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ASAM Board Approves Amicus Brief SN

in Defense of FDA Tobacco Rules

The ASAM Board of Directors, at its Octo-
ber meeling, approved a proposal that
ASAM serve as amicus curige in the U5,
Justice Department’s defense of the FDA
rules restricting tobacco advertising and
sales to adolescents. The goal of the regula-
tions, announced recently by President
Clinton, is to cut teenage smoking in half
over the next seven years and to crush the
tobacco industry’s appeal as fun and sophis-
ticated. The tobacco industry and several of
its allies have challenged the FDA rules in
federal court in North Carolina. The lawsuit
claims that the Food and Dirug Administra-
don lacks jurisdiction over tobacco and that
the FDA’s restrictions on advertising and
marketing violate First Amendment protec-
tions of commercial free speech.

The final rules, which amplify state laws that
prohibit the sale of wobacco products to mi-
nors, resinct the sale and promotion of tobacco
products based on their classification as de-
vices that deliver the drug nicotine. The fed-
eral Food, Drug and Cosmetic Act allows the
FDA to regulate such products, officials said.

The new rules wipe out such staples of to-
bacco marketing as free samples, colorful
billboards and cigaretie brand advertising al
sports events. They ban vending machines
except in “adult” [acilities where children
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are not allowed, and eliminate slick, color
cigarette ads in magazines read by signifi-
cant numbers of teens.

In announcing the regulations, the President
assailed tobacco advertising for leading the
nation’s youth into nicotine addiction. “With
this historic action we are taking today,” he
said, “Joe Camel and the Marlboro Man will
be out of our children's reach forever”

Since the draft regulations were published a
year ago, the government has received more
than 95,000 different comments in more than
TOOL000 pieces of mail. The tobacco industry
filed suit in North Carolina to block the plan
as soon as the proposed rules were announced,
and has heavily lobbied the Congress and the
White House to defeat or soflen the rules. To
counter those efforts, ASAM worked with the
AMA and other health and consumer protec-
tion organizations to move the proposed regu
lations forward essentially intact (see page 4
for ASAM s letter to President Clinton).

In implementing the rules, the FDA will re-
guire six companies that it says have attracted
the largest percentages of underaged consum-
ers o mun a campaign—including television
spots—ithat will wamn children and adolescents
about the dangers of tobacco. The six compa-
nies that ane required to develop the campaign
{which will be monilored by the FDA)
are cigarctte makers Phillip Morris,
RIE. Mabizco and Lorillard Tobacco,
and smokeless tobacco producers
United States Tobaceo, Pinkerton To-
baceo and Conwood Tobaceo. Phillip
Morris' Marlboro cigarettes, RIR's
Camel brand and Lorillard's Newport
are the most popular brands of ciga-
reftes among young people, accord-
ing to the FDA,

The biggest chafipes in advertising
will be in billboard displays, publica-
tions targeted at youth gndiences and

at sporting events such as NASCAR racing's
Winston Cup series. Billboards will be al-
lowed to carry tobacco advertising only in
black and white texTt and no billboards adver-
tising wobacco will be allowed within 1,000
feet of a school or playground. Advertising in
stores and other establishments will be lim-
ited to black-and-white text, except in “adults
only" facilities. Publications targeted at young
readers—including national magazines such
as Rolling Stone and Sports Hlustrated—will
be limited to carrying black-and-white, text-
only advertising for tobacco products. (Pub-
lications with readerships that are 85 percent
or more adults, including periodicals like Time
and Mewsweek, do not fall under the advertis-
ing restrictions. )

President Clinton: “With this
historic action..., Joe Camel
and the Marlboro Man will be
out of our children’s reach
forever.”
= — ——————— .}

Sporting evenis could be sponsored by cor-
porations that produce cigarettes and other
tobacco products, and player uniforms and
race cars could be adorned with corporate
logos, but not with product brands. For ex-
ample, a racing team might be sponsored by
United States Tobacco, but it could not carry
advertising for the company’s Skoal brand
of smokeless obacco,

