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EXECUTIVE SUMMARY

The most effective and cost-
efficient means of confronting
the drug problem, according
to a vast number of national
studies, is through treatment
pregrams, Yet over the last.
several years, at a time when
drug abuse has escalated in
the city, treatment slots have
been pared.
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worsen. The State of Maryland estimates that more than 62,000 people in Baltimore

City — approximately one in every 12 city residents — are in need of substance
(including alcohol) abuse treatment. Cocaine and heroin abuse are increasing in the cityata
pace far faster than national trends. :

One indicator of the growing severity of Baltimore City’s drug abuse problein is the
recent dramatic increase in the number of hospital emergency room patients who are seeking
medical attention because of drug use. According to a study of 21 major U.S. cities by the
Drug Abuse Warning Network (DAWN), between 1990 and 1991, the number of heroin
mentions by hospital emergency room patients increased by 134 percent in Baltimore, while
the national average rose only eight percent. Cocaine mentions in hospital emergency rooms
increased nationally at a rate of 28 percent, while soaring 121 percent in Baltimore, These
statistics are somewhat misleading because it is not surprising that addiction rates are higher
in a central city such as Baltimore than in the nation as a whole. But even if one only
considers large, distressed cities, as of the third quarter of 1992, Baitimore’s heroin, cocaine,
and alcohol-in-combination with other drugs emergency room mentions, per 100,000 people,
were higher than any other city in the country. In 1992, more patients visited emergency
rooms because of heroin use in Baltimore than in any other major U.S. city, except New
York.

According to the 1990 census, 15 percent of Maryland’s population resides in Balti-
more City, yet 27 percent of the state’s substance abusers in treatment and 67 percent of the
individuals injecting drugs live in the city. (Authorities believe the percentage of substance
abusers in treatment in the city would be even higher were it not for the limited number of
treatment slots.)

The impact of drug abuse on the city — both direct and indirect — is immense: ram-
pantcrime, over-populated jail celts (currentty four out of every five residents of the city jail
have been invelved with drugs), homelessness, a severe diminution of personal safety, an
increasing burden on the city’s hard-strapped fiscal infrastructure, population flight to the
suburbs, an overload on the city’s social services network, and a frightening increase in cases
of individuais testing positive for the HIV virus.

The most effective and cost-efficient means of confronting the drug problem, accord-
ing to a vast number of national studies, is through treatrnent programs. Yet over the last
several years, at a time when drug abuse has escalated in the city, treatment slots have been
pared. While the city appropriates miilions of dollars for fighting the drug problem through
law enforcement and the judicial system, it spends barely $150,000 of city funds annually on
{reatment programs. Baltimore’s capacity to offer quality treatment is diminishing just when
it is most sorely needed. '

-Over the past three years the total amount of government funds- available for drug
treatment in Baltimore has declined from $16.349 million in 1991 to $15.218 million in 1992
to $14.756 million this year in spite of the fact that the addiction problem is worsening. For
the 1993 fiscal year, the federal government contributed $11,479,096 to the city’s drug treat-
ment program, the state gave $3,122,073, and the city contributed $154,798,

B altimore City is beset by a significant drug abuse problem that is continuing to
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The City of Baltimore contributes a significantly lower proportion of the public money
going to drug treatment than do other jurisdictions in the state. Between 1992 and 1993, the
city cut its funding for drug treatment by just over 25 percent. The city’s share ($154,798) of
total public funding (314.756 million) is 1.05 percent. Other Jurisdications in Maryland
contribute 8.9 percent of the total altocation of federal, state and local dollars for drug treat-
ment programs in Maryland. Across the country, according to the National Association of
State Alcohol and Drug Abuse Directors, local communities contribute 11 percent of the
public dollars going to drug treatment. Again, it is not completely fair to compare the contri-
bution of a fiscally stressed city to that of more affluent Jurisdictions. On the other hand, the

addiction problem is more severe here than in almost any other political subdivision in the.

couniry,

The city is also ill-equipped to determine which programs work best and which are
least effective. Within the drug abuse treatment network, to date there is no operating system
to track clients as they go through one treatment modatity or program to another. And once
clients leave the system, there is no mechanism to assess the effectiveness of the treatment
they received. o

Furthermore, the city has no plan delineating what it thinks is necessary to provide
adequate treatment and what it would cost to implement such a plan. This report provides a
portrait of the city’s drug abuse problem and the treatment services available to substance
abusers, It also looks at the many obstacles — particularly funding constraints and inad-
equate evaluation systems — that stand in the way of a healthier drug treatment network in
Baltimore City. )

With substance abuse and its concommitant problems on the rise, Baltimoreans must
decide how to fight drugs in their community. Some proposals were offered recently by the
Mayor’s Working Group on Drug Policy Reform. The traditional response of increasing law
enforcement protection is failing. A more promising approach is to improve and dramati-
cally expand Baltimore’s substance abuse treatment systemn by implementing the following
proposals.. While some of the proposals may appear to be obvious, common-sense sugges-
tions, to date they have not been implemented, :

* Develop and utilize mechanisms to evaluate Baltimore’s drug treatment system to
determine which individual programs and types of programs work best for which
specific types of clients. The federally-funded Target Cities’ computerized network
(see page 14) is a step in this direction. Initiate a program for tracking clients upon
discharge so that a comprehensive assessment can be made of the long-term effects of
various freatment programs and their treatment methods, known in the field as “mo-
dalities.” : : _

¢ Target available resources to the most promising and cost-effective programs. Reim-
burse providers based on the intensity of treatment, staff quaiifications and perfor-
mance, and the effectiveness of the programs. Standards should be strengthened to
assure that program staff are well qualified.

* Develop a plan identifying what additional treatment resources are needed. Then se-
cure resources for a dramatic increase in treatment by shifting funds within the city
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Perhaps the city should
consider maintaining the
current tax rate (rather than
cutting by five cents as the
city council recently proposed)
or even increasing the rate by
five cents in order to provide
resources for additional
treatment slots.

budget, by obtaining increased state appropriations, by soliciting private contribu-
tions from businesses and foundations, and by ensuring that treatment funds are being
utilized appropriately and efficiently. Currently, the city spends more than 50 times as
much on law enforcement as a means of abating the drug abuse problem as it does on
treatment. Perhaps the city should consider maintaining the current tax rate {rather
than cutting by five cents as the city council recently proposed) or even increasing the
rate by five cents in order to préi'ide resources for additional treatment slots. Also,
increase funding for programs designed to help recovering addicts maintain their so-
briety over the long-term, particularly those that address housing and employment
needs.

