—presumabl y have brought their probl ens under control
on their own or with a little help fromtheir friends. The
arithmetic for marijuana is simlar; mllions of people who
used to be daily marijuana snokers are no | onger, yet only
atiny fraction of that nunber of people have received any
kind of treatment for marijuana abuse. ™ Surveys of
former snokers suggest that nore than 90 percent quit
entirely independently, and that in fact those who have
sought formal help have a | ower success rate than those who
have relied on thensel ves (presumably because those who
sought help were poorer bets to start with, nost of them
having failed on their own).{ESs

{EN83} Natijonal Institute on Al cohol Abuse and Al coholism

Al cohol and Health 7th Special Report to the U S. Congress
(Washi ngton, D.C.: Departnent of Health and Human Servi ces,
1990), 266.

{EN34" Nati onal Institute on Drug Abuse, National Household
Survey on Drug Abuse: Main Findings 1985 (Rockville, M.:
U S. Departnment of Health and Human Services, 1988), 16;

LI oyd D. Johnston, Patrick M O Malley, and Jerald G
Bachman, Drug Use, Drinking, and Snoking: National Survey
Results from H gh School, College, and Young Adult
Popul ati ons: 1975-1988 (Rockville, M. : National Institute
on Drug Abuse, 1989), 215, 216.

{ENSS} M Fiore, et al. “Snpoking Cessation: Data fromthe
1986 Adult Use of Tobacco Survey,” in Snoking and Heal th
1987: Proceedings of the 6th Wirld Conference on Snoki ng
and Heal th, Tokyo, 9-12 Novenber 1987 (New York: Excepta
Medi a, 1988); J. L. Schwartz, Review and Eval uation of
Snmoki ng Cessation Methods: U S. and Canada, 1928-1985
(Rockville, Ml.: National Institute of Health, 1987).



Current drug abuse control policies do not reflect the
i nportance, or even the possibility, of unassisted
desi stance. “Telling people to quit” is not the nane of a
program except in the case of tobacco snoking. (The Media
Part nership, for exanple, has directed its nessages to
potential users and to the enployers, parents, spouses, and
children of current users, but rarely directly appeals to
users to quit.) Popul ation sizes are part of the reason:
conpul sive cigarette snoking is nuch nore common than
conpul si ve drinking, and enornously nore conmon than
conpul sive use of any illicit drug. Therefore a poster that
says “Quit snoking” will be relevant to a far higher
proportion of those who see it than a poster that says
“Stop shooting up.” But since nost drug desistance is
informal, nore attention could be given to increasing the
frequency of unassisted quitting.

Group self-help is the second nost w dely used node of
drug treatnment. The twel ve-step prograns-Al coholics
Anonynmous and its offspring—are by far the biggest of the
group self-help efforts. They require no resources other
than a nmeeting roomand sone |iterature. Their success rate
anmong those who join and remain active is apparently very
hi gh. Fewer than half of those who join renmain active,
however; the chances of success seemto rise with a
menber’s education and social status.!®®% Amazingly little
i s known about the effects of AA on probl emdrinking, and
even | ess about Narcotics Anonynous or Cocai ne
Anonynous. {®®? The nost recent conprehensive study of drug
treatnment di sm ssed group self-help as a “quasi -treat nment
nmodal i ty. "{E\8

Si nce di scussions of drug treatnent tend to be doni nated
by enpl oyees of the industry that provides paid treatnent,
the tendency to downplay the role and val ue of i ndividual
and group self-help is natural. Still that tendency is
unfortunate; since professional help is expensive, nost
|l ong-termcare for those with drug problens will have to be
of the self-help variety. One way to think of the role of
short-termformal treatnment prograns, particularly
residential detoxification and “chem cal dependency”

{ENS8} | nstitute of Medicine, Treating Drug Problenms: Vol. 1,

pp. 170-174; Richard Rawson, “Cut the Crack: Policy Makers’
Guide to Cocaine Treatnent,” Policy Review (Wnter 1990):

17.

{EN8} | nstitute of Medicine, Treating Drug Problens: Vol. 1,

. 135.
EN38} | i d.



programs, is as a way of getting their patients ready to
join and succeed in group self-help prograns. That is in
fact the acknomAed?ed goal of many short-term al cohol
treatnent efforts. 5%

Resi denti al prograns, because they provide both 24-hour
staffing and room and board, are far too expensive for
| ong-termuse by |arge nunbers of patients. But short-term
residential progranms, both the 5-to-7-day variety called
detoxification and the 28-day variety called chemi ca
dependency treatnent, aimto break the current cycle of
daily use or repeated binge use, ease the synptons of
wi t hdrawal by providing care and reducing tenptati on, and
prepare their clients for reentry into the world with
strategies for avoiding relapse, including referrals to
group sel f-hel p prograns.

One way to manage the detoxification process is to give
drugs. Sonme of those involved are fromthe general
psychiatric armanentari um and are not drugs of abuse. There
is sone indication that anti depressants can hel p heavy
cocai ne users get through the sluggishness and inability to
experience pleasure that characterize the period follow ng
di scontinuation of heavy cocai ne use. {E¥% But the drug user
can also be “treated” with his favorite drug or a cl ose
substitute. Patients with histories of |ong-term heavy
drinking are sonetines encouraged not to quit suddenly,
because the effects of sudden wi thdrawal from al cohol can
be severe, even life-threatening. |Instead, they are given
decreasi ng doses fromday to day.!®¥! Heroin addicts can be
hel ped through the w t hdrawal process with decreasi ng doses
of net hadone. Cigarette snokers can phase down their
frequency or switch to another form of nicotine intake,
such as chewing nicotine gum on the way to abstinence.

(B9 Herbert D. Kleber, “Treatnent of Narcotics Addicts,”
Psychiatric Medicine 3 (4 [1987]): 389-418; Nati onal
Institute on Drug Abuse, “Effectiveness of Drug Abuse
Treat ment Prograns” (Rockville, M. : National Institute on
Drug Abuse, 1981).

{EMO} Robert W llar, “A Drug to Fight Cocaine,” Science
gNhrch 1986) : 42.

EML The current clinical practice is to use the

benzodi azepine famly of mnor tranquilizers instead.
National Institute on Al cohol Abuse and Al coholism Al cohol
and Health 7th Special Report to the U S. Congress

(Washi ngton, D.C.: Departnment of Health and Human Servi ces,
January 1990), 266.



Wth these three exceptions, the drug | aws do not allow for
gradual w thdrawal strategies.

Resi dential detoxification is delivered alnost entirely
in hospitals, serves nostly heroin and cocai ne users, is
paid for largely frompublic funds, and focuses on tending
its clients through the i medi ate di sconfort of cessation.
Since the synptons of wi thdrawal from nost drugs are not,
nmedi cal | y speaking, very serious, it is not obvious that
detoxification needs to be conducted on a residential, |et
al one a hospital inpatient, basis.{®™¥ Qutpatient detox is
possi ble; that is, sonme people who have severe enough drug
problens to need help with the short-term pains of Kkicking
t he habit nonet hel ess have enough w || power and soci al
support to break their old habits while remaining in their
ol d settings. But that group does not include everyone who
coul d benefit from detoxification. Renoving sonmeone
tenporarily fromthe scenes and conpani ons associated with
drug taking can be both a synbol of, and a practical aid
to, the resolution to “get clean.” Those in especially bad
trouble, or with especially slender private resources, are
apt to need a period of residential treatnent.