Also, purchasers of wobacco products who
are under 27 years of age will be required to
prove their age with photo identification
cards. The 1D rule will take effect in six
months, while the other rules become effec-
tive a year from publication. The ban on to-
bacco brand sponsorship of sporting, music

Continued on page 14
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EXECUTIVE VICE PRESIDENT’'S REPORT

ASAM WORKS TO INCREASE ACCESS,

QUALITY OF CARE

Two strategic goals that ASAM vigorously
pursues in collaboration with our state chap-
lers are to increase access Lo care and the
guality of care, and to increase recognition
of addiction medicine by organized medi-
cine and public policy makers.

With the publication of the ASAM Puatient
Placement Criteria, Second Edition (ASAM
PPC-2), through the efforts of the working
group on the ASAM PPC-2 (David Mee-Lee,
M.D., Chairperson and Lee Gartner; Michael
M. Miller, M.D.; Gerald D. Shulman, M.A.,
FACATA, Vice-Chairperson; Bonnie B.
Wilford, M.S., Managing Editor), ASAM
has greatly advanced our efforts to assure
access o care and quality of care,

ASAM PPC-2 is gaining increasing accep-
tance and use in the public secior and is
showing signs of potentially more wide-
spread use in the private sector. The National
Association of State Alcohol and Drug
Abuse Directors (NASADATD) has, through
the efforts of Julian Keith, M.D.,
(NASADAD Board member and Director of
the North Carolina Division of Substance
Abuse Services), officially endorsed the
Criteria and recommended their adoption by
the state directors throughout the country.
Two states, Ilinois and lowa, have already
required their use for all addiction services
provided within the state. In both states, the
ASAM chapter presidents (Dennis Weiss,
M.D., Iowa: Martin C. Doot, M.D., Tllinois)
and chapter members were instrumental in
the states’ decisions to use the Patient Place-
ment Criteria.

All state directors have received a copy of
the Criteria, and state chapter presidents and
state chairs are urged 1o meet with the state
directors to offer consultation. Dr. Doot
(B47-698-4775) has agreed to speak with
chapier presidents interested in learning
more about the consulting contract the 1i-
nois chapter has established with the state,
The South Carolina and Georgia chapters
recently held statewide conferences at which
David Mee-Lee, M.D. provided training on
use of the Criferia.

In the private sector, the American Managed
Behavioral Healthcare Association
{AMBHA) and its member organizations have
expressed interest in the ASAM PPC-2, and
represeniatives of AMBHA and ASAM will
meet to discuss managed care's use of the
Criteria. In addition, an informal coalition of
managed care organization mgdical directors
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{Managed Care Coalition on Substance Use
Disorders [MCCSUD]), hosted by ASAM
(Michael M., Miller, M.D., Chair) has met in
person and through conference calls over the
past two years to discuss areas of mutual con-
cern regarding treatment placement, contin-
ued stay and discharge criteria, and treatment
costs and quality assurance.

In addition to continuing the AMBHA and
MCCSUD dialogue, ASAM will host the
fifth annual meeting of the National Coali-
tion for Clinical Criteria, November 13, in
Washington, D.C. as a venue for represen-
tatives of providers, professional associa-
tions, third party payers, managed care or-
ganizations, corporations and government,
who have agreed to work together toward
the development of a national consensus on
criteria. The group will discuss implementa-
tion of the ASAM PPC-2 and the proposed
1997 updates, and the hypertext and algorith-
mic software versions under development.

