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REPORT OF THE MAYOR☂S COMMITTEE ON DRUG
ADDICTION TO THE HON. RICHARD C. PAT-
TERSON, JR., COMMISSIONER OF CORRECTION,
NEW YORKCITY.

LETTER OF TRANSMITTAL.

Honorable Richard C. Patterson, Jr., Commissioner of Correction,

Municipal Building, New York City.

My pDEAR COMMISSIONER: The members of the Mayor☂s Com-
mittee on Drug Addiction take great pleasure in transmitting to
you herewith a report of their activities. In transmitting the report
wefeel that we should review briefly the facts which led uptothe
making of this study, which is reported upon herewith.
Very shortly after the discovery of thealkaloids of opium and

their value in the treatment of disease, it became evident that many

persons would become addicted to the use of these drugs. This

has also been true in the case of cocaine. The continued use of
these drugs has caused corrective measures to be employed to
combat the illegal sale of them so that no one could obtain them
except for use on a physician☂s prescription or in laboratories. The
craving for these drugs is very intense amongst drugaddicts and
the profit in illicit sale is enormous so that it is not possible to
completely prevent the sale.

It has been knownfor a long time that it was extremely difficult
to break a chronic drug habitué from his habit and, as in the case

of many chronic diseases, many so-called cures have been heralded.

In the City of New York with its enormous floating population

and with many individuals of the criminal class, drug addiction has
been widespread, but its extent, at best, can only be estimated.

Several years ago, a widely heralded cure for the treatment of
drug addicts prompted the Department of Correction to make use
of this remedy for the treatment of addicts placed under its charge
aS misdemeanants or felons. Many physicians interested in the
problemfelt that this particular drug, narcosan, was of value, but,

on the other hand, there were many reports in the medical journals
and many private statements made by physicians that it was
valueless.
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This entire subject was under some discussion during the period
of incumbency of your predecessor, but in 1927 you recognized
the magnitude and importance of this problem and you were con-
vinced that it would be extremely advisable to have a study made
of the various methods of treating drug addicts during the period

of withdrawal. With this conviction in your mind you recom-
mended to the mayorthat a committee be appointed and. that such
a study be made by a representative committee of physicians. The

mayorof the city, the Honorable James J. Walker, who has always

been interested deeply in furthering and improving the care of the

sick as well as other city charges, was also convinced of the neces-
sity of such a study and recommended to the Board of Estimate

that an appropriation be madeto defray its cost.

There was then appointed a committee of physicians consisting
of Dr. William R. Williams as Chairman, Stanley R. Benedict,
Israel Strauss, Thomas A. McGoldrick, Menas S. Gregory, Alex-

ander Lambert, George B. Wallace and Linsly R. Williams as
Secretary. Dr. William R. Williams was forced to resign after a
few weeks on account of ill health and Dr. Alexander Lambert
was elected Chairman. The Commissioner of Health of the State
of New York, Dr. Matthias Nicoll, Jr., and the Commissioner of
Health in New York City, Dr. Louis I. Harris, and later Dr. Shir-

ley W. Wynne, were advisory members.

It was not a very simple matter to arrange for such a study,
requiring, as it did, the most complete control over the patients who
were being treated so that there should be no possible leakage of
drugs which would vitiate the study. It was alsodifficult to find
the proper hospital facilities where such control could be carried
out. This required the cooperation of the Department of Correc-
tion, the Magistrate☂s Court, the Board of Trustees and the Super-
intendent of Bellevue and Allied Hospitals, and in particular, of
the Director of the Psychiatric Service, Menas S. Gregory. For-
tunately, all of the individuals concerned were deeply interested in
the question and with the appropriation of $24,000 by the Board
of Estimate, it was possible to employ a special staff of physicians
and nurses.

The committee was also fortunate in being able to secure the
services of Dr. Charles Schultz, upon whom developed the routine
work of following out the various treatments and reporting upon
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them. An ingenious method of recording the symptoms was
formulated by him and Dr. Gregory and at the expiration of

nearly two years of work it has been possible to render the follow-
ing report on a series of 318 patients whoweretreated.

Every treatment which offered any possible prospect of giving

relief during the period of withdrawal was tried and the report
gives in adequate detail the various measures used andtheir results.

The report definitely states that at the present time there is no
specific for treatment during the period of withdrawal, but indicates

the most satisfactory known methods of handling patients during
this extremely trying period.

It is clear that the individual who is a criminal and has been

convicted for misdemeanors or felonies is a far different person
to deal with than the individual who is convicted of the single

misdemeanor of being in possession of one of these drugs.

Many difficulties arise as a result of treatment because of the
differences between these two main groups, and there are also

greater difficulties in the general problem of the rehabilitation of

the drug addict after the successful withdrawal treatment. A
statement of these difficulties and the problems of rehabilitation
are included in the report.

We hope that the report of the committee may be of someservice

to the city in promoting care and management of this unfortunate

group of individuals, and in conclusion we wish to express to you

our hearty appreciation of the cooperation which has been rendered
by you and the members of your staff. Wealsoask you to express
to his Honor, the Mayor, our appreciation of his interest in this

study, and to the members of the Board of Estimate for their
willingness to appropriate the money necessary for this study.

Sincerely yours,

ALEXANDER LAMBERT, Chairman,

STANLEY R. BENEDICT,
Menas S. Grecory,

Tuomas A. McGorprick,
ISRAEL STRAUSS,

GEORGE B. WALLACE,

Linsty R. WILLIAMS.
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ORGANIZATION.

On assuming charge of the Department of Correction of New
York City in 1928, Commissioner Richard C. Patterson, Jr., in

his survey of the department, found that the management of drug
addicts was one of the problems confronting him. Approximately
1500 drug addicts come under the supervision of the department
annually, and there had been no systematic or uniform method of
handling these cases in the departmental divisions in which they
were distributed. Accordingly, and with the approval of Mayor

Walker, a committee, known as the Mayor☂s Committee on Drug
Addiction, was appointed in November, 1927, to study the subject

of drug addiction, and make such recommendationsastheirfindings

warranted.

The personnel of the committee is as follows: Dr. Alexander
Lambert, Chairman, Drs. Stanley R. Benedict, Menas S. Gregory,

William R. Williams, Thomas A. McGoldrick, Israel Strauss and

Linsly R. Williams. Dr. Matthias Nicoll, Jr., State Commissioner
of Health, and Louis I. Harris, City Commissioner of Health,
served as advisory members. Originally the committee was organ-
ized with Dr. William R. Williams as Chairman, but in September,
1928, Dr. Williams was compelled to resign from the committee
on account of ill health; Dr. Lambert succeeding Dr. Williams as
Chairman, and Dr. George B. Wallace was added to the committee.
On Dr. Harris☂ withdrawal from the Health Department, his suc-
cessor, Dr. Shirley Wynne, became an advisory member.

In outlining its work, the committee considered it a matter of
primary importance to establish a satisfactory method of treat-
ment for the withdrawal period of drug addiction. The commit-
ments of those coming under the charge of the department are in
general for a period of three months, and the immediate problem
is to stop the taking of the drug of addiction as promptly as can
safely be done. In addition to this phase of the subject, however,
it was planned to obtain useful information concerning the physical
and mental status of the drug addict, and finally to examine into
the practicability of carrying out a rehabilitation treatment toward
the end of making a useful individual out of the addict.
For the study of the treatment of withdrawal symptoms, one of

the wards of the psychopathic division of Bellevue Hospital, with
a capacity of 17 beds, was turned over to the committee. A full-
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time medical staff, consisting of Dr. Charles Schultz, assistant

alienist at Bellevue Hospital, in charge, with Dr. Sidney Halperin,
and later Dr. Bernard Raginsky, as assistant, was appointed,
together with an adequate numberof carefully selected nurses and
keepers. Each patient was kept under continued personal observa-
tion. The patients studied, all males, were addicts committed

voluntarily by a city magistrate, usually Chief Magistrate McAdoo.
The hospital study began on May 28, 1928, and continued until

May 15, 1929. During this period, a total of 318 addicts were
studied. The committee held weekly conferences and rounds were
made daily by one or more of its members, including the chairman.

In this way it kept in constant touch with the work going on.

A complete case record was made for each patient admitted.
This included a full history and physical examination, a psycho-
logical grading, routine laboratory findings, and in certain cases
extensive blood analyses. The symptomsoccurring during the stay
in hospital and the results of treatment were recorded in detail.
As a result of the carefully planned and executed system em- .

ployed it is believed that the data obtained are as reliable as may
be hoped for in a study of this sort. A full account of the work
done in the hospital is given in the report of Dr. Schultz, with the
supplementary reports of Dr. Benedict, of Dr. Neuwirth, and of

Drs. Gregory and Strauss. These reports are appended.* What
immediately follows is a summary of the facts brought out.

RESULTS OF HosSPITAL STUDIES.

As has been stated, the number of patients treated was 318. All
were males, and eight of these were negroes. The youngest was
19 years old, the oldest 75. Approximately one-half were between

the ages 30-39, over one-fourth between 20 and 29 years. 83%
admitted criminal records, about half of these having been arrested
because of possession of narcotics. Among the remainder were
records of conviction on such charges as larceny, burglary, assault,
carrying concealed weapons and homicide. 230 had received a

* The reports of Dr. Isaac Neuwirth on Magnesium and Calcium Metab-

olism and the Use of Magnesium Sulphate in Narcotic Withdrawal, and of

Dr. Stanley R. Benedict on The Blood Chemistry of Chronically Addicted

Morphine and Heroin Addicts and an Analysis of Narcosan are omitted

from this publication of the report and may appear elsewhere. Abstracts are
contained in this report.
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public school, and 64a high school education, while 18 had attended

college. Six had no schooling.

At the time of admission heroine was the drug most commonly

used, 263 cases. Morphine wastaken by 31. It is interesting to

note that cocaine, taken with either heroine or morphine, was

recorded in but four instances. The period of addiction varied

from 1 to 50 years with about one-half of the cases giving a history
of addiction for more than 10 years. Only 39 of the addicts stated
that they had taken notreatment to stop the habit. The remainder
had taken the reduction or abrupt withdrawal treatment, or one of
the several so-called specific treatments on one or more occasions.
Overhalf had undergone one or another formof treatment on four

or more occasions. In over one-fourth of those having treatment,
the longest period of abstinence from the narcotic was less than

one year.
The patients, on admission, varied considerably in regard to their

general physical condition. About half of them were recorded as
well-developed, fairly well-nourished and with no evidence of

organic disease. Of the remainder, all were poorly nourished, and
a third of these showed definite organic deterioration or disease.
Practically all showed a marked neglect in personal hygiene, in
regard to clothing, general body cleanliness, care of the teeth, etc.

In the detailed physical examination, it was found that 18 of the
group had active or quiescent pulmonary tuberculosis. Out of 285
examined 15 had a positive Wassermann test. In general, the
circulatory organs showed no abnormalities, although the blood
pressure was usually at the lower limits of the normal figures. The
blood count, blood nitrogen.and blood sugar were within the normal
range, and the urine examination was negative except in a few
instances. Examination of other organs was negative, except for
the skin scars and abscesses which resulted from hypodermic
injections. .

Since it has been claimed that narcotics materially alter the con-
dition of the vitally important cell lipoids, and one method of
treatment has its theoretical basis on this assumption, a very
thorough study of this phase of the subject was carried out under
the direction of Dr. Stanley R. Benedict. Theconclusions reached
are as follows: (1) Figures obtained for plasmatotallipins, total
fatty acids, cholesterol, phospholipins and phosphorus on drug
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addicts during addiction have been found to be within the normal
range. The lactic acid and total solid values in whole blood have
also been normal. (2) No alteration was observed in the values of
total lipin, total fatty acids, cholesterol, phospholipins and lactic

acid obtained from addicts during addiction and following short
periods of treatment.
A study of calcium and magnesium blood content was made by

Dr. I. Neuwirth. During the period of addiction and of withdrawal
the concentration of these substances in the blood was within
normal limits.

Since the results in the treatment of drug addiction are very
intimately related to the personality and mental make-up of the
addict, a study of the mental status of all patients admitted was

carried out. With no knowledge of the status of the patients prior
to addiction, it is of course impossible to state with certainty what
part of the existing states was due to the continued taking of the
narcotic and what part was present before addiction began.
Using Bleuler☂s classification of fundamental reaction types,

41% were classed as schizoid types, 30% as syntonoids and the
remainder as mixed types. The majority of the patients were
found tobe of average intelligence, and less than 5% appeared to
be mentally inferior, of the high grade moron type.

In the grouping according to personality types, about 13% were
considered of normal personality, 30% were border-line cases and
over 50% were considered constitutionally psychopathic. In this
latter group were included emotional instability, 20% ; criminalism,

13%; and paranoid personality, 9%. A full discussion of this
phase of the subject is given in the appended report of Drs.
Gregory and Strauss.

From the data given in the preceding pages it is seen that the
318 addicts studied belong tothe class known as the ☜ underworld.☝
They had all been taking addiction drugs over a considerable length
of time, and very few would be considered useful members of
society. They had all made efforts to break the habit by means of
so-called ☜ cures ☝♥many times in some instances, with only tem-
porary periods of abstinence as a result. Physically they showed
no evidence of any appreciable damage done by the drug of
addiction, and rehabilitation from the physical standpoint would
present no great difficulty. On the mental side however the matter
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is different. Over half of them were classed as psychopathic.

Lacking emotional values and control, they had no true conception

of their difficulties, and were actually antagonistic toward efforts

to rid them of the habit. These factors will be discussed more
fully later on under the subject of rehabilitation.

COMPARATIVE STUDY OF TREATMENTS.

In order to evaluate any particular course of treatment of the
withdrawal symptoms in drug addiction, it is necessary to have
some fairly clear-cut standard for comparison. The most obvious
standard in this instance would be that obtained by the study of
the type and intensity of the symptoms which occur when the
narcotic is abruptly withdrawn from the addict. It must be pointed
out, however, that no twoaddicts behave precisely the same on
abrupt withdrawal. The mental make-up of the patient, the length
of the addiction period, the local environment, and other factors
influence very greatly the range and intensity of the symptoms. It
was necessary therefore to pick out and study those symptoms
which commonly occur, that is, are present in practically all in-
stances, and which allow of grading as to intensity. Secondly, it
was essential to have an adequate number of patients for the
establishment of the desired standard or control.
The numberof patients used in obtaining the standard was 100,

and the symptoms taken as giving the best index of the actual
condition were: (1) Gastro-intestinal symptoms, consisting of
nausea, vomiting, abdominal cramps and diarrhcea; (2) muscular

symptoms, consisting of aches and twitchings; (3) restlessness,
both physical and mental ; (4) prostration, subjective and objective.
Each of these symptoms groups was recorded as absent, moderate,
marked or excessive. The course of the symptoms on withdrawal
is as follows: in a few hours psychic symptomsappear, restless-
ness, uneasiness, anxiety, irritability, within 12 to 18 hours the

physical symptoms begin: gastro-intestinal, muscular and a legion

of others, reaching a maximal intensity at the end of 24 hours.
This peak is maintained for 24 hours after which the symptoms
subside, so that at the end of 72 hours, or at most 96 hours, they

have practically disappeared.
All symptoms of abrupt withdrawal were noted, but the four

groups mentioned formed the chief basis for comparison of the
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efficacy of any treatment investigated. It may be pointed out that
in obtaining this standard, alternate patients were used, they were
kept in ignorance of the procedure adopted, and placebos were
given routinely. Following the withdrawal period comesa stage of
recovery or convalescence, careful records of which were also
kept and used as a basis for comparison.
The first study of special forms of treatment was on narcosan.
Dr. S. R. Benedict of the committee made an analysis of Nar-

cosan and reported as follows: As Narcosan, the so-called ☜ Lip-
oidal treatment for drug addiction☝ was used on the Bellevue
ward, an analysis of it was made on a fresh sample obtained from
the manufacturer. This drug has been described as a solution of
lipoids, non-specific proteins and water soluble vitamines. The
lipoids are extracted from soy beans and cotton seeds by extraction
with hot alcohol, the non-specific proteins from alfalfa seeds or
Hungarian millet by extraction with highly dilute hydrochloric
acid. The hot alcohol extracts both fat and lipoids, the fats being
separated from the lipoids by a process of saponification.
The lipoids in Narcosan have the chemical affinities and reac-

tions similar to those of ☜ sphingomyelin.☝
The total solid content of Narcosan was found to be 0.713%.

Special attention was directed to the phospholipin and protein
content, as Narcosan was described as a mixture of these sub-

stances and vitamines. In the 48 c. c. of Narcosan which represent
a complete treatment, 5.38 mg. of phospholipin and 21.4 mg. of
protein are present. It has been claimed that the lipoids of Nar-
cosan have the chemical affinities and reactions similar to those
of ☜sphingomyelin☝ and that ☜the fats are separated from the
lipoids by a process of saponification.☝ One-third of the total solid
present in Narcosan was found to be the form of total lipin. Only
0.5% of this is in the form of phospholipin. The proteins in Nar-
cosan were not precipitated by trichlor acetic acid, and so are in
the form of the intermediate products, as is to be expected after

acid hydrolysis. The slight acidity of Narcosan may account for
the stinging sensation, felt on injection.
Of the total solid content of 7.13%, it was found that 1.67%

is phospholipin, 6.5% is in the form of the intermediate proteins,
32% is in the form of fat, fatty acids, and cholesterol (total lipin
minus phospholipin), 19% is in the form of carbohydrate and
13% is inorganic material.
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Sixty-eight patients were given this treatment, which was car-

ried out at first according to the directions of Drs. Lambert and

Tilney and later with some modifications of their method. The
results of this study, which was briefly reported in the Journal of

the American Medical Association, January 12, 1929, are as

follows: (1) Narcosan is not a specific for drug addiction. (2) It
did not alleviate any of the withdrawal symptoms, but on the con-
trary in all, especially the gastro-intestinal group, they were more

severe than those in the control or untreated group. The combina-

tion of abrupt withdrawal and severe gastro-intestinal symptoms
incidental to narcosan treatment involves danger tolife in addicts

whoare aged,ill-nourished and suffering from pronounced organic
disease. (3) Thereis no obliteration of the craving for narcotics
following narcosan. .

Since many of the specific treatments of drug addiction haveas
their basis some form of belladonna, a study was made of the

effects of the active principles of this plant, namely atropine and
hyoscine.

Atropine was given to 25 patients through a 48-72 hour with-

drawal period. It was given as the sulphate by hypodermic injec-
tion, in the following dosage: a first injection of 1/100 grain,
followed by three injections of 1/200 grain at two-hour intervals,

after which 1/200 grain was injected every four hours. This

dosage wassufficient to cause dryness of the mouth and difficulty
in swallowing. Compared to the standard, the atropine was effec-
tive only in lessening to some degree the diarrhcea. On the other
hand, the restlessness was more marked, amounting in some cases
to delirium, and the prostration somewhat longer in duration.
Hyoscine was also given to 25 patients, a levo-rotatory hyoscine

bromide obtained from Merck and Co. being used. It was given
by injection 1/400 grain every four hours for four doses, and
thereafter every six hours until withdrawal symptoms were over
or delirium appeared. The results from hyoscine were similar to
those from atropine; a slight lessening in the diarrhcea, but no
amelioration of the other symptoms. Restless and prostration were
more marked, and 15 of the 25 patients showed symptoms of
delirium.
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Neither atropine nor hyoscine can be considered as specifics
therefore in regard to amelioration of symptoms; nor do they stop
the craving for narcotics after the withdrawal stage.

A. considerable number of substances which are depressant to
the central nervous system, and might be considered as substitutes

for addiction narcotics were studied. Among these were chloral
hydrate, luminal, allonal, allyl iso-propyl-barbituric acid, veronal,
trional, paraldehyde, neo-paraldehyde, bromides, aspirin, pyram-

idon. When taken by stomach they were very frequently vomited,
and seemed to add tothe gastric irritation. In moderate dosage
they were without appreciable effect, while in large dosage there
was frequently seen an ugly and unreasonable mental state, often
associated with an insomnia. They fail as substitutes because they
do not have the inherent en of action which characterize
the opium group.

A special study was madeof the effects of twoother substances,
magnesium and amytal. These drugs are strong depressants of the
nervous system, in fact they may be used as general anesthetics, and
it was hoped that they might be given in dosage sufficient to produce
a moderate narcosis during the entire withdrawal period.

Magnesium sulphate was given to 48 patients. In the beginning
the dose was 2 cc. of a 50% solution, injected intramuscularly at
frequent intervals. There was no evidence of relief from these
injections, and the patients complained of the sensation of burning
and pain in the injected areas. Later on, still using a 50% solution
to which procaine had been added, the amount injected wasin-
creased, in eight patients reaching a dosage of 0.25 gram mag-
nesium sulphate per kilo weight of patient. This dose raises the
serum magnesium content to 5 or 6 mg. per 100 cc. of blood, at
which level it may remain for four tofive hours. This level may
be maintained by subsequent injections of 5-10 cc. if given every
four hours. It was found that when the blood concentration was
5 mg. or more magnesium per 100 cc., relaxation and absence of
restlessness occurred. When the concentration was below this
figure, the symptomsreturned in full intensity. When magnesium
was given by mouth,as the chloride, no relief was discernible. It
would appear that intramuscular injections of magnesium sulphate
in dosage sufficient to maintain a serum level of 5 mg. or more

per 100 cc. materially ameliorate withdrawal symptoms. However,
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the local disturbance at the point of injection was such as arouse
great objection on the part of the patients and the treatment was
abandoned as being impracticable. .

Amytal was given to 12 patients as a sodium salt supplied by the
Eli Lilly Company. It was injected in one patient intravenously,

in another by intramuscular injection, and was given orally to the
remaining Io patients, acting similarly in all instances. Theinitial
dose ranged from 5 to 224 grains, 5 grains being the minimum
effective dose, and 22} grains being considered the maximum safe
dose. The largest quantity given any one patient during the with-
drawal period was 674 grains, the average amountin the 12 cases
being about 40 grains. A single dose produced usually a state of
sleep, and if 15 grains or more were taken a condition approaching
surgical anesthesia was induced. In four to six hours however the
patients awakened and showed marked restlessness. Subsequent
administration failed to noticeably abate the restlessness, and in
fact seven of the patients became delirious and had to be forcibly
restrained. Except during the sleeping period the withdrawal
symptoms were present in full intensity, prostration was definitely
increased, approaching collapse in two cases and the whole manage-
ment of the patient became more difficult. It was concluded from
this study that amytal is useful only when given in a single dose
for the purpose of inducing a temporary state of quiet.

In view of the unsatisfactory results. observed in the studies
described, a study of what is known as the reduction treatment was
made. In this treatment the drug of addiction is continued but in
progressively decreasing dosage until a zero point is reached. Two
groups, each of 25 patients, were used for this study. In one a
period of seven days, in the second a period of 14 days, was allowed
for the complete withdrawal. Before starting the treatmentthe daily
ration of morphine sulphate required to maintain a state of com-
fort in the patient was determined. In most instances 3 grains
of morphine sulphate daily were sufficient, a very few required
6 grains.

In the seven-day reduction treatment a solution of morphine
sulphate was prepared usually of the strength of 4 grain to
7 minims, and an aliquot part of the daily ration injected every
four hours. On each succeeding day the dosage was decreased by
1/7 of the beginning one.



1930] REPORT OF COMMITTEE ON DRUG ADDICTION 445

In the 14-day reduction treatment the same procedure was
employed excepting that the daily decrease was 1/14 of the begin-
ning dose. At the end of the 7- or 14-day period, injections of
saline were given until all withdrawal symptomswere over.
In the seven-day reduction symptoms of withdrawal appeared in

each instance, but their severity was less than half that of the
standard. The patients were able to take sufficient nourishment to
maintain their strength and weight and their convalescent period
was much shortened.

In the 14-day reduction also withdrawal symptoms appeared,
but these were still less marked. In the majority of instances, 21
out of the 25, the withdrawal symptoms were recordedas ☜light ☝☂;
that is, there was no striking mental or physical discomfort. It may
be pointed out here that in none of the 50 patients was there any
sign of collapse or other alarming condition.

From what hasjust been said, it followsthat the reduction treat-
ment, especially if carried out over a period of 14 days or more,
is the most humane, in that it involves the least suffering. It is

also the safest as regards danger to life, and can be used in any
case of drug addiction.

One study was made along this line of a rapid reduction of
morphine and a more gradual reduction of codeine given with the
morphine. Morphine, + grain, was given every eight hours, each
day the dose being 4 that of the preceding day, and stoppage
occurring on the fourth day. Codeine phosphate was given in
5 grain doses every eight hours for four days, alternating with the
morphine, so that an injection of one or the other was given every
four hours. On the fifth day when the morphine was discontinued
codeine was given every four hours in 5 grain doses, on the sixth
day in 3 grain doses and on the seventh day I grain doses. It was
then stopped and saline injections substituted until withdrawal
symptomswere over. Theresults of this treatment seemed some-
what better than those of the seven-day morphine reduction one,
but not as satisfactory as the 14-day reduction.
There were certain general measures routinely employed to add

to the patients☂ comfort which may be briefly mentioned. On
beginning treatment a catharsis is desirable. Severe purgation is
undesirable as it may lead to intensification of intestinal symptoms.
A moderate catharsis, such as induced by two compound cathartic

28



446 REPORT OF COMMITTEE ON DRUG ADDICTION [Nov.

pills, an ounce of castor oil, or 4 ounce of Epsom salts, gave the

best result. The diet was carefully selected to allow of adequate

nourishment with the least bulk. There is often a craving for
sweets, which was gratified. During the period of nausea and
vomiting, fruit juices were most apt to be retained. Alkalies in the
form of sodium bicarbonate, 30 grains every four hours, were
useful in combating the mild acidosis present. Bismuth subcarbon-
ate seemed to be of some slight help in lessening the gastro-
intestinal symptoms. Massage, hot baths, and local heat were of
use in relieving muscular symptoms and producing mental dis-
traction. These and other similar measures, while they may offer
somerelief, did not however very materially check the intensity of
the symptoms.

In cases of dangerous prostration or collapse the best procedure
was to administer adequate doses of morphine, with an accompa-
nying 4 or an ounce of whiskey. Adrenalin was useful in
strengthening the circulation, but caffeine, strychnine and digitalis
were found to be of doubtful value in these cases.

Finally proper encouragement, suggestion and mental distraction
were helpful in lessening the patients☂ anxiety and making them
more cooperative.

SUMMARY.

In summing up the results of the work done at Bellevue Hospital,
the practical conclusions concerning treatment of the withdrawal
stage in narcotic addiction are as follows:

1. None of the substances forming the basis of the so-called
specific cures for drug addiction brings about amelioration or
shortening of withdrawal symptoms.

2. Depressants of the central nervous system are ineffective or
impractical as substitutes for opium derivatives.

3. The quickest and simplest method of stopping the addiction
is that of abrupt withdrawal of the narcotic taken. Among the
advantages of this method are the shortness of the time involved,
three days as a rule, the avoidance of any complicated system of
medication, an easier prevention of the addict surreptitiously ob-
taining narcotics during the period, and finally a very impressive
mental effect on the addict with a striking feeling of relief when
the withdrawal stage is over. The disadvantages are the suffering
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involved, mild in many instances but very severe in others, and the

prostration and collapse, which may cause death. As has been
pointed out the abrupt withdrawal treatment should be limited to
those addicts whoon careful examination are found to have no
serious organic degeneration or disease, are not of advanced age,
and are not suffering from marked malnutrition.

4. The most humane formof treatment is that of giving pro-
gressively decreasing doses of morphine. Two weeks at least should
be allowed for this reduction treatment. The advantages of this
methodare the absenceor great diminution of severe suffering and
its safety as regards collapse and dangerto life. The disadvantages
are the time involved, the absence of the favorable psychological
effect of the abrupt withdrawal, and the greater and more pro-
longed vigilance required to prevent the addict obtaining his
narcotic.