Yet “detox” has a poor reputation; an Institute of
Medi ci ne study panel sunmarized the conventional w sdom
“<el > researchers have found no effects fromdetoxification
that are discerni bly superior to those achi eved by
untreated wi thdrawal <el>" and concl uded that *“<el>
detoxification is not a treatnment.” (¥ The nost likely
result of any single detoxification episode is a rel apse
into drug use and a return to detoxification; “treatnment
recidivisni for detox prograns has been estinated as high
as 80 percent. (B4

But this glass could usefully be seen as 20 percent full
rat her than 80 percent enpty. G ven the personal and soci al
danmage associated with a heroin or crack habit, $2500 or so
seens a very nodest price to pay for a one-in-five chance

{EM2} | nstitute of Medicine, Treating Drug Problems: Vol. 1,

ﬂ?. 174-176.
M3 pid., p. 176.
{EM4} The data are extrenely inperfect. For heroin, see D

S. Lipton and M J. Maranda, “Detoxification from Heroin
Dependency: An Overvi ew of Methods and Effectiveness,”
Advances in Al cohol and Substance Abuse 2 (1): 31-55. For
al cohol, see Donal d Cahal an, Understandi ng America’s
Drinki ng Probl em (San Francisco: Jossey-Bass, 1987), 136.



of a lasting cure.!®¥} Even a detoxification that

eventuates in a rel apse produces a period of abstinence and
a longer period of reduced drug use and crine as conpared
wi th the behavior of the sane user if he does not try to
quit. If the chances of success are cumul ative, as they
appear to be for snoking—+the best single predictor of
success in quitting cigarettes is the nunber of attenpts to
qui t (E¥8_even repeated detoxifications may be worth the
price. Again, one should factor in the possibility that
sonme of those who are successfully and lastingly detoxified
in a hospital would have succeeded on their own, but the
guestion to ask is not whether detox outperfornms unassisted
desi stance, but whether the availability of a confortable
setting and sonme palliative care increases the nunber of
attenpts to quit. The observation that nore than 80 percent
of coupons for free detox passed out to heroin users in New
Jersey as part of an AIDS-control project were used
suggests that there is an unnet demand for this
service. ¥ The benefit-to-cost ratio of detox programs
coul d be even better if it were administratively feasible—
as it is certainly clinically possible—+o0 cut costs per day
and thus finance nore attenpts or |onger stays, by using
nonhospital facilities. {E%8

Long-termresidential prograns pursue nore anbitious
goals. They seek to transformtheir clients personalities
and render themnore or | ess permanently drug-free. Most of
them work on the “therapeutic conmunity” (TC) nodel
pi oneered for heroin users by Synanon, Daytop Vill age, and
Phoeni x House: group living under strict rules,
confrontational group-encounter sessions, staff recruited
| argely fromanong ex-clients. Wiile | ess expensive per day

{EMS} pst figure derived fromlInstitute of Medicine,
Treating Drug Problens: Vol. 1, pp. 290, 291

{EMB} 3. O Prochasta and C. C. Diclenente, “Stages and
Processes of Self-Change of Snoking: Towards an Integrative
Model of Change,” Journal of Consulting and Clinica

Psychol ogy 51 (3 [1983]). Ofice of Snoking and Heal th,

Ni coti ne Addiction: The Health Consequences of Snoking
(Rockville, M.: Departnment of Health and Human Servi ces,
1988) .
{HMH)J. Jackson and L. Rotkiew cz, “A Coupon Program Al DS
Education and Treatnment,” Presented at the Third

| nt ernati onal Conference on AIDS (Washi ngton, D.C.: June
1987).

{H“Q)Institute of Medicine, Treating Drug Problenms: Vol. 1,
p. 16.



t han detoxification prograns, TCs nore than nake up for the
difference in duration: they cost about $13,000 to $20, 000
per client per year, and nine nonths is considered the
m ni mum desirable I ength of stay, with up to two years not
uncomon. {E¥% |j ke the sel f-help groups, TCs claimvery
I npressive success rates anong those who cone and stay but
suffer very high rates of voluntary or involuntary
separation, particularly in the first few nonths. Only 15
to 25 percent of TC entrants stay the course. {E®% wjle
t herapeuti c- comunity nmenbers often have even nore powerf ul
reasons to succeed than AA nmenbers, the demands of these
progranms are considerably greater; they are virtually total
i nstitutions. {E®Y

Det oxi fi cation and outpati ent counseling share a
problem they do little or nothing to change the daily
environments their clients face and in which they acquired
the habits they are trying to break. Therapeutic
comunities attenpt to solve this problemby creating an
artificial environment that is designed to rebuild and to
reshape the personality of the nenber. Some persons seeking
treatment seemto need, and to be willing to accept, the
di scipline of such an institution, including the tenporary
sacrifice of nost of their outside interests and
connections. O hers, however—nost of those who enter—ind
that the demands are greater than they are willing to
tol erate.

{EMS} 1 hid., pp. 154-167; “Understandi ng Drug Treatnent”
f(ffice of National Drug Control White paper, June 1990).
B0} | nstitute of Medicine, Treating Drug Problems: Vol . 1,
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Pene1y On the total institutions generally, see Erving
Gof f man, Asyluns: Essays on the Social Situation of Mental
Patients and O her Inmates (Chicago: University of Chicago
Press, 1970). On therapeutic comunities, see Sethard
Fi sher, Residential Treatnent of Felon Drug Addicts: State
Agents as Therapists (New York: P. Lang, 1987); Robert
Weppner, The Unt herapeutic Conmmunity: Organized Behavior in
a Fail ed Addiction Treatnent Program (Lincoln: University
of Nebraska Press, 1983); B. Sugarman, “Structure,
Vari ations and Context: A Sociol ogized View of the
Therapeutic Comunity,” and G De Leon, “The Therapeutic
Community for Substance Abuse: Perspective and Approach,”
both in Therapeutic Conmunities for Addictions, G De Leon
and J. T. Ziegerfuss, Jr., eds. (Springfield, Illinois:
Charles C. Thomas, 1986).



Thi s suggests the need for a treatnent nodality that
does nore to alter a user’s environment than detoxification
or outpatient counseling but is less all-enbracing than a
t herapeutic community. The Oxford House novenent represents
an attenpt to fill that gap. An Oxford House is a
cooperative living arrangenent for persons trying to change
their drug (including alcohol) use habits. Many are al so
menbers of twel ve-step groups. The nenbers share rent and
chores and support thenselves with ordinary jobs. The
rul es, devel oped and adm ni stered by each house unit, tend
to be sinple. Menbers stay as long as they like; since the
arrangenent is largely unsubsidized, they face no pressure
to nove out to make room for new nmenbers. The novenent has
grown as long-tinme nenbers of established houses becone the
nucl ei of new ones. (%3

The Oxford Houses presune a far greater degree of
personal and econom c self-reliance on the part of their
menbers than do the therapeutic communities, and in fact
seemto serve a nore affluent and better-educated clientele
who have fewer nmjor personality disorders and shorter
crimnal histories than many TC clients. They al so need and
receive far | ess public noney, though small subsidies have
recently been nmade available to fund the start-up costs of
new houses. It is possible that they will develop into a
substantial drug-treatnent resource, particularly as a
followup to short-termdetoxification or chem ca
dependency treat nment.