ASAM EVP Dv. James F Callahan (left) and President
David E. Sinith, M.D. (right) met with General Barry
MoCaffrey, Director af the Qffice af National Drug

Canrmal Policy, to discuss addiction fwes,

In a related endeavor, I have served on the
National Committes for Quality Assurance’s
(NCQA) Managed Behavioral Health Care
Task Force and on the Task Force's Work-
ing Group bn Standards for Credentialing
and Recredentialing. ASAM's President,
David E. Smith, M.ID., will soon send NCQA
comments prepared by Michael Miller, M.D.
on HEDIS 3.0 (the latest version of the
Healthplan Employer Data and Information
Set [HEDIS]). HEDIS is gaining increasing
acceptance as an instrument for evaluating
performance of health plans in areas of criti-
cal importance o purchasers and consum-
ers. | urge ASAM members who may be

Continued on next page
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President Signs Bill

Expanding Coverage

for Mental llinesses

President Clinlon in September signed into
law a long-sought bill prohibiting health in-
surance plans from establishing more restric-
tive lifetime or annual limits on coverage of
mental illnesses than they do for physical
ailments. However, attempts to persuade
lawmakers to include coverage of alcohol
and drug treatment failed.

The fight for greater equity in treatment of
mental illnesses was long and hard. Bill
sponsor Sen. Pete Domenici (R-NM}, who
has been fighting for equily for more than a
decade, said it is common for health plans
to limit lifctime mental coverage to $50,000
while allowing up to $1 million for physical
illnesses.

Business and managed care groups claimed
that, based on the experience of plans in states
where legislatures have mandated similar ben-
efits, the mental health provisions will cause
premium costs to rise 4 to 7 per cent annually.,
On the other hand, a study by the accounting
firm Coopers & Lybrand for the American
Psychological Association placed the cost of
adding such a benefit at only 0.12 percent
more, or 17 cents per member per month,

The new provisions do not require Insurers
to offer mental health coverage, but require
them to impose equivalent lifetime and an-
nual limits if they do. Small businesses with
30 or fewer employees are exempled, and
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the date of implementation was put off uniil
Jan. 1, 1998. The new law also contains a
provision that a health plan that can show
its costs rose | percent because of the ex-
panded mental health coverage can be ex-
empted from providing the coverage.

Caribbean Trafficking is .
Key to U.S. Drug Trade

The islands of the eastern Caribbean have
once again become a key transit zone for
cocaine and heroin headed to the U.5., ac-
cording to a recently declassified overview
of the U.5. State Department. Gen, Barry
McCaffrey, Director of the Office of Na-
tional Drug Control Policy, said his office
estimates that about 154 metric tons of co-
caine pass through the eastern Caribbean to
the 1.5, each year, with another 180 metric
tons moving through on the way to Europe
and Russia.

“The Caribbean is a significant drug transit
zone because there are lots of harbors, lots
of airstrips and governmenits without a lot
of money,” said Jonathan Winer, deputy as-
sistant Secretary of State for law enforce-
ment and crime. Traffickers have increased
their activities in Puerto Rico. A particular
target of the traffickers is Puerto Rico, from
which drugs can be shipped anywhere in the
.S, without passing through Customs.
James Milford, a Drug Enforcement Admin-
istration special agent in charge of the Mi-
ami field office, said that, because of the
volume of air and sea commerce between
Puerto Rico and the mainland U.5., “if you

Continued from previous page '

asked o comment on HEDIS 3.0 to under-
score the importance of having the HEDIS
standards on effectiveness, accessibility and
availability of care, cost and other measures
include appropriate standards for alcohol,
nicotine and other drug prevention, screen-
ing, treatment and ontcome measurement.