With this summary, the committee recommends that all addicts
undergoing treatment be undercapable medical supervision, that
those whose general condition warrants it be subjected to abrupt
withdrawal, and that those not included in this class be given the
reduction treatment.

REHABILITATION.

It has been pointed out that no form of treatment for with-
drawal of addiction narcotics is in itself capable of stopping the
drug craving. Sooner or later the desire returns in full force and
addiction again occurs. A withdrawal treatment by itself therefore
is only an administrative routine, to be carried out as often as the
addict receives a court sentence and with no probability of bringing
about a lasting abstinence. The real problem is that of ridding the
addict of his habit permanently or at least over a long period of
time. There is unfortunately no practical method known which,
applied to those addicts coming under the supervision of the De-
partment of Corrections, would accomplish the desired result.
Various attempts at rehabilitation have been made in the past and
are being made at present, and an account and critical analysis of
these is found in the appendedreport of Rehabilitation by Dr. Lam-
bert. But while much may be learned from these attempts, it is

evident that a new plan must be developed to meet local conditions.
In carrying out a study of rehabilitation in New York City,

certain basic principles may be laid down. The end in view is to
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bring about an adjustment of the addict to an environment which

allows him to maintain his self-respect and becomeof use to the

community; in other words, to end his being a continued expense
and even menace tothe city, and make him self-supporting,

productive citizen. To secure such a result, it must be assured that
the addict has learned a trade or line of work through which he
may be self-supporting, that a position be found for him when he

is prepared, that his progress for a numberof years be supervised
and checked up through some form of parole, and finally that he
be brought to a state of mind whereby he becomes cooperative and
honestly desires to be permanently free of his habit. It is clear
that this accomplishment is a matter of great difficulty. A large
percentage of addicts are psychopathic, a large number oppose any
effort at rehabilitation, very many prefer the up and downlife of

addiction to the more monotonous one of steady labor. It would

seem possible however through a short period of observation to
eliminate those from whom nothing can be expected in way of
rehabilitation, and to select and work on those whogive promise of
a successful result. How many there would be in this latter

group is problematical, but it is probable that there could be added

to it a considerable number of individuals whoare beginners in
drug addiction or whoseacts have not brought them in contact
with the police.

The personnel of the staff in charge is a matter of prime im-
portance. It should be headed by a man of broad understanding of
human character, eager for the success of the experiment, and

willing to devote several years to the work. Such menaredifficult
to find and much effort must be made toselect the right one. A
follow-up staff, of the type of social worker, is equally important
to carry out supervision of the addict after discharge from the
institution.

A location for carrying out the first steps for rehabilitation
would havetobe selected with great care. It should be isolated to
the extent that the smuggling in of narcotics can be prevented. It
should not however carry the impression of a prison, but rather
that of a sanitarium. There should be all necessary equipment for
occupational therapy and training, and for other features of the
generalplan.

There would have to be some arrangement made whereby the
addicts would not be free agents until finally discharged. This
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means a binding commitment of some sort over a period of years
in the case of those in whom a favorable prognosis is made and the
privilege of discharging at any time those from whom nogood
results can be expected.

The successful carrying out of a'general plan as outlined involves
not only great difficulties on account of the character of the work
with its innumerable details of organization and administration,
but also a very considerable expense aswell. It might even be
advisable therefore for the city not to attempt to carry it out by
itself, but to cooperate with some outside group, which has a
rehabilitation scheme on its program. The city☂s share would be
supplying the location and buildings, and arranging for the com-
mitment of the addicts, the outside groups, the financing of the
treatment, and supplying the personnel. It would seem that some

such arrangement as this would give most promise of success. It is
understood that any plan for rehabilitation would be of the nature
of an experiment. It must of necessity be sufficiently elastic to
allow of frequent alterations and in fact will vary in detail accord-
ing to the individual addict. Until it is clearly outlined, until the
necessary conditions of the experimentare satisfied, and especially
until a thoroughly qualified man is found to conduct the work,it
would be useless to attempt it. But if carried out in a proper
manner, it would bring out facts of very great value and throw
light on many problems which challenge present-day civilization.

The committee desires to express its appreciation of the work

done by Dr. Charles Schultz, whoably and conscientiously carried
out the work under direction of the committee.

The committee feels unableto close its report without an expres-
sion of its sincere appreciation of the whole-hearted cooperation
and unflagging interest shown by Commissioner Patterson in the

_ solution of the problems.

PsSycHIATRIC ASPECT OF DRUG ADDICTION.

(As Based Upon Observation of the Cases Treated by the Committee.)

The psychiatric study was of necessity very limited in its scope

since the majority of the patients treated came from the so-called
☜underworld.☝ These individuals are, as is well-known, very
unreliable in their statements, and since most of our information
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was derived directly from the addict, there was obviously great

difficulty in obtaining reliable data as to the antecedents, the en-

vironment, as well as objective evidence of the personality make-up.
It is therefore important in recognizing the limitations of this

investigation, not to interpret the data obtained as being necessarily

true of the class of drug addicts in general. One may feel that
every drug addict is influenced in the formation of the habit by
association with other addicts, and by the administration of drugs

to relieve pain, but that underlying both these factors there is

some deep psychological shortcoming, either intellectual or emo-

tional, in the individual which leads him to succumbto the habitual

use of the drug.

A classification of the addicts according to the fundamental

reaction types of Bleuler known as ☜schizoids,☝☂ ☜ syntoids☝ and
☜ mixed types ☝ was made, and it was foundthat of the 318 patients
treated 132 (41.5%) could be classed as schizoids; 97 (30.5%) as
syntoids; and 89 (28%) as mixed types.

A classification according to Kretschmer☂s method showed that
167 patients (52.5%) were of the asthenic body build ; 84 (26.5%)

could be classed as belonging to the pyknic group; and 67 (21%)

to the athletic physical constitution.

It is thus seen that the majority of the patients treated were
handicapped by physical and mental inadequacies or abnormalities.

Intellectually they were found to be the average for their social
level.

The study of their personality make-up showed that the large

majority was of the psychopathic personality type. There was a
condition of inadequate personality in 96 (approximately 30%) ;
emotional instability was evident in 65 (20%) ; 41 (31%) were of

the delinquent type. It may herebe noted that 265 (83.3% ) of the
patients, including those with psychopathic make-up, admitted
having criminal records. Of these, 120 (45.3% ) had been arrested
only for the possession of narcotics ; whereas 145 (54.7% ) had been
arrested for drug offenses as well as other crimes. Many of the
patients who from their histories could be classified as having
criminal traits, also showed marked emotional instability. There
was a paranoid personality make-up in 29 (9%) of the patients;
26 (8%) showed nomadic tendencies; and eight (6%) gave evi-
dences of sexual psychopathy. Ofall thepatients studied only 42
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(13.2%) failed to reveal any striking character anomalies aside
from their addiction as far as could be ascertained during the period
of observation.

Thus it is clear that many of them resorted to the habitual use
of narcotic drugs for similar psychological reasons as those by

which other psychopaths use alcohol to excess ; 7. é., as a means of
sublimation on a narcotized level. It may be noted as a matter of
interest that 40 of the patients gave a history of habitual use of
alcohol prior to their drug addiction. Their stated reason for the
later substitution was that the use of alcohol precluded them from
certain occupations because it became readily noticeable, whereas
they could use thedrug for a long periodof time without detection.
Many of the addicts while under treatment showed hypochon-

driacal, neurasthenic or psychoneurotic reactions. It is possible
that in some cases these symptoms were secondary to the drug
addiction. On the other hand, the addiction itself may have been
an expression of a psychoneurotic attempt at adjustment. It is a
known fact that the incidence of psychoses resulting from the use
of opium orits derivatives is insignificant. Only one patient under
observation suffered from an hallucinosis which was due to the
use of morphine and atropine, and it may be that it was the latter
drug which caused the psychotic manifestation. Nearly all the
patients admitted subjective fears of oncoming psychotic symp-
toms when using cocaine to excess. Many developed delirious states
during the withdrawal of this drug. It is well knownthat there is
an increased tendency to deliriumin the so-called cures for drug
addiction and this is mainly due tocertain poisonous drugs, such
as hyoscine, atropine, hypnotics, etc., contained in these ☜ cures.☂

It sometimes also occurs that the patient becomes delirious when
the drug is abruptly withdrawn. There was only one patient who
suffered from acute hallucinosis, largely of the visual type, during
abrupt withdrawalof the drug.

It must be remembered that psychoses mayoccur in drug addicts
independently of the use of the drug, but are often mistaken for
drug psychoses. Somepatients claim that with the first use of the
drug they experienced a subjective feeling of increased efficiency,
as is the case in the use of other stimulants. It was shown, how-

ever, in our study that prolonged indulgence resulted in unmistak-

able evidence of habit and character deterioration, similar to that
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seen in alcoholic deterioration. Such deterioration may undoubtedly

be due in part to an accentuation in the addict of his inherent
psychological shortcomings, such as emotional instability, inade-

quate personality, criminality, psychoneurotic reactions, sexual
maladaptation, etc., as well as a blunting of their ethical and moral

feelings. It is also clear that the habitual use of the drugs un-

doubtedly resulted in bringing out in many of the patients more or
less dormant psychopathic tendencies, such as schizoid and anti-

social elements in their make-up.

SUMMARY.

1. The majority of the patients were found to be individuals who
were handicapped either physically or psychically or both; were
asthenics (Kretschmer), schizoids (Bleuler) or psychopaths.

2. The personality and physical defects act as predisposing
factors to the use of drugs in the attempt to compensate or adjust
at the drug level. .

3. Prolonged use of narcotics in many cases resulted in character
changes of a deteriorating type, with a tendency to accentuate the
fundamental constitutional defects.

4. In addition to the physical condition the prognosis as to the
patients☂ ultimate rehabilitation depends in great measure on the
integrity of the personality as well as on the environment.

5. This study cannot be considered as conclusive for addiction in
general because of the class of addicts studied, the short period of
observation and the lack of facilities for a thoroughsocial investi-
gation. It must be regarded only as an attempt to weigh the
importance of the psychic factors operating in the causation of
drug addiction.

REHABILITATION

The rehabilitation of the drug addict is an exceedingly difficult
problem, and one which up to the present remains unsolved.
The Department of Correction cares for about 1500 a year of

these patients under its custodial care, and temporarily deprives
them of their narcotics. When discharged they go out, a few
perhaps to reconstruct themselves, some to disappear, the majority
to relapse, and return. The work of your committee shows that
about one-eighth of them seem to be of average normal stable
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personalities; seven-eighths are distinctly psychopathic, unstable
individuals, who possessed their psychopathic personalities before
they ever took morphine.
How many of this mass of stable and unstable individuals can

be reclaimed with proper care and rehabilitation, can be brought
from economic uselessness into self-support, it is impossible to
say. It is the unknownproblem, with the solution of which we have
to deal.
For 20 years, since the United States in 1909 drewattention to

the international situation in regard to opium, there has been an
aroused public opinion against the spread of narcotic addiction
through opiates in this country. At that time Germany first ex-
ported heroin to the United States, with the assurance that it was
a non-habit forming drug and produced its stimulation and nar-
cotic effects without danger of habit formation, such as was
connected with other opiates.

Cocaine, thoughoftensoclassified, is not a narcotic, but produces

only an intense overstimulation, which when continued brings
about the happy mental condition of firm conviction that its addict
possesses the powerto obtain the fulfillment of all his hopes and
dreams. Cocaine 20 years ago was a very prevalent addiction.

In 1913 a law was passed controlling the manufacture, sale and
distribution of cocaine, and its possession made a crime. The

arrests made at this time disclosed the fact that heroin was the
drug chiefly used among the narcotic addicts, and the courts were
powerless to control thesituation. A year later the Boylan Bill
included in affirmative statutes both narcotics and cocaine in the
endeavor to control and prohibit the spread and use of these drugs.
These restrictive and punitive measures did not control the situ-
ation. They caused the courts to take cognizance of the crimeof
possession of these narcotics, and to place the responsibility for

rehabilitation of these addicts on the penal institutions during the
period of custodial care.

During the last 20 years cocaine as an addiction has ceased to be
a problem, not that those addicted to it ceased to use it, but because
of the punishment involved. Cocaine addiction when persisted in
over a certain period brings with it its own swift punishment by
the development of acute mental disorders, and the fear and horror

of this condition prevents its use as an addiction, even among the
pathologic personalities of the criminal classes.
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At the present time it does not enter as a disturbing problem

into the situation.
On March 1, 1915, the Federal Harrison Law wentinto effect,

the enforcement in New York City of both the Harrison Law and

the Boylan Law produced asituation by which the addicts crowded

to the authorities in hospitals, courts and penal institutions for
relief from their drugs, as they could not obtain them on the
outside. To meet this situation the hospitals in the workhouse were
enlarged, and manycases were sent through the Board of Inebriety

to the state colony at Warwick, under the care of Dr. Charles F.

Stokes. .
In 1918 Dr. Stokes reported that in three or four years about

1000 addicts had passed through his hands at Warwick, but because

of meager equipment, and lack of adequate assistance, he was
unable to care for them as he desired. Dr. Stokes seems to be the
first one who in routine institutional care definitely studied the ad-
dicts from the point of view of personality, and sought to rehabili-

tate the personality through work and psychologic reconstruction

after the narcotic drug had been withdrawn. In the small number

of 100 cases, he reported that the character of the addicts had been
changed from their untrustworthy, undependable condition of
heroin addiction to a condition of relatively normal personalities

as shownby their industry, truthfulness and dependability.

Of these 100 he had been able to follow uponly 37, and of these
32 were knownto be at work, and doing well. The remaining 68%
had in all probability relapsed.

At this time Stokes also mentions these young heroin addicts as
averaging 22 years of age, in the early stages of their addiction,

and being a most favorable group for rehabilitation, even with
their short three months☂ period of custodial care.

But it is evident with 68% relapses, the meager equipment and
inadequate assistance at Warwick could not prevent the introduc-

tion of drugs which destroyed his reconstruction efforts in all

except the youthful, relatively stable individuals, and that success
was only possible with this particular chosen type which under any
and all treatments is prone to rehabilitate themselves.
The problem of rehabilitation of the psychopathic addicts had

not been solved. He had appreciated the key to the situation of
the abnormal inadequacy of personality, and the necessity of recon-
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struction through work and psychologic reconstruction, but through
inadequate equipment was unable to carry his treatment to a suc-
cessful issue.

In 1916 the state legislature formed a committee for investiga-
tion and study of the narcotic situation under the chairmanship of

Senator George H. Whitney. This resulted in the formation of the
State Department of Narcotic Drug Control, which put into effect
the minute restrictive supervision of apothecaries and physicians
as a possible supply of narcotics to the addicts, and gave permission
to the department to found narcotic dispensaries to deal further
with the addict. It was further believed that the registration of
the addicts would also control them. Several narcotic dispensaries
were started in this state, the most active of which was under

Commissioner Copeland of the Health Department of New York
City. Some 7464 patients were treated at this dispensary, the
methods of procedure being to furnish addicts with their narcotic
at a reasonable figure, below the price that they would pay for it
on the outside to the peddlers, thus endeavoring to put the peddlers
out of business, and enforce a daily diminution of the supply of the
narcotic to each individual addict. This was the principle of the
ambulatory treatment, made illegal for the private practitioner by
the Harrison Law, but believed at this time to be possible to be
brought to a successful issue, if controlled under proper authorities.
These dispensaries proved to be only great examples of the utter
failure of the ambulatory treatment, the addict would not permit
himself to be reconstructed by deprivation of his drug below
physical and mental comfort, and could not be forced to do so.

Only 23% of the addicts in this clinic were willing to go into the
Riverside Hospital, some 1500 were treated there by the hyoscine
treatment, and many of these seemed to have been able to recon-

struct themselves, as they had in the experiment at Warwick. But

there was no attempt made for rehabilitation beyond a short stay
necessary for their withdrawal period, there was nosocial after
care and reconstruction through work, and psychologic rehabilita-
tion, and certainly no endeavor to reconstruct any psychopathic
personality. These clinics also failed to solve the problem.

In that clinic 66% of the patients were under 30, and were taking
heroin. There wasstill present among the addicts a large group
inadvertently caught in the toils of a heroin addiction, in the belief
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that it had not possessed the peculiarities of a habit forming drug

when they first took it. This type of heroin taker has disappeared

in the addicts to-day, since in the patients treated 10 years later by

your committee it was found that only 29% were under 30. It

seems therefore that here again the selected young,relatively stable

group can easily be reconstructed when opportunity is given them,

and they are freed from the physical poisoning of the drug. But
the unstable psychopathic group still cling to their addiction, and
go through relapse after relapse, unless the original cause of their
narcotic addiction is removed. After two or three years the law
forming the Department of Narcotic Drug Control was repealed,
and since then in New York State the narcotic situation has been
governed by the Harrison Law, until last year there was a narcotic

state law passed supplementing the federal law. The whole en-

deavor therefore of the state has been to control the distribution

and manufacture and sale of narcotic drugs, and to punish the
possession of them as a crime, and to withhold adequate medical
care and any serious endeavor for rehabilitation. This apparently
has deterred certain average so-called normal individuals from
going on with their addiction, not so much from the fear of punish-
ment by the law, as from fear of the consequences, from the bitter

condemnation by public opinion and custom in the community.

It is evident therefore that the solution of the problem of the
psychopathic drug addictis not to be found in cutting off his supply

of drugs, in endeavoring to restrict its use through punitive
measures, or even making its possession a crime, and incarcerating

him when caught breaking the law. These procedures undoubtedly

act as a deterrent among average stable personalities, but not among

the psychopathic personalities. These latter prefer the life of
useless narcotism, varying between short periods of state care
which enforces abstinence, and short periods of freedom in which

they can balance their unhappiness during periods of abstinence
with their contentment during periods of forgetfulness.

It will assist us in our discussion of the solution of the problem,

if we studybriefly the personality of the addict, as he occurs to-day,
In the past a great deal of the care and treatment of the addict has
been based on the supposition that he was suffering from a disease
commonly called an addiction disease. The recent work in Phila-
delphia of Light and Torrance, after two years☂ exhaustive medical
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study with the opiate addicts, has definitely shown that physically
these addicts do not differ from the average normal person in the
physiological processes any more widely than normal human beings
differ from each other. This provesconclusively that the morphine
addiction is not due to an addiction disease, nor is it a disease in
the ordinary physical sense.

Nearly 90% of the addicts to-day are psychopathic personalities,
not socially insane, but differing sufficiently from the average
human being to be justly considered abnormal. They do notdiffer
in kind, but only in degree from the mental perversions and psycho-
logic distortions of the insane. They are defective in the emotional
side of their personalities ; all human beings differ very materially
in their intellectual ability, and in their intelligence, and they differ
just as widely in their emotional capabilities. But in the psycho-
pathic personalities, as Bleuler emphasizes, even if there is an
average or great intelligence, it has little regulating influence on
the actions. The majority have been brought up under such social
conditions that they have been intensified in their anti-social point

of view, emotionally defective, and inadequately or improperly
trained in emotional control, they fulfill the colloquial expression
of having gone bad; they may betherefore said to live mentally in
that tragic border land between mad and bad. These mentally un-
stable individuals obtain a keen mental pleasure from their opiate
during the early period of their addiction, seemingly in direct ratio
to the amount of their instability. They fall a ready prey to the
seduction of morphine or heroin addiction, but they were psycho-
pathic before they took the morphine, and they remain mentally
unstable, not because of the morphine, but in spite of it, for certain
of the very unstable types seem less disintegrated and unstable
when under the morphine than withoutit.
These patients, as is well known, are extremely proneto relapse.

The cause for their relapse is not the effect of the morphine pre-
viously taken, but from the sameoriginal cause under the influence
of which they first acquired their addiction. They are the unhappy
misfits of life, they are the misunderstood anti-social individuals

who feel they have never had a fair chance, who never have been
able to adjust themselvesto their environment, who believe every-
one is against them, and blametheir so-called bad Juck on everyone
but themselves, or they are the periodic inebriates seeking forget-
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fulness. The basis of narcotic addiction is the same as the basis of

alcoholic drunkenness, both narcotics give the desired forgetful-

ness, but when free from their narcotic, these individuals are

forced to face the bitter realities of life which they are unwilling

or unable to do.

Trotter sums it up extremely well when he says the intoxication

and narcotic impulses have been almost universally regarded as
either on the one hand a sin or a vice, or on the other hand as a
disease. There can be but little doubt that in fact it is essentially

a response to a psychological necessity. In the tragic conflict be-
tween what he has been taught to desire, and when heisallowed

to get, man has found in alcohol, as he has found in certain other

drugs, a sinister, but effective peace maker.

The Western nations and the Japanese condemn theuseof the
opiates and condone the use of alcohol. Other nations condone
opium and condemnalcohol; these differences of custom are in each

country rigidly enforced and sustained without question by public

opinion. All nations condone some form of narcotism, but regulate
by custom the narcotic to be used.
The drug addict frequently comes voluntarily to be free of his

addiction, and seeks continuously every sort of treatment, or so-
called cure. Some dothis that they may free themselves from their
addiction to go back to the original keen mental pleasure they

obtained whenfirst taking the opiate ; they are seldom conscious of
the real cause of their narcotic desire; their wish therefore to be

free from it is insincere and the result is consequently ineffective.

They wish temporarily to be rid of their drug, and will bear the

discomfort of getting rid of it, but the slightest emotional disturb-
ance may upset them, and changethe desire to be rid of it into one
keen to return to it. Even if successfully off the physical symptoms
of withdrawal, and entirely free from them, they feel lost and

miserable without it, and soon are eagerto returnto it.
It is not common that the addicts shift from the narcotism of

opiates to that of alcohol, or the reverse. The enforcement of the
laws against one does not affect the enforcementof the laws against
the other. Many of those addicted tothe opiates however, use the
difference between condemnation given to the drug addiction, and
that given to the alcoholic as an excuse for their anti-social attitude
and resentment. They thus justify their relapse and their general
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social antagonism. They feel down trodden and abused, because
the alcoholic drunkard is allowed to gofree with a small fine, while

the addict is severely punished for the mere possession of his
narcotic. In the older addicts, especially the morphinists, the sense
of physical comfort, and their physical feelings add greatly to their
desire to relapse, and the long continued use of opiates disintegrates
further their original psychopathic personality. Therefore any re-
habilitation of short duration is necessarily ineffective. Another
powerful influence in the relapse of addicts is the return to their old
environment. Their social instincts in their youth when the youth-
ful urge of experimentation and adventure was strong in them,
when their inadequacy brought about a sense of inferiority, made
them seek companionship to increase their sense of comfort and
security. They therefore are unaccustomed to live except in the
companionship of addicts, and their herd instinct is powerfully
developed. They must be in the herd, and of it, since outside of it

they are unhappy, and they feel that no one of their new com-
panions understands them; and they naturally gravitate towards
those whom they understand, and whom they feel understand them.
Every addict for the sake of companionship, or for sel f-justification
ceaselessly endeavors to make other addicts. If therefore one of
them becomes free from his drug, he is almost certain to relapse if
he goes back to his old environment.

In the small number of 318 addicts studied by your committee,
there were noticeably distinct groups of personalities. A few of
superior intelligence, others varying from average intelligent indi-
viduals through various degrees of abnormal personality, to those
confirmed criminal and psychopathic individuals who cannot be re-
deemed back tostability and economic usefulness. There were
13% of those of average stable personalities, favorable for rehabili-
tation; there were 30% of inadequate personalities who seemed to
have been the shiftless unsuccessful members of their families,

never were adequately adjusted to their environment or their
existence, and whoif properly reconstructed and their psychologic
distortions reconstructed, would bid fair to continue an average
stabilized existence; especially if this could be done in the early
stages of their addiction. There were 20% of thosedesignated as
emotionally unstable. The majority of these were unstable before
using their drug, but under the use of it their personalities had
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markedly disintegrated. The previous history of some of these

individuals showed that they had been more stable before using
the narcotic, and in some of whom the instability may have been
secondary to the use of the drug; here again, if taken early in life,
and separated from the confirmed criminal and unstable type, there

remains a chance of rehabilitation. Many of these however, belong
to the criminal type, and there were 13% in which the criminalism
was so marked they wereclassified under this heading. The domi-

nant feature of these personalities is the profound egotism and
complete disregard of ethical issues, or their outside environment.

Consideringall the addicts from another point of view, asis done
more fully in another section of this report, we find that from
their bodily structure the majority of them, 524% were of the
asthenic type; the weak jawed, narrow chested, delicately built
group. In these as Kretschmer holds, the schizoid or tendency to

dementia praecox is more prone to develop. These schizoid types of
individuals find it difficult to adjust themselves to reality. They are
supersensitive, shut in, unable to adjust their contacts with other

people, exceedingly self-centered, they are selfish, and often cruelly
indifferent to the effect of their actions on others, and yet resent-
fully sensitive when misunderstood.

This forms the type of individual which under the hard con-
ditions of poverty easily grows into anti-social resentments, and
easily turns into criminality. On the other hand, there were 30%
of the syntonoid type, these form a type of personality much more
favorable for reconstruction. There are more usually well inte-
grated, and they are a type that is in contact withreality, and their
emotions are vivid and suitable to situations. These formed 26%.
There were 21% of mixed types of personalities which showed
average individuals or others of no distinct type.
Even in the small number of addicts treated by the committee,

we have a fair cross-section of the addict to-day.
The average so-called normal individuals who are addicts in the

community at large, do not form a serious problem to solve; they
have drifted for many reasons into the use of narcotics; public
condemnation makes them realize the seriousness of their error,
makes them eager to be free from it: They seek to rid themselves
of it, and are often only deterred by dread of the physical suffering
connected with withdrawal. Their personalities do not disintegrate
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under the use of their narcotic, and their reliability and their

truthfulness may remain normal, except when on the defensive
regarding their drug addiction.

The problem of the average person who has throughillness or
through injudicious medication acquired the habit of taking nar-

cotic drugs, from which they cannot free themselves, has very
much diminished in recent years. It is believed among those who

are dealing with narcotic addicts that this number does not exceed
5% of the total, and this normal group can easily be reconstructed
if separated from the abnormal, and tend of themselves to rehabili-
tation if the opportunity be given. Many of them are unfortunately
in such circumstances that the expense of hospitalization and

medical care is not easily obtained for them,but if it were obtained
they would be easily reconstructed. The medical addict so called,

the one who has acquired the addiction only through medication,
and the normal group, are medical problems and can largely be

cared for through voluntary custodial care and hospitalization, and
are cared for continually by the medical profession, but there are
many who economically are unable to obtain this, and who turn
to the authorities for aid.

In dealing with the reconstruction of large numbers of addicts,
we must realize that the breakdown of a personality under strain

and its reconstruction, is a problem peculiar to each individual,
regardless of how large a mass of humanity may beclassified

together as belonging to a given group of those sick with disease,
or defective mentally. The group cannot be successfully rehabili-

tated as a mass, but must be dealt with as individuals. With nar-
cotic addicts especially, the causation of their addiction varies
greatly, but does not differ as widely as the make-up of their
psychopathic personalities. The routine treatment therefore, ap-
plied to them as a group, is certain to prove a failure in the
majority of individuals.

Beside the attempts of reconstruction in this state, there have

been attempts made in other parts of the United States; one at
Shreveport, La., under the parish physician, Dr. Willis P. Butler,
is worthy of mention. It is an excellent example of the successful
management of a narcotic dispensary under thepersonal leadership
of a physician peculiarly fitted for his work.

