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Correlates of Alcohol Use Among Methadone Patients
Nabila El-Bassel, Robert F. Schilling, Joanne E. Turnbull, and Kuo-Hsien Su

This study examines the predictors of alcoholism among 201 patients
from three methadone maintenance treatment programs (MMTPs)  in
New York City. Using the Michigan Alcohol Screening Test, one-fifth
of the sample met criteria for alcohol dependence. Few subjects
were currently enrolled in any form of chemical dependency treat-
ment other than MMTP. Alcoholics started to use alcohol at an early
age, and almost every alcoholic subject admitted to alcohol abuse
before entering MMTPs. More alcoholics than nonalcoholics reported
symptoms of somatization, obsessive-compulsive behavior, depres-
sion, phobic anxiety, and psychosis. Logistic regression indicated
that alcoholism among MMTP patients was associated with years
drinking, years of sharing needles, utilization of drug abuse detoxi-
fication but not alcohol detoxification, smaller increases in metha-
done dosage over time, and psychiatric symptomatology. Findings
are discussed in terms of their implications for designing more
efficacious treatment approaches for dually addicted patients in
MMTPs.

Key Words: Alcohol, Methadone, Women, Minorities, Psychiatric
Symptomatology, Risk Behavior.

Alcoholism is a common problem among methadone
maintenance treatment programs (MMTPs),  affect-

ing as many as half of such patients.lT3  Depending on how
alcoholism is defined, rates of alcoholism among patients
in MMTPs vary between 5% to 49%.4-6  When compared
with MMTP patients who do not use alcohol, their alco-
holic counterparts evidence higher rates of medical and
psychiatric morbidity,5*7*8 consume larger amounts of staff
and treatment resources,í tend to be involved in more
criminal activity,5.9 are more likely to continue to abuse
illicit drugs,ë0-ë2 have a higher incidence of suicide,ë3*ë4
and exhibit poorer social functioning.”

Alcoholism has been cited as a leading factor in dis-
charge from MMTPs. Studies documenting reasons for
discharge from methadone maintenance have shown that
from 11% to 26% of terminations are attributed to alcohol
~se.*,ë~~”  Alcoholism accounts for a substantial number of
deaths among methadone patients. One studyî examined
mortality rates among methadone patients treated from
1974 through 1977 in New York City. With respect to
ethnic-racial and gender differences, rates of alcohol-re-
lated deaths per 1000 person-years of methadone treat-
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ment were as follows: African-Americans, 8; Hispanics,
5.7; white Anglos, 2.6; men, 5.7; and women, 3.7. In that
era, before the AIDS pandemic, alcoholism was found to
be the leading cause of death for clients in treatment and
the second leading cause of death at posttreatment.

Whether patients began drinking before or subsequent
to entering MMTPs has been a topic of debate. Some
studies suggest that alcoholism increases among metha-
done patients after they are admitted to MMTPs,ë~~ì.ë~
whereas others report that excessive drinking usually ex-
isted before admission. Some investigators have reported
that alcohol use increased by as much as 100% after
patients enrolled in MMTPs.ë.~.”  Such reports, however,
are counterbalanced by the many addicts who report heavy
alcohol use early on, in many cases beginning as young as
12 or 13 years of age, before or concurrent with the use of
heroin and other drugs.2~ë3.ë9  For example, in a prospective
study of 2 14 patients,í Kreek reported that 20% were
heavy drinkers at the time of their admission to MMTPs.
Simpsonî reported that 34% of 4463 patients used one
or more ounces of alcohol daily before admission to
methadone maintenance. Barr et a1.13  examined the oc-
currence of alcohol abuse among heroin addicts and
whether methadone increases alcohol use in a sample of
586 patients from 10 methadone treatment groups in the
greater Philadelphia area and 280 residents in Eaglevilleís
residential therapeutic community. They found that meth-
adone did not increase alcohol consumption, but that
alcohol dependence was common. Half of the drug addicts
in the study sample had consumed excessive quantities of
alcohol at some time in their lives, and 25% reported that
they had experienced significant alcohol-related problems.