In pursuit of ASAM s efforts to increase rec-
ognition of addiction medicine by the medi-
cal profession and public policymakers, David
E. Smith, M.D. and I met with General Barry
K. McCaffrey, Direcior, White House Office
of National Drug Control Policy (ONDCP).
In advance of the meeting, ASAM sent Gen-
eral McCaffrey information about the Soci-
ety and its work, along with copies of several
ASAM Public Policy Statements. On wel-
coming us, General McCalfrey told us that of
all the materials he had read since being swomn
into office by the President, he had not read
any that were as substantive and clearly stated
as ASAM's policy statements,
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In the course of our conversation, General
McCaffrey agreed to collaborate with
ASAM in the following ways: (1) General
McCatfrey will serve as keynote speaker at
ASAM's 28th Annual Medical-Scientific
Awards Dinner (April 19, 1997, San Diego);
(2) he will provide ASAM with a transcribed
text of his speech to the June 1996 meeting
of the AMA House of Delegates (see ASAM
News, July-August, 1996, Vol. 11, No. 3),
which ASAM will send to each member of
the AMA House of Delegates with a cover
letter from Drs. Michael Miller, AMA Del-
egate, and David E. Smith, AMA Alternate
Delegate; (3) he will distribute to his staff a
“gold-standard” reading list on the addic-
tions, to be compiled by ASAM; (4) he will
invite ASAM to prepare a seminar for his
staff on the field of addiction prevention,
rescarch and treatment; and (5) he has in-
vited ASAM members 1o serve as scientific
advisors (o his office. %uncml McCaffrey
also encouraged ASAM 1o complele its na-
tional effort to develop chapters in each
state, and offered to include i#his speeches
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can get the drugs into Puerto Rico, you can
get them into Iowa.”

Political Rhetoric Overlooks
Change in Drug-Use Patterns
While the Presidential candidates are prom-
ising swift action against adolescent drug
use, law enforcement officials and epidemi-

- ologists warn that the new paitern of drug

activity isn’t susceptible to the same types
of government initiatives used in the past.
Unlike the drug epidemic of*the late 1960s
and early 1970s, the current trend involves
early adolescents, often still in ¢lementary
school, rather than older teens in high school
and college, whose drug of choice is mari-
juana. Moreover, because much of the mari-
juana supply comes from domestic growers
and is believed 1o be distributed by small
networks or indivifluals, law enforcement
officials say that curtailing the supply will
require a different approach than was used
against cocaine and heroin—drugs that come
entirely from abroad and that usually are
distributed by large criminal organizations.

“The debate between prevention and pun-
ishment is a dead end,” Patrick MeGowan,
sherift of Hennepin County, Minnesota, told
the Washington Fost. *It is not an eitherfor
choice. Education is essential for the long
term when you are trying 1o keep 13-year-
olds from making their first mistake, but in
the short term there have to be meaningful
consequences when people want to pollute
our young with marijuana. Right now we

as he travelled throughout the country rec-
ommendations that physicians and others
seek the assistance of ASAM members in
the state. As a follow-up to this offer, he
recently called the ASAM headquarters o
request a roster of names, addresses and
phone numbers of state chapter presidents.
Following our visit to his office, General
McCaffrey visited Dr. Smith's Haight-
Ashbury Free Clinic while on a trip to San
Francisco.

Through llsIE-lTUrts al the national and state
levels, ASAM will continue to vigorously
seek ways to assure access Lo care and qual-
ity of addiction medicine care, and to pro-
mote recognition of addiction medicine by
the medical profession and by public policy
makers. Recognition also includes attain-
ment of specialty status, a matter that was
discussed in depth at the October 1996
Board mecting in Seattle. A report of the
Board’s discussion and subsequent plans to
attain ABMS recognition will appear in the
next issue of ASAM News.
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FROMTHE PRESIDENT

Dear Colleague:

Al every step along the way, ASAM vigorously supported Presi-
dent Clinton's decision to curtail tobacco advertising practices that
appeal to children and youth. An example is the following letter
(drafted with the assistance of John Slade, M.ID.) in which ASAM
urged President Clinton to reject last-ditch efforts by the tobacco
industry to escape much-needed federal regulation,

Dear President Clinton:

ASAM has been and remains a strong supporter of your proposal to
regulate cigarettes and smokeless lobacco products that contain nico-
ting. Last week's offer by Philip Morris and U.S, Tobacco, seeking a

“ongressionally mandated system for tobacco products, demonstrates
the weakness of the industry’s position and the strength of your own.
I write to urge your continued advocacy for the entire proposal that
has been so carefully crafted by your Food and Drug Administration.. ...