29
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In 1921 to 1923 when the plan of narcotic dispensaries was
being tried in the various states, one was founded at Shreveport,
La.; it had the support of the state and local boards of health; it
had the unquestioned cooperation of the police and the county
medical societies. The method employed there was to separate the

addicts into two classes, the curable and the incurable; to give the

morphine regularly from a clinic, in just sufficient amount tokeep
the addict comfortable. These addicts were improved in health,

cared for until able to go to work, and were thus placed on an
economic basis of existence preparatory to the withdrawal of
their drug. After a certain length of time, they were removedto
a hospital, or the local jail, and taken off their drug, where the

introduction of their drug to them, during this period, could be
controlled. After the withdrawal, they were sent for convalescence
into the country; they were closely watched and supervised by the
police, and by special detectives to see that they did not deal with

peddlers, and their existence was controlled. In the beginning there
were 494 addicts, and in the first two years the number was reduced
to 188. The addicts could obtain their drugs from the dispensary at
six cents a grain; the peddlers charged them $1.00 a grain, the
wholesale price of the drug was between two and three cents.

As they were kept in drug balance until ready to be taken off
their drug, there was no temptation to go to the peddlers, and the

difference between what the addict paid for the drug, and the
amount for which the dispensary could purchase it, made the
dispensary self-supporting. The strict policing of the peddlers,
the refusal of the drug stores and the physicians to treat the ad-
dicts except at the dispensary, forced the situation on the psycho-
pathic incurable addict that he must play according to the rules,
or go elsewhere, and they left the parish. The Narcotic Bureau
of the Federal Government did not approve of this dispensary
and closed it. At the time of its closure there were 101 cases
being treated by Dr. Butler, many of those whom he classed
as incurable were receiving small doses of morphine, leading decent
lives, and supporting their families, but after the closing of the
dispensary were forced back into poverty by their inability to
obtain the drug except through peddlers. Other patients were
forced into the state penitentiaries, and several of them died in
the local jails, or in the jails of othercities. In a short time after
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its closure, the old condition returned in Shreveport regarding the
addicts. The Police Department and the sheriff reported they were
having endless trouble again with the users, and the peddlers, and
the petty crimes were increasing, and the peddlers were creating
new cases. The dispensary was closed against the protest of the
Medical Society, and against the protest of the local authorities.
It apparently had solved the problem for that community regarding
the addicts; it had not in every case permanently removed the
narcotic drug from all the addicts, but under the personal care of
a humane physician, the decision between curable and incurable
had been fearlessly made, and the results had proven the wisdom
of the decision, since under his charge the drug addicts, and the
use of narcotic drugs had ceased to be a troublesome problem to
the community.

Within the last year in the State of California an endeavor has
been made to rehabilitate the morphine addict under state care.
After the addict has been unpoisoned from his narcotic, there is
an endeavor being made to build him up with work, and when

seemingly rehabilitated to find an occupation for him, and follow
him up through organized social care; the result so far seem to more
than justify this experiment.

In 1928 the Porter Bill, providing twonarcotic hospitals for the
Federal treatment of narcotic addicts, passed Congress. These
hospitals have not yet been built, and it has not yet been published
where they will be placed; it is generally believed that one hospital
will be in the central mountain region in the southwest, the other
one somewhere in the southeast seaboard states. Volunteers or
prisoners in state jails may make application for admission to these
Federal hospitals.
The problem at present facing the Federal Government is based

on the results of the enforcement of the Harrison Law. The
legal control of peddling and distribution of narcotics, and the
necessity of punishing those found guilty of possession of these
drugs, brings the users of narcotics under the ban of the law, and
when caught in this statutory crime, they have been sent in large
numbers to the Federal penitentiaries. In the three Federal peni-
tentiaries of Leavenworth, Atlanta and MacNeill Island, there are

at present confined about 1600 addicts, excessively overcrowding
these institutions. The incessant endeavor of the addicts to break
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through the prison rules, and obtain their drugs, forces a severity

of restriction in the contact of the other prisoners with the outside

world, that is exceedingly irksome. This situation has forced the |

Federal Government to take relief action, and to seek through

separation and segregation of the addicts some means to rehabili-

tate this disturbing group of offenders.

There has not yet been published any details of the method to be

employed in the separation of the curable from the incurable, of

the criminal from the non-criminal, or any method of reconstruc-

tion of their personalities, or the rehabilitation of the individuals,

The situation regarding the narcotic addicts in NewYork State

is very similar to that which was presented in the care of the insane

before the state took charge of these unfortunates. Unorganized

disconnected local care cannot solve the narcotic problem. Practical

experience has madeit evident that repeated treatments, and with-

drawal of the morphine, punishment for its possession, and the

legal struggle of law enforcement against the peddlers, is not suffi-

cient to control drug taking by the addicts, and does not rehabilitate,

or reconstruct psychopathic personalities. The problem is evidently

chiefly a medical and social question, and only on this basis does

there seem to be any promise of a successful solution. It is a
question more of urban than of rural existence, and the larger the

mass of humanity gathered together, the more urgent the situation,

and the greater the necessity for its solution.

It seems therefore wiser that the question should be taken up by
New York City to control it within its own borders, rather than to

wait for the question to be taken up bythestate atlarge.

The Department of Correction has the problem in its hands, and
it would seem that the problem could be solved if it is possible to
obtain an institution in which the necessary peculiar custodial care
could be exerted, and in which the medical problems of psychiatry

and modern psychology could be worked out. It is impossible for
your committee at this time to give the details for the successful
accomplishment of this problem. These require long study, and the

most careful consideration.

In general such an institution must be provided with adequate

buildings, fairly extensive, in which the different types of psycho-

pathic, and non-psychopathic personalities may be separated, in
which the curable and incurable are not hopelessly herded together,
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and in which the intense suggestibility of the addict is not.con-
stantly brought in play to obstruct any reconstruction and rehabili-
tation. The criminal will invariably poison the mind of the non-
criminal, and the nearly insane will inhibit any reconstruction of
his less afflicted companion.

The personnel and staff is more important than the physical
buildings of such an institution. Of course those in charge require
the special training in psychiatry and psychology necessary for their
work, but more than this they require a broad, human point of view
that can look with justice and tolerance upon the failings and the
anti-social resentment and antagonism of broken down personali-
ties who for monthsat a time will resent every endeavor to recon-
struct them. It requires unceasing tact in their management, and
almost unending patience.
The custodial care must of necessity be of a peculiar kind, for

the untiring and unceasing endeavor of the addict to obtain his
drug when deprived of it, and for long after he has ceased to have
his withdrawal symptoms, makes the custodial care peculiarly diffi-
cult. Unless the entrance of the narcotic drugs to such an institution
can be absolutely controlled, any endeavor for reconstruction will
be a failure. Without question from the outside the peddlers and
the organized vendors of the illicit supply of drugs will be as
untiring to furnish the addict with his drug, as the addict is to
obtain it; but all these difficulties are only details of the problem.
Your committee realizes that the problem is one of governmental

care of a peculiar group, not insane, but psychopathic, often crimi-
nal, but whether criminal or not, they are so regarded by public
opinion, and sotreated.
The committee would recommend therefore to you as Commis-

sioner of Correction the construction of such an institution, which

is here only mapped out in general, but the details of its manage-
ment must be worked out after further prolonged study.

THE WORK DONE IN THE NARCOTIC WARD AT BELLEVUE
HOSPITAL, MAY 28, 1928, TO MAY 16, 1929.

Cuartes Suuttz, M.D.

On May 28, 1928, one of the wards of the psychopathic department of

Bellevue Hospital, with a capacity of 17 beds, was placed at the disposal

of the Mayor☂s Committee on Drug Addiction and opened as a special

narcotic ward.
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Prison keepers were assigned by the Department of Correction to main-

tain discipline among the patients and prevent the smuggling of narcotics

into the ward by careful inspection of windows which were screened and

barred and also of the doors which had special locks fitted on them, the
key to which was in their possession.

The medical staff consisted of the physician in charge and an assistant
physician, Seven nurses were assigned to the ward and these were divided
into three nursing shifts of eight hours each. There was a day and night
attendant and one stenographer.

All the patients treated, with very few exceptions of those transferred

from the medical or psychopathic wards of Bellevue, were self-confessed
drug addicts committed voluntarily to the hospital by a city magistrate,
usually Chief Magistrate McAdoo. All were men.

Patients were admitted through the psychopathic admitting office. Their
street clothes were removed and searched by a prison keeper for narcotics.

The patients were bathed and were given a hospital uniform.

Following this the patient was brought to an anteroom of the narcotic

ward, again stripped and☁ again minutely searched for narcotics. A combina-

tion enema consisting of saturated solution of magnesium sulphate 4 oz.,

glycerine 1 oz., green soap, 2 0z., was given to empty the lower bowel and

incidentally to remove objects concealed.

The patients were then given a complete physical examination by the

physician in charge. Special note was taken to make sure that all were

bona fide drug addicts, hypodermic marks and other evidences of drug tak-

ing being looked for. All the body orifices were examined for possible con-
cealed narcotics,

After the physical examination the patient was admitted to the ward. His

height, weight, temperature, pulse and respiration were noted by the nurse

and he was given a cathartic. He was then placed on a ration of morphine

in the form of Magendie solution given hypodermically every four hours.

The amount given was usually 15 minims every four hours, i. ¢., about three
grains of morphine sulphate in 24 hours. This amount was increased or
decreased according to the patient☂s needs and the dosage kept for from one
to three or four days until treatment began.

At first the patients were weighed once a week, but later they were
weighed daily.
The patients were then interviewed by the physician in charge and all

pertinent information relative to their addiction was elicited by questioning,
with a view to obtain the statistical information given below and also, if
possible, to classify them psychiatrically.

Laboratory work such as urinalyses and blood counts was then done by
the assistant physician.

The patients were not allowed to have visitors or to receive packages from
friends. No one was permitted to enter the ward unless connected in an
official capacity. All food and supplies were handled by the ward employees.
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All mail received for patients was opened by the physician in charge in

the patient☂s presence, read by the patient and then destroyed by the

physician.

In estimating the value of the statistical and other information obtained

from the patients, the known unreliability and untruthfulness of drug addicts

must be taken into account.☂

These patients not only lie about drugs and matters pertaining to their

drug habits, but also will not give correct information about name, personal

health, occupation, birthplace, nationality, marital condition, family history,
criminal records, etc., even unimportant facts.

However, it is reasonable to assume that they will not, in the majority of

cases, wilfully give information derogatory to themselves, which is not at
least partly true.

Thus admission of criminal records, hereditary taints, ☜cures☝ taken, etc.,

may be accepted as probably true, as the tendency for them is to admit as

little as possible and minimize everything of this nature.

The patients were questioned at different times during their stay in the

ward and also prior to discharge. In many cases contradictory statements

were made but in this way information was obtained which was as near

the truth as was possible to arrive in dealing with these individuals.

STATISTICAL INFORMATION.

While facts enumerated below are significant in many ways, it must not

be forgotten that a similar study undertaken elsewhere with different types

of addicts and personalities, would most likely give entirely, or partly dif-

ferent figures.

Number of patients treated, 318. Of these all were white except eight

colored patients (16 patients were ☜repeaters,☝ having been admitted a

second time).

Of the patients in different age groups, I was between 15-19; 92 were

between 20-29; 155 were between 30-39; 57 were between 40-49; I0 were
between 50-59; 2 were between 60-69; I was between 70-70.

Average age when habit began,☝ 23: oldest, 45; youngest, 12.

Average age at time of admission, 34: oldest, 75; youngest, Io.

Number in different age groups when habit began, 10 were between 12-14;

81 were between 15-19; 117 were between 20-24; 73 were between 25-20;

34 were between 30-39; 3 were between 40-45.

Average of total period of addiction, 11 years. Longest period of addic-

tion in group, 53 years.

Number of patients in different addiction periods, 19 cases were I year;

16 cases were 2 years; 13 cases were 3 years; II cases were 4 years; 86 cases

were between 5-9 years; 145 cases were between 10-I9 years; 22 cases were

between 20-29 years; 4 cases were between 30-39 years; I case was between

40-49 years; I case was between 50-55 years.
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Nore.♥Here it is significant to note that 59 patients were fairly recently

addicted (1-4 years) i. ¢., 18% have recently begun to use narcotics.

Average duration of last period of addiction before treatment, 2 years

approximately.

NATIVITY OF PATIENTS.

United States (New York City or State, 197), 275; Porto Rico, 15;

Italy, 8; Cuba, 5; Russia, 5; Argentina, 3; England, Ireland, France, Hol-

land, Spain, Denmark, Venezuela, 1 each.

NATIVITY OF PARENTS.

(This Gives a Better Index of Patients☂ Origins.)

United States, 108; Italy, 52; Ireland, 43; Russia, 35; Porto Rico, 15;

Germany, 14; Austria, 12; Spain, 5; England, 4; Scotland, 4; France, 4;

Canada, 3; Roumania, 3; Poland, 3; Sweden, 2; Argentine, 2; Holland, 2;

Mexico, 1; Norway, 1; Switzerland, 1; Cuba, 1; Denmark, 1; Africa, 1;

Venezulea,I.

RELIGION OF PATIENTS.

Catholic, 193; Protestant, 63; Hebrew, 62.

EDUCATION.

Public school, 230; high school, 64; college, 18; self-educated, 3; illiter-

ate, 3.

MARITAL STATE.

Single, 198; married, 90; widowed, 15; divorced, 3; separated, 12.

OCCUPATION.

(As Given by the Patients.)

Note.♥Addicts may be divided into two groups, the criminal and non-
criminal.☂

Of the former many are drifters who never work except when out of

money for drugs. These tend to go to excess in the amount of drug used
and this is one reason why they cannot do steady work.

As a result, some work at different times at irregular odd jobs such as
loading and unloading in markets or alongshore; engage in street peddling,
etc.

Others won☂t work and prefer to gamble, steal or beg. Some of these
types openly admit that if they can get enough money by begging, stealing
or other shady practices, they don☂t think it worth while to work, in fact
think it is a disgrace to work, and feel hurt if work is suggested to them
regarding it as an insult to their intelligence.
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Incidentally, a large percentage of addicts think they are justified in steal-
ing to avoid suffering when short of drugs.

However, some of these patients work steadily, earn good wages and

support their families and to all intents and purposes are useful members

of society. These are usually moderate in amount of drug used and only

take sufficient to ☜keep them normal,☝ at regular intervals. This type is
found usually among the non-criminal addicts.

Given Occupations of 318 Addicts.

Laborer, 62; salesman, 31; clerk, 27; waiter, 18; painter, 16; seaman, 12;

plumber, 11; chauffeur,11; driver, 9; machinist, 7; mechanic, 7; gambler, 5;

cook, 5; tailor, 5; peddler, 5; barber, 4; printer, 4; porter, 4; physician, 3;

electrician, 3; janitor, 3; usher, 3; bus boy, 3; roofer, 3; junkdealer, 3;

none, 2; milliner, 2; butcher, 2; tinsmith, 2; steamfitter, 2; musician, 2;

attendant, 2; orderly, 2; teamster, 2; stevedore, 2; autochecker, 1; motor-
man, 1; teacher, 1; steeplejack, 1; plasterer, 1; aviator, 1; nurse, 1; door-

man, 1; boxing promoter, 1; shoe cutter, 1; checker, 1; toolmaker, 1; wire-

less operator, I; carpenter, 1; bricklayer, 1; pipe fitter, 1; umbrella maker, 1;

sign maker, 1; welder, 1; actor, 1; reporter, 1; paper hanger, 1; fireman, 1;

cashier, 1; broker, 1; paver, 1; advertizer, 1; stone cutter, 1; speculator, 1;

engineer, 1; publisher, 1; storekeeper, 1; boiler maker, 1; dancing instruc-
tor, I.

Thus it appears that there are addicts in many walks of life. However,

from the impoverished financial condition and dishevelled appearance on

admission most of our patients had not worked at their given occupations
for some time at least.

ReAsoNS GIVEN BY PATIENTS AS CAUSE oF ADDICTION.

Association with other addicts® (environment), 256; illness, 23; doctors☂

treatment,☂ 18; alcoholism,☝ 14; imprisonment, 3; access to drug (father a

physician), 2; prohibition (could not get a drink), 1; loss of parent, 1.

Summary.♥Thus we find that environment is the most important etio-

logical factor.» ®*° The reasons given by patients for first using drugs are

often a self-justification or rationalization, and when they claim illness it is
often a retrospective falsification.

Besides association, illness, etc., which are given as causes an interesting

point comes to light. Many of them began using heroin through sheer ig-

norance when it first came out, as it was said not to be habit-forming and

was passed about in poolrooms, dance halls, street corners, etc., where
psychopaths usually mingle.

Initial contact with the drug may be accidental, but repetition and continua-

tion, 7. e., self-indulgence, is not accidental.

A drug user does not expect at first to become addicted, but addiction is

impressed on the individual as soon as abstinence symptoms are severe

enough to frighten him. He then awakens to the fatal knowledge that he
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is ☜hooked,☝ which information other addicts are only too glad to give him,

When more of the drug is taken and the symptomsare relieved, this idea

of the necessity of continuing its use is impressed indelibly on his mind and

accepted without very much resistance as there is, besides the pains of
withdrawal, considerable pleasure and relief also.

Another potent factor in the etiology of drug addiction is that of too much

spare time at the disposal of idlers and drifters, many of them psychopaths,

Naturally they look for amusement, and so are willing to gamble, or take
a chance, try drugs, etc. ☜anything once.☝

Although only one patient was listed as an actor, quite a few had been

connected with the stage or stage people and these claimed to have begun

the use of opium by smoking purely as a dissipation, later turning to mor-
phine or heroin by hypodermic injection.

Amount of addiction attributable to physicians☂ treatment appears to be
negligible in type of cases studied.

Herepitary Factors.

At this point it may be interesting to note hereditary predisposition if any.
Weobtained the following information:

Father, alcoholic, 32 cases; father died of alcoholism, 4 cases; brother died

of alcoholism, 1 case; brother a drug addict, 11 cases; two brothers addicted

(besides patient), 1 case; cousin addicted, 1 case; wife * addicted, 1 case;

mother died insane, 2 cases; father died insane, 1 case; sister died insane, 2

cases ; brother died insane, 1 case; brother died from ☜ neurasthenia,☝ 2 cases;

sister had ☜nervous breakdown,☝ 2 cases; brother had ☜nervous breakdown,☝

I case; mother had hysteria, 1 case; brother epileptic, 1 case; parents
☜nervous,☝ I case; family ☜nervous,☝ 1 case; mother ☜nervous,☝ I case.

Summary.♥Thus we have elicited evidence of psychopathy in the imme-
diate family in 60 cases. The true number, most likely is greater,

Drucs First Usrep.晳

Heroin, 153 cases: 134 by sniffing and 19 by hypodermic. Opium (by
smoking),☝ 69 cases. Morphine, 58 cases: 47 by hypodermic and 11 by
mouth.☝ Cocaine (by sniffling), 33 cases. Maruahuana (hashish) (by smok-
ing), 2 cases. Laudanum (by mouth), 2 cases. Morphine and atropine (by
mouth), I case.

Drucs Usep at DIFFERENT TIMEs.

Heroin, 295 cases; morphine, 195 cases; cocaine, 130 cases ; opium, 99 cases;
alcohol (to excess), 40 cases; maruahuana (hashish), 19 cases; paregoric,
8 cases; laudanum, 6 cases; atropine, 5 cases; codeine, 4 cases; luminol,
3 cases; bromides, 3 cases; veronal, 2 cases ; chloral, 2 cases; trional, 2 cases;
dionine, I case; pantopon, I case; allonal, 1 case; amyl nitrite pearls, 1 case;
hyoscine, 1 case.

 

* Addicts often produce addiction in their☂ wives, and the true number of
these cases is probably greater.
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Drucs Usep at Time or ADMISSION.

Heroin, 263 cases (82%): 251 by hypodermic; 11 by intravenous injec-

tion;2 by sniffling; and 1 by mouth. Morphine, 31 cases: 49 by hypo-

dermic; 2 by mouth. Opium, 6 cases: 4 by smoking; 2 by mouth. Paregoric

(by mouth), 1 case. Heroin and cocaine, 3 cases. Heroin and alcohol, 1

case. Heroin and morphine, 1 case. Heroin and paregoric, 1 case. Heroin

and veronal, 1 case. Morphine and alcohol, 1 case. Morphine and atropine,
1 case. Morphine and cocaine, I case.

AvERAGE Dairy DosaGe at TIME oF ADMISSION.

(According to Patients☂ Statement.)

Heroin addicts, 21 grains (approximately) ; morphine addicts, 12 grains
(approximately).

Note.♥The amount of drugs the patients actually use is uncertain. The

patients themselves admit that they do not know exactly. Their only method

of estimation is to say an ounce lasts them a certain length of time.

They also admit and realize that drugs as sold to them are adulterated,

and so the exact quantity they use is really unknown in the majority of
cases.

It is a well known fact that heroin addicts tend to use the drug to excess

and this may account for the number of ☜vein shooters☝ who take injec-
tions directly into the vein, among them.

Morphinists are usually more moderate in their dosage and less unstable.

Previous ☜ Cures☝ TAKEN,

Note.♥By ☜cures☝ is meant any so-called ☜ specific☝ treatment or other

method whereby patients☂ habit was broken.

Number of patients admitting previous ☜cures,☝ 279 (88%); average

number of treatments per patient, 4 (approximately) ; number of patients

denying previous ☜cures,☝ 309.

ProportTIoN OF Previous ☜Cures☝ AMONG PATIENTS.

Thirty-eight patients admitted 1 treatment; 67, 2 treatments; 54, 3 treat-
ments; 43, 4 treatments; 32, 5 treatments; 10, 6 treatments; 9, 7 treatments;

9, 8 treatments; 3, 9 treatments; 4, Io treatments; 5, II treatments; 3, 12

treatments; I, 20 treatments; I, 30 treatments.

Types oF ☜ Cures☝ TAKEN,

Reduction treatment,☜ 217 cases (68%): Once, 93 cases; twice, 65 cases;

three times, 22 cases; four times, 23 cases; five times, 6 cases; six times,

3 cases; eight times, 3 cases; nine times, I case.
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Abrupt withdrawal ☜ cold.turkey,☝ * 140 cases (45%): Once, 96 cases;
twice, 32 cases; three times, 7 cases; four times, 3 cases; II times, 1 case;
24 times, I case.

Hyoscine treatment,☝ 107 cases (34%): Once, 84 cases; twice, 17 cases ;
three times, 4 cases; four times, 3 cases.

Narcosan treatment,☝ 92 cases (30%): Once, 79 cases; twice, 13 cases,

Belladonna treatment,☝ 37 cases (12%): Once, 35 cases; twice, 2 cases.
Stoke☂s treatment,☝ 4 cases.

Sceleth treatment,☝ 晳* 4 cases: Once, 2 cases; twice, 2 cases.

Keely ☜Cure,☝ 3 cases; Once, I case; twice, 2 cases.

Malaria treatment (?) I case.
Spinal injection (?) I case.

Unclassified treatments, 16 cases: Once, 5 cases; twice, 4 cases; three
times, 3 cases; four times, I case; five times, I case; eight times 2 cases.

Periops oF ABSTINENCE.

No period of abstinence since habit began, 103 cases (32%).

Note.♥Those patients who admitted ☜receiving cures☝ were questioned
as to the longest time they ever abstained from drugs after any of these
treatments.

The following information was elicited:

Longest period of abstinence of 1 month, 9 cases; 2 months, 16 cases;
3 months, II cases; 4 months, 6 cases; 5 months, 5 cases; 6 months to 11
months, 36 cases; I year to I year 11 months, 57 cases; 2 years to 2 years
II months, 29 cases; 3 years to 3 years II months, 20 cases; 4 years to
4 years II months, 12 cases; 5 years to 9 years, 13 cases; 12 years I case.

It is interesting to note that these periods are estimated in months in most
cases.

Average longest period of abstinence for above group 15.6 months.

Summary♥The above information shows that 88% of the cases studied
are recidivists who have received nearly all the so-called ☜ specific treat-
ments,☝ at one time or another before admission without success appar-
ently. (These figures agree with the observations of Mr. John I. Cotter,
of the Court of Special Sessions of the City of New York who has gathered
statistics of criminal drug addicts.)
In other words, the term ☜cure☝ js entirely erroneous as these self-styled

☜ specifics ☝ do not cure.

All they do is to interrupt, with more or less suffering, the drug addiction
habit, which is sooner or later resumed.
The actual numberof previous treatments taken is probably greater than

the figureselicited.
The number of drug addicts who permanently abstain from narcotics hasbeen estimated by various authorities on the subject to range from 2 to not

more than 10%.
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Reasons GIvEN For RELAPSES.☝

The patients give a great variety of reasons for reverting to drugs after

a so-called ☜cure☝♥☜feelings of weakness,☂ ☜aches and pains,☝ ☁☜ mental

depression,☝ ☜meeting addicts again,☝ ☜troubles,☝ ☜worries,☝ etc.
The reasons given for relapses are often not the real ones, but only

self-justification (1. e., if any reason at all is given in all seriousness). Very

often they are irrelevant, or the patients say that they ☜don☂t know,☝ or

just call it folly, or give similar reasons as for original onset of habit.

Frequently they admit they go back because they want to, because they

like the ☜kick☝ they get out of drugs; in fact, in many cases, the patients

do not think addiction is a vice, or that it injures them. Onthe contrary, to

them it is a pleasure, and they call the drug ☜God☂s Medicine,☝ because

it relieves all their aches and pains, in fact, they believe it does them good

and wards off illness. In consequence, they are amused at the attempts

of the authorities to reform them.

Incidentally, at every cure they increase their knowledge of drugs, and the

number of drug addict acquaintances, whom they meet later to be tempted

again. In other words, many ☜cures☝ make the environmental difficulties

of the addict so much worse afterwards.

Another important fact is that the majority leave the institutions penni-

less♥some have to steal (according to their way of explaining it) to get

money. Then they meet the drug vendors who gladly offer them some of

the drug♥a ☜ pickup,☝ ☜free of charge,☝ ☜as a favor ☝♥well knowing that in

this way they will again become addicted, and so later again be ☜ paying

customers.☝

It appears once addicted, very slight difficulties or pretexts are sufficient

reason for relapse; and they are physically more susceptible to re-addiction.
Even patients who admit prolonged after-care in previous ☜cures,☝ or

prolonged punitive detention in penal institutions relapse.

CRIMINAL Recorps or Cases StupIED.☝

Note.♥This was a rather delicate subject to approach and true informa-

tion was difficult to obtain. Most likely the actual figures are greater than

those following:
Number of patients admitting criminal records, 265 (83.3%). (Of these

120 cases or 45.3% were arrested for possession of narcotics only. 145 cases

or 54.7% were arrested for drug offenses and other crimes.)

NATURE OF ALL OFFENSES ADMITTED.

Possession of narcotics, 216 cases: Disorderly conduct, 36 cases; petty

larceny, 35 cases; grand larceny, 28 cases; burglary, 24 cases; intoxication,

18 cases; drug selling, 17 cases; assault, 16 cases; gambling, 14 cases; va-

grancy, 8 cases; concealed weapons, 7 cases; homicide, 5 cases; robbery,

4 cases; suspicion, 3 cases; peddling, 2 cases; manslaughter, 1 case; counter-

feit money charge, 1 case; safe breaking, I case; pickpocketing, 1 case;



474 REPORT OF COMMITTEE ON DRUG ADDICTION [Nov.

robbing mails, I case; rum running, I case; unlawful entry, 1 case; race-

track ☜touting,☝ 1 case; misdemeanor, I case.

While the majority of drug addicts do not use alcohol, and, in fact, show

considerable contempt for ☜rummies☝ as they call them, there are some
cases where the individuals take to drugs to get off alcohol and vice versa,

Whenoff his narcotic drug addicts are not adverse to alcohol.

Reasons Appicts APPLY FOR TREATMENT.