Whatever the actual prevalence rates and timing of
onset, it is clear that methadone patients have high rates
of alcohol dependence that adversely affect their program
compliance and physical and mental health. Although the
prevalence of alcohol abuse and dependence is increas-
ingly acknowledged in MMTP settings, little is known
about the variables that may be associated with alcohol
use by methadone patients. In an effort to understand this
phenomena better, this study examines the predictors of
alcoholism among a cohort of 201 MMTP patients. De-
mographic characteristics, patterns of drug and alcohol
use, drug treatment, and psychopathology are considered.

Sample

METHODS

Between May and August 199 1, 120  male and I20 female intravenous
drug users from three inner-city methadone clinics in the Bronx and
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Harlem were invited to participate in a study testing skills-training
approaches to reducing drug use and human immunodeficiency virus
(HIV) transmission. Of 240 patients approached by MMTP staff, 201
(84%) agreed to complete a 2-hr questionnaire interview.

Measurement

Trained interviewers administered face-to-face surveys covering de-
mographics, present and past drug and alcohol use, and mental health
indicators. Data on methadone history and dosage were obtained from
patient records.

Demographic variables included age, ethnicity, gender, education,
current employment, homelessness,  current and past alcohol and drug
use, history of drug and alcohol treatment, and whether family members
used drugs or alcohol currently or in the past. Respondents were also
asked about their length of time on methadone. Because medication
levels are potentially important in a clinic population, current methadone
dosage and date of program entry were collected from patientsí charts.
A score to reflect a proportional increase in respondentsí methadone
dosage was computed by dividing the difference between current meth-
adone dosage and the dosage upon entering into the methadone program,
by the dosage at initial entry.

blue, feeling no interest in anything). The anxiefy  dimension includes
general signs as nervousness, tension, panic attacks, and feelings of terror
and feelings of apprehension. Hosfilify  indicates thoughts, feelings, or
actions that are characteristic of negative affective states of anger, aggres-
sion, irritability, rage, and resentment. Phobic anxiety reflects a persistent
fearful response to a specific person, place, object, or situation that is
characterized as being irrational and disproportionate to the situation,
and that leads to avoidance or escape behavior. Paranoid ideation refers
to a disordered mode of thinking. Projective thought, hostility, suspi-
ciousness, grandiosity, centrality, fear of loss of autonomy, and delusions
are viewed as primary aspects of this category. Psychoticism reflects a
withdrawn, isolated, schizoid life-style. The BSI is scored by calculating
a total score for each of the nine dimensions and a sum of the 53 items
divided by total number of endorsed items to reflect a general severity
index score. Internal consistency in this study was 0.73-84 for subscales
and 0.96 for the total score.

Data Analyses

Alcohol Use. Alcohol use was assessed with the Michigan Alcohol
Screening Test (MAST),2í-24 one of the most widely used screening
instruments for alcohol dependence. Previous studies suggest that prob-
lem drinking severity can be measured with adequate degrees of reliability
and validity using this instrument, and MAST scores have been found
to be related to clinical ratings of the presence or absence of alcohol
problems.í The MAST consists of 24 quantifiable self-report items to
detect alcoholism. Five points or more place the subject in an ìalcoholic”
category, four points are suggestive of alcoholism, and three points or
less indicate the subject is not alcoholic. In our sample, only three
subjects were in the ìsuggestiveî category, and these respondents were
included in the ìalcoholicî grouping. In addition to the MAST, several
other measures of alcohol use were administered. Consumpfion  ofalcohol
use was measured by the foilowing two items: ìOn how many occasions
have you had alcohol beverages during the last month?î and ëHow many
times have you had five or more drinks on one occasion during the last
2 weeks?î Tolerance ofalcohol use was measured by one item: ìThe last
time you drank alcohol did you have: (I) not enough to feel it, (2)
enough to feel it, (3) enough to get high, (4) enough to get drunk, and
(5) enough to pass out?î Finally, subjects were asked about age ofinitial
alcohol use and length of time using alcohol.