The offer itself is crafted to leave untouched huge expanses of tobacco
product advertising that now reaches and appeals to the young, More-
over, the remaining means for marketing would be flexible enough to
permit substantial expansion of their advertising efforts in remaining
avenues. Such adaptation 1o changing rules has been the industry’s
hallmark here and abroad for decades. When the industry controls the
way the rules are set, it has never been unable to reach the young with
its advertising. Ths is, simply, a Fox and Henhouse game.

Apart from the self-serving details, the Philip Mormis/UST proposal
has two fundamental structural defects which would make enactment
of this in any form a public health disaster.

The proposal sets no target, no goal, for reducing tobacco use by mi-
nors. There is no yardstick by which to measure success. The only
hint of this is the setting up of 2 Commission, but the Commission is
given neither a specific charge nor any power 1o make changes. In
contrast, the FDA proposal contains a very clear yardstick: has to-
bacco use by the young been cut in half? It is all very well and good
for tobaceo companies to pretend that they do not want the young to
use their products, but until they, too, set measurable goals, their sin-

cerity cannot be believed. Moreover,
under the FDA proposal, that agency
can make changes n its regulations
as need and experience dictate.

The proposal uses the Congress as a
regulatory agency. While several dif-
ferent executive agencies would have
enforcement authority, these agen-
cies would have no ability to change
the rules even slightly if they were
found to be ineffective. (But, of
course, without a specific goal, ef-
fectiveness could not be officially
micasured in any case.) No other good
or service enjoys regulation by Congress. Banking, securities, insur-
ance, building trades, transportation, as well as food and drugs are a
partial list of economic activities which are regulated by executive
agencies at the federal and state levels to protect the public welfare.

Why is tobacco different? Why should it continue to get special treat-
ment? If Congress continues to be the industry regulator (as has been
the case since 1965}, millions more will needlessly become addicted,
zet sick and die. ... If we take the easy way out on this and knowingly
compromise away key provisions of what the FDA is trying 10 do, we
will have become knowing partners in advancing the industry's lies.
The result is that the public will suffer for many, many years to come.

On the other hand, if you succeed in creating a genuine regulatory
structure for lobacco products, one which is actually capable of achiev-
ing its goals, you will have made a major contribution to the health
and prosperity of the United States and the rest of the world. ASAM
stands by the FDA proposal and remains ready 1o help you shape policy
which benefits the American people.

Peace and Health,

David E. Smith, M.D.
President

ASAM'S Revk
Octobet 24-26;

ASAM

American Society of Addiction Medicine
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Washington, D.C., is the site of ASAM s 9th
Mational Conference on Nicotine Depen-
dence, scheduled for November 14-17 at the
ANA Hotel. The program commitlee,
chaired by Andrea Barthwell, M.D., has or-
ganized the conference around four themes:
{1} Nicotine and smoking through the life
cycle; (2) a Food and Drug Administration
update; (3) Nicotine use as a serious life
problem, with past, present and future per-
spectives on the culiures that promote nico-
tine use; and (4) the smoking cessation
guidelines developed by the federal Agency
for Health Care Policy and Research.

The program committee—whose members
include Drs. John Slade, Jack Henningfield,
John Hughes, Richard Hurt, Lori Karan,
Mark Robinson, John Rosecrans and Terry
Rustin, and Mr. Gil Hill—also has planned
preconference workshops on Thursday, No-
vember 14, sponsored by the Society on
Rescarch on Nicoting, as well as a Tobacco
Research Roundiable on Neuroendocrine
and Immune Effects of Nicotine sponsored
by the National Institute on Drug Abuse.
Also offered are two skill-building sessions,
one on Practice Guidelines for Clinicians
Treating Nicotine Dependence (organized
by staff of the Mayo Clinic Nicotine Depen-
dence Center), and the other on Treating
MNicotine Dependence in the Treatment of
Other Addictions, organized by John Slade,
M.D. The first workshop focuses on practice
guidelines in specific nicotine dependence
settings, while the latter focuses on nicoting
work within the context of general addiction
treatment seltings.