It may be the case that additional financial
encour agenment could qui cken the growmh of the Oxford
Houses. But the inportant scarcity at the nonent appears to
be, not noney, but experienced nenbers ready to formthe
| eadershi p of new establishnments. How far the Oxford House
nodel can be adapted to serve very poor drug users and drug
users with other personal problens on top of their drug
habits remains to be seen; to date, there is no fornal
eval uati on of the Oxford House novenent even for its
current nmenbership.

Long-term nonresidential programs come in two basic
varieties. One, outpatient counseling, provides advice
support services for a drug-free life. For those with
private health insurance, this can nean psychot her apy,
intensive famly counseling, and a range of other
activities, cheap conpared with inpatient treatnent but
still likely to run into the thousands of dollars per year.

(B2} peter Cerlson, “The Oxford House Experinent,”
Washi ngt on Post Magazine (12 Novenber 1989): 15.



For the uninsured, it is likely to nean an hour a week of
group therapy and a little social work. There is evidence
that those who stick with such prograns reduce their drug
use and inprove their lives, though it is hard to tel
whet her this neans that those who stay tend to get better
or that those who get better tend to stay. ¥ |n many
cases, fewer than 20 percent of outpatient nonnet hadone
clients conplete a course of treatnent, a discouraging
finding given that they tend to be |less badly off to start
with than, for exanple, entrants into therapeutic
comuni ti es. (% The sheer variety of such programs and
their clients precludes drawi ng any precise concl usions
about them probably sone progranms are good for sone of
their clients, but no one knows which progranms or which
clients.

The other kind of long-termoutpatient treatnment is
met hadone mai nt enance for heroin users. Methadone is a
synthetic drug closely related to heroin.
Phar macol ogi cally, the chief difference is that nethadone
is longer-acting. It substitutes for heroin in staving off
the wi thdrawal synptons of opiate dependency. Its |ong-
acting nature neans that a single daily dose is sufficient,
and users can therefore hold normal jobs.

Met hadone does not prevent heroin users fromgetting
hi gh, though it may reduce the subjective thrill of any
gi ven dose of heroin by conpeting for receptor sites.
(There is a drug, nal oxone, that does prevent heroin
i ntoxi cation by bl ocking opiate receptor sites; not
surprisingly, there is little demand for nal oxone anobng
heroi n addicts.) Indeed, methadone produces a high of its
own, and is in great denand as a street drug, the sources
being clinic patients and staff. (%% But because nethadone
is given to clinic patients orally rather than by needl e,
t hey do not experience the euphoric “rush” that heroin
users achieve. This, and the |limts that clinics put on the
anount of nethadone they distribute, tenpts nethadone
clients to supplenment their nmethadone supply with bl ack-

{EW®3} For evidence of the limted effectiveness of such
progranms, see Sung-Yeon Kang, “Qutcones for Cocai ne Abusers
After Once a Week Psychosoci al Therapy,” Anerican Journal

of Psychiatry 148 (May 1991): 630-635.

(B4 I nstitute of Medicine, Treating Drug Problenms: Vol. 1,
. 169.
o Barry Spunt, Dana E. Hunt, Douglas S. Lipton, and

Dougl as Gol dsm th, “Methadone Diversion: A New Look,”
Journal of Drug Issues 16 (1986): 569-583.



mar ket heroin. They al so often use other bl ack-nmarket
drugs. {(¥®® dinics discourage this practice by

adm nistering urine tests to their clients and sonetines
sanctioni ng them by deprivation of “take-honme” privileges,
reduced dosages, or even expul sion fromthe program for
repeatedly positive tests.

Per haps the best-established fact in the drug treatnent
l[iterature is that nethadone works. Methadone clients use
substantially | ess heroin and commt substantially fewer
crinmes than they would if they were not on nethadone, and
nmet hadone mai nt enance has the highest retention rates anong
all treatment nodalities. ¥ Costs are significant but not
prohi bitive: about $300 per nonth, which neans that the
entire estimated heroin popul ati on could be mai ntai ned on
met hadone for between $1 and $2 billion per year.

That met hadone works is not surprising. It gives heroin
addi cts sone of what they want, legally, reliably, and
usual ly free of charge. Assuming that their alternative was
to continue as users of heroin, this | eaves thembetter off
and reduces their incentive to conmt crimes for noney.
Predi ctably, when free public prograns are term nated and
nmet hadone clients are forced to pay for their treatnent,
their condition deteriorates and their crinme rates
i ncrease. {8

Treat ment by net hadone does not “cure” addiction; it
substitutes a | egal addictive drug for an illegal one. The
advant ages of methadone nmi ntenance as practiced in the
United States over heroin nmaintenance as once practiced in
Britain are partly operational (once-daily adm nistration
ability to work, less of a tendency to steadily escal ating
dosage, sonewhat |less of a problemwith illicit resale of
mai nt enance supplies) and partly synbolic (the drug being
given out is not called heroin).

Nor does net hadone turn heroin addicts into nodel
citizens; few of them were nodel citizens before they
becane heroin addicts, and years of street hustling do

{EN6} General Accounting Office, “Methadone Maintenance:
Some Treatnent Prograns Are Not Effective; G eater Federal
Oversi ght Needed” (Report to the Chairnman, Select Conmittee
on Narcotics Abuse and Control, Mrch 1990), 17-20.

(BT | nstitute of Medicine, Treating Drug Problems: Vol. 1,
Ch. 5.

{EN8} M D Anglin, W H Mdothlin, G R Speckart, and T.
M Ryan, “Shutting Of Methadone: The Cl osure of the San

D ego Met hadone Mai nt enance Progrant (Final Report,

National Institute on Drug Abuse, 1982).



nothing to i nprove either one’s character or one’s

| egitimate econom c opportunities. But it does convert sone
peopl e who woul d ot herwi se be very badly off and represent
a maj or soci al headache into people who are only sonewhat
badly off and represent a m nor social headache. That is
not a bad result for only $300 per person per nonth.

The one serious objection to nethadone mai ntenance is
that it traps sonme former heroin users who woul d ot herw se
have quit into daily opiate use. Despite its nythol ogy,
heroin use is not a permanent condition. ¥®% There is no
way to tell how many successful nethadone clients would
ot herwi se be successful ex-addicts. In the case of clients
entering treatnent voluntarily, the advantages of nethadone
in attracting and retaining them seem overwhel m ng. The
case for giving methadone to offender/addicts who are
forced into treatnent by the crimnal -justice system and
who are liable to nore coercion to quit seens weaker.