Univariate frequency distributions were conducted to describe de-
mographic characteristics, patterns of drug and alcohol use, and psycho-
logical and mental health status. Multiple logistic regression was used to
assess the predictor variables of alcohol use. The dependent variable was
whether or not a respondent met the criteria of diagnosis of alcohol abuse
(dichotomized as ìyes-noî). Independent variables were demographic
characteristics, drug use, and BSI scores. Each dimension of the BSI was
used separately for descriptive purposes. To avoid problems of multicol-
liniarity resulting from the high correlation among the nine dimensions,
a general severity index score was used in the multiple logistic analyses.

RESULTS

Univariate Analysis
Demographics. Table 1 shows that the sample was com-

prised primarily of African-American and Hispanic pa-
tients who were single and unemployed. By sampling
design, half (50.5%, n = 101) of the respondents were
female. More than half of the total sample reported at
least one person in their family as currently abusing alco-
hol or drugs.

Drug Use. Participants were asked about their past and current drug
use; that is, whether they ever used, whether they used in the last 3
months, and whether they used in the last 7 days. Cocaine use, for
example, was assessed as follows: ìHave you ever used cocaine?î (ìyes-
noî); ìDuring the last 3 months have you used cocaine?í (ìyes-noî);
ìDuring the.last 3 months how often did you use cocaine?î (Responses
range from 1-8, from ìnever used the during last 3 monthsî to ìseveral
times a day.ì); ëDuring the last 7 days have you used cocaine?î (ìyes-
noî). Similar questions were asked for crack cocaine. Although all forms
of cocaine have the same pharmacological effects, some users perceive
crack as qualitatively distinct. Crack use may also be associated with
HIV risk behavior. Finally, these same questions were asked for injecting,
frequenting shooting galleries, and sharing needles.

Alcohol Use. Using the MAST, 20.9% (n = 42) of the
participants were classified as alcoholic. Of these, only
four started using alcohol after they entered the metha-
done program. Alcoholics started using alcohol at an
average age of 14 years, and averaged 24 years of alcohol
use. By comparison, nonalcoholics started using alcohol
at 16 years of age, for an average of 16 years. More than
a third (35.7%) ofthe alcoholic subjects consumed alcohol
on 40 or more occasions during the last 2 weeks, with a
mean of 8-9 occasions, and 29.5% (n = 12, 1 missing)
ìgot drunkî or ìhigh enough to pass out.”

Mental Health and Psychological Status. Mental health status was
measured using the Brief Symptom Inventory.î The BSI, a 53-item self-
report symptom inventory condensed from the Hopkinsí Symptom
Checklist,26 is a widely used measure of psychological distress. The
somatization dimension reflects distress arising from perceptions of
bodily dysfunction. The obsessive compulsive dimension focuses on
intrusive, unwanted thoughts, impulses, and actions. Interpersonal sen-
sitivity refers to feelings of personal inadequacy and inferiority, self-
depreciation, feelings of uneasiness, and marked discomfort during in-
terpersonal interactions. The depression dimension reflects a represent-

Drug Use. Ten percent (n = 20) of respondents had
used heroin during the last 7 days, 28.4% (n = 57) were
using cocaine, 30% (n = 60) crack, 25% marijuana (n =
5 1 ), and 9% (n = 18) were injecting cocaine or heroin. Of
those patients who injected drugs during the last 7 days,
eight were sharing needles. Half (n = 100) of the total
sample shared needles in the past, 8 years on average.
Alcoholics and nonalcoholics were not significantly differ-
ent with respect to use of heroin, cocaine, or crack during

ative range ofindications ofclinical depression (e.g., feeling lonely, feeling the last 7 days. However, alcoholics had shared needles
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Table 1. Descriptive Statistics of the Sample Characteristics Variables