Throughout the conference, which is 1o be
chaired by Andrea Barthwell, M.ID., moming
plenary sessions will provide a body of gen-
eral information, while aftermoon workshops
offer an opportunity for a more detailed ex-
change of information on specific topics.

Friday, November 15

The morning plenary session on “Nicotine
and Smoking through the Life Cycle™ {or-
ganized by Jack Henningficld, Ph.D.) in-
cludes presentations on Preteen Interven-
tions, Nicoting Receptors in Adolescents,
Micotine in Pregnancy, and Medication De-
velopment for Use in Adults.

The keynote speaker at the conference lunch
is Mitch Zeller, Deputy Associate Commis-
sioner of the U.S. Food and Drug Adminis-
tration. The luncheon will be followed by a
response panel discussing FDA's actions, a
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THE CONFERENCE DESK

ASAM 9TH NATIONAL CONFERENCE ON NICOTINE DEPENDENCE
- TO MARK RECENT GAINS IN POLICY AND CLINICAL RESEARCH

poster session of accepied abstracts, and pre-
sentation of the Young Investigator Award.

Saturday, November 16

The morming plenary, “Tobacco Affects the
Fabric of Our Lives” (organized by John
Slade, M.ID.), includes sessions on Defining
Micotine Dependence and Micotine in the
Culture. Afternoon workshops focus onThe
Science of Receptors, A Primer on Nicotine
Replacement, Recovery-Oriented Therapy,
Growing Up Tobacco-Free, Pharmacologic
Therapies, Cognitive and Behavioral Thera-
pies, Addressing Tobaceo in the Treatment
of Other Addictions, and Tobacco Product
Design and Nicotine Manipulation.

To register for the
ASAM 9th National Nicotine
Conference, contact the
ASAM Meetings Department
by phone at 301/656-3920;
by fax at 301/656-3815;
or by E-mail at
ASAMOFFICE@AOL.COM.

Sunday, November 17

The moming plenary features a panel discus-
sion of the AHCPR Smoking Cessation Guide-
lines, followed by a commentary, “Making It
Work in Clinics, Hospitals and HMOs

ASAM has designated the conference for
17.5 hours of Category 1 credit of the
Physician's Recognition Award of the
American Medical Association. ASAM has
applied for approval of 17.5 hours of credits
in Category 2-A of the American Osteo-
pathic Association. The conference has been
approved for 17.5 Continuing Education
Credits of the American Psychological As-
sociation, and for 17.5 credit hours by the
Cambridge Institute (for registered nurses,
clinical social workers and certified addic-
tion counselors). ASAM also has been ap-
proved as an education provider (#152) of
the National Association of Alcohol and
Dirug Abuse Counselors.

Organizations cooperating to sponsor the
conference include the American Academy
of Pediatrics, the Ameritan Medi¢al Asso-
ciation, the American Psychological Asso-
ciation, the American PubliofHealth Asso-
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ciation, the Centers for Disease Control and
Prevention, the Mational Cancer Institute,
and the National Institwie on Drug Abuse.
Program contributors include CIBA-Geigy,
Glaxo-Wellcome, Hoechst Marion Roussel,
McNeil Consumer Products Co., the Na-

= e
tiongl Institute on Drug Abuse, and

SmithKline Beecham Consumer Healthcare,

Registration for the full cnnl’m‘uncg’: is $325
for ASAM members and 3375 for non-mem-
ber physicians (one-day registrations can be
provided on request to the ASAM meetings
department). The conference fee includes
conference registration, conference materi-
als, the Saturday afternoon workshops, daily
continental breakfasts, morning and after-
noon refreshment breaks, lunch and a light
evening receplion on Friday, November 135,
and lunch on Saturday, November 16. There
is a separate $83 registration fee for each of
the preconference workshops.

