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Good afternoon.  I’m Tom McLellan, Director of the Treatment Research Institute located here in Philadelphia.  TRI is a not-for-profit research organization founded in 1991 in association with the University of Pennsylvania’s Center for the Studies of Addiction.  TRI is not an advocacy organization but is instead a research institute dedicated to the evaluation of treatment effectiveness in substance abuse through scientific analysis and dissemination of evidence–based information.   

I appear today to comment on the $100 million in funding eliminated from Pennsylvania’s publicly funded treatment system, specifically, on the serious statements about the worth of substance abuse treatment that have emerged during this debate and how these statements comport with the findings of research into the causes, effects, costs and treatment of substance abuse that have been amassed over the past three decades.  

My argument will lead to two important questions that must be asked of our policy makers in Harrisburg.  The first: where is the evidence that treatment for substance abuse in the Pennsylvania treatment system is not as successful as the national data suggests is possible?  And second, if this evidence exists, why are we not generating the same treatment successes and cost efficiencies shown possible elsewhere?


I begin with one fact that is stipulated by all sides in this debate – a cut of this magnitude will eliminate over half of the existing public treatment now available for addiction.  What is still contested is the likely effect of this action.  Some policy makers suggest that substantial funding cuts for substance abuse treatment will not matter since “only about 20% of patients actually get better.”  The other side cites addictions’ devastating costs to public health and safety and warns of the repercussions that will ensue. 

Admittedly, tough economic times demand painful decisions.  These decisions, however, should be informed by sound research evidence.  Like treatments for asthma, diabetes, hypertension and other chronic illnesses, treatments for substance abuse have been assessed through impartial, scientific research using the same methods and standards of evidence applied to other healthcare interventions.  Given the stipulated impact on treatment capacity that the suggested cuts will have, it is in the public’s interest to bring these findings from scientific evaluation into this debate.

I offer the following summary statements concerning the effectiveness of substance abuse treatment, directly derived from over 600 scientific studies published since 1990,  that have evaluated new and existing medications, therapies and interventions for the treatment of substance abuse.  This body of research has been periodically scrutinized by organizations such as the National Academy of Science, Institute of Medicine and the National Institutes of Health. 

Substance abuse exacts tremendous costs on society. Non-tobacco addictions cost the nation several billion dollars annually in lost productivity in the workplace, law enforcement, incarceration and other criminal justice services, and in our welfare system.  In the nation’s health care system, alcoholism and drug abuse are the number one cause of preventable illness and death and are the root cause of one in four deaths each year through infectious disease, cirrhosis, car accidents or overdoses.  Drug use by perpetrators is implicated in 40% of violent crimes, 60% of domestic violence crimes, 80% of child abuse and neglect cases, 50% of theft and property offenses, and 75% to 99% of crimes involving prostitution or drug dealing/manufacturing.  During periods of active drug use, addicts commit crimes five times more often than when not using drugs.

Substance abuse is a relapsing condition – just like diabetes, depression, hypertension and asthma.   It is a fact that relapse rates are high (approximately 60% within one year) among patients who leave substance abuse treatment.  But does this fact really mean that addiction treatment is ineffective?   In comparison, patients treated for adult-onset hypertension, asthma and diabetes relapse at almost exactly the same rates as those treated for addictions.  It is ironic that in the medical community, relapse following discontinuation of treatments for diabetes, hypertension, or asthma is viewed as an affirmation of the benefit of the treatment and the need to urge the patient to resume and continue treatment. Like these other chronic illnesses, until there is a cure the best available strategy is to monitor and manage substance abuse patients on a continuing out-patient basis. 


Good treatment can work – and there have been major advances.  More than 300 studies over the past decade alone have shown that treatment can work – when it is of sufficient intensity, is properly matched to the needs of the patient and is followed by continued participation in AA or other form of therapeutic support.  These studies typically report elimination of drug use during treatment and sustained reductions of 40% to 60% for six months following treatment. Four new medications have been approved by the FDA for the treatment of alcohol and opiate dependence.  These medications have been evaluated for effectiveness using the same criteria used in the evaluation of any other pharmaceutical treatment for any other illness.  There have also been advances in behavioral therapies over the past decade:  six new therapies have been evaluated and shown to be effective, and training programs have been initiated to transfer these scientifically proven behavioral treatments into broader use.

Treatment is NOT just for the patient – it benefits society as well.   Society benefits from good alcohol and drug abuse treatment through significant reductions in the incidence of infectious disease such as HIV, TB, hepatitis and syphilis; reductions in welfare dependence and foster care utilization; fewer innocent lives lost to drunk drivers and major reductions in criminal activity, including crimes committed against innocent people. The data from studies of criminal justice systems and populations deserve specific mention given that treatment programs for offenders are hit hard under the funding cuts, including here in Philadelphia.  In fact, criminal justice studies have produced compelling findings on three important questions that are directly relevant to this debate: what are the implications for failure to treat, what treatment strategies are yielding the most impressive results, and what are the economic ripple effects of spending public dollars on substance abuse treatment.  
First, national data tells us that over 95% of drug involved offenders who do not receive treatment during periods of incarceration will return to substance abuse when they are released.  Two-thirds of them will be re-arrested and one-half of them will be convicted.  

Next, researchers are seeing mounting evidence of the value of treatment in lieu of incarceration.  I have submitted for the record a paper that appeared in the Villanova Law Review, authored by my TRI colleague Doug Marlowe, that examines the various models used around the country.  The models showing the most impressive results: one is the “step down” model after which Philadelphia’s FIR program  is patterned, in which the treatment of substance abusing, incarcerated offenders is progressively managed following release from prison or jail, first in after care and then in outpatient treatment.  Another is the drug court model, also employed here in Philadelphia, in which certain categories of non violent offenders are diverted – as an alternative to jail - into judicially supervised treatment.  

On the final question regarding potential treatment-induced cost offsets, comprehensive economic studies of drug courts in Portland Oregon, Washington DC, and Riverside County California reported net economic benefits exceeding $2 million after taking into account savings from reduced victimization, reduced property loss, and reduced medical service utilization.  In the Oregon study, researchers estimated that every dollar spent on drug courts produced $2.50 in direct cost savings for taxpayers and $10 in cost savings when broader costs were considered such as victimization and theft.  Indeed, the federal government - itself struggling to close an enormous budget gap - has proposed to increase federal funding for drug courts in fiscal year 2004 by $18 million over last year’s level.

When this large body of scientific research indicates that treatments for substance abuse can provide economic and quality of life benefits to the public, we have to ask our policy makers for evidence that our tax dollars are not generating the same successes or cost efficiencies shown in other jurisdictions.  We are aware of no data suggesting that treatment “…works only about 20% of the time…” in the Pennsylvania system of care.  

When there is a large body of scientific research indicating that treatments for substance abuse can provide economic and quality of life benefits to the public – why have these benefits not been obvious within the Commonwealth?   At some point we should be asking for hard evidence that the Pennsylvania treatment dollars are appropriately managed to produce the same successes and cost efficiencies shown by other states; and if not, why not.  Relevant questions include whether treatment dollars are adequate to provide the infrastructure needed to deliver and manage quality care; if the dollars are directed to where they will do the most good; whether patients are assigned to the appropriate level and duration of treatment; what happens to relapsing patients; and whether proven advances in behavioral and pharmacological treatments are being delivered in our publicly funded system.

In the meantime, especially when we are in the midst of a budget crisis, we can and must ask whether cuts of this magnitude are based on sound scientific evidence, or are merely an expedient choice that in the end may cost more money and do more harm than good.  
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