Total sample (n = 201) Alcoholics (n = 42) Nonalcohotii  (n = 159)

Variables n % Mean n % Mean n % Mean

Age  W 38.01 39.67 37.57
GB-ld.3

Male
Female

Ethnic
White anglo
Black
Hispanic
Other

Education
Marital status

Single
Marrfed
Separated or divorced

Living  arrangement
Street or shelter
Own apartment
Other peopleís apartment

Perceived physical health
Poor
Fair
Good
Excellent

Years of drinking
Family member currently using drug

or alcohol
Family member used drug or alto

hol in the past
Outpatient drug detoxification
Length of time in methadone (yr)
Current dosage amount
Proportional change of dosage

amount
Alcoholics  classification

Nonalcoholics
Akohotics

100 49.8 25 59.9 75 47.2
101 50.2 17 40.5 84 52.8

20 10.0
86 42.8
04 41.8
11 5.5

9
18
14

1
High school

21.4
42.9
33.3

2.4
High school

11 6.9
68 42.8
70 44.0
10 6.3

High school

69
59
73

23
126
52

16
80
86
19

34.3
29.4
36.3

11.4
62.7
25.9

12 28.6 57 35.8
14 33.3 45 28.3
16 38.1 57 35.8

6 14.3 17 10.7
26 61.9 100 62.9
10 23.8 42 26.4

7.1
45.2
42.9

4.8

87

123

106

8.0
39.8
42.8

9.5

43.3

61.2

52.7

3
19
18
2

17.84
19 45.2

13 8.2
61 38.4
68 42.8
17 10.7

24.12 16.18
68 42.8

25 59.5 98 61.6

33
7.18

61.622
+89%

78.6 73 45.9
9.10 6.67

62.41 61.42
+66.2% +95.8%

159 79.1
42 20.9

for a longer period of time (mean = 7.7) than nonalco-
holics (mean = 3.3; t = -4.12, df = 199, p < 0.000).

Current Alcohol and Drug Treatment. Alcoholic patients
had been enrolled in methadone treatment for more years
(mean = 9.10) than nonalcoholics (mean = 6.67; t =
-2.3 1, df = 199, p < 0.02). Among alcoholic patients, 2
were currently enrolled in any form of outpatient alcohol
detoxification treatment (outside of a methadone clinic),
3 in outpatient drug detoxification treatment, 11 in Nar-
cotics Anonymous (NA) and 3 in Alcoholics Anonymous
(AA). Among nonalcoholic patients, none was currently
in drug detoxification treatment, and 24 were currently
enrolled in NA.

Past Alcohol and Drug Treatment History. More alco-
holics than nonalcoholics reported that they had been in
drug detoxification treatment in the past (x2  = 14.64, p <
0.001). Of the 42 alcoholics, 52.3% had been enrolled in
alcohol detoxification treatment in the past and 78% (n =
33) in outpatient detoxification drug treatment. Among
nonalcoholics, 45.9% (n = 73) had been in drug detoxifi-
cation treatment in the past. Interestingly, 18 of the 22
alcoholics who were in alcohol treatment in the past had
also participated in drug detoxification in the past. Thir-
teen of these 18 respondents had been in drug detoxifica-

Psychological and Mental Health Status. Table 2 shows
that alcoholics scored higher than nonalcoholics on six
subscales of the BSI: somatization, obsessive-compulsive