Treat the war on drugs as a public health problem rather than a law enforcement

problem by:

+ Increasing cooperation between the drug treatment community and the criminal
justice system in Baltimore City. The recent effort to set up a drug treatment court
within the judicial system in the city is a step in the right direction. Also, despite the
fact that 80 percent of the inmates in the city jail have been involved with drugs,
there has been little to no drug treatment available in recent years to those incarcer-
ated. Clearly, the city needs to increase the number of treatment programs operat-
ing within the jail itself. ‘

* Improving the linkages befween the drug treatient community and the city’s health
care network. Health care professionals should receive more intensive education
and training in identifying, treating and referring drug addicts. Expahd the practice
of establishing primary health care units in drug treatment programs.

+ Hstablishing forums to set in motion genuine public dialogue on the concept of drug
medicalization.

+ Developing programs for educating the public on the efficacy of drug abuse treat-
ment as the most successful and cost-effective method for dealing with the city’s
drug problem.
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I. THE PROBLEM:

A. A Look at Drug Use In Baltimore City

Drug Abuse, once was largely confined to a smail, closely knit group of non-vio-

lent, black male heroin addicts in the inner city. Over the last three decades, how-
ever, the abuse of drugs has escatated to where today it represents one of the community’s
most grievous social problems.

While black males still represent the largest demographic group of drug abusers in the
city, one-third of all individuals seeking substance abuse treatment in the city today are fe-
male and almost one-fourth are white. (Blacks represent 59 percent of Balnmore s total popu-
lation, while 47 percent of the city’s residents are male.)

As the relative cost of illicit drugs has soared over the past four decades, criminal
activity has become a way of life for most of those dependent on hard drugs. Almost one of
every three persons entering drug treatment in the city is referred by the criminal justice
system. Tn 1992, the Baitimore City Police Department had a total of 16,725 narcotic arrests,
with 4,501 for heroin and 9,204 for cocaine. Underlining the connection between substance
abuse and crime in Baltimore City is the fact that approximately four of every five residents
of the city jail have been involved with drugs, while 23 percent were arrested directly on
drug charges. Between May 1991 and May 1992, 21 percent of the males held in pretrial
release in the city tested positive for heroin.

Heroin has continued since the earty 1950s to be a major contributor to illicit drug
abuse in the city. But it has been joined over the past several years by crack/cocaine as a drug
of choice by substance abusers. Many now switch back and forth and use combinations of
heroin, crack/cocaine, alcohol and marijuana. '

The number of city drug abusers in the early 1950s amounted to several hundred
people, according to a study of narcotic addiction in Baltimore between 1950 and 1977.
Today, estimates vary from about 30,000 to close to 80,000. The Substance Abuse Manage-
ment Information System (SAMIS), a division of Maryland’s Alcohol and Drug Abuse Ad-
ministration, estimated the number of people in Baltimore City in need of substance (includ-
ing alcohol) abuse treatment in fiscal year 1993 to be 62,829,

Before the recent emergence of crack/cocaine in Baltimore, the city was known as a
heroin — or “drug injection” — city. In fiscal year 1993, according to SAMIS, 63 percent of
individuals entering drug treatment programs in the city reported using crack/cocaine and 55
percent mentioned heroin use. (Another 49 percent mentioned alcohol and 21 percent mari-
juana, indicating an increasing problem of multiple-substance abuse in the city.)

Across the country, the use of heroin has reportedly stabilized or decreased. Unfortu-
nately, heroin use in Baltimore is going in the opposite direction. In 1992, more patients
visited emergency rooms because of heroin use in Baltimore than in any other major U.S.
city except New York. (See Figure 1 in Appendix C) According to a study of 21 major U.S.
cities by the Drug Abuse Warning Network (DAWN), between 1990 and 1991, the number of
heroin mentions by hospital emergency room patients seeking medical attention because of
drug use increased by 134 percent in Baltimore, while the national average rose only 8 per-
cent. Cocaine mentions in hospital emergency rooms increased nationally at a rate of 28
percent, while soaring 121 percent in Baltimore. '

D rug abuse in Baltimore City, according to a 1979 report by the National Institute on
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Two-thirds, or 66 percent, of
individuals entering druig
treatment programs in fiscal
year 1992 were male, 34
percent female. Seventy-
seven percent were black and
22 percent white. Three-
fourths of the clients were
unemployed upon admission
and 72.2 percent came from
families earning less than
$20,000 annually.

In 1991, the number of drug mentions in Baltimore emergency rooms ranked fourth
per 100,000 population (behind San Francisco, Newark, and New Orleans), according to
DAWN. By the third quarter of 1992, the Baltimore metropolitan area’s rates per 100,000
population of herein, cocaine, and alcohol-in-combination with other drugs emergency room
mentions were the highest in the country. (See Figure 2 in Appendix C) The city’'s 101.8
cocaine-related emergency room mentions easily topped New York’s rate of 70.1. In addi-
tion, Baltimore ranked third in PCP-related and fourth in marijuana-related emergency room
episodes respectively. The DAWN survey demonstrates the relative severity of Baltimore’s
substance abuse problems,

Drug abuse treatment experts say anecdotal data validates the rapid and continuing
abuse of heroin and crack/cocaine in the city.

B. Who Abuses Drugs in Baltimore City?
The Demographics of Drug Use

There is no way of drawing a precise demographic picture of drug abusers in the city,
since most never surface publicly. Buta portrait can be sketched based on those drug abusers
who enter treatment programs. All individuals entering treatment programs are interviewed
and asked to provide persenal data upon admission. The information is compiled by SAMIS
and turned into a composite profile. Authorities believe the profile generally offers an accu-
rate reflection of the city’s substance-abusing population.

Two-thirds, or 66 percent, of individuals entering drug treatment programs in fiscal
year 1992 were male, 34 percent female. Seventy-seven percent were black and 22 percent
white. Three-fourths of the clients were unemployed upon admission and 72.2 percent came
from families earning less than $20,000 annually.

In fiscal year 1992, 36 percent of the clients enrolled in programs had their treatment
paid for by Medicare, Medicaid, or other government programs, Another 27 percent paid
from their own funds, while the fees of almost 10 percent were covered by Blue Cross/Biue
Shield, HMO's or private insurance carriers. Twenty-eight percent were not charged a fee
because of insufficient income.

Just over six percent of individuals entering drug treatment programs in fiscal year
1992 were under 18 years oid. Another 18 percent were between the ages of 18 and 25, 20
percent were between 26 and 30 years old and 47 percent were from 31 to 44 years of age.
Another eight percent were between 45 and 64 years'old, and less than one percent were 63
years or older.