On admission the reasons given for taking treatment are numerous and
varied. The patients say they wish to be ☜cured☝ for their own andtheir

families☂ sakes☝; that they want to improve their health; that they are dis-

gusted with their habits and only use the drug to ☜keep normal☝; that they
regret losing all their friends, etc.
These are often not the true reasons. The actual facts sometimes come

out during their stay in the ward.
Some of the patients openly declare that the only reason they sought ad-

mission was to have their daily dosage cut down (their expression is ☜to

be let down as easily as possible,☝ or, ☜to get their habits reduced☝), so
that on discharge they can get the same ☜kick☝ or exhilaration as begin-

ning addicts (☜virgin drug addicts☝) out of smaller amount of drug.☝

Many admit they apply for treatment impulsively in a period of depres-

sion or despondency, when an addict may decide to ☜take a cure☝ and,

throw all his drugs away or give it to the physician on admission and then

just as suddenly repent and try to bribe the employees to obtain his narcotics
back again, or be discharged.

Other real reasons are, lack of money to buy the drug (thus seeking

admission to get free board and lodging and possibly a morphinetreat-

ment) ; loss of ☜connection☝ as the drug vendors or distributors are called;

because they get no more ☜thrill☝ from the ☜drug,☝ or because the narcotic
detectives threaten to arrest them. unless they ☜take a cure.☝

Sunumary.♥Number of patients treated, 318.

The majority of the patients, 155, or 50% approximately, were between
the ages of 30-39.

The average age of all the patients was 34. The average age when the
habit began was 23. The average age total addiction period was 11 years.
The average duration of last period of addiction at time of admission was
2 years approximately.

Thirty-nine patients, or 18%, had recently begun to use narcotics (1 to 4
years).

Majority of the patients 275, or 87%, were American-born, of whom 197,
or 62%, were born in New York City or State.
Two hundred and thirty of the patients, or 72%, had public school education.

Only three were illiterate.
The majority of the patients were single, 198, or 62%.
Two hundred andfifty-six patients, or 80% approximately, gave ☜ associa-

tion with addicts☝ or environment as the cause of addiction.
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Heroin was the chief drug used. 263 of the patients, or 82%, used it at

the time of admission with an average daily dosage of 21 grains approxi-
mately.

Eighty-eight per cent of the patients (279) admitted ☜ previous cures.☝

Two hundred and sixty-five, or 83.3%, admitted criminal records.

PHysIcaAL ConDITION OF PATIENTS.

The patients were carefully examined on admission by the physician in

charge, with the following findings:

First, the patients were classified in a general way as being in good,fair,
or poor condition.

By good is meant well developed, fairly well nourished, with no gross

organic disease.

By fair is meant poorly nourished, but without gross organic disease,

or only slight defects.

By poor is meant poorly nourished, or cachectic, diseased or organically

deteriorated, and potential danger risks for a drug withdrawal treatment.

Number of patients classed as good, 140 (44%) ; fair, 133 (42%); poor,

45 (14%).
The majority of the patients were below their normal weights, some were

much emaciated, but there were a few who wereactually obese.

Typres Not Suitep ror TREATMENT.

There are a certain number of drug addicts who are suffering from

serious, chronic incurable and painful ailments or those who have reached

advanced age with consequent physical deterioration, or, who are suffering

from an acute medical or surgical condition which may necessitate the con-

tinued use of narcotic drugs in the interest of the patient☂s life, comfort, and

best treatment.

Two committed patients were rejected as not suitable for a drug with-

drawal as they were suffering from serious diseases requiring continued

morphine dosage. One of them had a carcinoma of the neck, with lung

metastases, for which he was admitted to a surgical ward; the other had

acute edema of the larynx, with paralysis of the vocal cords, requiring im-

mediate tracheotomy with intubation, which was done by the nose and

throat department.
Another drug addict whowas a patient in the prison ward was found to be

suffering from peri-urethal abscess for which he was operated upon in the

genito-urinary department where hedied.

Our only death in the ward was that of a patient who was 65 years of

age, in poor physical condition, suffering from chronic cardio-vascular-renal

disease, whose habit was of 36 years☂ duration. This patient died on the

third day of a reduction treatment when his morphine dosage had been

only moderately reduced.
Wemention this case at this point for the purpose of illustrating the pre-

ceding section.
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Bopy StrRucTURE TYPE.

Besides the detailed physical examination an attempt was made to group

the patients according to Kretchmer☂s classification into the different body

types (Kretchmer♥Physique and Character).

It is a well-known fact that in many cases, there appears to be a definite

relationship between physical and mental characteristics.

In general, there are three large groups of physical types, the asthenic,

the athletic, and the pyknic.

The asthenic type includes the angular, long-nosed, weak-jawed, narrow-

chested, delicately-built type of people, the kind Shakspeare described when

he wrote:

☜Yon Cassius has a lean and hungry look,

He thinks too much, such men are dangerous.☝

The athletics are the powerfully-muscled, raw-boned, broad-shouldered,

long-limbed people.

The pyknic types run to obesity. They are usually short, squat, large-

headed, heavily-jowled, florid-complexioned, thick-necked, with narrow

shoulders, soft muscles, paunchy abdomen, broad thick hands, and a ten-

dency to early baldness.☝ Shakspeare☂s ☜ Sleek-headed men and suchassleep

o☂nights.☝

Among the asthenics were included the dysglandular and dysplastic types,

i. ¢., those with apparent glandular dyscrasias or the poorly developed im-

mature types.

According to this classification the patients fell into the following groups:

Asthenic, 167 (52.5%); pyknic, 84 (26.5%) ; athletic, 67 (21%).

Thus we see that slightly more than half the patients were of the poorer

type of body build, with the possible inference that they were not physically

constituted to resist the stresses and temptations of life as well as others.

DETAILED PHYSICAL FINDINGS.☝

In general, the majority were poorly nourished (as their appetite is usu-

ally poor while using narcotics), many were cachetic in appearance, with

pale, sallow, or muddy complexions. Others appeared quite normal physi-

cally. Many appeared older than the stated age.

On admission, they were usually under the influence of a heavy dose of

their narcotic drugs, mental and physical reactions being sluggish. Some,

however, were admitted suffering from early withdrawal symptoms.

Their entire appearance indicated neglect and lack of hygiene in the

majority of cases. Their clothes were shabby (many were admitted in mid-

winter, without overcoat or underwear), their bodies dirty; hair long,

uncombed, some verminous.

Eyes♥While under the influence of narcotics the pupils were small and

reacted to light sluggishly, otherwise they were normal in the majority of

cases,
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Examination of the fundi, with the left pupil dilated with a few drops of

2% homatropine solution elicited very little that was distinctive or pathologi-

cal♥in fact, the majority were surprisingly and regularly normal. Some

cases showed an apparent vascular change♥eight patients had a slight

pallor of the disc, eighteen cases showed what appeared to be a moderate

congestion of the eye-grounds; five cases were listed as pseudoneuritis,

eight as ☜blurring of edge of disc,☝ four patients showed cataract, four

arteriosclerosis, two, an old choroiditis, and one, medullated nerve fibres.

Ears♥Nothing significant was noticed; a few cases had chronic otitis
media.

Nose.♥Someof the patients who had sniffed heroin or cocaine for a long

period showed perforation of the nasal septum; others showed a congestive

condition of the nasal mucosa with resultant obstruction and consequent
nasal speech.

Mouth♥As a result of their general indifference to personal hygiene,
and also possibly as a result of the deadening of nervous sensibility incident

to the use of narcotic drugs, the majority of the patients showed neglected,

discolored, and carious teeth, and in some cases the dental caries had advanced

to a degree where only a few blackened roots were left. A few of the
patients had fairly well kept and well preserved teeth.

Palate♥On admission quite a few of the patients showed considerable
blanching, or anemia of the hard palate.

Throat♥Most of the patients showed a slight congestion of the pharynx,
for which excessive cigarette smoking may have been partially responsible.

Glandular System♥Many patients showed enlarged and palpable lym-

phatic glands, e. g., epitrochlear and inguinals which may have been a conse-

quence of the numerous injections into the arms and legs.

Some of the patients showed evidence of glandular dyscrasias such as

obesity♥two cases; eunuchoidism, feminism, and -status lymphaticus.☝

Chest♥Lungs: Many of the patients have some pulmonary congestion

or bronchial irritation as a result of excessive cigarette smoking. Others

show occasional rales as a consequence of increased bronchial secretion,

which is sometimes present when the patient begins to have abstinence

symptoms.

However, quite a few had definite pulmonary pathology which was con-

firmed by X-ray examinations. Following is a list of pulmonary diseases

found in the patients examined.

Pulmonary tuberculosis (active or quiescent), 18 cases; chronic bronchi-

tis, 18 cases; emphysema, 5 cases; bronchial asthma, 5 cases; resolving

pleuropneumonia, 2 cases; bronchiectasis, 1 case.

Cardio-Vascular System.""♥The heart sounds were often distant, and of

poor quality, although no valvular lesions were observed. The aortic second

sound in many cases was not as clearly defined as in normal hearts. Occa-

sional patients showed arrhythmia on admission, usually due to extra-

systoles. One patient had a bradycardia. Five patients were diagnosed as

☜chronic myocarditis.☝ One patient who died during treatment suffered

from chronic cardio-vascular renal disease. One patient had angina pectoris.

30
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Blood Pressure♥in general was usually at the lower limits of the normal

figures, agreeing with the findings of Drs. Light and Torrance in Phila-

delphia. However, a small number of patients had hypertension.

Average Blood Pressure (200 patients)♥On admission, 118/79; highest,

170/86; lowest, 84/50. During stay, 120/75; highest, 115/95; lowest, 98/57,

Ondischarge, 119/75; highest, 151/82; lowest 92/54.
Dr. O☂Connor, visiting physician to the N. Y. Penitentiary, informed

the writer that when drug addicts required anesthesia it was advisable to

have an air suction or aspiration apparatus available as they are very apt

to fill up with mucus, especially during ether anesthesia, owing to this

cigarette-irritated bronchitis present, because they are all terrific smokers.

Following are figures of blood counts which were done by the assistant

physicians.

Average Blood Counts (250 cases)."♥Erythroctyes, 4,527,170: Highest,
5,560,000; lowest, 3,200,000. Leucocytes, 8087: Highest, 14,000; lowest,

5400. Hemoglobin, 77.6%: Highest 100%; lowest, 58%.

The following is an average of two hundred differential blood counts:

Polymorphonuclears, 71.5%: Highest, 91%; lowest, 48%. Large lym-

phocytes, 11.0%: Highest, 26%; lowest, 3%. Small lymphocytes, 17.5%:

Highest, 18%; lowest, 4%. Transitionals, 3.8%: Highest, 15%; lowest,

0%. Eosinophiles, 0.72%: Highest, 3%, lowest, 0%.

Blood Chemistry."♥A certain number of blood analyses for non-protein

nitrogen and blood sugar were done in the pathological department of

Bellevue Hospital.

The following are the non-protein figures for 143 patients: 25 to 30 mg.

per 100 c. c. of blood, 17 cases, or 11.9%; 31 to 40, 97 cases, or 67.8%; 41 to

50, 20 cases, or 13.9% ; 51 to 60, 6 cases, or 4.2% ; 61 to 70, 2 cases, or 1.4%.

The following are the results obtained in the blood sugar investigation of

138 patients: 60 to 70 mg. per 100 c. c. of blood, I case, or 0.71%; 71 to 80,

61 cases, or 44.3%; 81 to 90, 42 cases, or 30.8%; 91 to 100, 18 cases, or

13.0% ; 101 to 110, 4 cases, or 2.9% ; III to 120, 6 cases, or 4.3%; 121 to 130,

4 cases, or 2.9%; 154, I case, or 0.72%; 211, I case, or 0.72%.

Dr. S. R. Benedict made a special determination of the total Lipin, choles-

terol, total fatty acids, phospholipin and lactic acid content of the blood of

morphine and heroin addicts during addiction and after withdrawal. In-

organic phosphorus and total solids have been determined during addiction.

The Narcosan treatment for chronic drug addiction has been compounded

on the theory that morphine alters the condition of the vitally important

cell lipoids. The cholesterol figures recently published by Light, Karr and

Torrance, however, are the only lipoid values reported on the blood of chronic

addicts.

For the work on total lipin, fatty acids, and cholesterol, 10 morphine and

13 heroin addicts in good nutritional state were selected. These were main-

tained for three days after admission to the ward on three to four grains daily

of morphine sulphate. This amount was found sufficient to prevent withdrawal
symptoms, and to maintain the patients in a comfortable condition, and was
the amount usedin all the cases studied. Blood was drawn on the first and
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third day after admission, and in seven cases, before discharge. Due to the

uncooperative character of the addicts, and the regimen of the ward in which

light lunches were served at frequent intervals, it was impossible to depend

on getting fasting blood. Blood was, therefore, drawn at a regular period

in the morning, four to five hours after a light breakfast, and within one

hour after coffee and bread. It has been shown that the rise in blood choles-

terol following a meal returns to normal four hours later, and that bread

and butter with tea or coffee produces no marked change in cholesterol con-

tent. The phospholipins in the blood of man do not appear to be affected

by ingestion of food. An increase of varying extent, however, in the blood

fatty acids and total fat from one to six hours following a meal has been
observed by several workers.

Controls were therefore run using mild psychopathic patients of similar

nutritional state maintained on the same regimen in the hospital, and from

whom blood was drawn at the same time. Blood was also obtained from

seven addicts before discharge, two weeks after admission to the ward, and

10 days after the withdrawal of morphine. These values were compared
with those obtained from the same patients on admission.

Blood for phospholipin and lactic acid determinations was taken on the

same patient on admission to the hospital and before discharge following

various withdrawal and reduction treatments of from Io to 14 days duration.

This blood taken before discharge was taken from four to 10 days after the

withdrawal of morphine. Six of the bloods used for lactic acid determinations

were drawn without stasis. No difference was observed between the values

obtained with and without stasis.

The results found indicate that the figures obtained for plasmatotal lipins,

total fatty acids, cholesterol phospholipins, and phosphorus on drug addicts

during addiction have been found to be within the normal range. The lactic

acid and total solid values in whole blood have also been normal.

And further, no alteration was observed in the values of total lipin, total

fatty acids, cholesterol, phospholipins, and lactic acid obtained from addicts,

following short periods of treatment.

Dr. Isaac Neuwirth, working at New York University under the super-

vision of Dr. George B. Wallace, obtained figures of the calcium and mag-

nesium content of blood serum before and during magnesium sulphate

therapy.

The figures will be found on page 522.
The pulse was frequently of the low tension, easily compressible type, often

slow, sometimes intermittent.

Addicts who took injections intravenously (☜ vein-shooters☝ or ☜ main-

line shooters☝) (11 cases) showed thickened, and discolored, and sometimes

thrombosed median cephalic and basilic veins.

Venereal Disorders♥Thirty-one patients, or 10% approximately, gave a

history of having had chancre, or chancroid.

One patient on admission was found to be suffering from primary and

secondary lues. Another patient had secondary lues on admission.

The following Wassermannreports were obtained from the Bellevue Patho-

logical Department: Negative, 262 cases; 4 plus, 8 cases; 3 plus, 3 cases;
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2 plus, 2 cases; I plus, 2 cases; doubtful, 6 cases; anti-complementary, 2 cases,

No report was received on 33 patients. ; .

The large proportion of negative reactions is surprising. We have no

explanation to-offer at present. ae
Gastro-Intestinal System.♥The gastro-intestinal system showed the usual

effects of the use of narcotics, anorexia, tongue often coated, symptoms sug-
gestive of chronic gastritis, constipation, many had hemorrhoids. Onepatient

showed a chronic cholecystitis, one patient was shown by roentgenogram to

have a duodenal ulcer, two patients had ischio-rectal abscess. Two patients

had large ventral hernias, one as a result ofa splenectomy, the other as a

result of a nephrectomy. Two patients had post-operative abdominal ad-

hesions and several patients had inguinal hernias.

Genito-Urinary System.♥One hundred and twenty-five patients, or approxi-

mately 40%, gave a history of previous gonorrheal infection; two patients

had acute urethritis, two had chronic urethritis on admission; two patients
had had a previous nephrectomy, one of whom also showed signs and symp-

toms of chronic pyelonephritis on admission.

On admission the urinalysis of 250 patients showed the following: Albu-

men: Trace, 24 cases, or 9.6%; moderate, 1 case; marked, I case. Sugar, 1

case, or 0.4%. Acetone (faint trace), 5 cases, or 2.0%. White blood cells,

51 cases, or 20.4%. Red blood cells, 2 cases, or 0.8%. Casts: Hyaline, 1

case, or 1.6%; granular, 1 case; hyaline and granular, 2 cases.

Nervous System♥The findings in general were negative, many of the

patients had increased tendon reflexes. One patient showed a typical Parkin-

sonian post encephalitic syndrome.

Locomotor and Tegumentary System.♥The majority of the patients showed

marks and scars, often disfiguring, of hypodermic injections, and infections;
the longer the habit, the more marked the scarring as a rule.

Some of the patients showed hypodermic marks on every area of their

bodies accessible to them, others had marks in areas where the patient him-

self could not reach, and which werethe result of injections by other addicts.

The skin markings were of different kinds, recent ones were small, raised,

red elevations: older marks consisted of discolored scars or bluish or brown
macules.

Another type of marking was called by the patients ☜nickel, dimes, and

quarters☝ scars. These were round, punched-out, depressed scars of varying

sizes in the skin which the patients said were not due to abscesses, but were

the result of ☜hot shots,☝ or drugs adulterated with ☜acid☝ or of injections
of ether.

Some of the more careful types of addicts showed very few or no hypo-

dermic marks, or only a few scattered needle marks.

More than two-thirds of the patients were tattooed in one or more areas.

Very few showed acute infections or abscesses. Three patients had cel-
lulitis which consisted of extensive confluent and anastomosing net-work of
abscesses, with many sinuses perforating the skin and exuding pus.

Manypatients, as the result of injections, showed considerable thickening
of the skin of the arms, legs and abdominal wall; and in some cases the
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abdominal wall was thickened to the extent that it felt almost rigid and
board-like.

Patients who injected their drug into the muscles of the arm and shoulder

often showed chronic changes in these muscles resembling myositis and

resulting in thickening and some contracture. One of the patients had con-

siderable limitation of the movement of the muscles of both shoulders and
chest wall as the result of intramuscular injections.

Another patient was so emaciated that he injected the drug into thetis-

sues about, and directly into both elbow joints, with the result that a right-
angled anklyosis of both elbow joints, was present.
The majority showed poor muscular development, and increased irrita-

bility was often observed especially of the pectoral group of muscles which
would respond to percussion by spasmodic contractions.

In addition several of the patients showed the scratch marks of pediculosis,

☜vyagabond☂s disease.☝ Three cases showed chronic osteomyelitis, one patient
had chronic arthritis, two patients had psoriasis.

Naturally patients who took the drug by sniffing or smoking only, did
not show any skin markings.

Summary.♥More than half of the patients treated were of the poorer
physical types. Physical changes in these cases as a result of the use of

narcotics were incidental to the lack of personal hygiene and malnutrition

rather than secondary to the effects of opium per se. Demonstrable results

of the use of narcotics are mainly the result of the means employed by the

addict in taking the drug, and these were mostly skin manifestations.

In general the chemical analyses of blood, urine, etc., of drug addicts gave

results which vary but slightly from the average normals.

PSYCHIATRICAL CLASSIFICATION.

The prognosis in the treatment of drug addiction depends in great part

on the integrity of the patient☂s personality. Those patients who are suf-
fering from neurotic or psychopathic taints, or disorders, give very poor

hopes for rehabilitation, as no drug treatment can change a fundamental per-

sonality defect.

For this reason a knowledge of the mental status of the drug addict is a

matter of great importance.

Oneof the lines of investigation was an attempt to group the patients into

fundamental reaction types as ☜ schizoids,☝ ☜syntonoids,☝ and mixed types.

Another was to determine if any real evidence of psychopathic, or inferior

personality existed and whether this defect could be said to be pre-existent

or inherent or incidental to the use of drugs.

By psychopathic we mean specifically psychically abnormal, in ways other

than those of mental deficiency, epilepsy, the psychoses, psychoneuroses, or

alcohol and drug addiction.
An effort was also madeto elicit any evidence of psychic deterioration said

by many authors to follow the prolonged use of narcotics.☝ 晳
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It is easy to read psychopathy into any group of individuals examined, as

nearly everybody has certain traits which are peculiar and differentiate one

person from another. It is even easier to brand all drug addicts as psycho-

paths,☝ and the natural tendency is to do so.

However, we tried to avoid this line of least resistance, and only con-

sidered as psychopathic any marked variations and unusual distortion of

the personality and make-up; which were abnormal to such a degree as to

hinder the individual☂s proper adjustment. . .

The methods used to obtain the necessary information and data upon which

the findings were based were varied.

The patients were questioned about their school records; adjustment of

their work, social and marital life, criminal records, etc.

Intelligence of the patients was judged in a general way by their answers
and conduct, as the peculiar lack of cooperation of many of these individuals

renders them as a class unsuited to routine psychometrictests.

Note was taken of the patient☂s attitude, apparent sincerity, honesty and

truthfulness, psychomotor responses; coherence of ideas; tendencies to in-

troversion or extroversion; emotional reactions in general and to questions

asked; and their productions noted as being spontaneous, prolific, or reticent

and evasive. Their general conduct and behavior on the ward, seclusive or

social personality, suspiciousness, willingness to help on the ward, and the

reactions to patients, nurses, doctors, etc., all give some clues as to their

make-up.
In addition, situations were deliberately created to see their responses to

different stimuli, e. g., emotional reaction to kindly and indulgent treatment

by yielding to requests for extra food, luxuries, and treatment (☜ pick-ups☝) ;

or the response to a firm, strict attitude, with refusal of all favors.

In this way, as much as possible of their innate psychological make-up

was elicited, considering the relatively short period of observation that was

available.

The information obtained and general impression gained of their mental

make-up was used to classify them into the appropriate reaction and per-

sonality types.

Fundamental Reaction Types.*♥Bleuler☂s classification of mental reaction

types as syntonoid, schizoid, and mixed types was chosen as comprehensive.

The syntonoid conveys the idea of a type of personality well integrated as

a harmonious whole, well functioning. In the syntonoid types there is a

contact with reality. The affects are vivid, suitable to the situation. Their

thinking follows logical laws. They are emotionally active and responsive
types of persons, well adjusted. If the mood in the type remains uniform
then the representative of this type passes as a normal person.
In the schizoid types the contact with reality is not so firm. There is a

lack of uniformity in the affective reaction, and incongruity with indications
of contrasting strivings in individuals with slight deviation from usual paths.
Whentheschizoidtypes are pronounced they are seclusive, irritable and may
be paranoid. The schizoid types are more abnormal than the syntonoid.
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The schizoid is as much of a biological reaction type as the syntonoid, Sys-

tems of philosophy, inventions, revolutions, and religious movements are due
to the schizoid types.

Every person, whether sick or well, probably possesses both schizoid and
syntonoid components in his make-up.

According to this grouping, the patients were classified as follows:

Schizoid, 132 patients (41.5%); syntonoid, 97 patients (30.5%); mixed
types, 89 patients (28%).

Thus we see that the majority belong to the more abnormal schizoid
group.

Intelligence♥In general they were found to be of average intelligence.

The majority had received a fair education, most of them at public school,

some of them high school, and a few college. A few of the patients treated
were superior types intellectually.

However, fourteen patients (less than 5%) appeared to be inferior men-

tally, probably high-grade morons, and even these gave the impression of
having their dull wits sharpened by the use of drugs.

As a group the suggestibility of these patients was very noticeable, and
affected their behavior whentreated.

Personality Types.☜♥Judging the patients by the data obtained, we have
classified them as follows:

Unclassified, 42 patients (13.2%); 1. e., in 13.2% of the patients treated

little or no evidence could be elicited of psychopathic personality other than

the drug addiction per se. These cases gave the impression of having pos-

sessed and still retaining normal personalities.

Inadequate personality, 96 patients (30%). While the majority in this

group were probably psychopathic types who had been theshiftless black

sheep, and ne☂er-do-wells of their families before using drugs and whosefail-

ings may have been accentuated as a result of the addiction, there were some

who appeared to have been fairly normal individuals before using drugs, but

who went to seed afterwards, from what information was available.

Emotional instability, 65 patients (20%). Here there is a question, in

some cases, as to whether the instability was present before or came as the

result of the addiction. Undoubtedly, the majority were unstable before

using drugs.
It is rather interesting to observe the marked change in these unstable

psychopaths when they are taken off the drug. Their emotional tone shows

such wide and rapid swings, and their mood is so changeable that one is

tempted to say that some of these types are more normal, or less psycho-

pathic, on the drug than off.

There are some types who from their previous histories appeared to have

been more stable before using narcotics, and in whom the instability was

secondary to the use of drugs. (In all the observations carried out on

these drug addicts, the emotional instability was the most striking feature.)

Besides the emotional instability there appeared to be an equivalent physi-

cal instability, which was evidenced by the rapid variations in body weight
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and at times in the blood pressure and vasomotor tone of the patients, dur-

ing and after treatment.

The above three groups may have included a certain percentage of normals

among them. The following groups appear to have been basically psycho-
pathic.

Criminalism, 41 patients (13%). The dominant feature here is seen to be

profound egoism combined with complete indifference in regard to ethical

issues. The exclusive aim of such an individual is his own pleasure or his

own interest. He has neither sentiment of honor nor respect for the truth.

His unique preoccupation is to escape conviction and punishment.

The tendencies to criminalism appear to be increased by drug addiction

as the incentive to stealing in order to obtain money for the narcotics, which

they feel are indispensable to them, is very strong.

Many of the patients who wereclassified from their histories under crimi-
nalism, also showed marked emotional instability.

Paranoid personality, 29 patients (9%). In this type we find conceit and

suspicion, and a stubborn adherence to a fixed idea; contempt for the opin-

ions of others, bias of judgment leading to distortion of practical values,

argumentativeness, and a tendency to develop persecutory trends.

Nomadism, 26 patients (8%). The nomadic or wandering tendency is

present in most of us to some degree and, as all know,is in certain races

so pronounced as to govern their mode of existence and social organization.

Inhibition of the wandering impulse sometimes fails in cases of mental

deficiency, epilepsy, and various psychoses. It may be periodic or chronic,

Somecases have no underlying causes.

Sexual psychopathy,☝ 18 patients (6%), homosexuality. These patients

all showed the stigmata and reactions which were characteristic.

In addition many patients showed tendencies that appeared to be masochis-

tic, e. g., pricking themselves with pins or needles during treatment or ask-

ing for ☜sterile hypos☝ after they were off treatment to get a ☜kick☝ out

of it. This they termed ☜needle-mania☝ (the followers of Watson and Palov

might call this a conditioned reflex).

Thus, if we exclude all those in the unclassified and inadequate person-

ality groups, we still have about 56% who appear to have been constitution-

ally psychopathic.

However, most of those grouped as inadequate personality were probably

also basically psychopathic, so we have between 56% and 87% of the patients

who may well have been psychopathic before acquiring the state of drug
addiction.

This leaves the 13.2% of the patients who were grouped as unclassified, and

possibly normal personalities, for whom a fair prognosis might be given,

which agrees somewhat with the figures given as representing the percentage

of those who might be cured of the state of drug addiction.

Psycho-Neuroses. Besides the evidence of psychopathic personalities, many

of the patients showed. reactions which were typical of the hypochondriacal

neurasthenic, or psycho-neurotic. This is not surprising, as the average drug

addict is so morbidly interested in all his subjective symptoms, and bodily
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complaints, all of which he interprets as a need for more drugs, that as soon

as he is deprived of drugs, he acts like a typical hypochondriac.

It is also possible that many were psycho-neurotics before they began to
use drugs.