Table 2. 7 Test-BSI  by Cfassfficatfcwt  of Alcoholics

Nor&ohokf  Alcoholic
VariaMes (n = 159) (n = 42) P-Tail  probabffff

subscale  of BSI
1. Somatfzatf

2. Obsessive-compulsive

3. lnterpemonal  sensitivity

4. Depression

5. Anxiety

6. Hostility

7. Phobic  anxiety

8. Paranoid ideation

9. Psychoticism

Average score of BSI

0.702 0.968
(0.702) (0.763)
0.949 1.274
(0.824) (0.932)
0.972 1.250

(0.861) (1.121)
0.977 1.286

(0.846) (0.975)
0.804 1.155

(0.695) (0.828)
0.696 0.843

(0.675) (0.746)
0.472 0.710

(0.646) (0.689)
1.095 1.196

(0.940) (0.912)
0.747 1.048

(0.760) (0.940)
0.825 1.109

0.031

0.028

0.083

0.043

0.006

0.220

0.038

0.533

0.031

0.012
(0.626) (0.727)

tion before entry into alcohol detoxification. so in parentheses.
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behavior, depression, anxiety, and phobic anxiety and
psychotic symptoms.

Logistic Regression Analysis

As shown in Table 3, alcoholism classification was
associated with years of drinking, sharing needles in the
past, past drug detoxification treatment, changes in meth-
adone dosage and psychiatric symptomatology. Interest-
ingly, current methadone dosage was not associated with
being alcoholic, but nonalcoholics tended to have larger
increases over time than alcoholics in their methadone
dosage.

Consistent with the univariate analysis, alcoholics
tended to be more psychologically distressed than nonal-
coholics. However, both alcoholic and nonalcoholic meth-
adone patients are more psychologically distressed than
the normal population.2s*27q28  Demographic variables (e.g.,
gender, ethnicity, age, level of education, marital status,
and living arrangement), current drug use, and family
membersí current or past use of drugs or alcohol were not
associated with alcoholism classification.

Table 3. Multiple Logistic Regression: Predictors of Alcohol Dependence

Variable 8 S i g n i f i i  odds  r a t i o  ( 9 5 %  C l )

Age - 0 . 0 6 0 .17 0.94 (0.66, 1.03)
Gender - 0 . 1 1 0 .64 0.69 (0.30. 2.66)
Ethnfcity 0 .12

White 2 .94 0 .05 16.99 (0.99.366.10)
African-American 1.47 0 .26 4.33(0.31.61.15)
Hispanic 1.32 0 .33 3.76 (0.26, 55.20)

Education 0.09 0 .52 1 .lO  (0.63. 1.45)
Marital status 0.81

Single 0.01 0 .99 1.01 (0.32, 3.16)
MarTfed 0.33 0 .57 1.39 (0.44, 4.34)

Living arrangement 0 .40
Street or shelter 0.28 0.73 1.32 (0.26, 6.26)
Own apartment 0.78 0.20 2.17 (0.67. 7.05)

Perceived physical health - 0 . 0 7 0.82 0.93 (0.49. 1.76)
Years of drinking (adjusted by 5.49 0 .00 243.24 (10.09. 5665.51)

a g e )
Whether family member currently 0 .04 0 .94 1.04 (0.40, 2.66)

using drug or alcohol
Whether family member used drug -6.62 0 .20 0.54 (0.21, 1.37)

or atcohol in the past
Years shared needles 0 .09 0.01 1.10(1.02.  1.18)
Detoxification treatment for drug 1.53 0 .00 4.61 (1.64. 12.96)
Length of time in methadone 0.01 0 .89 1 .Ol (0.93, 1.09)
Cwentdosageamount 0.02 0 .25 1.02 (0.99. 1.05)
Proportii  change of dosage - 0 . 7 3 0 .05 0.46 (0.23, 1.02)

amount
How often used heroin in the past - 0 . 2 4 0 .17 0.79 (0.57. 1 .lO)

3 months
How often used cocaine in the 0 .06 0 .56 1.06 (0.66, 1.26)

past 3 months
How often used crack in the past - 0 . 0 6 0 .32 0.92 (0.78.  1 .oa)

3 months
BSI 0 .02 0 .05 1.02 (1 .OO,  1.03)
Intercept - 5 . 7 2 0 .07 (0.00. 1.49)

Goodnessof-fft:  x2 = 154.226. df = 177. p < 0.6906. Model: x2 = 67.346, df =
23. p < 0.0000. Cl, confidence interval.