The success of nethadone in managing the lives of heroin
addicts has led to calls for the devel opnent of an
anal ogous chem cal to treat conpul sive cocai ne use. But
nmet hadone manages a dependency syndrone by averting
wi t hdrawal synptons. It seens doubtful that the
rei nforcenment- based conpul si on typi cal of heavy cocai ne
users could be nmanaged by mai ntenance with a substitute.
Any stinmulant is a partial substitute for cocai ne, and
al t hough the drugstores are full of licit nonprescription
stinmulants in the formof caffeine “stay-awake” pills,
there is no evidence to date that cocai ne users have any
interest in them

Publicly funded voluntary drug treatnent could be
expanded either quantitatively, by accepting nore clients
into existing programs, or qualitatively, by enriching the
content of the prograns or noving clients fromlower- to
hi gher-resource prograns. Wiile it seens |ogical that any
treatnent is better than none and that nore is better than
| ess, even those weak clainms are only weakly supported by
evi dence, except in the case of nethadone treatnent for
heroi n users. The question of magnitude—ef how nuch
i nprovenent coul d be expected fromthe next mllion or
billion dollars of annual expenditure for nore or better
treat ment —+s even nore wi de open. "™ The conviction of

{ENeS} Bryce Johnson, “Once an Addict, Sel dom an Addict,”
Cont enporary Drug Problens 7 (1 [Spring 1978]): 48-49.

{WN} For a brave attenpt from pre-cocai ne days, see Henrick
J. Harwood, “Econom c Costs to Society of Al cohol and Drug
Abuse and Mental Illness: 1980.” Submitted to Al cohol, Drug



treat ment advocates that noving resources fromdrug | aw
enforcenent to drug treatnent woul d decrease the total harm
associated with drug taking may be correct, but on current
evidence it remains what Mark Twain called “a vagrant
opi ni on, w thout visible nmeans of support.”

Bal anci ng Treatment and Enforcenent

Much has been said and witten about the appropriate
“bal ance” between treatnment spending and spending on
enforcenent. But the facts of the case are not easy to
determ ne, and the appropriate basis for making such a
judgnent is far from obvi ous.

The only federal noney explicitly allocated for drug
treatment consists of noney granted to state departnents of
subst ance abuse treatnment, which get about half of their
funds fromfederal block grants. Federal support for those
agenci es anounts to about $1 billion per year,!®% which is
indeed a far cry fromthe $15 billion to $20 billion spent
annual ly on drug | aw enforcenent, including both the
budgets of drug enforcenent agencies and expenditures on
drug enforcenent by general police, prosecution, and
corrections agencies. Moreover, while the overwhel m ng bul k
of drug |law enforcenent is ained at the illicit drugs—since
enforcement of the terns of liquor |icenses by alcoholic
beverages control authorities is cheap, and there is al nost
no attenpt to enforce the ban on noncomrercial transfers of
al cohol to m nors—ruch of the public substance abuse
treatment noney appears to be spent on the treatnent of
al cohol abuse.

Thus if we could conpare enforcenment spending with
spendi ng on publicly financed treatnment for the illicit
drugs al one, the inbal ance about which treatnent advocates
conplain so bitterly would | ook even nore extrene than it
now does. But not all public funds that pay for drug
treatnment go through “drug treatnent” budget I|ines.
Communi ty- based nental health clinics are never counted as
part of the “drug treatnent” budget, but a substanti al
proportion of their client base presents themwth

Abuse, and Mental Health Adm nistration (Research Triangle
Park, N.C.: Research Triangle Institute, June 1984).
Harwood’ s cal cul ati ons are based on data fromthe treatnent
out conme perspective study (TOPS).

{EN6O} ¥ fjce of National Drug Control Policy, National Drug
Control Strategy (Washington, D.C.: GPO, 1990); Institute
of Medicine, Treating Drug Problens: Vol. 1, pp. 211-219.



subst ance abuse problens. The sanme is true of drug-abuse
treatnment provided by the Veterans Admi nistration or the
Bureau of Indian Affairs, and of the government-paid health
care or health insurance provided to public enpl oyees
(including the mlitary) and their famlies; that noney is
budgeted as part of other activities and considered by
treatment recipients as part of their entitlenment to health
care. In sonme states, Medicaid progranms cover sonme forns of
drug treatnent. {EN6L

The bi ggest single source of public funds for drug
treatnment, if one could tally it all up, would probably
turn out to be the tax subsidy to enpl oyer-paid health
i nsurance and to corporate “enployee assistance” prograns.
Enpl oyers’ vigorous efforts to tighten the rules governing
al cohol and drug treatnent provided under enpl oyee group
heal t h pl ans suggests that the cost of such treatnent is a
noti ceable part of the nore than $200 billion per year in
enpl oyer-paid health care, all of which is tax-deductible
expense to the enployer and tax-free incone to the
enpl oyee. {E¥%2} Thys a sinpl e conparison of public
enforcenment spending with public treatnent spending is
m sl eadi ng, and debates about the allocation of drug noney
bet ween enforcenent and treatnment may be | ess inportant in
determ ni ng how nuch treatnent is actually provided than
are rules about the eligibility of substance abuse
treatnment for financing by health insurance (including
Medi cai d and Medi care). |ndeed, health insurance coverage
may be the nost sensible context in which to debate the
guestion of how nmuch noney to spend on treatnent, because
drug treatnent can be conpared with other health-care
neasures as alternative nmeans of inproving the well-being
of individuals. Whether treatnent can actually serve the
ot her purposes that drug | aw enforcenent serves is far |ess
cl ear.

The great, |argely unspoken argunent for drug treatnent
i nstead of enforcenent as the primary tool of drug policy

{EWL} General Accounting Office, “Substance Abuse Treatnent:
Medi caid All ows Sone Services but Generally Limts
Coverage” (Report to Congressional Requesters, June 1991),
3-4.

{EN62} M A Morrisey and G A Jensen, “Enpl oyer - Sponsor ed

| nsurance Coverage for Al coholismand Drug Abuse
Treatnments,” Journal of Studies on Al cohol 49 (1988): 456—
461. United States Bureau of the Census, Statistical
Abstract of the United States (Washington, D.C.: Departnent
of Conmerce, 1989), 90-93.



is that treatnment expresses conpassion for users while
enforcenent expresses only anger. To the noderate |eft
(“l'iberals” in the current rather than the cl assical
sense), this is a powerful appeal.{"2

But as Machi avelli pointed out, conpassion in action nay
hurt the visible few (¥ |f drugs are traps for many
users—and ot herwi se what is the point of offering
treatment?—s it, in the end, nore conpassionate to |et
people walk into the trap and then help them nake the
pai nful clinmb back out, or to build a high, ugly fence
around the trap in the formof drug | aw enforcenent?