The demographic composite of drug abusers in Baitimore is quite different in many
ways from that of the rest of the state. For example, while blacks represent three of every
four drug abusers in the city, there are more white substance abusers in the rest of the state
(57 percent) than blacks (42 percent). And while two-thirds of Baltimore’s drug abusers are
male, the proportion jumps to almost three-quarters statewide. When it comes to the sub-
stance being abused, three of every four Marylanders mention alcohol; in Baltimore, cocaine
and heroin are mentioned inore frequently than alcohol. In Baltimore, one in 10 individuals
entering drug treatment programs is married, while 63.7 percent never have married; state-
wide, two in 10 are married and 55 percent have never married.
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According to the 1990 census, 15 percent of Maryland’s population resides in Balti-
more City, yet 27 percent of the state's substance abusers in treatment and 67 percent of the
individuals injecting drugs live in the city. Overall, just over 10 percent of the clients in the
city’s substance abuse treatment programs are non-residents. People in need of drug treat-
ment often gravitate to the city because of its relative wealth of treatment programs. Ap-
proximately 30 percent of the methadone programs in the state, for example, are located in
Baltimore City. _

Almost one-third of substance abusers entering treatment programs in Baltimore City
are referred to the programs by the criminal justice system. Another thitd seek treatment on
their own or on the recommendation of their family, friends or employers. The remaining
clients decided to enter treatment for unspecified reasons.

Three of four newly admitted clients in fiscal year 1992 entered substance abuse pro-
grams for the first time. The others were readmitted or changed the type of service they were
receiving. More than haif of the heroin abusers entering programs used the drug at least
twice daily, with a full 30 percent using it at least three times a day.

Almost one of every three clients in treatment in fiscal year 1992 took two or more
types of drugs prior to admission. Another 36 percent were using one drug and alcohol, 17
percent used one drug only and 16 percent were consuming aicohol only.

In generat, the longer a client stays in a program, the better histher chance of recovery.
Although different programs have different objectives which affect the optimal length of
stay, most counsellors prefer to keep clients in treatment as long as it takes to get them off
drugs and bring some stability to their lives. But this task is often a difficult one. Drug
abusers generally have a multitude of problems in their lives that extend beyond their addic-
tion. Itis difficult to get most substance abusers to enter programs, and it is not always easy
- to keep them in treatment once they have stepped through the door. The average stay in an
outpatient treatment program in Baltimore City last year was three-and-one-half months.
Yet some programs-were more successful in keeping clients than others; the average stay
ranged from a low of 18 days in one program to a high of almost two years in another,

Of those leaving treatment programs in fiscal year 1992, 38 percent departed before
their treatment was completed and 15 percent were dropped for failure to comply with pro-
gram regulations or requirements. Another 15 percent left after completing the program and
halting their drug use. One percent completed a program but continued some drug use, and
i4 percent completed one program and were referred to ancther. State officials contend the
above rates of program completion compare favorably with national figures, although they
have no statistics to verify the claim.

C. The Impact of Drug Abuse on the City's Social
and Economic Fabric

“The problem of drug and alcchol abuse is a vast web that is intertwined with many
social factors — violent crime, lack of education, unemployment, inadequate housing, and
the breakdown of the family unit and of our value system.” So wrote Gov. William Donald
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A less langible but equally
debilitating impact of
substance abuse is the
psychological fear it spreads
across Baltimore. Many
individuals are loathe to enter
the downiown area of the city
because of the perception of
crime related to drug abuse.
The resultant impact on
businesses in the city, as well
as on the city’s fax bass, is
immense.

Schaefer in Maryland’s Drug and Alcohol Abuse Control Plan for 1992. That assessment by
the governor only touches the tip of the iceberg when it comes to describing the impact
substance abuse has had on life in Baltimore City.

Barely a day goes by when a drug-related homicide does not occur. The city’s health
care system is burdened by — and ill-equipped to cope with — drug-related disease. Injec-
tion drug use is the fastest and most potent vehicle for transporting the HIV virus throughout
the city’s heterosexual population. (See Figure 3 in Appendix C)

According to a 1990 survey by Action for the Homeless, the major precipitating factor
leading to homelessness in Baltimore City was chemical dependency. While 26 percent of
homeless surveyed reported chemical dependency as the major factor precipitating their
homelessness, only 12 percent reported drug/alcohol treatment as their major daytime activity.

Across the state, one in every ten babies is born drug-affected (The Sun, 4/29/90).
Likewise in Baltimore, 10 percent of all babies born at Johns Hopkins Hospital in 1989 were
born drug exposed (The Evening Sun, 9/29/89). In 1989, the Maryland State Task Force on
Dmg-Affected Newborns estimated that the state would spend $52,013 for each child born
drug exposed by the time he/she reached 18 years of age,

Although there is no good data, anecdotal information reveals that substance abuse is
involved in at least 85 to 90 percent of cases in the child protective services system.

A less tangible but equally debilitating impact of substance abuse is the psychélogical
fear it spreads across Baltimore. Many individuals are loathe to enter the downtown area of
the city because of the perception of crime related to drug abuse. The resultant impact on
businesses in the city, as well as on the city’s tax base, is immense.

In a “Quality of Life Survey” conducted in 1991 by the University of Baltimore’s
Schaefer Center for Public Policy and the Baltimore Regional Council of Governments,
Baltimore City residents cited drugs as the major problem in their community. When asked
what were “the two or three biggest problems facing your community today . . . on which
you personally would like to see some action taken,” 55.7 percent of the respondents listed
drugs among the top three problems and 45.9 percent listed controlling crime. No other
problem was cited by more than 25 percent of the respondents. Drug abuse was the first
problem indicated by 32.8 percent.

During the 1980s, according to the Internal Revenue Service, net migration from Bal-
timore City to the surrounding five counties was just under 70,000. While no definitive
studies have been conducted to explain the causes for this migration, it is commonly be-
lieved that drug abuse and related crime in the city are a major contributor.

The city’s budget, already under duress because of the recession and federal budget
limitations, is further burdened by being forced to react to drug abuse — particularly in the
area of law enforcement and the criminal justice system.

The overall impact of substance abuse on life in the city is incalculable; certainly it
touches every citizen in one way or another.
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Il. SUBSTANCE ABUSE TREATMENT:

A PROMISING SOLUTION

A. Substance Abuse Treatment Works

iven the severity of Baltimore’s drug problem and its negative impact on the eco-
nomic and social fabric of the city, what can be done? Many contend that the city
should improve and expand its network of drug treatment facilities. However, an

‘imposing barrier to increasing and/or enhancing drug treatment programs is the lingering

doubt in the minds of the public and politicians as to the efficacy of treatment. Does treat-
ment actually work? Is it a viable weapon for combating drug abuse? Is it cost effective?

Research on the national level demonstrates conclusively that the answer to ail these
questions is ‘yes.” “Virtually all studies conducted over the last 15 years show that substance
abuse treatment is effective in reducing drug abuse, increasing employment, improving psy-
chological adjustment, and decreasing crime, atong with other negative behaviors,” the Na-
tional Association of State Alcohol and Drug Abuse Directors declared in a report published
in 1990. “Indeed, the evidence to support greatly increased public expenditures for treatment
is undeniable.” )

In 1988 the National Institute on Drug Abuse issued a report, “Effectiveness of Drug
Abuse Treatment,” which concluded, among other things, the following about treatment:

— Illicit drug use among intravenous drug abusers is immediately reduced, with an
average of 75 percent of those in treatment using no illicit drugs.