Psycho-neurotic features such as hysteria, psychasthenia and neurasthenia

manifested themselves during their period of observation.
Psychoses♥♥Only one patient was found to be suffering from a psychosis

which was due to the use of morphine and atropine on the background of
a psychopathic personality, with schizoid traits and periodic alcoholism. This

patient was committed to a state hospital, and had two previous commit-
ments on his record.

It is a known fact that the number of psychoses resulting from the use

of opium or its derivatives is insignificant. Nearly all the patients admit a

tendency to develop a psychosis when using cocaine to excess, the psychosis

being characterized by terrifying visual hallucinations, delusions of persecu-
tion, and great excitement.

Drug addicts are apt to develop delirious states during the withdrawal of

their drug, and there appears to be an increased tendency to delirium during

atropine and hyoscine treatments and also when treated by some of the

hypnotics. One patient developed an acute visual hallucinosis during an
abrupt withdrawal.

Deterioration.♥In respect to evidence of psychic deterioration under the

prolonged use of narcotics, we have observed several changes, although

there is little that is definite.

First, as we have mentioned above there appears to be an accentuation of

any tendency to emotional instability, inadequate personality, criminalism,

and psycho-neurotic reactions. There appears to be an impairment in many

of them of the higher moral or ethical feelings.

Nearly all the patients say that the use of drugs makes them seclusive and

asocial; i. e., the use of drugs brings out the schizoid, seclusive element of

their make-up. ,
As regards lying, this is an almost universal tendency, as the Psalmist once

said, and even by so-called normal people, is frequently used as a defense

mechanism.
Drug addicts will naturally use this means of defense at first as a result of

shame and fear of the consequences of their drug habits.

However, later they develop a habit of lying about matters which do not

touch upon their drug using.
Manyof the patients show signs of pathological lying, concocting fabrica-

tions for no apparent reason, and lying even about trivial facts. That the

use of narcotics accentuates these tendencies, the patients themselves vouch

for. As a result they tend to exaggerate, and concoct phantasies for the

pure love of sensationalism.

Adjustment♥Very few of the patients admit failure to adjust. Nearly

all maintain that they can support themselves, although many admit that

they work at irregular intervals only. In fact, if we take their word for it,

obtaining money for their narcotics is one of the easiest things they can do.
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For this reason, their own statements on this subject havelittle value in our

aaouhiéie there were many failuresamong them judging by the shabby,

penniless state of many of them on admission. .

However, there were several in the group who from all accounts adjusted

well and were fairly succesful and respected members of their community,

Summary.♥(1) Thus, we find that the majority are of the poorer types

both mentally and physically.

(2) The mental make-up is one of the most important factors in the

onset and continuation of the state of drug addiction.

(3) While in general they were of average intelligence, 87% approxi-

mately appear to be constitutionally psychopathic. Many of them seem to

use narcotics for the same reason other psychopaths use alcohol, etc., i. e.,

as a sublimation or substitution mechanism to adjust their abnormalities

(e. g., homosexuality or emotional instability) to the satisfaction of the

ego; in brief, psychopathic personalities and psycho-neuroses appear to be

the basis for the addiction of many of them.

(4) A certain percentage of drug addicts, e. g., some of the cases of

marked emotional instability and hypomanic personalities and possibly some

of the other types of psychopathic personalities, appear to be benefited by

the use of their drug in moderation, and in this way are better able to adjust

and sublimate their peculiarities and become useful members of society.

(s) In general, considering the type of drug addicts studied, the progno-

sis, in the majority of cases, appears to be poor.

TREATMENT.☝

Limitations♥In view of the fact that a great many, if not all, of the

patients in our group were found to be suffering from some mental abnor-

mality or personality defects, besides the state of drug addiction, the objects

of treatment have to be defined.

It was apparent from the number of ☜cures☝ most of them had received

previously without success, that there was no such thing as a ☜specific☝ or,

☜cure☝ in the generally accepted sense, which will insure a permanent rid-

dance of the habit.

These forms of treatment might be classed as immediate medical treat-

ment and apart from psychotherapy, or removing medical or surgical causes

for the addiction, their usefulness consists in allowing the withdrawing of

the drug of addiction safely, with a minimum amount of distress to the

patient, and in the shortest possible time.

In the work which we have carried out long-continued treatment for the

purpose of a complete rehabilitation was impossible and we have confined

our study to a critical analysis of the common methods of withdrawal, with

the purpose of finding the safest and least disturbing method of unpoisoning
the drug addict.

In brief the best practical management of the withdrawal period.
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The average period of treatment was from two to three weeks or slightly
longer in some cases, which we considered adequate for complete withdrawal.

Difficulties of Treating Drug Addicts♥The lack of cooperation and even
active opposition of drug addicts, and their resourcefulness in defeating nearly
all attempts to keep them from their drugs, are notorious?
Unless a minute searchis instituted on admission, they will very often suc-

ceed in smuggling in narcotics. If they fail at this time, they will devise
innumerable ways and means of. doing so after they are admitted. Strings,
spoons, etc., will be dropped from windows, door and locks tampered with,
window screens punctured, and openings forced in them; arrangements made
with discharged patients, and bribes offered to any and all employees. To
make strings, bed linen will be torn up needlessly. Their ingenuity knows
no bounds.

Incidentally, drug vendors on the outside will meet their efforts more
than half-way.

Where patients are unusually comfortable during withdrawal, they may be

suspected of having illicit narcotics. On one occasion such a patient was

discovered to possess a small rubber finger cot, filled with heroin, which he

claimed to have swallowed before admission and later recovered after a
bowel movement.

Another patient secreted a few morphine pills in a paper under his dental
plate; another patient on admission was found to have a finger cot full of

heroin attached by a piece of adhesive to the perineum.
No matter how sincere and apparently anxious they are to be ☜cured☝

on admission, there are very few drug addicts who will refuse to indulge in

smuggled drugs while taking treatment, considering how they all believe
its use to be a matter of self-preservation.

Several patients developed abscesses during their stay on the ward. In

such a case, their conduct is interesting. Should this condition be the result
(which was extremely rare) of an injection by a nurse, they will complain
bitterly; but where they minimize it by saying it is the result of an injection
before admission, they may be suspected of using smuggled narcotics on the

ward or taking a jab with a safety pin (☜pin-shot☝) for the psychic effect.

In other words, there is a constant battle of wits between drug addicts
and those attempting to treat them. Their constant effort in many cases, is

to render null and void these attempts by every conceivable means, and in

fact, they derive a childish pleasure and satisfaction if at any time they are

able ☜to put anything over ☝ on those treating them.
They are very often both secretly and openly amused at attempts to ☜cure☝

them and despise these efforts as a waste of time and money and an encroach-
ment on their ☜rights.☝ This partly accounts for their irresponsible behavior
under treatment, the lack of appreciation of what is done for them, and their
general destructiveness (not a chair was left undamaged on the ward) while

confined in the institution.
If the supervision is not close enough, or the officials caring for them are

not sufficiently alert, or, if any of the employees should be dishonest, then

the entire procedure deteriorates into a farce.
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Patients suspected of having narcotics were immediately transferred to

the Correction Hospital on Welfare Island. Uncooperative, abusive or vio-

lent patients were likewise removed; and at this point I wish to thank War-

dens Schleth and McCann for their prompt cooperation in removing such

disturbing elements from the ward. .

Types of Treatment Given♥In a general way, we shall divide the treat-

ments into four main groups: (1) Abrupt withdrawal or control treatment;

(2) abrupt withdrawal with substitution treatment; (3) reduction treat-

ments; (4) non-specific treatments.

In the abrupt withdrawal or control treatment the patients received injec-

tions of innocuous solutions at regular intervals after their morphine dosage

was abruptly withdrawn, until all withdrawal symptoms were over.

In the abrupt withdrawal with substitution treatment, the morphine dosage

was abruptly stopped and replaced by the non-narcotic medication given
usually by hypodermic injection at regular intervals until all withdrawal

symptoms were over, and in the case of the earlier narcosan treatments for

some time after.

In the reduction treatment, morphine or some other opium derivative usu-

ally codeine was given by injection at regular intervals in decreasing amounts

until all narcotics were withdrawn and saline hypodermics continued until
all withdrawal symptoms were over.

In the abrupt withdrawal treatments, morphine was only given at rare

intervals to control excessive suffering or to avoid collapse and death.

Non-Specific Treatments♥Under non-specific treatments will be described

the results obtained by such symptomatic treatment as hypnotics, analgesics,

and nervous depressants, alkalies, cathartics, astringents, stimulants, and
physiotherapy, psychotherapy, diet, etc.

Withdrawal Symptoms♥♥In order to compare different treatments it is
important to know the characteristic symptomatology and reactions of drug

addicts to the withdrawal of their narcotic drugs. These are varied, but

surprisingly distinctive, and more or less uniform in the majority of cases.

The cause and explanation of these symptoms remains at the present time

purely theoretical, although Pellini and Greenfield☝ have disproved Bishop☂s晳
theories of anti-bodies or toxins in the blood.

For the best picture of unaltered withdrawal symptoms we have used our

observations of one hundred control patients who received injections of

innocuous solutions at regular intervals after their morphine dosage was

abruptly withdrawn, until all withdrawal symptoms were over. In these

cases we see the characteristic symptomsin their full intensity over a shorter
period of time.

Classification of Withdrawal Symptoms.♥In general it is possible to sub-

divide the symptoms of the drug addict undergoing withdrawal of his accus-
tomed narcotic into two groups: (1) Physical symptoms, (2) psychic symp-
toms. (A great many of the physical withdrawal symptoms seen in human

addicts are presented in experimentally addicted animals (dogs usually)
(Plant ®), but in human addicts a very important psychic factor is super-
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imposed, making the problem of withdrawing a human addict considerably
different from that of an animal.)

Withdrawal symptoms may be subjective or objective.

In addition, the physical symptoms may be real♥or they may be affected

by the psychic factor so that they may be simulated. Still further they may
be exaggerated or minimized deliberately. .

If simulated or exaggerated, the object is usually to obtain more morphine
or sympathy.

If minimized, 1. e., if their suffering is wilfully suppressed, or concealed,

the patient☂s object is usually to effect his discharge sooner. As far as dis-
sembling is concerned, some drug addicts are consummate actors.

Sometimes, as Light and Torrance mentioned in their article, patients who
are in possession of smuggled narcotics will simulate suffering to allay
suspicion.

Analysis of Withdrawal Symptoms.♥Symptoms of withdrawal or absti-

nence may be referred to almost any organ in the body. The psychic symp-

toms are usually first to appear. The patient becomesrestless, uneasy, and

fidgety, not remaining very long in one position, i. e., there is increased psy-

chomotor activity of a disagreeable nature. He also shows fear, anxiety, and
also someirritability.

The method of treatment at this stage may either quiet him, or exaggerate
his symptoms, or excite him.

The fact that at this time mere assurance that he will be taken care of, or

the giving of a sterile hypodermic will quiet him for quite a while, shows

how important the mental factor is in the treatment of these cases.

However, should the patients be given to believe in his suspicious and

apprehensive state that he may expect no relief, 7. ¢., that he is going to get

☜cold turkey,☝ the fear of suffering may excite him, should he be one of

the unstable types, to considerable excitement, which may be manifested by

petulant destructiveness, or even assaultiveness, and occasionally some patients

may become sufficiently disturbed, violent, or hysterical as to require re-

straint. Sometimes a depression with suicidal tendencies appears.

On the other hand, under similar situations some stoic addicts will lie in

bed quietly, and as they term it, ☜kick it out,☝ without a murmur.

Soon, within 12 to 24 hours, physical symptoms appear (the ☜yen☝ as

addicts call it), and these at times alternate with or are modified, or exag-

gerated by the psychic element.

The patients complain of alternate hot or cold flashes, show vasomotor

instability, may sweat profusely, or show blushing or erythema of the skin,

or pallor and goose flesh. Sometimes the patients appear cyanosed. There

maybe slight rise of temperature for several days.
Then a multitude of other symptoms may appear in any number of ponmibte

nations or degrees of severity.
There is an apparent increase of many of the bodily secretions; lachryma-

tion, with dilated pupils; coryza, with sneezing and increased bronchial

secretion with cough and expectoration, so that the patient complains that
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he has a ☜cold in the head and chest.☝ Theremay be yawning, with sighing

nly increased rate of respiration.

Tee aanae remain unchanged or may show considerable fluctua-

tion, becoming rapid or slow; small, weak, collapsible, thready, irregular or

intermittent. The patient may complain of anginoid pains. The blood pres-

sure in some conformity with the general vasomotor instability may show

fluctuations, and there is often a fall in the systolic and diastolic readings.

There may be a slight leucocytosis. . .

There may be salivation, with nausea, retching and vomiting, which may

become so marked as to be blood-streaked, with terrible binding, colicky

abdominal cramps, and more or less diarrhea. Sometimes the patients may

vomit and have involuntary bowel movement simultaneously. The large

amount of bile vomited in some cases may besignificant. In some cases the

patients put their fingers down their throats to induce vomiting when nause-

ated. Often also they complain of ☜heart burn☝ (pyrosis) with acid eructa-

tion. The abdominal cramps, vomiting, etc., may simulate an acute surgical

ion.

an the anorexia, vomiting, inability to retain food or fluids, etc., there

is a rapid loss of weight which may vary from a few pounds to twenty or

more pounds in a few days. As a result the patients may show rapid emacia-

tion; the change in their appearance may take place so quickly and be so

marked as to make them appear to be entirely different individuals.☝ As

a result of emaciation and dehydration, etc., there may be marked prostra-

tion, some times collapse.

In the genito-urinary system the patients may show a frequency of micturi-

tion, occasional albuminuria, or acetonuria; or increased sexual activity with

numerous seminal emissions.

There are very constant painful, spasmodic muscular aches, and twitch-

ings, which when very marked are called by the patient ☜twisters.☝ There

may be generalized fine tremors, simulating those of an alcoholic. Many

patients complain of joint pains, and pains in the back (which they call

☜kidney trouble☂☂).

In the nervous system the symptoms may be very complex. First, there

is a marked sleep disturance, patients sleep fitfully, at irregular intervals;

often they remain awake all night, sleeping for short periods during the day

time. Occasionally there is insomnia for several days.

There may be headache, disturbance of vision with diplopia, or dimness;

and the senses of hearing, smell, or taste may be either impaired, or rendered

more acute (the keen sense of hearing of some drug addicts is well known).

Occasionally they complain of ringing in the ears.

There appears to be a generalized hyperesthesia to heat, cold, touch and

painful stimuli; and some scarred veterans of the hypodermic, who had

jabbed themselves on innumerable occasions with eye-droppers, safety-pins,

horseshoe nails, and what not, will complain of the prick of a fine hypodermic

needle. As they explain it their ☜nerves are all on the outside.☝ Neuralgic

pains may manifest themselves anywhere in the body, supra-orbital, facial,

dental, intercostal, sciatic, etc. Some patients complain of testicular pain.
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The tendon reflexes are usually increased.

Some patients may laugh or cry alternately, become hysterical, shout

curse, dash their heads or fist against the wall impulsively, or smash any-
thing within reach. Sometimes they have a real or simulated convulsion or

delirium, even a mild transitory psychosis, or mental confusion with impair-
ment of memory. They become slovenly and untidy, expectorate in bed and
on the floors. Some show exhibitionism.

All their psychopathic or psychoneurotic traits become exaggerated and

obvious during the withdrawal period. The emotional tone is one of extreme

dissatisfaction, and the patients become very capricious in their wants, mak-
ing all kinds of requests, and often they become very finicky about their food.

Not every patient suffers all these symptoms. Some go through an abrupt

withdrawal with little or no evidence of distress.

The amount of suffering during the withdrawalperiod is often an individual
idiosyncrasy, but the amount of drug used, length of addiction and physi-

cal and mental condition have some bearing. The emotionally unstable types

tend to exaggerate their symptoms. The greater the amount of drug used,

the longer the period of addiction, also the older the addict, the more marked

is the secondary cachexia apt to be and consequently the withdrawal period

can reasonably be expected to be more stormy, and the recuperation or

convalescence slower. However, this does not always follow, as their state-

ments are often misleading.

In some patients the withdrawal symptoms are mainly of the nervous

type, in others, the symptoms are predominantly gastro-intestinal. Some

addicts maintain they always ☜ break a habit☝ the same way,1. e., they suffer

the same type of withdrawal symptoms at every ☜cure,☝ e. g., such a one

will say he always ☜breaks it in the stomach,☝ i. e., that his symptoms are

mainly gastro-intestinal.

In the majority of cases the withdrawal symptoms are mixed in type;

but as will be described later the type of treatment accentuates certain symp-

toms. Where there are excessive abdominal symptoms, the prostration is

more marked.

The period of greatest suffering is reached at the end of the first 24 hours,

as a rule, then for another 24 hoursthe severity maintains its peak, following

this, the symptoms rapidly subside so that most of suffering is over after

three days, or at the most four, in the majority of cases.

There is a diminished resistance during the withdrawal period, and infec-

tions may appear, e. g., skin abscesses; one patient developed pneumonic

symptoms, another acute otitis media.

Summary.♥Thus we see that every withdrawal is a test of the addict☂s

resistance and endurance. The suffering and release of nervous energy sup-

pressed for a long time, place a severe tax on all the vital organs and the

period of unrest, suffering, and semi-starvation may result in death.

CONVALESCENCE.

After 72 to 96 hours as a rule most of the withdrawal symptoms are over

and a remarkable change occurs in the patients. They appear brighter and
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younger. Their appetite returns in exaggerated form and they develop what

they call the ☜ chuck horrors,☂♥they seem to be unable to get enough to eat

and they crave sweets. As a result they gain in weight rapidly and in a

surprisingly short time look strong and healthy. All the abnormal physi-

cal signs which were incidental to the withdrawal disappear. 7

Many of them become euphoric, laughing and dancing, their mental reac-
tions become clear and alert, and they begin to take a renewed interest in

their personal appearance andlife in general.

At this stage there is no apparent indication for any immediate medical

treatment beyond a sufficient amount of nourishing food, rest, air, etc. The

patients will refuse medication and declare they are through with drugs, and

☜never think about dope.☝

This is just for effect, however, and far from the truth. Nearly all show

certain mental signs which are very significant. Although physically they

soon return to health and strength and are able to do heavy muscular work,

even the more powerful patients will at times complain of ☜weakness.☝ As

we interpret this, there is no physical weakness but a feeling of mental inade-

quacy (Adler☂s inferiority complex?), which they project as ☁☜ weakness,☝

and which is a strong incentive for them to revert to drugs, e. g., taking a
~☜ pick-up.☝

While many of the patients show the euphoria we have mentioned, some,

e. g., the more debilitated and older addicts, do not show this quick reaction,
but may recuperate somewhat more slowly, and in some there may be a
period of restlessness and irritability.

☜ CrAvING ror NARCOTICS.☝

As far as removing or, ☜obliterating the craving for narcotics☝ by imme-

diate medical treatment, we have found this ☜craving☝ to be present after all
treatments. The patients look forward to being discharged, in fact count the
days, and if not discharged when they expect to be, some of them go into a
state resembling frenzy, so great is their apparent eagerness to revert to
drugs. Every imaginable excuse and pretext will be tried in order to be
discharged sooner.

This gives a hint as to the prognosis, especially among the types studied,
and where mass treatment is used.

CoMPARISON OF TREATMENTS.

Reliability of Data and Observations.♥In comparing the results obtained
from different methods of treating the withdrawal period, it is important to
know the criteria employed in estimating the degree of suffering, and how
the symptoms were tabulated and checked.

One of the biggest problems in treating drug addicts is to distinguish
between real and simulated symptoms. To do this the observer must have
a knowledge first of the type of symptoms to be expected and looked for;
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second, a knowledge of the personality of the
of the reactions of drug addicts in general.

Special symptom sheets were drawn up by the physician in charge and asufficient number printed by the Department of Correction for use on thenarcotic ward. Most of the common withdrawal symptoms were tabulated onthese and space arranged so that the patient☂s symptoms might be checked
daily by the physician in charge, from his own observations, and from thereports of the three nursing shifts, and from close questioning of the patients.On each symptom sheet was pasted a photograph of the patient which wastaken in the ward by the physician in charge.

In order that the nurses might not be biased
patient☂s symptoms, symbols were used in naming t
nurses were unaware at the time of the content of
age of information was prevented by the cooperatio
Department of Bellevue Hospital.
The nurses received careful instructions as to the symptoms which were tobe closely looked for, and they cooperated very well, each nursing shift record-

ing their findings in the nursing notes,
In obtaining a standard, all those symptoms which occur during the with-

drawal period, and which could be considered as due to withdrawal were
noted. However, many of these were of minor importance as far as the
comfort of the patient was concerned, and it became evident that the accu-
racy of the observations and the careful grading of therapeutic effects would
be greatly enhanced, if only those symptoms were considered which were
most distressing to the patients.

Certain groups of symptoms were picked out which were most objective,
and least likely to deliberate distortion, or dissembling by the patients, although
it was impossible and inadvisable to entirely rule out subjective symptoms.
With the approval of the committee; these groups were finally cut down

to four which were most comprehensive, and which gave the best index into
the patient☂s actual sufferings. These were: (1) Gastro-intestinal symp-
toms: consisting of nausea, vomiting, abdominal cramps and diarrhea. (2)
Muscular discomfort: consisting of muscular aches and twitchings. (3) Rest-
lessness: both physical and mental, i. ¢., increased psychomotor activity.
(4) Prostration: consisting of subjective and objective weakness.
In the main, these are the symptoms most distressing to the patient, and

of these the one most disturbing to all the patients was the gastro-intestinal

Bach of these symptoms were graded as far as possible on the symptoms
sheet, as illustrated, daily, by the physician in charge, as o♥absent; moder-
ate♥one cross (x); marked♥two crosses (xx); excessive♥three crosses

oe also on the suggestion of Dr. M. S. Gregory, graphic charts were
prepared from these symptom sheets.

patients; and, third, a knowledge

in their reports of the
reatments given and the
these solutions. A leak-
n of the Pharmaceutical

31
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By adding up the total number of crosses, from different patients☂ symp-

tom sheets, on identical days of treatment, it was possible to comparethe
withdrawal symptoms of any group of patients with those of any other group

composed of a similar number of patients who received a different treatment,

Abrupt Withdrawal♥Control Treatment.♥In order to have any compari-
son of the benefits from any of the measures tried out, it was necessary first

of all to have a control standard for comparison, 7. ¢., a standard based on the

behavior of addicts in the withdrawal stage with no treatment except that of
a very general nature, 7. e., given no narcotic drug but given a solution simi-

lar in appearance to that given to patients definitely under treatment and at

similar periods of time. This produced the full psychic effect of treatment,
but except for the psychic element, was a full negative control for a narcotic
treatment.

The patients receiving either control or other abrupt withdrawal treat-

ments were both in complete ignorance of the nature of the treatment em-
ployed, and in fact, thought the same treatment was given each.

To establish the control standards observations on one hundred patients
were carried out, which was considered a sufficient number to give a clear-cut
picture of the symptoms of untreated withdrawal of narcotics.

In general, alternate patients were given control treatments until one
hundred controls were obtained for comparison, 7. e., the control treatments
ran concurrently with the other treatments.

The control treatment for ☜narcosan☝ consisted of injection of an innocu-
ous solution colored (at the suggestion of Dr. Wm. R. Williams, the original
chairman) to resemble the brownish ☜ narcosan.☝ After testing out various
dyes with the assistance of Mr. Stowe, the pharmacist at Bellevue, Bismarck
brown was chosen as best suited to color the control solution. The chemi-
cal name for Bismarck brownis meta-phenylene-diamine-disazobimeta-pheny-
lene-diamine hydrochloride.

The solution labeled X had the following formula:

Saturated solution of Bismarck brown.............. gtt. 2
Glycerine oo... cece cece ce eee e ee eeccccuceuece min. I5
Distilled water ............. cece eee e eee ec cease to one oz.

The saturated solution of Bismarck brown is a 1% solution. In two minims
there is 1/50 of a grain of Bismarck brown. In one minim of the final solu-
tion there is 1/24,000 of a grain of Bismarck brown. The average amount
injected at a dose was 10 minims, or 1/2400 of a grain. The average number
of injections was 15. Thus in one course of injections of the control treat-
ment for ☜narcosan☝ the patient received one 1 /160 of a grain of Bismarck
brown.
The glycerine was added in order to give the injection a similar stinging

sensation to that of ☜ narcosan.☝
The control treatments for the atropine and hyoscine series consisted in

injections of normal saline solution labelled XI at the same time intervals
the other treatments were given to the atropine and hyoscine treatments.
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Abrupt Withdrawal with Substitution Treatments♥ Narcosan☝ Treat-ment.♥The first substance investigated as a therapeutic agent was ☜ Narco-san.☝
☜Narcosan☝ is a patent medicine which comes in the form of a brownishfluid in I c. c. ampoules. According to the article of Lambert and Tilney☜The patent papers show that narcosan is a solution of lipoids, togetherwith non-specific proteins, and water-soluble vitamines.☜The theory on which narcosan was compounded was that of Myer andOverton regarding anesthetics that the narcotizing-substance enters intoa loose physiochemical combination with the vitally important lipoids of thecell.
☜The theory of the action of narcosan in the body is that narcotics suchas morphine, called forth in the body certain protective substances to neu-tralize them. If the narcotics be suddenly withdrawn, and not given, theseneutralizing substances are themselves toxic to the body. The lipoids innarcosan neutralize these toxic substances in place of the narcotic.☜After 72 hours because the withdrawal symptoms are over, these neu-tralizing reactions have ceased, the lipoids are then continued to replace thedepleted lipoids in the body. The non-specific proteins of the narcosan solu-tion are added to stimulate the blood forming tissues,☝
Comment.♥The theories advanced in the above article for the action ofnarcosan have not been confirmed by chemical analyses of the blood ofdrug adicts. No depletion of lipoids has been ascertained, in fact the figuresare practically normal.
Furthermore, in all our work on the control and the abrupt withdrawalwith substitution treatment we have found that after 72 hours of abruptwithdrawal nearly all the withdrawal symptoms and suffering are over, thepatient is on the road to recovery and nearly all need for immediate medicaltreatment is over also.
There appears to be no indication for further medicine either by injectionor by mouth apart from occasional simple palliatives such as a few doses ofthe hypnotics; and no treatment at this time compares in results with thoseobtained by good food, rest, fresh air and sunshine, if possible. In otherwords, the remarkable power of the drug addicts themselves to recuperaterapidly, once they are unpoisoned, accomplishes all the results which havebeen, and still are being claimed for various so-called ☜ specifics☝ or ☜ cures.☝That is, the drug addicts naturally recuperate as any sick person would afteran acute illness or the removal of a drug which interferes with nutrition,and if there has been no deterioration the stability and stamina of the systemremains unimpaired.
Finally, even this recuperation does not necessarily constitute a ☜ cure,☝but only a temporary interruption in the state of addiction, as the majorityrelapse soonerorlater.
Results of ☜ Narcosan Treatment.☂♥In our series, 68 patients received☜narcosan☝ treatment. The patients receiving ☜narcosan☝ and the accom-panying controls were in complete ignorance of the nature of the treatmentemployed, and in fact thought the same treatment was given each,
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Following the suggestion of Dr. Lambert, the patients were given on

admission, two compound cathartic pills, of the following formula:

Calomel ....ecceee eee eeee ee eeeeeees I grain,

Resin Jalap ...+-eeeeee seer eee estes 3/10 grain,

Powdered Gamboge .....+++e++eeees 4 grain,

Ext. Colocynth ......:+seeeeeee eens 14 grain.

[At 5.00 a. m. the following morning they received a dose of 14 ounces of

saturated solution of Epsom salts. This combination was found to give a

generally satisfactory catharsis. It was found that too drastic catharsis in

some cases precipitated marked gastro-intestinal symptoms. A few of the

controls received a calomel series, e. g., calomel grain 4 with sodium bicar-

bonate, grains 5, every 15 minutes for 8 doses, followed by Epsom salts in

the morning, with the result that there was a precipitation in some cases of

vomiting and abdominal.cramps. In a few cases, the c. c. pills were omitted,

it-others,theEpsom salts were omitted, but in general the combination of

c. c. pills and Epsom salts was found to be effective and not too drastic.