At its best, treatnent is only a partial substitute for
prevention, for the sane reasons that hospital trauma units
are only partial substitutes for safer cars. By definition,
treatnment intervenes only after a person has established a
pattern of drug use that causes problens for that person
and others and is no longer fully under voluntary control.
Changi ng such a pattern is virtually always painful and apt
to | eave sone lasting disability, including vulnerability
to future epi sodes of abuse. Soneone who has never had a
problemis, on average, better off than a problemuser “in
recovery.” If, then, we imagine two alternate sets of
progranms, one, weighted toward preventative neasures of
enforcenent and persuasion that allowed a thousand bad drug
habits to devel op and treated none of them and the other,
wei ghted toward treatnent, that allowed two thousand bad
habits to formand treated half of them successfully, the
first would be preferred.

Treat nent as Soci al Control

Al treatnent progranms mx the delivery of service with the
i mposition of control, but the m x varies. No programw ||
tolerate a client who is repeatedly disruptive or abusive
or who repeatedly arrives on the prenises visibly under the
influence. All will use the noral authority of the service
provi der or self-help group to encourage the behavi or
patterns—hi efly abstinence from drugs—they aimto produce.
Sone prograns go much further. Therapeutic comunities,
whose clients are surrounded by rules and under unrem tting
pressure fromthe staff and from one another both to

tW2 |'n addition, as Jonathan Caul ki ns of Carnegi e-Mel | on

University has pointed out, there is an inplicit false
syl logismof the form *“Enforcenent doesn’t work, but
sonmet hi ng nust work, therefore, treatnment works.”

{EN63} npchiavel i, The Prince, Ch. 17.



conformand to denonstrate their commtnment to the goal s of
the organi zation, are the clearest exanples. But many

out patient progranms require strict adherence to schedul es
and even routinely test their clients’ urine to determ ne
whet her they are continuing to buy and use bl ack-nar ket
drugs. Urine testing is very common anong met hadone
programs, and even required by sonme states’ nethadone-
treatnent rules.

There is good evidence that strong controls contribute
to good treatnent outcones. {¥* But they have two great
di sadvant ages: they cost noney (or staff tinme, which cones
to the same thing) and they tend to drive away clients.

One consequence of the growh in demand for nethadone
mai nt enance that followed the rise of Al DS—grow h not
mat ched either by increased funding or by the training of
addi tional staff—was a steady decrease in the |evel of
control efforts. Many nethadone clinics becane little nore
t han drug-distribution centers, partly to cope with
i ncreasi ng workl oads and partly because, in the face of the
AIDS threat, the inportance of keeping clients in sone sort
of treatnent seened too overwhel m ng to nmake expul sion for
repeated use of illicit drugs a credible threat. One result
of decreased control at the clinics seens to have been
wor se outcones for the clients; a study by the General
Accounting O fice found that in sonme New York City clinics
as many as 40 percent of all nethadone recipients were
usi ng cocai ne. (E\6%

Most clients enter drug treatnent voluntarily. For them
the operators of treatnent prograns need to worry about
“marketing” issues: factors leading to recruitnent and
retention. Clearly, those who never enter a program cannot
benefit fromit; since the length of stay in treatnent is
an inportant factor in its success, those who enter but are
qui ckly repelled or expelled also do not gain nuch. These
considerations tend to push prograns away from naki ng
strong demands on their clients. Methadone prograns, which
have a drug to give out, can be nore demandi ng w t hout
having their clientele drift away (unless there is a | ess-

{EN64} A T. McLellan, G E. Wody, L. Luborsky, and L
Goehl, “Is the Counselor an ‘Active Ingredient’ In

Subst ance Abuse Rehabilitation?” Journal of Nervous Mental
Di sorders 176 (1988): 423-430.

{ENS} General Accounting Office, “Methadone Mintenance:
Sone Treatnent Prograns Are Not Effective; Geater Federa
Oversi ght Needed.” Report to Select Committee on Narcotics
Abuse and Control (Washington, D.C. : March, 1990), 17-20.



dermandi ng net hadone program across the street or across
town). The trade-offs are clear: a lowcontrol, |ow hassle
treatment systemcan attract and retain nore clients and
serve them for |ess noney, but a high-control system can
achieve better results with those it does serve.

The issues are different for the large mnority of drug-
treatnment clients who are there involuntarily, having been
caught commtting a crine—perhaps only that of buying or
possessi ng drugs—and sentenced to treatnent in addition to,
or more conmonly in lieu of, other punishment. {8
Recruiting themis no problem and retaining them while
not assured-since they can al ways choose not to go to
treatnent and face the | egal consequences—+s at |east a
smal l er problemthan with voluntary clients. Mreover, the
benefit to others of controlling the behavior of a drug
user who is also an offender, especially if the offense is
sone formof theft, assault, or drug dealing, is apt to be
much stronger than the benefit to others of controlling a
drug user who enters treatnent under his own steam The
potential value of using treatnent progranms to control and
nmoni tor the behavior of drug-using offenders is enornous;
the extent to which potential is realized depends on the
wi | lingness and capacity of treatment providers to nonitor
aggressively and report violations back to the crimnal -
justice agencies that nade the initial referrals and on the
wi | lingness and capacity of the agencies to punish repeated
violations and thus give nmeaning to treatnent-program
rul es.

There are two considerations about the use of treatnent
as a mechani sm of puni shnent and control: how well it
conparts with the ethics and nechani cs of therapy, and
whet her the treatnent conponent adds enough to the
nonitoring process to justify requiring it for the
unwi I ling. The availability of mandated and nonitored
abstinence as a sentencing option seens to chall enge the
need for mandated treatnent.

It might be better to require abstinence and nake
t herapy optional. Even if those of fenders who chose therapy
continued to have their urine tests (or whatever) done at
the treatnment site, it would be clear that those tests were
bei ng adm ni stered for, and by the authority of, the court
or the probation departnent, that the therapist had no
di scretion about reporting the results, and that a deci sion

{W |'n sone cities, this is managed under an adnministrative

structure known as TASC. Treatnent Alternatives to Street
Crine.



by the client or the programto term nate therapy woul d
have no direct effect on the client’s legal situation. This
woul d unconplicate the responsibilities of the treatnent
provi ders, reduce the incentives for clients to try to con
their therapists, and relieve clients and staff alike by
getting the unwilling out of the way of the willing. Sone
mandat ory treatnent prograns, particularly the conmercial
“education” prograns that judges in sonme states inmpose on
drunken-driving convicts, anmount to little nore than
puni shment by boredom and hum |iation. Wirse, there is
probably a Iimt on how many of the attendees of a twelve-
step neeting can be there involuntarily w thout
substantially conprom sing the value of the group for
t hensel ves and their coll eagues.

However, these conceptual advantages may or nay not be
out wei ghed by practical disadvantages. It may be that
t herapy, or at |east therapy of sone kinds, even if
unwi | I'i ngly undergone, yields enough additional reduction
in future drug use and crime to justify inposing it on
t hose who have nmade their drug use a problem for the rest
of us. They may not, after all, be the best judges of how
to quit; nmerely telling themto quit, wthout nore specific
instruction, may be ineffective. Much m ght be | earned from
a few random assi gnnent experinents, conparing testing and
sanctions plus mandatory treatnent, testing and sanctions
plus voluntary treatnent, and testing and sanctions al one.