— The transmission of AIDS among intravenous drug abusers is significantly abated.
Those in treatment the longest show the lowest rates of infection.

- A study published in 1989 by the National Institute on Drug Abuse, based on the
observation of 10,000 clients admitted to treatment beginning in 1979, reported the follow-
ing: _

— Three to five years following treatment less than 20 percent of clients in any mo-
dality were regular users of any drug, other than marijuana.

— Except with marijuana, abstinence rates averaged 40 to 50 percent. Improvement
rates (for lessening drug use) were 70 to 80 percent, again with the exception of marijuana.
And even with marijuana, the abstinence rate was about 20 percent and the improvement rate
40 percent. ' :

—Three to five years after treatment, the proportion of clients involved in predatory
crimes ranged from one-third to one-half of pre-treatment levels in all modalities.

—- The percentage of clients employed full-time registered gains in all modalities
following treatment. '

“There is no question that treatment works,” wrote the authors of the study, “The costs
of drug abuse treatment are substantially recovered during the time a client is in treatment,
and the savings to society after a client has left treatment represent further returns on invest-
ment, By serving as an alternative to incarceration, treatment can be particularly beneficial
for drug abusers identified in jails or prisons, and it can play a central role in combatting the
spread of ATDS by reducing the intravenous use of heroin and other drugs.”
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“Treatment programs now, as
in the past, are undervalued
as weapons in the so-cailed
*drug war,” and funds for
treatment services continue to
be inadequale {0 serve many
people who need and request
help.”

A national study of 44,000 admissions to treatment between 1969 and 1974, sup- -
ported by the National Institute on Drug Abuse and known as Drug Abuse Report Program,
found:

—— In the third year following discharge, daily opiate use had declined in all modali-
ties, from about 100 percent to approximately 25 percent.

-— Following treatment, arrest rates dropped by 74 percent.

— Employment increased from 33 percent before treatment to 57 percent in the third
year following discharge.

B. Substance Abuse Treatment Programs Are Cost-Effective

Officials with the state Alcohol and Drug Abuse Administration acknowledge that
they lack the sophistication and assessment methodology, as well as the evaluation data, to
determine whether individual treatment programs are cost-effective. While programs are
monitored by the state, in conjunction with the city, cost-effectiveness is not one of the stan-
dards assessed. '

Instead, drug abuse officials point to the overall cost-effectiveness of treatment vis-a-
vis the other alternatives facing drug abusers: incarceration or remaining on the street.

“Treatment programs now, as in the past, are undervalued as weapons in the so-called
*drug war,” and funds for treatment services continue to be inadequate to serve many people
who need and request help,” according to a report published by the National Association of
State Alcohol and Drug Abuse Directors (NASADAD). “The inadequacy of funding for
treatment has continued despite overwhelming scientific evidence and the irrefutable collec-
tive experience of NASADAD members in 50 states, the District of Columbia, Guam, Puerto
Rico and the Virgin Islands that treatment works and is cost-effective.”

The report goes on to state, “The benefit-cost ratio of drug treatment programs is 1-to-
11.54: for every dollar of funds spent for a drug treatment service, $11.54 of social costs is
saved.” That assessment, which is generally in the range of the benefit-cost ratio suggested
by drug abuse and treatment authorities in Baitimore, is based on the relative cost of treat-
ment to the cost of the alternatives, Generally, outpatient treatment is estimated to cost $2,000
to $2,500 annually per slot; methadone maintenance costs about $3,000; and non-hospital
residential treatment costs between $15,000 and $20,000.

Alternatively, the annual cost of incarceration is between $25,000 and $50,000 and
AIDS treatment about $100,000. Allowing a drug addict to remain on the streets is estimated
to cost from four to 10 times as much as treatment, taking into account social costs. The
degree of the four-to-10 factor depends upon the level of crime being committed in a
community.
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lll. THE REALITY: BALTIMORE’S DRUG

TREATMENT SYSTEM IS

UNDERFUNDED AND OVERLOADED

A. Drug Treatment Programs in Baltimore City

learly, the city has a significant and rapidly growing substance abuse problem, Its

impact is devastating in both social and economic terms. If substance abuse treat-

ment is indeed our most potent weapon in the war on drugs, as indicated in numer-
ous national studies, is Baitimore City well-positioned for this battle? How many and what
kind of trearment services are available in Baltimore City? Are the number and types of
programs available sufficient to meet the demand for substance abuse treatment? How ef-
fective are the various treatment modalities and individual programs in combatting the drug
abuse problem? Which modalities and programs work best for which types of clients? Are
the city’s resources being targeted towards those programs that are the most effective?

In an effort to answer these questions, this report provides an in-depth description and
analysis of Baltimore City’s drug treatment network, including a discussion of funding mecha-
nisms, modalities, and program evaluation.

In Baltimore City there are two general classifications of substance abuse treatment
programs — publicly-funded and non-funded or private programs. Publicly-funded programs
are required to offer treatment even to those unable to pay for the services rendered. The
state determines a sliding fee scale based on a client’s income to establish how much non-
indigent clients must pay for services. Non-funded programs receive no federal or state mon-
ies and have discretion in rejecting indigent clients.

All official substance abuse treatment programs, both pubiicly-funded and non-funded,
must be certified by the Department of Health and Mental Hygiene’s Office of Licensing and
Certification Programs, The programs are required to meet certain standards to be certified.
While some programs principally serve a pacticular neighborhood, others offer services to a
city-wide population. Among the non-funded programs, there are also some with non-tradi-
tional approaches to recovery, such as the Cathedrai House Re-Entry Program, This report,
however, will focus only on the status and impact of the city’s certified drug treatment pro-
grams.

The number of programs offering substance abuse services often fluctuates. As of
September 1993, according to the state Alcohol and Drug Abuse Administration, there were
42 publicly-funded programs and 31 ron-funded programs in the city. Because of clients
completing or dropping out of programs, the number receiving services during a year ex-
ceeds the available number of treatment slots. In fiscal year 1993, 16,195 clients were treated
in publicty-funded programs and 5,864 in non-funded programs.

The programs offer a variety of services, or treatment “modalities,” to substance abuse
clients in Baltimore City. Among them are methadone maintenance, outpatient, intermediate
care, halfivay house, detoxification and long-term care. The most prevalent is methadone
maintenance, which is offered to clients using opiates, principally hercin, Of the 5,456 pub-
licly-funded slots available in Baltimore City last year, more than half — or 2,817 — were
for methadone maintenance. Another 2,346 slots provided a variety of oufpatient services.
There were 108 intensive outpatient, 97 intermediate care, and 88 halfway house slots. Be-
cause of funding cuts, Baltimore’s 20 long-term residential treatment and 20 non-hospital
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Baltimore City contributes a
significantly lower proportion
of the public money going to
drug ireatment than do other
jurisdictions in the state.

detoxification slots were eliminated in fiscal year 1992. While long-term treatment is expen-
sive and served a relatively small number of clients, substance abuse professionals believe
the elimination of these slots creafes a tremendous gap in the city’s treatment continuum.
(For a more detailed discussion of the various treatment modalities and specialized services
for addicts in treatment, see Appendix A. See Appendix B fora listing of all publicty funded
and non-funded substance abuse treatment programs in Baltimore City, as of September
1993.)