In the few cases where withdrawal treatment was begun immediately after

admission, the patients sometimes became almost unmanageable, with a com-

bination of fear, excitement and physical withdrawal symptoms.

It was found that by keeping them comfortable on morphine for a day or

two after admission, without any idea of reduction, eliminated a great deal of

the element of fear, by giving the patient a chance to become accustomed

to his surroundings and to be impressed with the fact that he was to be

treated kindly, and not allowed to suffer unnecessarily, and in this manner

reduced the psychic symptoms as much aspossible.

Comment.♥Although this angle was not mentioned in the article of Lam-

bert and Tilney, the routine procedure incidental to the treatment of drug

addicts at the Workhouse in many cases involved the patients being kept
for several days at the Tombs, or Penitentiary, on a morphine treatment

before they were received at the Workhouse for the ☜narcosan☝ treatment,

with the possibility that some of them had partially reduced habits at the

time they received the ☁☁narcosan☝ treatment. This may account for the

difference in our results to those reported by Lambert and Tilney.

Preliminary.♥Of the 68 patients receiving ☜ narcosan☝ treatment, we found

that 41 patients (60% approximately) were fairly comfortable before with-

drawal on a daily ration of 3 grains of morphine. 17 patients (25% approxi-

mately) required 2 grains; 5 patients (7% approximately) required 14 grains.

4 patients (6% approximately) required 4 grains; 1 patient (2% approxi-

mately) required 1 grain.

Of the 100 controls: 57% were comfortable on 3 grains; 18% were com-

fortable on 2 grains; 13% were comfortable on 4 grains; 8% were comfor-

table on 14 grains; 3% were comfortable on 1 grain; 1% were comfortable

on 5 grains.

Routine♥Usually, early in the morning, the morphine injections were

stopped and ☜narcosan☝ injections substituted. These were given intra-

muscularly, in the muscles of the upper arm, or in the shoulder at the back
of the arm.
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The ☜narcosan☝ injections were given at first, as in the original article
of Lambert and Tilney, every four hours for the first 24 hours, then every

six hours for three days and nights, and then every 12 hours for three days,
and then once a day for about ten days.

In the original article it stated, ☜As the narcosan is given to him he
becomes less nervous and if the patient is excessively nervous an extra dose

of narcosan can be given at the two-hour interval.☝

Again it stated of some patients, ☜these resent bitterly the obliteration of
their narcotic craving by the third or fourth day.☝

Further, ☜ They are tractible, subdued, and quiet, and soon appreciate that
the hypodermics of narcosan relieve their symptoms, and they ask for an
extra hypodermic from time to time.☝

Later, ☜These hypodermics do sting, and give a burning sensation.☝

Results♥Our findings agreed with the last quotation only. The injections

of ☜narcosan ° produced a local burning sensation which practically all the

patients objected to. In somecases a localized swelling of the arm followed

the injection and many of the patients insisted on taking all their injections

in one arm in order that they might be able to lie comfortably on the other.

In general we found that the injections of ☜narcosan☝ relieved none of

the withdrawal symptoms, but on the contrary aggravated many of them
especially the gastro-intestinal group.®

As in all the abrupt withdrawal treatments the patients quickly realized

that the injections did not relieve their symptoms, and as a result most of

them objected to the injections, more especially those of narcosan which

were actually painful. Consequently, as soon as their withdrawal period was

over (usually three to four days), they often refused to take any more

injections, and at times in the case of ☜narcosan☝ of which the article of

Lambert and Tilney specified a certain number of injections which we gave

to our first narcosan cases, the injections frequently had to be given by

force with threats of removal to the workhouse, and somepatients at times

threatened to strike the nurses who gave the injections, or insulted them.

As a result the female nurses on the ward gradually dropped out and their

places taken by male nurses who wereless affected by the disorderly behavior

of the patients.
Neither the number nor the frequency of the injections of narcosan affected

the speed of convalescence compared to controls or hastened the occurrence.

The only difference noticed was that the greater the number and the more

frequent the injections of narcosan, the more painful were the areas injected

and the more disgruntled the patients.
Occasionally at the suggestion of Dr. Lambert extra doses of ☜narco-

san☝ were given at the two-hour intervals, or a double dose given when the

patient was very uncomfortable, without any relief but with the result that

those patients who received a greater number of injections of ☜narcosan ☝

than their fellow patients thought they were being punished orill-treated.

One patient received a double dose of narcosan without relief, instead he

either had or simulated a convulsive seizure for a short time, requiring the

keeper and several patients and nurses to control.
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Consequently as no improvement could be observed in the patients☂ condi-
tion by continuing the injections of ☜ narcosan beyond the withdrawal
period, the numberof injections given to the patients was gradually reduced
in order to relieve their suffering and for the sake of the morale on the
ward.

This was done with the knowledge and approval of the committee.
The average number of injections of ☜narcosan☝ given to the ☜narco-

san☝treated was I5.

The ☜narcosan☝used at first was obtained from the departmentof correc-
tion from their stock in daily use in cases of drug addiction at the work-
house. Later the supply was obtained directly from the manufacturers,
There were nogreat differences in effect between the two lots. Neither
showed anypalliative qualities claimed for ☜ narcosan.☝
General Analysis of Reaction to Narcosan♥Grouping the intensity of

suffering under the different forms of treatment in terms which we believe
are self-explanatory, as severe, moderate, and light, we found the results
of the ☜narcosan☝ treatment to be as follows:
Of the 68 patients who received this treatment: 44 patients, or 65%

approximately, had severe withdrawal symptoms. Included in this group are
those cases whose sufferings were so intense as to threaten collapse, or
death.

Fourteen patients, or 21% approximately, had moderate withdrawal symp-
toms.

Ten patients, or 15% approximately, had light withdrawal symptoms.
Of the 100 controls only 30% had severe withdrawal symptoms, 33% had

moderate, and 37% had light symptoms.
Detailed Analysis of ☜Narcosan☝ Treatment♥The ☜ narcosan☝ and con-

trol cases were watched very closely. The pulse rate was taken every
two hours and charted. However, both the control and the ☜ narcosan ☝☂ cases
showed the same tendency to variability of the pulse as mentioned under
withdrawal symptoms, and also a slight rise of temperature for several
days in many cases. At this point I would like to mention that true totheir general erratic and incomprehensible and even somewhat amusing con-trariness, the patients often refuse to have their temperature taken, and sometouch the bulb of mercury of the thermometer to heated steam pipes.
However, comparing our four major symptom groups we found that thesymptoms occurring in patients receiving ☜narcosan☝ were more severethan in those receiving no ☜narcosan.☝ Injections of ☜ narcosan☝ appearedto precipitate withdrawal symptoms sooner than the control treatment. Thestriking feature of ☜narcosan☝ treated withdrawal was the intensity of thegastro-intestinal symptoms. Vomiting was so marked and excessive thatsome patients thought there was apomorphine in it. The vomitus was oftenblood-streaked. The nausea, retching and vomiting in many cases kept upfor three or four days until the dehydration, emaciation and prostration werestartling. Often vomiting and diarrhea occurred simultaneously. Abdominalcramps were terrific, and the patients complained of the raw, burning sen-
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sations in the abdomen. In addition many complained of ☜ heart-burn☝ (pyro-sis) with acid eructations.

These violent gastro-intestinal symptoms occurred in spite of the fact thatwe gave sodium bicarbonate in the large doses recommended by Lambert andTilney in their article (30 grains every four hours). That the use of thiseswas beneficial we have no doubt, for in ten controls andtwonarcosan☝ cases in whom it was omitted, the gastro-intestinal symptomswere worse thanin the alkalinized patients,
Sixty-two patients, or 90% approximately,

suffered from vomiting which is one of th
withdrawal, compared to 82% of the controls who showed this symptom.46 ☜narcosan☝☂patients, or 70% approximately, of those taking this treatmentsuffered from diarrhea, compared to 41% of the controls.

In the original article it stated, ☜ During the treatment,
very nervous and uncomfortable, hypodermics of one-sixt
strychnine or even one-thirtieth can be given every four h
two hours as the patient☂s need seems to demand.
☜The one drug that seems to relieve their ne

strychnine.☝
Strychnine was given to the patients in 1 /30 grain doses every four hours

with the ☜narcosan☝ at periods of great restlessness, Thirty-four ☜ narco-san☝ treated patients and twenty-six controls received such medication.
We were unable to elicit any benefit therefrom other than an occasionalpsychic one which could also be obtained by a sterile hypodermic.
The restlessness of the ☜narcosan☝ treated patients, the muscular dis-comfort, which includes muscular aches and twitchings, a

were all more marked than in the control treated cases,
Sixty of the ☜narcosan☝patients, or about 90% approximately, suffered

from muscular twitching, compared to 88% of the controls. Six of the ☜nar-
cosan☝ patients, or about 9% approximately, were slightly delirious or irra-
tional during the treatment, compared to 6% of the controls.
As far as symptomatic treatment was concerned, e. g., non-specific treat-

ments such as hypnotics, analgesics,etc., all the results obtained by the use of
such remedies in the control or abrupt withdrawal with substitution treat-
ments were identical and will be described under the heading of non-specific
treatments.
During the ☜narcosan☝ series we tried to limit the number of different

drugs used in order that the issue might not be confused by ☜ shot-gun☝
therapy so that the ☜narcosan☝ might stand orfall on its own merit. ♥_♥♥晳

In Lambert and Tilney☂s article it stated ☜no injections of morphine or \
heroin must be given. If these narcotics are given intense distress, nausea,
and vomiting, headache, and a sense of benumbing collapse is produced. In
fact, the administration of morphine or heroin can produce a serious collapse.
If the patient succeeds in smuggling in narcotics and taking them, these
symptoms soon are evident. -The ☁narcosan☂ treatment is self-protective
against the patient indulging on the sly in narcotics.☝

of the ☜narcosan ☝ treated cases
e most distressing symptoms of

if the patients are
ieth of a grain of

ours, or even every

rvous restlessness jis the

nd the prostration
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As we have mentioned above, at first the ☜ narcosan ☝ treatment was fol-

lowed outin all the details given in the original article. The patients in con-

sequence endured for daysall the agonizing suffering incidental to the ☜ narco-

san☝ treatment, no part of which mitigated these symptoms to any appreci-

able degree. We had been informed by Dr. Lambert of the danger of pre-

cipitating collapse by giving morphine to ☜narcosan☝☂ patients.
Later many patients mentioned that under the ☜narcosan☝ treatment at

the workhouse some of the patients managed to smuggle in narcotics and

used them, as one colored patient humorously, said, without, ☜turning green☝
or ☜dying☝ as the superstition claimed, in fact they declared it did them

good.

For this reason we cautiously gave small injections of morphine (4-4

grain) to ☜narcosan☝ patients at the height of their withdrawal sufferings

with immediate relief.

With the approval of the committee, similar treatment was given to 21

☜narcosan☝ patients all of whom benefited thereby and in no case could any

harmful effects be detected. Four patients were saved from approaching

collapse by this means.

Later nopatient was allowed to suffer excessively under any treatmentif
an occasional dose of morphine or codeine would relieve him, and it was

found that such a ☜pick-up☝ would often break up the continuity of the
withdrawal symptoms and make them less intense.

Most of the figures of non-protein and blood sugar given were those of

patients undergoing either ☜narcosan☝ or control treatment, the blood having

been taken at verious periods of withdrawal or soon after admission.

Johnson☝ also noticed a slight increase of non-protein nitrogen during

withdrawal treatment.

The high blood sugar figures agree with those obtained by Lambert and

Tilney in their series. It must be noted, however, that our figures represent

both control and ☜narcosan☝ treated patients.

In addition urinalysis of control or ☜narcosan☝ cases under treatment

showed the following: Acetone, 13 cases; albumen, 10 cases; casts, I case;

white blood cells, 1 case.

Most of these, especially those showing acetone were in the ☜narcosan☝

treated patients, which also agrees with Lambert and Tilney. One ☜narco-

san☝ patient developed marked albuminuria with granular casts and an acute

purulent otitis media during treatment. The kidney signs all disappeared
before the patients were discharged. The acetone was usually incidental to
excessive vomiting with resulting semi-starvation.
We found sweating to be a universal accompaniment of all withdrawal

treatments, and as the ☜narcosan☝ and manyof the control treatments were
carried out in the hot summer, and early fall, many of the patients perspired
very freely.

As Lambert and Tilney pointed out occasionally patients complained of
impairment of vision. Five ☜narcosan☝ patients, or 8% approximately, men-
tioned this symptom compared to 5% of the controls.
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The average leucocyte count of patients undergoing ☜narcosan☝ or con-
as 8355.neSate his ee patients recuperated more quickly than those who

received ☜ narcosan,☝ as they were not so devastated by the gastro-intestinal

suffering incidental to ☜narcosan ☝ treatment.

The description of convalescence applies in general to both control and

☜narcosan☝ patients. The comment on ☜ craving for narcotics☝ also applies

to both control and ☜narcosan☝ patients. . ,

Summary.♥Thus we have seen: (1) That the ☜narcosan treatment is
not a ☜specific☝ for drug addiction. (2) ☜ Narcosan ☝ does not alleviate any

of the withdrawal symptoms, on the contrary, all, and especially those of the

gastro-intestinal group, were more severe than those of the control patients,

The combination of abrupt withdrawal and exaggerated gastro-intestinal

symptoms incidental to ☜narcosan☝ treatment involves danger to life in

patients who are aged, decrepit or suffering from serious organic disease

such as pulmonarytuberculosis, cardio-vascular-renal disease, or gastric or
duodenal ulcer, etc. (3) There is no ☜obliteration of the craving for nar-

cotics☝ by ☜narcosan☝treatment. (4) Finally, ☜narcosan☝ treatmentis not

☜ self-protective against the patient indulging on the sly in narcotics.☝

Aprupt WITHDRAWAL WITH SUBSTITUTION TREATMENTS.

Belladonna Group. Atropine Treatment. Preliminary.♥Many historic and
so-called ☜specific☝ treatments for narcotic drug addiction include the use of

one or another of the Belladonna group of drugs as the basis of the treat-

ment and the principal therapeutic agent. Among these treatments are those
of Lott, Petty,☜ Albright,☜* Lambert,☝ and Sceleth.☝

These are all atropine or hyoscine treatments given in a more or less com-

plicated manner, with other accessory drugs and with various modifications

such as reduction, catharsis, stimulation, etc., and all put forward as ☜ cures☝

or ☜specifics.☝ Atropine has always been generally accepted as being an
antidote to morphine.

For this reason it was decided to try out the active principles of Bella-

donna in the form of the alkaloidal salts, Atropine sulphate or Hyoscine

hydrobromide, in sufficient doses to obtain the full physiological and pharma-

cological effects in order to observe any reputed value in the treatment of

drug addiction. Atropine was the drug first used on a series of 25 patients.

Of the 25 in the Atropine group: 13, or 52%, were comfortable before with-

drawal treatment on a daily ration of 3 grains of morphine; 8, or 32%, were

comfortable on 4 grains; 4, or 16%, were comfortable on 2 grains.
The preliminary catharsis and accessory treatments were the same as

described under control and ☜narcosan☝ treatment, and the morphine ration
discontinued abruptly as described under ☜ narcosan☝ treatment, and Atro-
pine injections substituted and given at definite time intervals.
A solution of Atropine sulphate was prepared by the pharmaceutical

department of Bellevue Hospital after the following formula:

Atropine sulphate ................ grain 1/200
Normal saline ...............-... to minims, 10
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The solution was labelled X-2 in order that the nurses might not be aware

of its actual content, although they were informed of the effects of Belladonna
poisoning and instructed to look for these signs.

The injections were given as follows: After the morphine ration was

discontinued, Atropine sulphate was injected subcutaneously, the first injec-

tion being 1/100 of a grain. This was followed by three doses of 1/200 of

a grain every two hours for three doses and then 1/200 of a grain every

four hours until all withdrawal symptoms, or signs of over-dosage occurred.

The average number of injections given to each of the Atropine patients

was 21, 1, e., about 11/100 of Atropine sulphate to each patient given over

a 48-72 hour period in most cases.

General Results♥Of the 25 patients who received the Atropine treat-

ment, ten or 40% had severe withdrawal symptoms compared to 30% of

the controls. Ten patients or 40% had moderate withdrawal symptoms com-

pared to 33% of the controls.

Five patients or 20% had light withdrawal symptomsced to 37%

of the controls.

In brief, Atropine gave no indications of being a specific as far as allevi-

ating any of the sufferings which follow the abrupt withdrawal of morphine

in cases of drug addiction.

Detailed Results♥Taking our four major symptoms groupsas a basis, the

gastro-intestinal symptoms of the patients receiving the Atropine treatment

wereslightly less as the diarrhea was diminished, but the vomiting which is

the most distressing individual symptom, was equally as marked as inthe

controls,

Twenty-two of the Atropine patients or 88% suffered from vomiting com-

pared to 82% of the controls; four Atropine patients or 16% showed diarrhea

compared to 41% of the controls.

The muscular discomfort consisting of aches and twitchings were not re-

lieved by the use of Atropine, as the control group was no worse in this

respect than those receiving Atropine, in fact this symptom appeared to be

of longer duration in the Atropine group.

Twenty-four of the Atropine patients, or 96%, showed muscular twitching

compared to 88% of the controls.

The restlessness was more marked in those receiving Atropine, in a few

cases amounting to a delirium; and prostration was equal in intensity to the

controls and somewhat more prolonged. Also the loss of weight of the Atro-

pine patients was equal to that of the control cases.

Thus as far as our four major symptom groups were concerned, doses of

Atropine in sufficient amount to produce full pharmacological results failed

to alleviate the symptoms of morphine withdrawal.

Furthermore, these doses were sufficient to produce added symptoms which

were incidental to Belladonna intoxication as follows:

Nearly all the patients receiving Atropine complained of dryness of the

mouth, and a few showeddifficulty of swallowing.
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Nine patients or 36% complained of impairment of vision, compared to 5%

of the controls, and nearly all had dilated pupils, which occurs in morphine

withdrawal as a rule, regardless of the use of Atropine.

The amount of Atropine given was sufficient to induce in three of the

Atropine patients or 12%, a slight delirium compared to 67% of thecontrols,

In addition there was a slight diminution of the amount of perspiration in

the Atropine patients.

Convalescence-♥The use of Atropine in the doses mentioned appeared to

prolong the withdrawal period slightly, but, in general, convalescence oc-

curred quite as satisfactorily as in the controls.

Summary♥(1) Atropine showed no indications of specificity in respect

to alleviating the withdrawal symptoms of morphine addiction. (2) The

withdrawal symptoms of drug addicts who receive Atropine in full doses were

equally as severe as in control patients undergoing abrupt withdrawal. (3)

In addition to suffering the same withdrawal symptoms as control patients,

those who received the Atropine treatment also suffered from additional

symptoms which wereincidental to Belladonna intoxication. (4) There was

no evidence of the ☜ obliteration of the craving for narcotics☝ by the use of

full doses of Atropine.

Belladonna Group. Hyoscine Treatment. Preliminary♥Atropine having

failed to show any value in the treatment of morphine withdrawal, it was

decided to make a study of the effects of Hyoscine in small doses, given

hypodermically, at definite intervals following the abrupt withdrawal of

morphine.

Hyoscine is a potent drug to which idiosyncrasy is common and poisonous

symptoms are known to occur after small doses of the purest samples, and

there is a strong tendency to delirium under Hyoscine treatment. Many

institutions use Hyoscine as a means of withdrawing narcotics. Whereas in

these institutions Hyoscine is given in fairly large doses in order to throw

the patient quickly into a state of delirium which is maintained for about

72 hours, it was the object of the committee to give the drug in small doses

with the idea of avoiding, if possible, a state of delirium.

In order to get the most accurate results, freshly prepared solutions of pure

levo-rotary Hyoscine hydrobromide were used. The drug was obtained from

Merck.

Twenty-five patients received the Hyoscine treatment. Of these, 24 patients

or 96% were comfortable before withdrawal treatment on a daily ration of

3 grains of morphine. One patient, or 4%, were comfortable on 4 grains.

The preliminary catharsis and most of the accessory treatment were the

same as described under the control and ☜narcosan☝ treatment with the

difference that magnesium oxide gr. XV wasgiven every four hours instead

of sodium bicarbonate gr. XXX, with the result that the gastro-intestinal

symptoms were slightly more marked than in the control.

A. solution of Hyoscine hydrobromide was prepared by Dr. Neuwirth

after the following formula:

Hyoscine hydrobromide ........... grs. 1/400

Normal saline ................000. to minims 10
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The solution was labelled X-3 in order that the nurses might not be aware

of its actual content, although they were instructed to look for signs of

delirium, when treatment was to be discontinued.

The Hyoscine was given as follows:
After the morphine ration was abruptly discontinued, the Hyoscine hydro-

bromide was injected subcutaneously in 1/400 grain doses every four hours
for four doses, then every six hours until withdrawal symptoms were over,

or sooner if signs of delirium appeared.

The average number of injections per patient was ten, 1. e., about 1/40
grain of Hyoscine hydrobromide was given to each, this amount being given
over a period of 48 hours in most cases.

General Results♥Of the 25 patients who received the Hyoscine treat-

ment, 5 or 20% had severe withdrawal symptoms compared to 30% of the
controls; 13 or 52% had moderate withdrawal symptoms compared to 33%

of the controls, and 7 or 28% had light withdrawal symptoms comparedto
37% of the controls.

In brief, Hyoscine in the doses given failed to show any tendency towards

relieving the symptoms incidental upon abrupt withdrawal of narcotics, or
any advantage over control treatment.

Detailed Results♥Comparing the four major withdrawal symptom groups

with the controls we found, if anything, that the gastro-intestinal symptoms

were slightly worse in the Hyoscine patients than in the controls, with a

possibility that the substitution of magnesium oxide in place of the sodium
bicarbonate was partly responsible.

Twenty of the Hyoscine patients or 80% suffered from vomiting compared

to 82% of the controls; 9 Hyoscine patients or 36%, showed diarrhea, as

compared to 41% of the controls, showing that Hyoscine diminished the
tendency to diarrhea slightly.

The muscular discomfort was practically equal in degree to that of the

control patients. 24 Hyoscine patients or 96% (which is the same per cent

as in the Atropine Series) showed muscular twitching compared to 88%
of the controls.

Restlessness was more marked among the Hyoscine patients, and a con-
siderable number of the Hyoscine patients became irrational and delirious.

Prostration was considerably worse in the Hyoscine group and the tendency
of Hyoscine treatment to leave drug addicts in a weakened physical condi-
tion is well known.
Loss of weight of the Hyoscine patients was equal to that of the controls.
Thus as far as our four major symptom groups were concerned, doses of

Hyoscine which in some cases was sufficient to induce delirium failed to
mitigate any of the withdrawal symptoms to an appreciable degree.

Furthermore, other symptoms incidental to Hyoscine intoxication were
present as follows:

Fifteen patients, or 60%, showed a slight delirium, compared to 6% of
the controls, and here it was noted that some patients becamedelirious after
a very few injections of Hyoscine; 13, Or 52%, showed impairment of vision,
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compared to 5% of the controls; 13, or 52%, complained of dry mouth; 10, or
40%, suffered from visual hallucinations or illusions.

The minor symptom of sweating wasslightly diminished in the Hyoscine
patients.

Convalescence-♥Considering the small doses given, the Hyoscine patients
recuperated quite as readily as the controls.

Summary.♥(1) No amelioration of symptoms was obtained by the use

of Hyoscine in the withdrawal of morphine and heroin. On the contrary,

there was a definitely increased tendency to prostration and restlessness, and

in addition the patients☂ discomfort was aggravated by other symptomsinci-

dental to Hyoscine intoxication, the chief one being an hallucinatory delirium.

(2) We have found no evidence of specificity in the drugs of the Belladonna

group in the withdrawal treatment of drug addiction. (3) There appeared

to be a definite tendency to delirium on the part of drug addicts treated by

Atropine or Hyoscine, this result often following rather small doses of
Hyoscine.

General Summary of All the Abrupt Withdrawal Treatments♥(1) In

all of them the patients undergo the full intensity of all the withdrawal symp-

toms. None of these treatments mitigates to any degree any of these symp-

toms. There is always danger of collapse and death under these forms of

treatment. (2) In all of these treatments the gastro-intestinal group of symp-

toms is the most marked and mostdistressing to the patients. (3) ☜ Narco-

san☝ treatment aggravates the gastro-intestinal symptoms. (4) Atropine

increases the restlessness and produces additional symptoms of Atropine

intoxication. (5) Hyoscine increases the prostration and tends to induce an

hallucinatory delirious state. (6) None of these treatments is a specific

for drug addiction; the term ☜cure☝is a fallacy, at least.

PsycHoLOGICAL Reactions To ABRUPT WITHDRAWAL TREATMENTS.

There are good and bad features about abrupt withdrawal treatments, and

the patients☂ responses are considerably different to those of reduction treat-

ments, as will be described after the section on reduction treatments.

In view of the mental make-up of drug addicts in general, the psychology

of treatment is very important and must be altered to suit the individual case,

if possible.

Under abrupt withdrawal treatments, as carried out in our study, with

the first withdrawal symptoms, the patients often begin to show regret for

coming in, ask for a ☜shot,☝ or a ☜pick-up,☝ and beg or demand to be dis-

charged. They become pessimistic, discouraged, lose their judgment of values

and act in a petulant, childish manner.

They becomeirritable, restless or surly, insult the nurses, curse all those

caring for them, and accuse them of being cruel.

They quickly realize that the injections do not contain morphine and do not

relieve their symptoms, and in fact blame them for their withdrawal symp-

toms, e. g., when they vomit they insist there must be apomorphine in the

treatment.
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For this reason they take their treatment under protest, try to avoid some

injections by saying they had already received them, and sometimes refuse

to take them and begto be taken ☜off-shots ☝ as quickly as possible.

Often they have to be forced to take their treatment, and sometimes only

do so under threat of transfer to the workhouse.

However, as the result of the abrupt withdrawal the patients are, as a rule,

prostrated by their symptoms, incapable of much active opposition, and their

surliness and suffering only last a short time.

On this account the handling of drug addicts is much simplified under

abrupt withdrawal as the period of suffering and necessary medical and

nursing treatment is much shorter; in fact, the patients ask frequently ☜as a

favor☝ to be taken off treatment as soon as possible.

In order to do this they sometimes try to minimize their suffering, saying

they feel well, in order to get off the ☜treatment☝ as quickly as possible as

they think they will suffer less if they receive a fewer number of injections.

This, of course, is where there is no alternative to taking the treatment

than transfer to the workhouse, and. where no morphineis given.

If they know that no morphine will be given to them they quickly adjust to

this idea, and realizing the futility will soon cease to ask for any; but if

☁pick-ups ☝ are given them they will constantly ask for them (this under any

form of treatment), and they will exaggerate their symptoms in order to

obtain morphine.

However, where the treatment is strict withdrawal with no ☜ pick-ups☝

there is an incentive to a quick recovery physically and mentally in order to

get through with the treatment which is so distasteful to them.

The reaction after an abrupt withdrawal usually comes rapidly and is often

very satisfactory. The patients are so intensely relieved that their agony of

several days☂ duration is over, that they frequently react by a noticeable

euphoria and feeling of well being.
They also realize that they are not getting opiates and that for the time

being at least they are able to exist comfortably without narcotics, that is

they are free of the periodical illness which necessitated their usual opium

dosage.
Under the proper conditions this euphoric reaction might be used to good

advantage as far as rehabilitating the addict and keeping him off drugs, but,

as we shall describe later in the section on Rehabilitation, mass treatment is

not conducive to reform even in well-disposed and fairly normal drug addicts,

as the majority of the patients continue both secretly and openly to talk about

drugs, and most of the patients soon look forward to discharge and a return

to the Poppy.