ALLOCATI NG AND MANAG NG TREATMENT RESOURCES

The best-known synptom of the inadequacy of current support
for publicly funded drug treatment services is the

exi stence of waiting lists. Since the desire to quit may be
intermttent, telling soneone who wants to desist from drug
use to wait in line is obviously a bad idea, even worse
than “rationi ng by queuei ng” for other medical services.
This has | ed the proponents of increased treatnent funding
to fornulate a slogan: “Treatment on demand.” {E\e¢}

A closer look at the treatnent systemreveals a nore
conplicated pattern than sinple scarcity; while sone
prograns have waiting lists, others have unfilled slots.
Sonetines there is a conplete m smatch between the services
avai l able and the services a client needs; sonetinmes the

{EN68} Treatment is the Answer: A Wiite Paper on the Cost
Ef fecti veness of Al coholism and Drug Dependency Treat nent
(Washi ngton, D.C.: National Association of Addiction
Treatment Providers, March 1991).



m smatch is between a client without private resources or

i nsurance and a program not geared to taking public
funds. ¥ But it can al so happen that the sane city has
both waiting lists for nmethadone naintenance and enpty

met hadone slots. In general there is no systemto match
clients and slots, not even a sinple database of vacancies.

The sinplest step toward a nore coherent treatnent
system woul d be the creation of an agency or agencies that
could provide for those seeking treatnent the type of
service travel agencies provide to those seeking intercity
transportation: up-to-date information about what is
avai l able at what price and the ability to nake a
reservation for any vacant capacity. A variety of
i ndi vi dual s and agenci es now provide treatnent information
and referral, but in the absence of a central database or
standard conpensati on nechani sm any one referral service
tends to work with only a few of the possible providers.

A “travel agency” system woul d be a considerabl e advance
over the current chaos. But nore could be asked for. First,
clients could reasonably want access to information about
prograns’ processes and records of success, independently
gathered, or at |east audited, and in sone standardi zed
formto facilitate programto- program conpari sons. Even at
the I evel of progran1tgpes, currently avail able data are
grossly inadequate;®¥ at the level of individual
progranms, they are virtually nonexistent.

More anbitiously, one could ask the referral service or
services to serve as “gatekeepers” to the entire treatnent
system assigning clients to treatnments on the basis of
need and appropriateness, with due regard to cost-
ef fectiveness. Such “utilization-managenent” for publicly
paid treatnent is a central recomrendation of the Institute
of Medici ne study panel .!¥¥%% |n addition to providing cost
control, an agency with utilization-managenent authority
could insist on the collection of data and create
incentives for prograns to conpile good records of success,
as well as elimnating potentially destructive conpetition
for clients (for exanple, anong nmethadone prograns) on the
basis of lax controls on client behavior. It is possible

{EN6} For a description of the “two-tiered” treatnent
system see Institute of Medicine, Treating Drug Probl ens:
Vol . 1, pp. 200-219.

{EN8} This is a frequent refrain of the | OM study panel,
Institute of Medicine, Treating Drug Problens: Vol. 1, pp
132-199.

{ENS} | hid., pp. 250-252.



that drug-treatnment clients, whose problem by definition
includes difficulties in self-nmnagenent, nay not be the
best judges of what treatnent progranms will be able to help
t hem

On the other hand, in the absence of clear evidence
about “what works” or even a consensus about what success
means, it is not obvious that the criteria built in to any
gi ven systemof utilization managenent woul d do better at
matching clients to prograns than the current quasi-nmarket.
Utilization managenent presupposes, and cannot be nade to
substitute for, a clear set of judgnments about what
progranms work with which clients.

On the privately paid side of the system wutilization
managenent i s handl ed by health insurers and Health
Mai nt enance Organi zations. Treatnent providers and
treat ment seekers conplain that “nmanaged care” pays too
much attention to cost-saving and not enough to therapeutic
effectiveness. It probably does; in the absence of
ef fectiveness data such a bias is understandabl e and
per haps inevitable.

Treatnment clients want help (w thout too nuch hassle).
Provi ders want to pursue their therapeutic m ssions (and
pay their bills). Third-party payers, whether state
agencies or health insurers, want to stretch their
treatnment dollars as far as they will go (or save themif
possible). Al agree that the current situation could be
i mproved on. If there were a consensus, or even clear
evi dence, about the direction in which inprovenent | ay,

t here m ght be enough political pressure to force novenent
in that direction even agai nst whatever economc interests
and t herepeutic concepts happened to conme out behind in the
process. In the nmeanwhile, getting fromwhere we are to a
functioning travel -agency system woul d represent
consi der abl e progress.

COERCI VE CONTROL OF PROBLEM USERS

Wthin the relatively small group of drug users whose
habits are a problemfor thenselves and for their

intimates, there is an even smaller group whose drug use
chronically harms or threatens strangers, by |eading them
to act irresponsibly under the influence or to conmt
crimes (including drug selling) to obtain noney for drug
pur chases. Sone of the irresponsible behavior is crimnal
initself: assault, for exanple, or disorderly conduct.
Much of the rest is made crimnal by special statutes
making it a crine to engage in specific activities (driving



is the nost famliar exanple) while intoxicated, whether or
not any direct harmresults.

These user/offenders are the problem drug users nost
worth controlling, at |east fromthe viewpoint of their
nei ghbors. They are also in sone ways the easiest to
control, because repeated crimnal activity eventually
| eads to arrest and conviction, and those who have been
convi cted can be subjected to legal restrictions and to
i ntensi ve neans of investigation that cannot be applied to
t he general popul ation.

Chroni c drug-invol ved offenders thus present an
attractive target for intervention. They do enough damage
to others that the cost of even quite expensive prograns
can be covered by relatively nodest changes in their
behavi or. Many of them are easy to identify, because they
are repeatedly arrested; discovering which frequent
arrestees are also drug users requires only cheap and
sinmple chemcal tests. And the conplicated ethical and
| egal questions about coerced therapy are vastly sinplified
when the subjects have been convicted of, or pleaded guilty
to, crinmes and when restrictions are inposed as part of a
sentence or a formal agreenent in lieu of crim nal
processi ng.

Mandat ory Abstinence, Testing, and Sanctions

Anyone who commits a crinme under the influence of an
i ntoxicant or in order to get noney to buy one should be
required to abstain fromthe use of any intoxicant for a
period of time equal to the maximum prison termthat can be
i mposed for the crine, and that requiremnment shoul d be
supported by frequent chem cal tests to ensure conpliance
and by swift and predictable sanctions for nonconpliance
(including failure to appear for scheduled tests). If such
a principle were accepted and put into practice, chronic
drug-invol ved offenders would no | onger be able to maintain
their chosen |ife-style. Even if this had only a nodest
i mpact on the volunme of drug sal es—and the inpact m ght be
substantial for crack and heroin—+t would at |east reduce
the frequency of predatory crine.