Another program recently defunded (as of September 30, 1993) was the Baltimore
City Acupuncture Behavioral Substance Abuse Treatment Program (BCABSATP), a non-
profit organization funded by the Baitimore City Health Department to provide a two-month
detoxification program combining acupuncture with counseling services. But the program
itself was plagued by a variety of administrative and financial problems that contributed to
its demise. Still, the Health Department believes BCABSATP did prove acupuncture o be a
worthwhile component of drug treatment and a useful means for clients to avoid withdrawal
symptoms and gain access to other services. The Heaith Department plans to continue offer-
ing acupuncture as part of its treatment system. Acupuncture is an important component of
a new substance abuse treatment program which began operating in the Women's Detention
Center in September of 1993.

Publicly funded substance abuse treatment programs are supported by block grants
from the federal government and the state Alcohol and Drug Abuse Administration and by
client fees. The city also contributes a minuscule amount. For the 1993 fiscal year, based on

approved program grants, the combined federal and state awards amount to 61 percent of the

programs’ annual budgets, with client fees accounting for 39 percent.

Federal and state grant funds are funneled through the Baltimore City Health Depart-
ment. Program directors submit their annual budgets to state and city drug abuse officials,
who evaluate the program costs and budgetary items. They take into account how much each
program can coilect in client fees and the ratio between number of clients and number of
counsellors in a program. Some programs receive their entire budgets from the combined
state and federal grant, while others obtain more than 90 percent of their operating expenses
through client fees. .

For the 1993 fiscal year, the total cost of running publicly funded programs (inciuding
administrative costs for the Baltimore City Heaith Department’s drug abuse office) was
$23.976 million. Of that, $14.601 million was covered by the combined federal and state
grants and $9.375 million by client fees.

Total governmental contributions for city drug treatment programs in fiscal year 1993
broke down in the following way: federal government, $11,479,096; state, $3,122,073; city,
$154,798. Over the past three years the total amount of government funds available for drug
ireatment in Baltimore has declined from $16.349 million in 1991 to $15.218 million in
1997 to $14.756 this year in spite of the fact that the addiction problem is worsening.

Baltimore City contributes a significantly lower proportion of the public money going
to drug treatment than do other jurisdictions in the state. The city's share ($154,798) of total
public funding for fiscal year 1993 ($14.756 million) was 1.05 percent. Other jurisdications
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contributed 8.9 percent of the total allocation of federal, state and local dollars for drug
treatment programs in Maryland. The city reduced its funding for drug treatment by just over
25 percent from 1992 to 1993. Across the country, according to the National Association of
State Alcohol and Drug Abuse Directors, local communities contribute 11 percent of the
public dollars going to drug treatment. While it may not be completely fair to compare the
contribution of a fiscally stressed city to that of more affluent jurisdictions, the addiction
problem is more severe in Baltimore than in aimost any other political subdivision in the
country. '

In addition, the state and federal governments awarded the city $776,095 for drug
abuse prevention programs in fiscal year 1993. The city itself put no money into drug pre-
vention, As a means of comparison, Montgomery County received $215,309 in prevention
money from the state and federal govenments and appropriated $1.9 million from its own
budget for prevention programs.

The $154,798 Baltimore City spent on drug treatment programs is dwarfed by the
money appropriated for combatting drugs through law enforcement, even though criminolo-
gists have found no relationship between the number of police officers and crime rates. Among
the U.S.” 100 largest cities, Baltimore has the second highest number of police officers per
1,000 residents. The city police puts $5.5 million specifically into its drug enforcement
units. That figure does not account, however, for the dollars spent on routine police work that
often goes towards apprehending drug offenders.

Similarly, the state’s attorney's office received $1.3 million this year earmarked spe-
cifically for drug prosecutions in Baltimore City. But budget and judiciary officials estimate
that 75 percent or more of the prosecutions initiated by the state’s attorney for Baltimore City
are drug related. That office’s overall budget for the current fiscal year is $12.9 miilion,

An instructive incident occurred recently when the Baltimore City Council voted to
spend an additional $2 million to hire additional police officers. This was done despite the
fact that, as mentioned above, Baltimore City already has more police officers per capita

than any city in the country but one, and there is no indication that additional police officers

will reduce crime. This decision was also made even though there is clear evidence that drug
treatment programs do, in fact, cause a significant decrease in crime.

B. Too Many Addicts, Too Few Slots

Despite the increasing severity of Baltimore’s drug abuse. problem, the number of

publicly-funded treatment slots has declined and then plateaued over the past several years,
In fiscal year 1993, the publicly-funded substance abuse programs in Baltimore City had a
total of 5,456 treatment slots available for clients, six slots fewer than were available in the
previous year. During fiscal year 1991, the number of slots available — 5,762 — was five
percent higher than in fiscal year 1992.

As it is, Thomas Davis, the director of Alcohol and Drug Abuse for Baltimore City
and acting director of Baltimore Substance Abuse Systems, Inc., estimates the city is offer-

ing drug treatment to but one of every 10 substance abusers in need of help.
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Most treatment professionals
in the city say the number of.
treatment slots needs lo be
tripled.

“People with drug abuse needs can't get into programs,” laments Dr. David N. Nurco,
a leading substance abuse researcher who is with the Department of Psychiatry at the Uni-
versity of Maryland's School of Medicine. “This is the price we’ve had to pay. The budgets
are constantly being cut back.”

The city’s inability to increase its number of treatment slots in recent years has had a
devastating impact on drug freatment services. Programs have waiting lists of substance
abusers seeking access to freatment services. The wait can stretch into months. During the
first ten months of fiscal year 1993, the city’s publicly-funded drug treatment programs re-
corded an average daily number of 729 addicts on the waiting list seeking treatment.

Most treatment professionals in the city say the number of treatment siots needs to be
tripled. Some believe that addicts should be able to receive treatment on demand, an ideal
that is'but a fantasy in Baltimore today. There is a growing concern that substance abusers
with life-threatening problems are unable to receive treatment.

The lack of slots means that substance abusers often must compete for access to treat-
ment. Such issues as pregnancy, severity of need and motivation on the part of the potential
client are taken into account by some programs. Others simply admit clients on a first-come,
first-serve basis. For substance abusers who are impatient or reluctant to seek treatment in
the first place, being put on a waiting list often blunts their interest in entering a program,

" The level of services offered under tight budget constraints is greatly diminished.
Some say the client-counselior ratio in programs is escalating to the point where only rudi-
mentary services are available.