REDUCTION TREATMENTS.

Seven Day Reduction♥As no relief of the abstinence symptoms was

observed in any of the abrupt withdrawal treatments, it was decided to make

a study of the well-known methods of reduction.

It was also decided to compare the difference between a shorter and a

longer or more gradual period of reduction.

32
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Accordingly one series of 25 patients received a seven day reduction treat-

ment, and another series of 25 patients received a 14 day treatment. In gen-

eral, alternate patients received the 7 or 14 day treatment.

These patients were kept comfortable on daily rations of morphine given

at four hour intervals, for several days before the reduction was commenced,

in order that their morphine balance might be ascertained,7. e., that amount

necessary to control all withdrawal symptoms so that the withdrawal might

be started at a point where the patient was comfortable.

/Magendie☂s solution of which 7 minims is equivalent to 4 of a grain

_☜ of morphine sulphate, was the form in which the narcotic was administered.

> All hypodermics were made up to minims XXX with normal saline so that

\te patient might not be aware of the rate of reduction.

/ ☜In the seven day reduction treatment, one-seventh of the amount of mor-

_☜ phine necessary to keep the patient comfortable was withdrawn each day.

NN Injections were given every four hours.

> Thus in seven days all morphine was withdrawn and the patient kept on

hypodermics of normalsaline every four hours until all withdrawal symptoms

were over.

Of the 25 patients who received the seven day reduction treatment: 18 or

~ 72% were comfortable before the reduction started, on a daily ration of 3

grains of morphine; 6 or 24% were comfortable on 4 grains; I or 4% was

comfortable on 6 grains.

The catharsis consisted of one ounce of castor oil given on admission, with

occasional doses of an ounce or an ounce and a half of saturated solution of

Epsom salts during the course of the treatment when necessary. The acces-

sory treatments were the same as in the control cases.

General Results♥-Of the 25 patients who received the seven day reduc-

tion treatment, only 2 patients or 8% had severe withdrawal symptoms com-

pared to 30% of the controls; 7 patients or 25% had moderate withdrawal

symptoms compared to 33% of the controls; and 16 patients or 64% had

light withdrawal symptoms compared to 37% of the controls.

Thus for the first time we noted a definite tendency to amelioration of

the suffering incidental upon morphine withdrawal as treated by reduction

compared to control treatment of abrupt withdrawal; with a lessening of the

danger of collapse, which is always possible in abrupt withdrawal.

Detailed Results♥Taking our four major symptom groupsas a basis, the

gastro-intestinal symptomsof the patients who received the seven day reduc-

tion were only about one-half as severe on complete withdrawal as in the

control cases where an abrupt withdrawal was the treatment.

Only 17 patients or 68% of those receiving the seven day reduction treat-

ment suffered from vomiting compared to 82% of the controls.

Six patients or 24% suffered from diarrhea compared to 41% of the con-

trols. Diarrhea was solittle in evidence that, in fact, some patients required

cathartics.

The muscular discomfort consisting of aches and twitchings was less than

that of control patients. 16 of the reduction patients or 64% complained of

this symptom compared to 88% of the controls.
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The restlessness was somewhat prolonged in the reduction series, but did
not reach the sameintensity as that of the controls, and here it may be noted
that there were mild withdrawal symptomspresent all during the course of
the reduction with an accentuation as soon as complete withdrawal was
affected. During every withdrawal whether abrupt or gradual the patients
are often irritable and in a reduction treatment this period of irritability may
be prolonged for as long as the reduction continues,

The prostration of the patients undergoing reduction treatment was con-

siderably less than that of control patients undergoing abrupt withdrawal.

Thus in every one of the four symptom groups the reduction patients suf-
fered less than the controls.

None of the reduction patients complained of impairment of vision or
showed delirium.

Convalescence.♥All through the course of the reduction treatment, the
majority of the patients were able to retain nourishment, and while their

appetites were not marked, managed to eat a sufficient quantity to maintain

their weight and support their strength.

In addition when complete withdrawal was effected there was not the same

intensity of suffering or the same degree of starvation incidental to the

marked gastro-intestinal symptoms of the abrupt withdrawal treatments.

In consequence they did not lose as much weight as the controls, most of the

reduction patients only varying a few pounds in weight compared to the

considerable loss of weight shown by the patients undergoing abrupt with-

drawal.

As a result, when free from all withdrawal symptoms, the reduction patients

were not so debilitated and recuperated quickly physically. However, as they

were not suffering from the same degree of starvation as the controls, there

was not the same noticeable ravenous appetite or ☜chuck horrors☝as after

the abrupt withdrawal treatments; their appetites remained more normal and

they gained in weight steadily.

Summary.♥(1) Very few of the patients had severe withdrawal symp-

toms in the seven day reduction treatment. (2) The seven day reduction

treatment lessened the severity of all the withdrawal symptoms compared to

the controls and other abrupt withdrawal treatments. (3) The gastro-

intestinal group of symptoms whichis the one most distressing to the patients

was only half as severe in the seven day reduction as in the control cases.

(4) There is less of a tax on the physical resources of the patients under-

going a reduction treatment than in the control or abrupt withdrawal treat-

ments, there is less danger of collapse, and they are less debilitated after

complete withdrawal is effected than the patients undergoing abrupt with-

drawal treatments. (5) Convalescence takes place as readily and even more

so in the reduction cases as in the controls.

Fourteen Day ReductionRunning concurrently with the seven day reduc-

tion, a series of 25 patients were given a 14 day withdrawal treatment.

Preliminary treatment and general management was the same as de-

scribed for the seven day reduction with the exception that in the 14 day

reduction 1/14 of the patient☂s balance ration of morphine was withdrawn
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daily until complete withdrawal with the substitution of saline hypodermics

was effected, and these saline hypodermics continued until all withdrawal
symptoms were over.

Of the 25 patients who received the 14 day reduction treatment: 15 pa-

tients or 60% were comfortable before reduction on 6 grains of morphine

daily; 2 patients or 8% were comfortable on 4 grains.

General Results♥Of the 14 day reduction group only one or 4% had

severe withdrawal symptoms compared to 30% of the controls; only three

or 12% had moderate withdrawal symptoms compared to 33% of the con-

trols; and 21 or 84% had light withdrawal periods, compared to 37% of the
controls.

Wefound that in general the 14 day reduction group had the easiest with-

drawal, much lighter than the controls, and lighter even than the seven day

reduction, in fact there were only one-half as many severe and moderate

withdrawals in the 14 day group as there were in the seven day group.

Thus it appeared that the longer the reduction,7. ¢., the more gradually the
morphine was withdrawn, the less the patients suffered from withdrawal

symptoms, and the less the danger of collapse, which is always possible under
abrupt withdrawal.

Detailed Results♥Taking the same four major symptom groups we have

by now so frequently used as a basis, we found that the gastro-intestinal

symptoms (always remembering that this is the group most distressing to

the patients and most likely to precipitate collapse) were reduced so notice-

ably by the 14 day withdrawal treatment as to become almost negligible, as
compared with the abrupt withdrawal treatment and only half as severe as in

the seven day reduction treatments.

Only 10 patients or 40% suffered from moderate vomiting as compared to

82% of the controls wherein it was more marked, and 68% of the seven day

reduction series where it was less marked.

Only 4 patients or 16%of the 14 day series suffered from mild diarrhea

compared to 41% of the controls where it was more marked, and 24% of

the seven day group.

As we mentioned under the seven day reduction series the diarrhea was

so far diminished in the 14 day group, that in fact some patients complained

of constipation and asked for cathartics.
The muscular discomfort was less in the 14 day series than in the con-

trols and also less than in the seven day group.

Sixteen patients or 64% of the 14 day group (which was the same num-

ber as in the seven day series) complained of muscular twitching com-

pared to 88% of the controls.

The restlessness was less than the controls and the tendency to prolonga-

tion was not so noticeable as in the seven day series as the longer and more

gradual withdrawal eased their symptoms in general so that the restlessness

and irritability was less than in the seven day group. Of course, in the

abrupt withdrawal treatment,the irritability reached disagreeable proportions

during the few days of intense suffering, but only lasted for a short period.
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Thus in every one of the four major symptoms groups, the 14 day reduc-

tion was a great improvement on the control treatment and better even than

the seven day reduction.

None of the 14 day group showed any delirium or impairmentof vision,

Convalescence-♥The statement on convalescence applies in every detail

to the 14 day reduction group as to the seven day group.

Summary.♥tIn general, the summary given for the seven day reduction

series applies also to the 14 day reduction treatment. Furthermore, in every

respect the 14 day reduction was better than the seven day reduction as far

as alleviating the withdrawal symptoms and the most distressing gastro-

intestinal symptoms were very definitely diminished in the 14 day group.

Rapid Reduction with Codeine Treatment.♥After the 7 and 14 day gradual

reduction treatments, it was decided to study the effect of a more rapid type

of morphine withdrawal, with the added support of codeine, the use of which

was suggested by Dr. Lambert, and which was found by frequent trial to be

one of the very few drugs whichrelieved the patients at times of severe with-

drawal suffering. It was found that doses less than 3 grains were not suf-

ficiently potent where the patient was suffering severely, but when the with-
drawal symptoms were mild or abating smaller doses of codeine, e. g., 1 or

2 grains were effective also.

The codeine was used in the form of codeine phosphate which was given

hypodermically in a solution having the following formula:

Codeine phosphate .............--. 2 grains

Distilled water .............2ee eee to minims 10

The preliminary treatment and general management was the same as de-

scribed for seven day reduction with the exception that in the Rapid Reduction

with Codeine treatment the patients☂ balance ration of morphine was reduced

one-half daily so that in four days time all morphine was completely with-

drawn.

Codeine was given in 5 grain doses every eight hours alternating with the

morphine injections which were also given every eight hours at alternate

four hour periods. Thus a morphine injection alternated every four hours

with an injection of codeine. While the morphine dosage was being reduced

one-half daily, the injections of codeine were maintained at a 5 grain dose

level until all morphine was withdrawn and on the fifth day the codeine was

then given every four hours in 5 grain doses. On the sixth day the codeine

was given every four hours in 3 grain doses. On the seventh day of treat-

ment the codeine was given in 1 grain doses every four hours, and on the

eighth day saline minims XXX was given every four hours and continued

until all withdrawal symptoms wereover.
As in the 7 and 14 dayseries all the hypodermics were made up to minims

XXX, with normalsaline.

Of the 25 patients who received the Rapid Reduction with Codeine treat-
ment: 22 patients or 88% were comfortable before reduction on a daily
dosage of 3 grains of morphine; 3 patients or 12% were comfortable on a
daily dosage of 4 grains.
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General ResultsOf the 25 patients receiving the Rapid Reduction with

Codeine treatment, two patients or 8% had severe withdrawal symptoms,

compared to 30% of the controls; 6 patients or 24% had moderate withdrawal |

symptoms, compared to 33% of the controls, and 17 patients or 68% had

light withdrawal symptoms, compared to 377 of the controls.
Thus we found that in general the Rapid Reduction with Codeine treat-

ment ameliorated the withdrawal symptoms more than the control and seven
day reduction treatments, but not quite as well as the 14 day treatment.

Detailed Results♥Taking the four major symptom groups again as a

basis we found that the gastro-intestinal symptoms in the Rapid Reduction

with Codeine treatment were much lighter than in the control treatment,

a little better than the seven day reduction treatment, but not quite as satis-

factory as in the 14 day reduction treatment.

Sixteen patients or 64% suffered from moderate vomiting, compared to

82% of the controls; 2 patients or 8% evidenced a slight diarrhea, com-

pared to 41% of the controls who showed this symptom.

The comment on diarrhea in the 7 and 14 day reduction treatment applies

equally to the Rapid Reduction with Codeine treatment.

The muscular discomfort, restlessness, and prostration were less than in

the control cases, with the same general comment as given under the 7 and

14 day reductions.

Sixteen patients or 64% complained of muscular twitching, compared to

88% of the controls.

Thus in every one of the four major symptom groups the Rapid Reduction

with Codeine treatment was a great improvement over the control method

of abrupt withdrawal.

None of the patients in the Rapid Reduction with Codeine treatment

x showed any delirium or impairment of vision, but a few complained of head-

♥ ache, itching of the skinor mild urticaria, as a result of the codeine injec-

eewhichagreeswith Dr. Lambert☂s reported findings of a similar nature *
f that, ☜ Some patients cannot tolerate codeine and break out into an urticarial

rash or a fine red punctate rash or swelling and burning of the skin.☝

Convalescence-♥The statement on convalescence under 7 and 14 day re-

. duction treatments applies in every way to the Rapid Reduction with Codeine

treatment.

Summary.♥In general the summary given for the seven day reduction

series also applies to the Rapid Reduction with Codeine treatment.

The Rapid Reduction with Codeine treatment was better than the seven

day reduction treatment but not quite as satisfactory as the 14 day reduction

treatment, when the number of severe withdrawals, and relative intensity of

the gastro-intestinal symptoms are compared.

The main withdrawal symptoms in the Rapid Reduction with Codeine

treatment occurred whenall the codeine was withdrawn.

Somepatients showed a mild idosyncrasy or slight anaphylactic reaction to
injections of codeine.
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General Summary of the Reduction Treatments.♥(1) Whereas in all

the abrupt withdrawal treatments the patients undergo the full intensity
of all the withdrawal symptoms, which suffering involves a danger of col-

lapse and imposes a severe strain on the physical resources of the addicts, we
found that every reduction treatment studied diminished the degree of the

suffering and decreased the strain upon the patients. (2) The severe and
distressing gastro-intestinal symptoms observed during the abrupt withdrawal

treatments were lessened considerably in the seven day reduction and the
rapid reduction with codeine treatment; in the 14 day reduction very few of
the patients showed this symptom to any degree. (3) The number of severe

withdrawal reactions was noticeably decreased in the reduction treatments

being least in the 14 day reduction treatment. (4) The reduction method
of withdrawing the narcotics was found to be the simplest and most satis-
factory means of unpoisoning the patients.

Psychological Reactions to Reduction Treatments♥TIn a reduction treat-

ment the period of suffering and medical care is prolonged for a greater

or lesser period, and the handling of these cases is sometimes made more

troublesome to all concerned, as their disagreeable conduct during the period

of withdrawal is prolonged. If not surly, as long as they are getting enough

morphine to control their symptoms they may be unusually boisterous.

The patients realize they are getting narcotics which relieve them, and as a

result instead of wanting to be taken off treatment (☜ off-shots☝) as quickly

as possible, which is the case in the abrupt withdrawal treatments, many of

them ask for more injections. Some try to obtain additional hypodermics by

saying they ☜missed their last shot.☝ Others ask to be kept ☜on shots☝

longer, some in fact asking to be kept on as long as they were detained on the

ward, with the intentions presumably, of continuing their own ☜ shots☝ after
discharge.

Each injection subconsciously impresses on their minds that they need the
narcotic to control their symptoms.

It is interesting to note that many of the patients do not complain that they

are suffering from withdrawal symptoms, instead they declare that they

☜don☂t feel the shots,☝ showing that they are still looking for the thrill of

their narcotics, and giving an inkling as to how seriously they want to get
off their drugs.

Whenthey reach the end of the reduction, with complete withdrawal, there

is not the same reaction of euphoria as after abrupt withdrawal, for several

reasons. First, they are never really sure that they are off their narcotics,
and are always suspicious that they are getting less than they should any-
way, and in fact, they are always in a paranoid, suspicious state thinking they
are not getting a square deal. They believe they are being fooled bysterile
hypodermics and resent this idea because they often think that they can
detect when no more narcotics are being given to them, although actually
often they do not. When they are still getting opiates they sometimes believe
they are getting sterile water (they call it ☜aqua,☝ or ☜ Swanee River,☝ or
☜onion juice☝) and vice versa they often think they are getting morphine
whenplain saline is given to them.
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In addition, there is no feeling that they are receiving a mysterious, well-

advertised treatment, which has been claimed will ☜cure☝ them or ☜obliterate
the craving for narcotics.☝

They realize that they are receiving a type of treatment which they believe

they could carry out themselves, much better than the way it is given in a

hospital, and, in fact, they often do try to reduce themselves at home.

There is no feeling of sudden relief from intense suffering as in the

abrupt withdrawal treatment, on the contrary, they feel that an injustice

is being done to them when they are taken ☜off shots☝ as opposed to the

feeling of relief and gratitude when taken off abrupt withdrawal treatment.

They resent being taken off treatment and psychologically this suspicious

resentful frame of mind and the suggestion which is impressed on them by

each injection that the narcotics are essential to relieve their symptoms, is

not one conducive to the patients abstaining from narcotics when discharged.

Consequently instead of a euphoria there is instead very often an irritable,

dissatisfied mental state after the reduction, with feelings of inadequacy and

desire for narcotics (which, however, webelieve is present regardless of the

treatment but which is more openly expressed after a reduction). As we

have mentioned during abrupt withdrawal, irritability is present also, to a

greater degree of intensity, but for a relatively shorter period of time.

To show how the pyschic factor alters the reaction to treatment we ob-

served that several of the patients receiving a 14 day reduction treatment were

under the impression that it was a seven day treatment, and after seven days

thinking they were receiving sterile hypos they began to show considerable

restlessness and one patient even simulated a convulsive seizure and behaved

in a very ugly and irritable manner. When told they werestill receiving mor-

phine all these symptoms disappeared.
In reduction treatments the patients often tend to prolong or exaggerate

their symptoms in order to get more injections, 7. e., there is no incentive to

a quick recovery.
Wehave found it inadvisable to give saline hypodermics for more than a

few days after all withdrawal symptoms were over, as the patients often

vainly hope there is some morphine in the solution; they plead for more and

are dissatisfied because they get no ☜kick☝ out of it. There is some psychic

value in telling the patient that he is ☜off shots☝ as soon as possible, in

order to encourage him to make an effort to get along without them.

Thatit is a mistake to keep patients who are off treatment in the same ward

with others who arestill receiving injections was frequently confirmed by

the look of envy some of the patients who were ☜off shots☝ showed when

these other patients received their hypodermics.

Summary♥Treatment may be judged along two lines♥one, that of con-

trolling the sufferings which follow the withdrawal of narcotics, and inci-

dentally of avoiding exhaustion, collapse, or death; and secondly, that of

leaving a good psychological impression on the patient☂s mind in order to

help him abstain from drugs.

From our observations the reduction treatments are much superior when

judged along the first line; abrupt withdrawal treatments appear to leave
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the patient in a better frame of mind, but we believe that consideration for
the patient☂s comfort and life to be the more important of the two.

Non-Specific Treatments♥We shall now describe the results obtained by

certain symptomatic treatments which were tried out from time to timein all

the withdrawal methods, usually in conjunction with these treatments, but in

several instances they were used on a small number of patients as a definite
separate experimental series.

In treating morphinism the first and natural tendency is to try to obtain a

drug which will replace opium, give a satisfactory sedative effect, and be
non-habit-forming.

One naturally, therefore, turns to the group of hypnotics and nervous de-

pressants. The most common of these were tried out on many of the patients
at various stages of treatment and withdrawal with varying results.

In general, our results with the non-narcotic hypnotics and nervous depres-

sants were not encouraging, or of such a nature as to lead one to believe

that any of them influence the treatment of opium withdrawal to any appreci-
able degree.

In explaining our results we wish to point out certain factors:

1. Many addicts show during addiction a tolerance for hypnotics as well as

for narcotics, and can take huge amounts of hypnotics without evincing the
usual signs of overdosage.

2. Most of the withdrawal symptoms appear to be specific to chronic opium

poisoning, and opiates alone seem to possess the power of controlling or

relieving these characteristic symptoms in all cases and also the power to

avert the collapse which may result from the deprivation of their narcotics.

3. The mentality and suggestibility of drug addicts is an added factor

because nearly all of them are imbued with the idea that opium alone can

control their symptoms (which is in the main correct) and are often afraid
or unwilling to use non-opiates as a substitution treatment.

Criteria♥The only real test of the efficacy of hypnotics or non-narcotics

in general is that of abrupt withdrawal of narcotics with the substitution of
the hypnotic in question in fuil amounts.

In a properly given reduction treatment, the hypnotics are unnecessary, in
most cases.

General Results♥Whereas in some few cases the patients appeared to have

been made fairly comfortable by doses of hypnotic drugs, yet as Park晳

pointed out there are some addicts who may undergo an abrupt withdrawal
with little, if any, discomfort.

In the majority of cases we found the hypnotics to be useless except occa-

sionally as a placebo. In many instances the patients were actually made

more uncomfortable, excited, delirious, or thrown into a dull, intoxicated,
ugly, restless, irritable and disagreeable condition and almost impossible to
control.

These results usually followed where the patient was given large doses of
hypnotics before the opiates had been completely withdrawn, and where with-
drawal symptomswerestill in evidence
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Once the withdrawal period is over, and the main symptoms have abated,
we found them to react to the hypnotics in the same manner that non-addicts
respond. In addition, we found one group of hypnotics to be as effective as
another, generally speaking.

Magnesium Sulphate Therapy.*♥As magnesium sulphate has been re-
ported as being synergistic with morphine and an aid to anesthesia, this

drug was tried out on 48 of our patients during the course of various treat-
ments. It was given by intramuscular injection in the amounts recommended
by Gwathmey,viz., 2 c. c. of a 50% solution repeated at frequent intervals, in

some cases every four hours, sometimes in combination with morphine and
at other times, alone.

Results♥We failed to observe any synergistic action with morphine. In

a few cases the patients were quieted by the injection, but in these instances
webelieve the results to have been psychic, as many of our patients were like-
wise quieted by sterile hypodermics.

The majority of the patients were not relieved by the injections of mag-

nesium sulphate, but, on the contrary, complained severely of the burning and

irritation of these injections, even worse than that of ☜narcosan,☝ and pos-
sibly incidental to the hyperesthesia previously mentioned and in some in-

stances this irritation persisted for from one-half to one hour or longer.

As a result these patients refused further injections and the treatment was
not used again for some time. The correctness of our observations was
confirmed by further experimentation in which the clinical and chemical

results were coordinated.

At the suggestion of Dr. G. B. Wallace who, with Dr. I. Neuwirth, had
been observing the results of magnesium sulphate when given to animals in

large amounts, it was decided to try the drug again in the doses they had

found effective in their work.
The magnesium sulphate experimentation was carried out under the direct

supervision of Dr. Wallace. 50% solution of magnesium sulphate with 0.1%
novocaine was the form in which the drug was given. The amount of the

initial injection varied from 10 c. c. to 32.8 c. c. given in different areas,

the major portion deep into the gluteal muscles and the remainder in the

shoulder muscles.
At first only a single injection was given a short time (usually four hours)

after the last injection of morphine. Later the treatment was given after

24 hours of withdrawal in order to determine the effects when given at a

period of actual discomfort.

In the last few patients the initial injection was followed by smaller injec-

tions of 5 to 10 c. c. at four hour intervals in order to obtain, if possible, a

sustained depressant effect.

In one patient the effect of giving magnesium chloride in large amounts by

mouth was tried out, as it has been claimed by some workers that this drug

is absorbed from the stomach with results comparable to those induced by

subcutaneous injections of magnesium salts. Forty grains of magnesium

chloride were given by mouth in solution every two hoursafter all morphine

was abruptly discontinued.
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Eight patients in all received the magnesium sulphate treatment in the
large quantities recommended by Drs. Wallace and Neuwirth.

Blood specimens were taken from the patients at different intervals after
the injections; in some an hour after, in others, two hoursafter, in others

four hours after, and in others 12 hours after. In addition in each case a

control specimen of blood was taken before the magnesium sulphate was

given. On the average four specimens of blood were taken from each patient
at varying periods after the injections.

The blood analyses were done by Dr. Neuwirth who made calcium and

magnesium determinations in order to estimate the blood changes especially
the rise and the period of maximum concentration of blood magnesium, and

the rapidity of its disappearance from the blood, i. e., the rate of excretion.

Results♥The figures for blood calcium were found to be normal before

and after magnesium sulphate treatment (9.8 to 11 mgm. per 100 c. c. blood
serum).

The clinical results obtained by the use of magnesium sulphate corre-

sponded very closely with the chemical findings of magnesium concentra-
tion in the blood serum.

It was found that in order to obtain a sedative effect from the injections

0.25 gram magnesium sulphate per kilogram of body weight was the mini-

mal effective dose. This dose brings the serum concentration of magnesium

from the average normal of about 2 mgm. to 5-6 mgm. per cent, at which

level it may be maintained for four to five hours. During this time mild

depression is present as evidenced by relaxation and absence of restlessness.

Where the amount injected was less than 0.25 gram per kilo. there was

only a slight increase of blood magnesium with slight if any clinical results.

Further, once the initial injection of 0.25 gram per kilo. had increased the

blood magnesium content to a sufficiently high figure, it was found that

smaller injections of Io c. c. were able to keep the blood magnesium up
although the figure dropped very rapidly.

The magnesium chloride given by mouth was entirely ineffective both in

regard to relieving withdrawal symptoms and also failed to raise the blood
magnesium concentration.

Detailed ResultsAfter each injection the patients usually remarked that

they felt warm, the skin became moist, and the pulse rate was increased
slightly in a few cases.

Where a sufficient quantity was injected (0.25 gm. per kilo. of body
weight) there soon followed a relaxation and lessening of restlessness and
muscular twitching. In a few cases a short period of sleep followed.

Smaller amounts than 0.25 gm. per kilo. were usually ineffective in produc-
ing sedation.

The period of relief, however, even where full amounts were given, was
short, usually not over four hours. The period of relaxation corresponded
closely to the chemical findings of increased magnesium concentration in
the blood which reached its maximum from the second to the fourth hour
after the injection.
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After this short period all the withdrawal symptoms recurred; there was

no diminution in the duration or the severity of these symptoms. Restless-
ness, twitching, and vomiting were again apparent.

In some cases thirst was complained of. In most cases some weakness was

noticeable for several days after the magnesium therapy.

In addition, all the patients complained of pain at the site of the injections

which persisted for about a day, in spite of massage after each injection.

No polyuria was observed nor hyaline casts seen in the specimens of urine

examined.☝
In the patient to whom magnesium chloride was given by mouth no seda-

tion whatsoever was observed. Instead, the frequent doses hastened the

onset of nausea, vomiting, abdominal cramps and diarrhea. Finally the pa-
tient refused further medication.

As a result of the lack of relief given by the injections of magnesium sul-

phate and theirritation of these injections, the patients took these treatments

unwillingly and the series was discontinued.

Summary.♥(1) In treating drug addicts, no synergism was observed when

magnesium sulphate solution was given by injection combined with morphine.

If anything, the irritation of the magnesium sulphate counteracted the quiet-

ing effects of the morphine. (2) Magnesium sulphate failed to produce seda-

tion when given in amounts less than 0.25 gm. per kilo. body weight. (3)

Where magnesium sulphate was given in full amounts the sedative effect

lasted a comparatively short and unimportant length of time; the duration and

severity of the withdrawal symptoms remained uninfluenced by the injections

of magnesium sulphate. (4) Theirritation of the injections of magnesium

sulphate counteracted the slight sedative qualities. (5) No advantage was

observed in the treatment of narcotic addiction by the use of magnesium sul-

phate by injection, or magnesium chloride by mouth.

Experimentation with Sodium Iso-Amylethyl Barbiturate.* (Sodium

Amytal).♥This drug is one of the newer and most powerful of the barbituric

acid group of analgesics, having also anesthetic qualities.

The drug was generously supplied in ampoules as anhydrous sodium salt

of iso-amylethyl barbituric acid (sodium amytal) by Eli Lilly and Company.