An abstinence requirenment woul d be a good genera
deterrent, a good specific deterrent, and an aid to
i ncapaci tation. Making the effective |oss of drug-use
privileges a consequence of commtting crimes would be a
means of puni shnment, and thus of deterrence: those who
enj oy using drugs would have to be careful not to get
caught commtting crines. Conpared to other deterrent



puni shrents, drug deprivation has attractive
characteristics: it is unpleasant w thout being damagi ng
(if anything, it may be therapeutic); unlike prison, it
does not interfere with the ability of the person

under goi ng puni shnment to hold a job, go to school, naintain
famly ties, or pay restitution to his victim and it
econoni zes on scarce prison space. Thus it offers a good
way to discourage crimes by the entire class of heavy drug
users.

In order for such a programto work, it is not necessary
that the drug be crimnogenic for all of its users, that
all of the offenders’ crimnal activity be directly rel ated
to their drug taking, that the requirenent for abstinence
be perfectly conplied with, or that all deviations from
abstinence be detected and punished. Much less will do. It
is necessary only that there be a causal relationship
bet ween drug use and offendi ng for sone offender/users and
that the systemof testing and sanctions be sufficient to
reduce drug use anong them

Mandat ory abstinence would al so hel p prevent future
crimes, by deterring continued drug use anong those
assigned to it.!®% This specific deterrence woul d work
better for some subjects than for others; as with any
noni ncarceration sanction, sone will conply and sonme wl
not. But those who do not conply are those nost likely to
continue commtting other crinmes, and thus nost worth
| ocki ng up. Mandatory drug abstinence with nonitoring can
thus hel p ensure that scarce prison space is occupied by
those who will conmt the nost crines if not incarcerated;
unli ke other prograns ainmed at such “sel ective
i ncapacitation,” it need not rely on statistical prediction
to isolate high-rate offenders but can allow themto
identify thensel ves by neans of m ssed or positive
(“dirty”) drug tests. In effect, this plan substitutes drug
tests for jud?es’ guesses in selecting candi dates for
prison cells. BV}

(BN} Harry K. Wexler, Douglas S. Lipton, and Bruce D.
Johnson, “A Crimnal Justice System Strategy for Treating
Cocai ne-Heroi n Abusing O fenders in Custody,” |Issues and
Practices in Crimnal Justice (Washington, D.C.: National
Institute of Justice, March 1988).

{EN'1} The literature on “sel ective incapacitation” is
extensive and rather polemnmical. See Peter W G eenwood and
Al I an Abrahanse, Sel ective Incapacitation (Santa Moni ca,
Calif.: RAND Corporation, 1982), and critiques in Cohen,
Spel man, Moore, et al., Dangerous O fenders: Elusive



It is an ordinary condition of probation or parol e that
the offender refrain fromany | awbreaki ng during the
probation or parole term Since drug use inplies
possession, and since the possession of controlled
substances is a violation of law, abstinence fromillicit
drugs is already in principle required of those on
conditional release, and probation and parole officers in
nost jurisdictions have wi despread authority to order urine
tests to verify that abstinence and to sanction violations
by referring the offender back to the court for revocation
of conditional -rel ease status and incarceration or
rei ncarceration.

But the current actual systemfalls short of what is
proposed here in several ways. Sonme offenders are not given
probation ternms, are given only short ternms, or are
assigned to “sumary” probation, which nmeans that they
receive virtually no supervision. Al cohol, since it is not
illicit, is not automatically included in the ban, even in
the case of those convicted of drunken driving or drunken
assault. Arrestees are not routinely screened for the
presence of drugs in their systens; absent sonme other
indication in the record, supervisors have no easy way to
separate drug-involved offenders fromothers. Tests are
generally adm ni stered only “for cause,” rather than
random y; there is solid evidence that probation and parole
of ficers are not very accurate at guessing which of their
charges are using drugs.{EV2

Finally, in nost cases the only formal sanction
avail able is the drastic one of referral back to court for
possi bl e incarceration. G ven the paperwork demands on
overwor ked probation and parole officers and the prison-
crowdi ng situation, this sanction is too expensive to be a
credible threat; even if supervisors were willing to punish
violations with prison tinme, nost judges are not.
Consequent |y, even known drug-invol ved of fenders sentenced
to “intensive-supervision” probation are only occasionally
puni shed for continued drug use. (EN3

Targets of Justice (Canbridge, Mass.: Harvard University
Press, 1984).

{EN2} Eric Wsh, K. A Kunpp, A H Morer, and E. Brady,
An Analysis of Drugs and Crinme Anong Arrestees in the
District of Colunbia (Springfield, Va.: National Technol ogy
| nf ormati on Service, 1980).

(B3} jJoan Petersilia, Expanding Options for Crimnal
Sentencing (Santa Monica, Calif.: RAND Corporation, 1987).



A better systemwould screen all arrestees for the
presence of drugs and assign all drug-involved offenders to
mandat ory abstinence and testing. (Sonme research and
devel opnent woul d be required before al cohol could
effectively be included in chem cal nonitoring, since
ethanol is a sinple nolecule with no distinctive
nmet abolites.) Testing would start out on a random once-a-
week basis: each of fender would call in once a day to find
out whether his turn had cone. There would be a set of
predet erm ned, progressively serious, adm nistrative
sanctions for mssed or dirty tests, starting with
i ncreased test frequency and noving up through fines and
hours of unpaid | abor, personal curfews, brief periods of
incarceration, and, finally, referral back to court. The
sanctions should be predeterm ned both to allow for speedy
processing and to maxim ze deterrence through certainty.
The goal of such a program woul d be to convi nce nost
of fenders that continued drug use is sinply nore trouble
than it is worth. At |east one such program has generated
very high I evels of conpliance and nmeasurabl e decreases in
jurisdiction-wide rates of property crinmes, despite a
shortage of drug treatnment prograns; the negative incentive
provi ded by testing was apparently a sufficient aid to
wi | | power even ampng | ong-time heroin users. (B4

The converse of progressive discipline for violations is
the prom se of rewards, in the formof reduced testing
frequency, for consistent conpliance. This can both
encour age those who are doing well and econom ze on testing
capacity and expense: weekly testing costs about $1500 per
of fender per year, not nmuch conpared to the cost of
i mprisonnent or continued crimnal activity but a
substantial sum conpared with the per-offender budgets of
probati on departnents.

Mandat ed, nonitored absti nence m ght be extended to
t hose arrested and rel eased on bail; the District of
Col unbi a has pioneered in this area. Wiether there is
adequate | egal basis for testing and sanctioni ng persons
who have not yet been convicted of a crinme renmains an open
question. Since nost of the offenders we are nobst concerned
with are arrested frequently, the issue of pretrial testing
woul d be relatively uninportant if all convicted drug-

{EN"4 Mark A. R Kl ei man, Denise Kul awi k, and Sarah Chayes,
Program Eval uati on: Santa Cruz Regional Street Drug
Reduction Program (Canbri dge, Mass.: BOTEC Anal ysis

Cor poration, 1990).



i nvol ved of fenders were automatically assigned | ong peri ods
of mandat ory absti nence.