Another funding dilemma, according to some professionals, is that non-funded treat-
ment clinics are attracting those clients who can afford to pay fees. That means less income
for the public clinics and a further erosion of their ability to provide fuil services.

Although the number of treatment slots available to the general population has re-
mained static, the city is actively seeking funds to offer more treatment services to individu-
als involved in the criminal justice system through the creation of a “Drug Court.” This new
program would give non-violent drug offenders the option to undergo substance abuse treat-
ment in an effort to reduce recidivism among this population. Offenders would undergo fuil
asscssments to identify those most appropriate for treatment. Participants would be required
to abide by agreed-upon conditions drawn up by physicians and treatment professionals,

C. An Un-evaluated Treatment System

Some treatment programs obviously operate more successfully than others. But au-
thorities have great difficulty in evaluating programs and in agreeing on what constitutes
successful treatment.

The most obvious barometer of assessing successful treatment is whether a client who
entered a program as a drug abuser completes the program drug-free. But using this barom-
eter to judge programs or clients is not as simple as it may seem.

A Some programs are much more strict in admitting drug abusers than others; they may
turn away all but the most highly motivated clients, or only take clients who already have

Baltimore's Drug Problem 13




been through other programs along the treatment continuum. Such restrictive programs will
be able to boast of turning out a higher rate of drug-free clients than a program that accepts
all substance abusers, regardless of their status or the severity of their dependency,

Also, because many methadone programs keep clients for years, they may not be able
to release as many drug-free clients from treatment as outpatient treatment clinics. That alone

does not imply that clients in methadone programs are more debilitated by drugs than clients

leaving outpatient clinics.

Furthermore, there are other yardsticks for judging success besides a client’s becom-
ing drug-free: Is a client able to complete the requirements of a treatment program success-
fully? Has he or she been able to obtain empiloyment or a graduate equivalency degree since
beginning treatment? Has the client’s family situation stabilized? Has he or she been incar-
cerated? All these factors can be weighed in attempting to define successful treatment.

Some drug treatment professionals believe that if a substance abuser leaves a program
and returns sometime later for treatment, it is a sign of success. Others disagree,

“There is no one answer for everyone,” says Todd Rosendale of the state Alcohol and
Drug Abuse Administration, adding that each individual substance abuser has a different set

of problems and, ideally, should be treated and evaluated individuaily. Because of the tight

financial vise gripping treatment programs, however, individualized treatment usually is more
of an unmet goal than a reality.

Yet the greatest barrier to evaluating programs and the impact of treatment on clients
is the drug treatment community’s incapacity to collect meaningful data. This is a problem
haunting researchers, program directors and governmental officials nationwide, not just in
Baltimore.

Almost all data collected on clients in treatinent programs come at the points of ad-
mission and discharge. Because of the expense and other significant obstacles, there has
been very liftle tracking of clients following their discharge from individual treatment pro-
_grams. That makes it difficult to assess the long-term effects of treatment.

Baltimore was the recipient of a three-year, $13 million pilot project grant from the
federal government, known as the Target Cities program, aimed at improving existing ser-
vices. The grant expired in September of 1993, and the city’s two-year, $3.4 miilion renewal
application was denied. Although the city will most likely be able to use $4.8 million in
unspent funds from the originai three-year grant over the next two years, it is unfortunate that
the cify was unable to maximize this opportunity for federal funding. Under Target Cities,
three primary functions are being funded: intensive staff training, the provision of primary
health care clinics in existing programs, and the establishment of a centralized computer data
collection system. ‘

The Target Cities data collection system, which is partially in place, will link all of the
city’s pubiicly-funded and some of the non-funded substance abuse programs by computer
and is expected to enhance the compilation of information on clients while they are in treat-
ment. The program will provide authorities with a faster and more comprehensive method of
collecting data on clients and various programs as well as the means to make a more welil
considered assessment of what the city’s needs are regarding treatment services. The com-
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puter system is also expected to enabie authorities to improve access for clients by allowing
gach program to determine where slots are available in the city for an abuser with a particular
need. Substance abusers wishing to enter treatment will be matched as quickly as possible
with the most appropi'iate program available. And professional staff will be able to track
clients’ progress throughout their treatment regimen.

Despite all of these benefits of the Target Cities data collection system, it will not be
equipped to track clients once they leave programs, except to identify which clients reenter
treatment and how they have changed as a result of their previous treatment experience. This
is very unfortunate, particularly since there have been no comprehensive efforts in recent
years to evaluate treatment in Baltimore City, according to researchers. Most professionals
in the field of drug treatment see the absence of such evaluation as one of the most pressing
needs in the community. “If you're going to change addict behavior, you should know what
it is,” says one prominent researcher.
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and the effectiveness of the programs. Standards should be strengthened to assure that pro-
gram staff are well qualified.

C. Develop a plan identifying what additional treatment resources are needed and
then secure resources for a dramatic increase in treatment by shifting funds within the city
budget, by obtaining increased state appropriations, by soliciting private contributions from
businesses and foundations, and by ensuring that treatment funds are being utilized appropri-
ately and efficiently. When the city council recently proposed a five cent cut in the city tax
rate, the mayor advocated maintaining the current rate in order to enhance law enforcement
in the city. Already the city ranks second among U.S,” 100 largest cities in the number of
police officers per 1,000 residents and still the level of crime in the city continues to escalate.
Currently, the city spends more than 50 times as much on law enforcement as a means of
abating the drug abuse problem as it does on treatment. Perhaps the city should consider
maintaining the current tax rate or even increasing the rate by five cents in order to provide
resources for additional treatment slots. Also, increase funding for programs designed to
help recovering addicts maintain sobriety over the long term, particularly those that address
housing and employment needs.

D. Treat the war on drugs as a public health problem rather than a law enforcement
problem by: ‘

1. Increasing cooperation between the drug treatment community and the criminal
Justice system in Baltimore. The recent effort to set up a drug treatment court within the
judicial system in the city is a step in the right direction. Also, despite the fact that 80 percent

- of the inmates in the city jail have been inveived with drugs, there has been little or no drug -

treatment available in recent years to those incarcerated. Clearly, the city needs to increase
the number of treatment programs operating within the jail itself.

. 2. Improving the linkages between the drug treatment community and the city’s health
care network. Health care professionals should receive more intensive education and train-
ing in identifying, treating and referring drug addicts. Expand the practice of establishing
primary health care units in drug treatment programs.

3. Establishing forums to set in motion genuine public dialogue on the concept of
drug medicalization.

4. Developing programs for educating the public on the efficacy of drug abuse treatment
as the most successful and cost-effective methed for dealing with the city’s drug problem.
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APPENDIX A
. DRUG TREATMENT MODALITIES

A. Methadone Maintenance

he most common form of substance abuse treatment available in the city today is

methadone maintenance, offered to clients using opiates, primarily heroin. Because

of the high number of heroin abusers in the ¢ity, gaining admission to methadone
programs is difficult. The number of addicts seeking treatment exceeds the number of avail-
able slots. Although most methadone treatment facilities operate at above capacity (serving
more clients than they have slots for), it often takes heroin abusers a month or more to gain
entry into a city methadone program because of the relative scarcity of slots.