The treatment was given to 12 patients. In the first series of three cases

one patient was given the drug intravenously, another intramuscularly into

the gluteal muscles, and the third by mouth. In the remaining nine patients

the drug was given orally.

In general the drug was given after all morphine was abruptly discon-

tinued. In one case the effect of a single dose was tried after a reduction

treatment when all withdrawal symptoms were over, and in several cases

small doses of morphine and codeine were given to obtain, if possible, better

results. The effects of various amounts of the drug were compared to deter-

mine the minimal effective dose in treating drug addicts.

From the results obtained in the first three patients it was found that the

same effect could be obtained whether the drug was given intramuscularly,

intravenously, or by mouth. In consequence in the majority of the cases, for

nal
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the sake of simplicity the drug was given by intramuscular injection into the

gluteal muscles. In a few casesthe initial doses were given by mouth.

In the first three cases, the initial dosage was as follows:

Case 1, intravenous injection, 224 grains; Case 2, intramuscular injection,
25 grains; Case 3, oral administration, 15 grains.
The results of these large doses were quickly apparent. In from § to 15

minutes, the patients were sound asleep, almost to the degree of surgical

anesthesia, relaxed and perspiring, with a lowered systolic blood pressure.

Results♥In general it was found that sodium amytal given in sufficiently

large doses, whether intravenously, intramuscularly, or by mouth, induced at
first a deep state of torpor, in which the patients were mostly relaxed, but
in some cases muscle tone and resistance was present.

Here it may be noted that in the original article* it stated, ☜The lethal

dose of sodium iso-amylethyl barbiturate for man is unknown; consequently,

we have set 25 milligrams per kilogram of body weight (up to a total amount

of 25 grains) as the maximum dose to be given intravenously for the pro- |

duction of anesthesia.☝

Whereas only one patient received the treatment intravenously, the total

amount of the drug given to our patients over the course of a few days

ranged from 5 to 674 grains with an average total dosage of 38 grains.

It was found that five grains was the minimal effective dose in treating drug
addicts, also that doses of from 74 to 15 grains given by mouth as theinitial

doses were often sufficient to induce a state of sleep or unconsciousness in

the majority of the patients. Morphine or codeine given with the amytal

did not improve the results obtained.

However, the period of relaxation and relief from consciousness and suf-

fering in the majority of cases only lasted for a comparatively short time.

This applied also to those patients who received amounts ranging on 25

grains. After four to six hours of calm, the patients roused, became restless

and even where doses of 10 grains were repeated intramuscularly every half

hour or every hour or at frequent intervals the state of restlessness was not
abated.

Of the twelve patients who received amytal, seven showed some delirium

and of these six were disturbed and required restraint; four complained of
headache.

In only two cases were the results satisfactory, one of which was an
abrupt withdrawal in a young patient whose addiction was of short dura-
tion; the other patient was free from withdrawal symptoms as he had com-
pleted a reduction treatment and this patient was given a single dose of amytal
to obtain a night☂s sleep.
These two patients slept well and showed noill effects, although the first

one still had some of the usual withdrawal symptoms.
Three patients showed marked weakness while under the amytal treat-

ment.

One patient gave no results favorable or unfavorable, and in one case the
results were negligible. Where the results were nil or very slight only a
very small amount of the drug was given.
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Seven of the 12 patients showed considerable irritability both during and

after treatment. It was also found that where the patients became disturbed

under the use of amytal further doses accentuated this restlessness, rather

than diminished it. In addition during this state of excitement doses of mor-
phine sufficient usually to quiet other patients failed to do so in the amytal
cases.

The disturbed cases thrashed about in a state of motor restlessness and

mental confusion and delirium. The typical symptoms of barbituric acid

intoxication were apparent in the ugly, irritable frame of mind of the pa-

tients, the staggering gait, and slurring and ataxic speech, and mental hazi-
ness.

In a few cases marked psychomotor excitement manifested itself. More

physical restraint was necessary in the amytal treatment than all the other

treatments combined (12 patients received amytal treatment compared to
306 patients receiving other treatments).

Although the majority of the cases receiving amytal spent part of their

withdrawal period in a state of unconsciousness, the effect of the amytal on

the usual withdrawal symptoms was negligible. The patients, in addition to

undergoing the delirious restlessness incidental to the barbituric intoxica-

tion, suffered also all the characteristic gastro-intestinal withdrawal symp-

toms and muscular aches and twitchings which followed upon the withdrawal

of their narcotics, and which were unaffected both in degree and duration.

Furthermore, there were definitely increased subjective and objective signs

of prostration, the patients complained of marked weakness; their appetites

were poor and they were generally in a dissatisfied, irritable state.

In a few cases, diuresis with retention, or dysuria was noted. It was also

noted that patients suffering from pulmonary conditions, such as bronchitis,

bronchiectasis, emphysema, pulmonary tuberculosis, etc., reacted to amytal as

similar cases respond to ether anesthesia, viz., with an increase of bronchial

secretion impeding respiration and producing cyanosis, In these cases injec-

tions of atropine eased the respiratory distress.

Twopatients showed marked prostration approaching collapse, when stimu-

lation in the form of morphine and caffeine sodium benzoate combined

with ephedrine or adrenaline had to be given. Here it may be noted that

there is a danger of the patient swallowing the tongue when deeply som-

nolent under amytal treatment, and this condition was closely watched for

and threatened in only one case.

Recuperation was slightly delayed after amytal.

Summary.♥(1) Sodium-iso-amylethyl barbiturate failed to alleviate the

withdrawal symptoms in narcotic addiction. (2) While powerful enough to

induce a short period of unconsciousness in most cases when given in suf-

ficient doses the majority of the patients became delirious, and disturbed upon

further dosage. (3) Irritability is increased and prolonged by the use of

sodium amytal, the care of the patients made very difficult, and restraint often

necessary. (4) Prostration was increased by sodium amytal treatment. (5)

Some patients showed adverse pulmonary or urinary symptoms following

33
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sodium amytal treatment; the increased perspiration and relaxation following

its use exposes the patient to the same danger of pneumonia as other forms

of anesthesia. (6) Recuperation is somewhat delayed after sodium amytal

treatment. (7) Except if given as an occasional single large dose at a period

of discomfort, sodium amytal has not shownitself to be of value in the

treatment of narcotic withdrawal, and we believe this same generalization
applies also to magnesium sulphate.

In general the results obtained from all the other hypnotics closely paral-

leled those of sodium amytal. Small doses as a rule were ineffective under

the conditions of abrupt withdrawal. Larger doses produce an intoxicated,

ugly and unreasonable mental state often associated with insomnia rather than

aiding sleep.

In a few cases apparently good results were likewise obtained by a placebo,
e. g., a capsule of sodium bicarbonate.

At this point we may also mention that the analgesics and antipyretics

were also ineffective in most cases before complete withdrawal of the nar-

cotics was effected, agreeing with Dr. Lambert in his article on ☜ narcosan.☝

After all the withdrawal symptoms wereover, the hypnotics, analgesics and

antipyretics then gave the usual results obtained in non-addicts, wiz., sleep

or relief of pain, and as we have mentioned one group gave much the same
results as the others.

Allyl Iso-Propyl Barbituric Acid♥The chemical firm of F. Hoffman-

La Roche & Co. prepared and furnished ampoules containing a solution of

the active principle of allonal, eliminating the amidopyrene radical.

These ampoules contained 2 c. c. of solution in which was dissolved 3
grains of allyl iso-propyl barbituric acid.

Sixteen patients received injections of this drug at four or eight hour

intervals, during abrupt withdrawal treatments. The average numberof injec-
tions was three, several patients received five.

The results simulated those of injections of hyoscine. After the third injec-

tion many of the patients showed a mild delirium; the withdrawal symptoms
were unaffected.

Allonal.☜♥Allonal is a loose combination of amidopyrene with allyl iso-
propyl barbiturate.

Thirty-one patients received doses of allonal ranging from 2% grains to
about Io grains and repeated at varying intervals.

Noresults of any importance were obtained, the general summary of hyp-
notics given above applying here also.

Elixir allurate, another preparation containing 1 grain of allyl iso-propyl
barbituric acid to one drachm of the solution was given to nine patients, in
two drachm doses, with similar indifferent results.
Neo-Paraldehyde (Revenin).♥The committee received from the Ostro

Products Corporation a supply of revenin which is neo-paraldehyde in pow-
der form. The doses recommended were 4 grams (60 grains) to 6 grams
(90 grains) given, as it is readily soluble, in 30 c. c. of water or in whiskey
or alcohol.
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Seven patients received this treatment in the doses and different vehicles
recommended.

The only results were gastric irritation, with abdominal cramps and severe
vomiting in nearly all cases lasting for several houirs.
Bromides and Chloral♥These drugs were usually given together.
Two hundred and thirty-four patients received this combination at various

times. In the majority of the cases the B. & C, mixture was given chiefly
as a placebo.

The dose of bromides, usually sodium bromide, ranged from 10 to 40 grains

given in 14 cases at least, every eight hours. The dose of chloral ranged
from 74 to 15 grains.

Here also overdosage produced a drunken, unmanageable condition. Fre-

quently repeated doses of bromides caused gastric irritation with vomiting.

Some patients received doses of B. & C. and surreptitiously gave them to

one of their number whomight be suffering severely, in the ignorant belief

that large doses might relieve him with the result that the recipient developed

a peculiar state of intoxication which wefinally diagnosed as drug intoxica-

tion, after the facts were discovered.

These fortuitous occurrences proved to be an aid in estimating the effects

of many sedative compounds which were givena trial during the course of

our study.

Sodium-Luminal.♥A supply of anhydrous sodium-luminal in ampoules was

obtained. The drug was given to Ir patients undergoing abrupt withdrawal

treatments, at two, four, or eight hour intervals. Freshly prepared solutions

were made and the dosage was I to 2 grains.

The injections failed to alleviate the withdrawal symptoms or to induce

sleep or comfort. On the contrary, frequently repeated injections served only

to increase the excitation and the patients who received frequent doses became

just as unmanageable as the amytal cases.

Alcohol.♥The effects of alcohol on drug addicts undergoing abrupt with-

drawal was observed. The alcohol was given by mouth in the form of 50%

solution of ethyl-alcohol diluted in water, or whiskey in 4 to 1 ounce doses.

Whiskey was given to 23 patients; alcohol to seven.

At this point it may be mentioned that during withdrawal, most of the

patients are somewhat nauseated, and for this reason mouth medication is

often not retained. As wasaptly said the patients are, ☜on the ragged edge of

puking.☝
Any medication which is unpleasant in taste, or for which the addict may

have an antipathy, or which is irritating, will be promptly vomited.

This usually happened where the alcohol was given, sometimes also with

the whiskey; but where the whiskey was retained, we often noted a slight

relief, and some soothing, or stimulating effect on the patient.

Paraldehyde♥Paraldehyde in two drachm doses was given to 15 patients,

usually at night. The statement on mouth medication given in the preceding

paragraph on alcohol applies to paraldehyde.
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Manyof the patients will refuse this drug on account of its taste, others

will take one dose and refuse the second, still others will ask for more and
the danger of paraldehyde addiction must be borne in mind.

Several patients vomited this drug promptly; where it was retained, in
some cases sleep followed without ill effects. However, the unpleasant taste

and odor, the vomiting in some cases, and the antipathy of some and the

danger of addiction in other patients, led us to restrict the numberof patients
who were given this medication.

Luminol.晳 °♥Luminol (Phenobarbital or Phenylethyl barbituric acid) was

given to 173 patients often combined with bromides and chloral, in doses of

4 to 3 grains.
The results were identical with the other barbituric acid derivatives.

Veronal♥Veronal (Barbital or Diethyl barbituric acid) was given to 18
patients in from 5 to 10 grain doses with similar results.

Trional.☜♥Trional (sulphonethylmethane) was given to 35 patients in

doses of 5 to 20 grains with the usual slight results of the other depressants.

Pyramidon♥Pyramidon (di-ethyl amino-antipyrene) was given to 18 pa-

tients in doses of 5-10 grains, with indifferent results unless as a placebo.

Aspirin♥Aspirin (acetylsalicylic acid) was given to 12 patients in 5-10
grain doses, usually as a placebo.

A combination of Phenacetin, acetanilid and caffeine citrate having the
following formula:

Phenacetin ......... cee cece eeeeeeeceee 5 grains

Acetanilid ....... cece cece cece eee eee 3 *

Caffeine Citrate ......... cece cece eee 2

(one capsule)

This combination was given to 25 patients in doses of one to two capsules,

for the relief of minor pains or headaches. The results were questionable
apart from that of a placebo.

Psychotherapy."♥As we have mentioned, as a class drug addicts are very

suggestible, and many of their real or imaginary symptomsare often relieved
by suggestion properly applied.

Sterile hypodermics containing saline or plain water were given to 25
patients at various times with frequent quieting effect.
In addition placebos of various kinds as mentioned above, or of capsules

containing innocuous ingredients, e. g., sodium bicarbonate, often relieved
some of their mental symptoms, or induced sleep.

OTHER ForMS oF ☁TREATMENT.

Cathartics."♥Whereas drastic catharsis has been recommended in nearly
all of the various treatments for drug addiction, we have failed to see any
advantage to be derived from purging the patient to the point of obtaining a
mucous colitis, as there is sufficient of a tax of their physical resources, by
the withdrawal symptoms per se, without adding to the prostration by exces-
sive purging.
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Drug addicts in common with even normal people often show an individual

idiosyncrasy to cathartics, either real or imaginary.

Some patients claimed their bowels did not move, even with several com-

pound cathartic pills; others would vomit Epsom salts or castor oil, andstill

others would develop a diarrhea with very mild catharsis.

In our controls we found that moderate catharsis gave the best results, In

general, the combination of 2 compound cathartic pills on admission followed

by a dose of Epsom salts on the next morning resulted in a sufficiently satis-
factory catharsis.

Wefound that drastic purgation precipitated severe gastro-intestinal symp-

toms to which they are naturally predisposed during morphine withdrawal,

and as a result increased the prostration: 145 patients received at various

times (usually on admission) doses of two compound cathartic pills; 221

patients received doses of saturated solution of Epsom salts in one to one and

one-half ounce amounts; 61 patients received castor oil in one-half to one

ounce doses on admission; 2 patients received a calomel series, as described

on page 44.

In addition, at various times, some patients were given milk of magnesia,

rhubarb and soda, mineral oil, or fluid extract of cascara.

Occasionally enemata or high colonic irrigations were used. Compound

enemata were often given on admission, both to clear the lower bowel and

remove possible caches of narcotics.

Potassium Permanganate♥As a result of the general impression that

opiates are excreted into the stomach, and that the gastro-intestinal symptoms

may be partly due to this fact, at the suggestion of Dr. Lambert six patients

received dilute solutions of potassium permanganate by mouth at four hour

intervals.

The only effect was increased nausea as a result of taste of this medica-

tion, with a final refusal of further dosage and discontinuance of this form

of treatment.

Alkalics♥As mentioned previously sodium bicarbonate in 30 grain doses

every four hours are often beneficial to patients undergoing abrupt with-

drawal treatments, as the marked gastro-intestinal symptoms incidental to

these methods of withdrawal and the semi-starvation often produce a con-

dition resembling acidosis with acetonuria and the alkali also reduces the

subjective sensations of ☜heartburn☝ and abdominal cramps.

Wefound sodium bicarbonate to be superior to magnesium oxide for the

relief of the gastric symptoms.
Two hundred and twenty-three patients received doses of sodium bicar-

bonate in 10 to 40 grain amounts at frequent intervals.
Thirty-eight patients received doses of magnesium oxide in 5 to 30 grain

amounts at similar intervals.

Astringents♥For excessive diarrhea or severe gastro-intestinal symp-

toms bismuth subcarbonate was often given.

Fifty-two patients received this drug, sometimes combined with sodium

bicarbonate in 10 to 30 grain doses.
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In the reduction treatments, less alkalies were necessary, less bismuth and

more cathartics.

Stimulants♥In treating drug addicts, morphine is the best stimulant in

cases of collapse and will give good results in all cases, unless the patient

is moribund from some other condition than the withdrawalof his narcotics,

Injections of adrenalin in 5-15 minim doses will often improve the condi-

tion of the pulse, although some patients complain of cardiac palpitation after

an injection of adrenalin.

Eighty-two patients received injections of adrenalin at various times, occa-

sionally as a cardiac stimulant, sometimes as an effective placebo, and in a

few instances to observe the effects on abdominal cramps (as suggested by
Dr. Wallace) in respect to which some patients admitted relief; others did

not.

Whiskey in one-half to one ounce doses as an adjuvant to morphine in

cases of collapse is also helpful.

Injections of caffeine sodium benzoate, strychnine, digitalis preparations or

iron quinine and strychnine by mouth gavelittle if any appreciable results.

Six patients received injections of digalen or digifolin for cardiac stimula-

tion with questionable results.

Parathyroid♥Parathyroid extract in one-tenth grain doses by mouth three

times daily was given to three patients without effect.

In addition four patients received calcium lactate in fifteen grain doses

every four hours without any diminution of neuromuscularirritability.

PHYSIOTHERAPY.

Massage.♥When suffering severely from muscular aches and twitchings,

the patients were often relieved by a brisk massage or alcohol rub.

Often the patients massaged each other, ☜to take the kinks☝ out of their
muscles.

Here it may be noted that when they have no access to narcotics, drug
addicts will try almost anything they believe may have some narcotic effect.
For this reason, if permitted to have some chloroform liniment to massage

another patient, some drug addicts will drink the contents of the bottle and
be rewarded by violent abdominal cramps for their folly.

Others will inhale the solution to get the effect of chloroform, andstill
others will spill the contents over their pillow and lie down, hoping to inhale
sufficient of the chloroform to get a period of sleep.
Heat♥Hot showers often relieved the patients when very restless and

soothed excessive muscular aches and twitchings, and sometimes induced a
period of comparative comfort andsleep.

Here we would like to add another note to their behavior. Several patients
undergoing a reduction treatment refused to take a hot showerfor fear that
the ensuing perspiration might cause a loss of some of their morphine.
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Diet.

Feeding these patients was always a problem, because after all the with-

drawal symptomswere over (this regardless of the type of treatment), the

patients were half-starved, ravenous, always hungry, ate about six times

daily and could never besatisfied (☜chuck horrors☝).

As a result they gained in weight and strength rapidly, and incidentally

the consumption of food worried the dietetics department considerably.

(We would also like to mention that many of the patients were as fickle

in their wants and whimsandtastes for food as some pregnant women.)

Thanks to the generous and spontaneous offer (which was accepted) of

the Commissioner of Correction, Mr. Patterson, additional food supplies

including fruit were obtained for the patients with the cooperation of the

Commissary of the Department of Correction, thus making the patients more

tractable and easing the difficulties of those handling them.

As many drug addicts during withdrawal treatment develop, among other

whims, a craving for sweets, at the suggestion of Dr. Lambert a supply of

hard candy was obtained for some of them through the kindness of the De-

partment of Correction.

This supplied a caloric value in concentrated form which we believe was an

aid to conserving their strength.

OTHER SYMPTOMATIC TREATMENT.

When there was excessive vomiting, in addition to the sodium bicarbonate

or bismuth subcarbonate therapy, some relief was often obtained by giving

the patients cracked ice to suck or cold milk to drink, soothing the gastric

mucosa and likewise furnishing some fluids.

Wefound that restricting food and fluid intake at periods of excessive

nausea and vomiting was beneficial.
Where other fluids or foods were rejected, the patients often retained

fruit juices (of oranges or lemons) as Dr. Lambert mentioned in his article

on ☜ narcosan.☝
In addition we found that carbonated water or seltzer to be more pala-

table and better retained by dehydrated, nauseated patients than plain water.

An ice bag to the stomach sometimes relieved abdominal cramps.

Sponges, followed by alcohol rubs, often made the patients more comfor-

table during periods of excessive perspiration.
Eggnoggs often with whiskey were helpful in building up cachectic patients.

SUMMARY.

The most striking factor among the addicts here treated was that 87%

were psychopathic personalities ; only 13% were mentally of average stability.

The majority were relatively young, averaging 34 years of age, with 20%

below 30 years of age.
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The majority were heroin addicts giving environment as the cause of their

addiction. In 7%illness was claimed to be the justification for their addic-

tion.
The majority were recidivists having averaged previously 4 ☜cures.☝
No specific changes of body tissues attributable to their narcotic addic-

tion could be found.

DANGERS OF MASS TREATMENT.

There is a strong bond of sympathy or clannishness between drug addicts

and as a general rule they tend to ☜stick together☝ and show certain

esprit de corps with a moreorless definite ☜ code of honor☝ which applies to
themselves only.

In other words, as long as they are all patients on the same ward, one

addict may not ☜squeal☝ or betray another addict☂s misconduct, in fact so

strong is this ☜law☝ that even a well-disposed patient is afraid to break this

code.

However, any sort of trickery or chicanery is acceptable to them as far as

those who are trying to treat them is concerned, and even if they disagree

among themselves, they are all united when their dealings affect non-addicts,

or those who are caring for them.

As a group, they are generally suggestible and this suggestibility affects

their response to treatment in many cases. Let one dominating type of patient

praise the treatment, no matter how unsatisfactory it may be, and most of the

others will do likewise and give the same identical fallacious reasoning for

their viewpoint.

Vice versa, a few noisy malicious, disgruntled or dissatisfied patients will

affect the entire ward and make them all more or less unmanageable.

As a consequence to this suggestibility, they tend to becomesuperstitious

and quickly pick up peculiar ideas as to treatment, drug habits, etc., e. g.,

many lie on the floor during withdrawal treatment in the belief that this is
of some value when ☜ breaking a habit.☝

This suggestibility must be taken into account when placing young non-

criminal drug addicts in penal institutions, in company with the older incor-

rigible drug addicts and hardened non-addict criminals. It is easy to see

where they will pick up criminal information as readily as they originally
picked up drug habits.

Besides affecting their response to treatment, their suggestibility also bears

some relation to their tendency to relapse.

Many drug addicts take a pride in their state of addiction which, in their

viewpoint, elevates them from nonentities to people occupying a prominent

place in public notice. In fact, they believe themselves superior to non-addicts.

They do not think their habit is a vice or that it degrades or injures them.

To them it is a pleasure, which they see no reason for giving up, and as a
result they are often amused at others☂ attempts to ☜reform☝ them.

If a patient of this type openly declares he is going to revert to drugs (and

many do) and boasts about it, enlarging upon the pleasures of his first

☜shot☝ upon discharge, others are very apt to do likewise.
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This attitude is detrimental to the exercise of self control and will power

on the part of the more sincere patients, as sometimes they will ridicule such

a patient☂s statement that he is going to try to stay off drugs, e. g., one patient

declared on discharge that he was ☜through with drugs.☝ Another patient

then told him ☜ For sake, be a man, get shot up.☝

In brief, as a result of their suggestibility, mass treatment cannot but be

ineffective in the majority of cases, and an attempt to rehabilitate them ☜en

masse ☝ will likewise be ineffective.

All above is assuming that the treatment is being carried out under the

best of circumstances, the personnel entirely honest and trustworthy, and no
narcotics being smuggled in.

Considering that it is almost impossible to obtain such a perfect arrange-
ment and realizing the extent to which the patients and drug vendors on the

outside will go to cooperate in smuggling in of narcotics, and the financial

aspect involved in the drug situation, the difficulties of rehabilitating or

treating drug addicts ☁☁en masse☝ may well be realized. A supply of drugs

smuggled into such an institution reduces the whole experiment to a farce.

Last, but not least, we are also assuming that all the legal machinery

involved in carrying out the excellent anti-narcotic laws is running very

efficiently.

 

RECOMMENDATIONS FOR TREATMENT.

Individual Reactions.♥There is another angle which we have not stressed

as yet, but which we believe has some importance.

In our general analyses of the various treatments we showed that while

there were fewer severe withdrawal reactions in the more humane reduction

treatments, some patients had marked symptoms in every form of withdrawal

given.

To word it differently, some patients responded better than others in

every treatment studied. That is, there appeared to be a definite individual

factor influencing the degree of severity of the withdrawal symptoms in each

case.

Somepatients, as Park☝ mentioned, may gothrough an abrupt withdrawal

with little or no suffering, others will do well on a seven day reduction,

others on a fourteen, etc., and still others will be very sick even on a fourteen

day or longer reduction treatment.

In consequence, the individual patient must be borne in mind, and in treat-

ing drug addicts a stereotyped, set method of treatment will not be satisfac-

tory in every case, but must be shortened or lengthened to suit the responses

and physical condition of the patient.

In practice we have always tried to carry this plan out in treating cases of

drug addiction which come under our supervision in the psychopathic and

prison wards at Bellevue Hospital, with good results.
Wevary the rapidity of the reduction to suit the age and physical condi-

tion of the patient, and vary the amount of morphine and codeine given like-

wise.
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Here we would like to point out that of the 318 patients in our series:
Two hundred and ten patients, or 63% approximately, were fairly comfort-

able before withdrawal treatment began, on a ration of 3 grains of morphine

daily. 40 patients, or 13% approximately, required only 2 grains; 39, or 13%
approximately, 4 grains; 13, 4% approximately, only 14 grains; 9, 3% ap-

proximately, 6 grains; 5, 2% approximately, only 1 grain; 1, $% approxi-

mately, 5 grains; 1, 4% approximately, showed no symptoms and was not

given any morphine.

In brief, regardless of the amount of narcotics the patient claimed to have

used daily on the outside, the majority can safely be put on a 3-grain ration

daily, and according to their reaction the amount may be increased or

decreased.

In general, unless as a placebo, we only use the hypnotics and analgesics

when most of the withdrawal symptoms are over.

RECOMMENDATIONS.

1. That the patients be given as rapid a reduction treatment as the age and

physical condition and response to the morphine dosage will warrant.

Younger addicts in good physical condition may often be given abrupt
withdrawal without danger,

2. Aged or decrepit addicts, or those suffering from serious organic dis-

abilities, should be kept on asufficient morphine ration in properly super-

vised surroundings indefinitely, as there is danger to life in withdrawing
their drugs.

3. It is inadvisable to prolong a reduction treatment so long that no with-
drawal symptoms occur.

A certain amount of reaction exerts a wholesome psychological influence

and deterrent effect in preventing too facile relapse from the fear of suffer-

ing which drug addicts have in the exaggerated form typical of their psy-
choneurotic make-up.

4. Non-criminal addicts should not be thrown with criminal types in penal

institutions. The latter may well be cared for in penal institutions and in

their own interests and that of the community segregated for as long as the

law permits in each case, as the majority are incorrigible and a social menace.

5. Of the non-criminal types, markedly psychopathic cases who have shown

a failure to adjust, should likewise be segregated, if possible, for lengthy

periods, in suitable surroundings (not in penal institutions).

6. Hospital provision should be made for a small number of the more nor-

mal and better adjusted type of drug addicts. In other words, cases accepted

for treatment and rehabilitation should be carefully selected, and if possible,

given a ☜carte blanche☝ from the authorities as being non-criminals.

7. Rehabilitation should involve a lengthy period of detention after the

withdrawal of their narcotics, with occupational therapy, and re-education to

the fact that it is possible for them to adjust without narcotics.

8. A small number of well-adjusted drug addicts should be permitted to

continue their daily dosage under proper supervision.
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9. By education and proper narcotic law enforcement further cases of

addiction should be prevented.

10. There is no evidence to confirm claims made that there is such a thing

as a ☜cure☝ or a ☜specific☝ for drug addiction which will miraculously rid

drug addicts of their drug addiction. Withdrawal of narcotics does not

constitute a ☜cure.☝

11. Next to morphine, codeine is best suited to relieve the withdrawal

symptomsof drug addiction.

12, The value of hypnotics in the withdrawal of narcotics is negligible in

most cases, and where large amounts are used sometimes render the condi-

tion worse.
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