A program that depended |largely on post-arrest screening
to identify drug-involved of fenders would be inperfect. It
woul d m ss sone users, and it wuld identify sonme who had
drugs in themat the tine of arrest but whose crines were
not causally related to their drug use. Marijuana, the drug
nost wi dely used, nost easily detected, and least clearly
linked to user crine, probably ought to be excluded from
progranms for adults, as it is fromthe D.C. pretrial
program both because its use is so w despread that
i ncluding marijuana woul d generate nany viol ations, thus
straining the capacity to sanction violators, and because
its econom cs and pharmacol ogy do not suggest any strong
I ink between marijuana snoki ng and predatory cri ne.

Excl udi ng marijuana however, mght attract criticismas an
inplicit invitation to continue illicit drug taking.
Fortunately, a perfect design is not required; only sone

i mprovenent over the current system which virtually
ignores the |link between continued drug use and conti nued
crinme.

A serious national program of drug testing and sanctions
for offenders who are users of illicit drugs could be
nmounted for approximtely $5 billion a year in testing and
sanctions costs. The cost could be less if marijuana were
excluded, both fromthe initial classification of drug-

i nvol ved of fenders and fromthe ongoi ng nonitoring.

I ncl udi ng al cohol -using offenders, and testing for al cohol,
woul d rai se the costs. Such sunms do not seemtoo nuch to
pay to establish some nmeasure of control over the drug
users whose habits make the nost trouble for the rest of
us.

The sane anal ysis applies, a fortiori, to drug-involved
of fenders serving tinme. That it is possible to emerge from
a prison termstill a drug addict testifies to prison
adm nistrators’ reluctance to face up to the problem More
i ntensi ve searches of staff, visitors, and prisoners
returning fromthe outside to detect drug smuggling are
likely to prove futile. Frequent randomtesting with | oss
of privileges for positive tests and fol |l ow up
i nvestigation into the source of the drugs could
dramatically reduce the scope of the problemin the
prisons, but only at the cost of denonstrating how | arge
the problemis, disrupting the informal prisoner econony,
straining the capacity of the prison-discipline system and
in sonme systens generating substantial turnover in the
prison staff, including sone transfers to the i nmate



popul ation. Still, a relatively drug-free prison does not
seem an excessively grandi ose goal. Here again, there is no
| egal or even admi nistrative problemw th drug testing in
the abstract; the difficulty is sinply that systematic
prograns are not in place.

The notion of “civil commtnment” for addict/offenders—
assigning themto residential drug treatnent prograns that
they are not free to | eave—was once hailed as a cure-al
for the addict crinme problem It has since |ost sone of its
| uster, but there is still evidence that well -designed and
managed civil conmm tnent can outperform prison in reducing
t he subsequent drug use and crim nal behavi or of those
commtted. It is not often possible to turn persistent
drug-using burglars into nenbers of the Kiwanis C ub, but
if it is possible to turn theminto sonmewhat |ess active
burglars, that nore nodest goal is well worth achieving.
One careful study of the subject concludes that the
differences, in terns of future drug use and crine, between
civil conmm tnment and unsupervi sed rel ease are | arge enough
in favor of commitment to justify its costs.!™ Nor is the
di fference between the daily life of someone under civil
commtnent and that of a prison inmate such as to suggest
that civil conmtnment sacrifices deterrence to
i ncapacitation; the prisoner may well be doing easier tine.

Sone states have created therapeutic comunities as
separate living units within the walls of their prisons.
Unlike the civil-comnm tnent prograns, participation in
prison TCs is voluntary, but the alternative—the
consequence of quitting or being expelled fromthe
t herapeuti ¢ communi ty—+s bei ng back on a cell block. The
addi ti onal cost of keeping a prisoner in such a comunity,
over and above the cost of having himin prison in the
first place, is only a few thousand dollars a year. {5
Once again, it is inpossible to nmeasure the benefits of
such a program by conparing the recidivismrates of its
graduates with those of the general popul ation, because the
TC graduates are likely to be self-selected to succeed on
the outside. Still, the differences are great enough and
the cost (conpared to the cost to the state of further

{EN’S} ‘M Dougl as Anglin, “A Social Analysis of Conpul sory
Treatnent for Opi ate Dependence,” Journal of Drug |ssues 18
§4 EFaII 1988]).

EN’®} Harry K. Wexler, G P. Faulkin, and D. S. Lipton, A
Model Prison Rehabilitation Program An Evaluation of the
Stay’' n Qut Therapeutic Conmunity (New York: Narcotic and
Drug Research Inc., 1988).



i mprisonment or the cost to crinme victinms of further
crinmes) small enough to suggest that such prograns should
be much nore w despread. One study conparing prison TC
alumi with prisoners fromthe sane facility who applied
for TC adm ssion but never made it off the waiting |ist
suggests noticeably better outcones for the TC group; other
studies are | ess encouragi ng. (V7"

SUMVARY

Opponents of the “war on drugs” sonetinmes argue that
i nproved education and treatnent can control the drug
problem nore effectively, and wth fewer unwanted side
effects, than prohibition and enforcenent. Wile it is
certain that prograns of persuasion directed at potenti al
drug users, and an offer of therapy to those struggling to
manage their drug habits, can produce benefits in the form
of reduced demand, it is nuch | ess clear how great those
benefits can be with current techni ques of persuasion and
t herapy. Whet her any practicabl e program of “demand
reduction” could work well enough to prevent major
i ncreases in consunption and drug-related harmin the face
of the substantial reductions in price and search tine that
woul d follow a drastic cutback in drug | aw enforcenent is
unknown. That such a program coul d prevent increased drug
abuse damage if the changes were fromprohibition to free
| egal availability seems highly inprobable. Nor is it
obvi ous that drug treatnent should be thought of as
conpeting with drug | aw enforcenent for a share of the drug
abuse control budget rather than with other health-care
progranms for a share of the $600 billion per year spent on
health care in the United States.

Mass- medi a persuasion efforts should focus on nmass-
mar ket drugs, especially al cohol and tobacco; there is
still lots of bad news to deliver about those drugs, and a
substanti al body of positive nessages to counteract.
School - based canpai gns shoul d stress the devel opnment of
deci si on- maki ng and resi stance skills.

Anmong the established voluntary treatnment nodalities,
t he ones nost obviously worth expandi ng are net hadone
mai nt enance for heroin users and therapeutic conmunities
for prison inmates. Mre resources for methadone should
mean not only nore clients but better-staffed prograns,
able to exert nore control over their clients’ drug use.
Det oxi fi cation, whether drug-assisted or drug-free, nmay

{BNT7} | pi d.



al so be worth expanding, particularly if it can be
delivered cheaply in non-hospital settings and |inked to
forms of followup care: counseling, self-help through
twel ve-step prograns, or Oxford Houses.

Those drug users who frequently commt crines, other
than the crinme of buying drugs, can and shoul d be conpelled
to give up their drug use, both as part of their punishnment
and to reduce their future crimnality. Treatnent may be a
useful adjunct to that process, and the result may well be
t herapeutic, but its primary nmechanismis coercion: quit or
el se. Under sufficient pressure, nbst drug users can and
will quit, or at least drastically reduce their drug use.
The goal of the program should be to nake the life-style of
a drug-using crimnal no | onger sustainable.