* Years of drinking is adjusted by the following equation: years of drinking =
(number of years drinking alcohol)/(age).

DISCUSSION

One-fifth of the methadone patients in this study were
classified as alcoholics. However, most MMTP patients
abused alcohol before enrolling in methadone mainte-
nance. Alcoholics and nonalcoholics did not differ on
demographic characteristics, current drug use, or family
membersí past or present use of alcohol or other sub-
stances. Compared with nonalcoholics, alcoholic subjects
in MMTP more often started to abuse alcohol at an early
age and admitted to alcohol abuse before MMTP enroll-
ment. Less than 15% of MMTP patients were currently
enrolled in drug or alcohol treatment or 12-step  programs.
Characteristics associated with alcoholism among MMTP
patients included years of drinking, past drug detoxifica-
tion, a smaller proportional increase in methadone dosage,
psychiatric symptomatology, and years of needle-sharing.

These results confirm previous research findings on
prevalence and nature of alcoholism and alcohol abuse
among methadone patients.2%ë6*ë7  Few patients classified as
alcoholic received treatment for their alcoholism. Yet
alcoholics were more likely than nonalcoholics to have
previously been in detoxification treatment for other sub-
stances. This paradox may be partially explained by the
restricted and limited access to alcohol programs for dual
users, and by practices in many alcoholism treatment
programs of taking heroin addicts off methadone, and
often discouraging or refusing to treat alcoholics who
abuse other drugs. Or, perhaps alcoholics, more than
nonalcoholic patients, are accepting or compliant with
respect to other treatment modalities. The lack of treat-
ment for alcoholism among alcoholic methadone patients
is underscored by the finding that few alcoholic subjects
were currently participating in any form of drug or alcohol
detoxification, or 12-step  program. Alcoholic methadone
patients have traditionally been discouraged from attend-
ing AA or NA, although some 12-step groups have been
more accepting of methadone-maintained patients in re-
cent years.29

The results of this study suggest that this population not
only suffers from dual addiction, but also from additional
psychiatric symptomq3’ which may be independent or
alcohol-induced. Univariate and multivariate findings re-
vealed that alcoholics compared unfavorably to nonalco-
holics with respect to psychiatric symptomatology. Be-
cause the findings are correlational, reported psychopath-
ology might be an alcohol-induced artifact that is
secondary to dependence. Definitive statements regarding
the presence of psychopathology in alcohol-dependent
methadone addicts are unreliable, given the difficulty of
assessing chronic alcohol users.

Interestingly, it appears that alcoholics receive metha-
done treatment different from that of nonalcoholic pa-
tients. In this sample, nonalcoholics tended to have a
higher increase in the amount of methadone dosage than
alcoholics. Current methadone dosage was not associated
with being alcoholic, but the difference between current
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methadone dosage and dosage upon program entry was
associated with being alcoholic. To explain the direction
of any relationship between methadone dosage and alco-
holism among methadone patients requires further inves-
tigation beyond the scope of this study. A possible con-
found, however, may be related to the time when the
alcoholic patients entered MMTPs. Some years ago, it was
accepted practice to recommend lower methadone dos-
ages. Current treatment practices, at least in New York
City, have to some extent been influenced by the many
studies showing poor outcomes associated with low dos-
age. Thus, cohorts that began MMTPs earlier may have
higher gain scores when compared with cohorts that en-
tered methadone maintenance later. Conversely, it is pos-
sible that those patients who remain in MMTPs over long
periods were given appropriately high dosages of metha-
done initially, thus mitigating any apparent dosage-in-
crease bias related to earlier low-dosage practices.