One reason methadone lreatment slots open so infrequently is that clients stay on
methadone for long periods, often for years. The average stay for clients enroiled in city
methadone maintenance programs last year was 456 days. Consequently, most methadone
programs in the city have waiting lists of potential clients. Often a hercin abuser will change
his or her mind about entering a methadone program by the time a slot opens up,

Although mast methadans As of September, 1993, twelve publicly-funded and two non-funded programs of-

{reatment facilities operate at

above capacity {serving more fered methadone maintenance in Baltimore City, in addition to the federal Veterans Admin-
clients than they have slots istration program. Clients generally visit the programs once a day to receive a liquid dose of
for), it often takes heroin methadone. Because methadone is a controlled substance, federal regulations regarding its

abusers a month or more to

gain entry Into a city metha- fhspens.ation are quite_ strict. A c:hent in Baitimore programs must speak to a staff member
done program because of the immediately after taking the daily oral dosage to assure that he or sure has actually swal-
relative scarcity of slots. lowed the drug. Urine testing is conducted, generally between once a week and once a month.

Previously, urinalysis was more frequent at methadone programs but has been cut back asa -
cost-saving measure. The dispensation of methadone is regularly accompanied by various
forms of counseling at treatinent centers. '

A small number of methadone clients in the city are permitied to receive a monthly
dosage and consume it at home on a daily basis. Those permitted to take methadone at home
gither on weekends (after showing no drug use, being employed and having been a regular
client at a program) or for longer periods, must return to the center at a moment’s notice and
without warning to demonstrate they are properly using the methadone,

Ever since its development in the early 1960s as a means of breaking heroin addic-
tion, methadone has been a coniroversial method of treatment. Critics contend that by sub-
stituting methadone usage for heroin abuse, one addiction is simply being traded for another.
-And the addiction to methadone is much more difficult to break than the addiction to heroin.
Whereas the physical pain of heroin withdrawal lasts about three days, the pain accompany-
ing methadone withdrawal can last a couple of weeks. As aresult, only about 10 percent of
methadone patients ever get off of their medication and become drug-free. In addition,
critics claim that many individuals in methadone treatment continue using heroin and other
drugs, relying on stealing, dealing and prostitution to support their habit. Those with take-
home doses sometimes sell them to junkies looking for a drug to carry them over until they
can find some heroin. The most ¢cynical of methadone critics maintain that patients in for-
profit clinics are often kept on methadone longer than necessary because the clinics have a
vested interest in getting and Keeping clients.
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Proponents of methadone maintenance assert, however, that it is the most common
and effective form of treatment for narcotics addiction both in Baltimore and across the
United States. While methadone maintenance does not work for all heroin (or other opiate)
addicts, many methadone clients are able lead normal lives as long as they continue on the
drug, Consumers of methadone do not get high as do users of heroin. And unlike heroin,
one’s dependency on methadone does not escatate. Because methadone is legal, plentiful,

and relatively cheap {about $50 week), proponents believe its use helps to reduce criminal.

activity. The fact that methadone is swallowed rather than injected also eliminates the threat
of contact with the HIV virus,

“Methadone maintenance is a widely accepted and highly successful form of treat-
ment for narcofic abusers,” according to the Legal Action Center of New York. “Methadone,
when taken orally in stable dosages as part of a medically supervised treatment pian, permits
the patient to lead a normal and productive life without any of the narcotic effects of heroin
addiction . . . All available medical and scientific evidence demonstrates, clearly and incon-
trovertibly, that a person who is successfully participating in a methadone maintenance pro-
gram is in no way impaired by the administration of methadone.” '

Data from the New York City Department of Health have shown that within the first
year of methadone treatment there is an 85 percent reduction in the number of patients using
heroin. With patients in treatment at least three years, according to the data, 94 percent do not
use heroin.

Many professicnals would like to see funding increased so that the number of metha-
done slots can be expanded in the city. They believe the need for more treatment slots is
particularly acute because of the AIDS threat and the leve!l of crime accompanying heroin
abuse, Many heroin addicts are involved in crime on a daily basis to support their habits.
While authorities insist a need exists for more methadone treatment centers, communities
have thwarted efforts to site new programs. A zoning exemption, as well as city council
authorization, is required to establish a methadone program in Baltimore. According to Todd
Rosendale of the state Alcohol and Drug Abuse Administration, no new publicly funded
center has been approved in approximately 15 years, “The community says do something
about the dnag problem, but they won't let us,” he explains,

B. Outpatient Treatment

Quipatient treatment, both at hospitals and non-hospital programs, is the most com-
mon service offered cocaine, crack/cocaine and alcohol abusers in the city. Various types of
outpatient services are offered — drug-free, intensive and methadone (while methadone is
an outpatient service, it is also generally classified separately from other outpatient pro-
grams).

Drug-free outpatient treatment enables clients to remain in their usual home environ-
ment while receiving diagnosis, treatment and rehabilitative services, Such services typi-
cally include individual, group and family therapy, educational and employment counsel-

fing, and support group activity. State substance abuse officials emphasize that family therapy

is a vital component in almost all treatment programs.
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Intensive outpatient treatment also is non-residential but entails more highly struc-
tured services and includes at least 20 hours of treatment a week. Again, individual, group
and family therapy is provided, as well as drug and alcohol education, support groups and
referrals to other pertinent programs.

Outpatient services, including methadone maintenance, are significantly less costly
than residential programs, including intermediate care, halfway house and long-term resi-
dential.

As of September 1993, at least 30 publicly-funded programs in the city offered some
form of outpatient services. Besides the methadone slots, there were 108 intensive outpatient
slots in publicly-funded programs in Baltimore and 2,346 non-intensive hospital or non-
hospital outpatient slots.

C. Intermediate Care

Three publicly-funded facilities offer intermediate care services in Baltimore City.
Intermediate care is a residential service providing intensive group and individual therapy to
drug addicts. The objective is to bring about the physical and psychological recovery, as well
as the social adjustment, of the addict. _

Intermediate care facilities generally offer 14- or 28-day programs. The length of
these programs is not necessarily optimal, since longer treatment generally results in a greater
chance of successful recovery. But insurance companies limit their coverage to those time
periods, thereby effectively constraining the length of treatment. Adolescents entering inter-
mediate care facilities can stay for up to 45 days. The city has 97 publicly funded intermedi-
ate care slots,

D. Halfway Houses

Seven publicly-funded halfway houses in the city offer substance abuse tréatment,
The halfway house is usually a link in the continuum of treatment for certain drug addicts, A
typical route along the continuum involves a three- to seven-day hospital detoxification epi-
sode followed by treatment at an intermediate care facility and then a stay at a halfway
house. Treatment is more intensive at intermediate care facilities than at halfway houses. The
halfway house often is an alternative to returning to the home and outpatient treatment when

‘that home environment is unstable. But because of the lack of halfway house slots, an in-

creasing number of clients are forced to return home and into difficult situations that can
aggravate, rather than abate, their drug dependency. .

The halfway house is a transitional residential program. Clients are encouraged to
find employment and work toward self-sufficiency. Services provided in the halfway house
environment generally include case management, social and vocational skills development
supportive counselling, and assistance with daily living essentials,

As of September 1993, there were 88 publicly-funded slots for drug abusers in half-
way houses in Baltimore. City Health Department officials say that a large portion of the
clients using halfway houses in the c1ty are not Baltimore resulents Baltlmore County has no
halfway houses.
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E. Detoxification

Detoxification programs are intended to provide substance abusers with medically
supervised detoxification, management of withdrawal symptoms, motivational counselling,
referral to other treatment programs, and aftercare services. By definition, detoxification is
not a treatment modatity. Today, detoxification is offered only in hospitals in Baltimore.
Twenty slots for non-hospital detoxification were eliminated two years ago due to funding
cuts.

F. Long-term Care

As with non-hospital detoxification, atl long-term care slots were dropped because of
funding reductions. Long-term care facilities are geared toward chronically addicted sub-
stance abusers. The programs offer psycho-social programs in a therapeutic community and
are based upon a highly regimented, encounter group approach. Group and individual coun-
selling, educational and vocational skill development, case management and referral ser-
vices are offered.

~ Long-term treatment initially was designed for alcoholics, but eventually other sub-
stance abusers also began entering long-term care facilities.

Chronic substance abusers who wouid have been enrolled in long-term residential
programs now must seek treatment in outpatient clinics or other programs because of the
elimination of long-term treatment slots. While substance abuse professionals acknowledge
that long-term treatment is far. more costly than other treatment modalities, they see the
elimination of the 20 long-term slots in Baltimore as leaving a gaping hole in the city’s
treatment continuum, The scarcity of treatment slots — whether for outpatient services,
methadone maintenance or a halfway house — also disrupts the capacity of the city’s treat-
ment system fo offer clients the optimal length of continued service.
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. SPECIAL PROGRAMS

cial services are available for substance abusers. Several programs provide specialized
psychiatric help in addition to the regular counselling and psychological services avaliable
at treatment programs. Other special services available to substance abusers include:

In addition to the more traditional treatment services offered in Baltimore, several spe-

A. HIV Services

Programs report an alarming increase in the incidence of substance abusers infected
with the HIV virus. A year ago just over 20 percent of methadone clients in the city tested
positive for the HIV virus. Now, according to state officials, the percentage of new admis-
sions testing positive exceeds 25 percent, Richard Lane, the director of Man Alive, a major
methadone program in the city, reports that since January 1, 1993, 40 percent of new admis-
sions entering his program who are tested for the virus test positive. Last year the rate in his

program was 16 percent. He describes AIDS as the greatest enemy confronting injection
f’rogramsf reporjt an alarming drug abusers today.
increase in lhe incidencs of . . . .
substance abusers infected HIV counselling, therefore, is offered at all treatment programs in the city. The state
with the HIV virus. mandates HIV risk reduction counselling for all clients within 30 days of entering treatment
programs. And all methadone programs in Baltimore have special HIV coordinators who
provide counselling and testing, Under state law, HIV testing cannot be mandated. There-
fore, testing in the programs is voluntary. Counselling generally includes information on
dirty needles and safe sex. Also, drugs such as AZT are prescribed and condoms are handed
out. One program in the city has received a special grant to do HIV work. '

Methadone treatment is seen as a major combatant to the spread of the AIDS virus,
since it takes abusers off needles and offers them AIDS counselling. Also, a recent trend in
the city toward the inhalation, rather than the injection, of heroin has helped keep the AIDS
virus from spreading even more rapidly within the drug community.

B. Health Care Services

Another major concern of substance abuse specialists in the city is the paucity of good
health care for drug abusers. Most addicts have health problems that extend beyond their
drug addiction, but they often negiect their physical well being and are reluctant to seck
health care services. Last year, 28 percent of clients enrolled in treatment programs were
uninsured. Besides AIDS, tuberculosis has emerged as a major sconrge among drug abusers,
Drug counsellors often are frustrated that substance abusers will not even cross the street to
nearby health clinics to obtain needed services,

To help alleviate these problems, five substance abuse treatment programs in the city
have added primary health care clinics to their array of services: Man Alive, Sinai Hospital,
Glenwood Life Counseling Center, Daybreak Rehabilitation, and Baltimore Recovery Cen-
ter. Officials hope the on-site clinics also will serve as early prevention programs to ward off
illness. '
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State officials have raised concem that traditional health care.providers in the city,
mcludmg hospitals, often are ill-equipped and inadequately trained to deal with drug abuse
and its related plethora of health problems. By locating primary health care clinics within
treatment programs, they are attempting to partially circumvent that problem.

C. Women'’s Services

State alcohol and drug abuse policy requires that pregnant women be given top prior-
ity for admission into publicly funded treatment programs. Three facilities in the city have
programs designed specifically to offer specialized treatment to women, particuiarly preg-
nant drug abusers: the Center for Addiction in Pregnancy, the Johns Hopkins Comprehensive
Women'’s Center, and the University of Maryland Methadone Center. According to the state
Alcohol and Drug Abuse Administration, 783 pregnant women were in substance abuse treat-
ment in Baltimore City in fiscal year 1993. The Center for Addiction and Pregnancy esti-
mates that approximately $5 million in neonatal intensive care costs were saved through the
care of 116 patients during its first full year of operation, :

In addition, about one of every four substance abuse treatment programs in Baltimore
has protocols addressing the unigue situation facing female drug abusers. These programs
target services toward women clients when the need is present. Typically, women who come
into drug programs have not had experience bonding with other women. Special women’s
groups are set up to enable women to share experiences and thoughts with one another.
According to state drug abuse officials, the success of special women’s programs and
protocols generally depends on the commitment of the program director and the capability
of the staff,

CGctober, 1993
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Appendix C — Figure 1

Drugs and Emergency Room Visits
“THE NUMBER OF PATIENTS HAS RISEN. ..
Bl o1
Marijuana - Heroin :
2 Hashish | ' Morphine Cocaine

| 157

w

Atlanta

Baltimore

Chicago

Detroit

Los Angeles

New York - 1,195
' ,004

Philadelphia

Washington

...AND HAS BECOME A LARGER PERCENTAGE OF ALL EMERGENCY ROOM PATIENTS

500,000

: All emergency room patienté
400,000 = "Y o
300,000
200,000

Patients admitted for cocaine
100,000 v
Patients admitted for herion
0 ..... R

79 80 '81 '82 '83 ’'84 '85 '86 '87 ’'88 ’89 ‘92

r

Sources: Drug Abuse Waming Network
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