The results of this study are tempered by two overarch-
ing limitations. First, the sample selection raises questions
about the generalizability of the findings. That is, the
selected participants in this study may not be representa-
tive of all patients in methadone clinics in New York City
or other areas. Second, self-report data may reflect biases
of social desirability related to illicit drug use, altering
statistical interactions with alcohol use. The study does
not assess the presence of antisocial personality disorder,
potentially salient because of the high prevalence of anti-
social personality disorder among those who abuse both
alcohol and drugs.3í-33 In recognition of the importance
of how antisocial personality disorder might be correlated
with early alcohol use and poor treatment response, our
ongoing studies have now incorporated an assessment of
this problem area.

These findings suggest that alcoholic methadone pa-
tients are a psychologically troubled population, who at
best receive treatment for a portion of their myriad prob-
lems. The findings also suggest that MMTP patients who
abuse alcohol might benefit from comprehensive pro-
grams designed for their special problems. The coexistence
of alcoholism, heroin addiction, and psychopathology
among this population presents a challenge for service
providers. On the one hand, alcoholism treatment is a
poor substitute for methadone maintenance-for those
opiate users deemed appropriate for MMTPs. On the
other, despite increased understanding of the pervasive-
ness of alcohol abuse and dependence among MMTP
patients, few treatment providers have developed pro-
grams or strategies to deal with alcohol use among meth-
adone patients. Moreover, the limited available evidence
would suggest that, within MMTP settings, specific inter-
ventions for alcoholism are no more effective than stand-
ard clinic practices in reducing alcohol consumption.”
Lacking knowledge about what does work with alcoholic
methadone patients, practitioners and program developers
are left to ponder what kinds of systems are best equipped

to treat such persons. Therapies directed toward reducing
excessive alcohol use could not only help avoid adverse
consequences of alcohol abuse and dependence but also
indirectly enhance retention in methadone maintenance
programs.

The finding that alcoholics had shared needles for a
longer period of time than nonalcoholics merits further
inquiry. It is plausible that alcohol use is part of a pattern
of risk taking, which may also include needle sharing. The
increased cumulative risk for HIV transmission is obvious
and should be examined in other studies.

Controlled studies have demonstrated that contingent
reinforcement interventions are efficacious in MMTP set-
tings. 34-37 Methadone take-home medication,38,39 and
methadone dosages self-controlled by clients4’  have both
been identified as program privileges with potential value
for promoting change when used in contingent arrange-
ments. If carefully used, such approaches might be useful
with alcohol-using MMTP patients, perhaps in conjunc-
tion with breathalyzer tests conducted routinely in clinic
settings. Some methadone proponents, however, would
argue that medication to treat opiate dependence should
not be made contingent upon abstinence from alcohol.

In the past, addiction specialists might have asked about
the sequence of alcoholism versus opiate addiction. With
the mounting evidence that polysubstance use is norma-
tive among addicted populations,4’  and the emerging con-
sensus that substance use of any kind is probably undesir-
able for the bulk of chemically dependent individuals,
such heuristics are of less interest to treatment researchers
and service providers. Nevertheless, there remain many
questions requiring longitudinal designs to track the pro-
gression and interaction of alcoholism, heroin addiction,
and psychiatric symptoms among individuals who use
opiates and alcohol.42

Alcohol use remains one of the most serious challenges
to MMTPs, and clinicians and program designers cannot
wait for a better understanding of the determinants of
alcohol abuse and dependence among methadone pa-
tients. Along with research that describes and explores
predictors of use, abstinence and relapse, needed are in-
tervention studies that develop and test promising strate-
gies for reducing alcohol use among MMTP populations.
Investigators and MMTP staff should collaboratively de-
velop theoretically sound pilot studies that would lead to
feasible, yet rigorous intervention trials in MMTP clinic
settings. Widely accepted as important elements in the
array of addiction treatments, methadone programs are
increasingly conscious of the limitations of this single
medication in patients who typically abuse alcohol and
other nonopiate substances. 43,44 Now is the time for re-
searchers and treatment providers to work together in
finding ways of reducing alcohol use among methadone
patients.
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