The ANA Hotel is located in Washington,
D.C.'s fashionable West End, al the gateway
to Georgetown and within minutes of the
Kennedy Center. The hotel location affords
easy access lo the White House, Capitol and
the city's other major attractions, including
the Smithsonian museums and monuments,
dining and theater. A special rate of 5140
per night (single or double) is available o
attendecs; simply mention that you are at-
tending the ASAM 9th National Nicotine
Conference when making reservations. Res-
ervations can be made by dialing 1-800-
ANA-HOTEL or 202/429-24040),

ASAM Policy on Nicotine

ASAM advocates and supports the de-
velopment of policies and programs
that promote the prevention and treat-
ment of nicotine use and addiction,
such as the Food and Drug
Administration's proposed regulations
of tobacco products, and the federal
Agencyf for Health Care Policy and
Research's Clinical Practice Guideline
an Smoking Cessation.

Through the work of its Committee on
Micotine Dependence and its Annual
Conference on Nicotine Dependence,
ASAM is committed to educating the
public and the medical community
about the harmful effects of tobacco
use on smokers and nonsmokers alike.

ASAM News




FOCUS ON...NICOTINE DEPENDENCE

A BRIEF OVERVIEW: MANAGEMENT OF NICOTINE DEPENDENCE AND WITHDRAWAL

Robert M. Keenan, M.D., Ph.D.
Murray E. Jarvik, M.D., Ph.D.
Jack E. Henningfield, Ph.D.

Excerpted from Section 11, Chapter 9,
“"Management of Nicotine Dependence and
Wirthdrawal,” in Principles of Addiction
Medicine {Chevy Chase, MD: American
Society of Addiction Medicine, 1994). Re-
printed by permission of the publisher.

Tobaceo addiction involves two clinical
disorders: (1) nicotine dependence, which
derives from the reinforcing effects of nico-
tune, and (2) nicotine withdrawal, which ac-
companies nicoting abstinence in the daily
tobacco user. Pharmacologic treatment ap-
proaches can address both aspeets of the dis-
order, which in turn produce remission from
tobacco addiction.

Treatment approaches that minimize the
symploms associated with abstinence, in-
cluding craving, have been effective at help-
ing people to achieve and sustain abstinence
from tobacco. Recent studies of nicotine-re-
placement therapy (invelving nicotine pola-
crilex and transdermally-delivered nicotine)
have confirmed the ability of these medica-
tions to attenuate the severity of withdrawal
sympioms in abstinent cigarette smokers
(Hughes et al., 1991; Transdermal Nicotine
Study Group, 1991; Tonnesen et al.; 1992).

Such approaches are limited by the same
kinds of factors that limit the efficacy ofi
pharmacologic adjuncts for treating other
kinds of drug dependence and related disor-
ders. One implication of these observations
is that evalvation of the utility of specific
medications in the alleviation of certain signs
and symptoms should not be confused with
the evaluation of programs aimed at reduc-
ing the prevalence of tobacco use and its
associated morbidity and monality. For ex-
ample, a medication that provides relief of
acute nicotine withdrawal symptoms or se-
lectively prevents cognitive deficits could be
useful in a program to help people quit smok-
ing. However, motivating patients Lo attempt
o quit, to take their medications, and pro-
viding them with strategies for preventing
relapse (including possible long-term main-
tenance on medications) is the responsibility
of the health care professional and the pa-
tient. Long-term outcomes, in turn, will be
a reflection of the overall strength of the ¢n-
tire treatment program, and not the efficacy
of a particular pharmacologic therapeutic ad-
junct alone.
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The diversity of factors that appear relevant
to the control and treatment of tobacco use
across individuals implies the need for a di-
versity of treatment approaches. Develop-
ment of either new medications or more ef-
fective ways of using existing medicatjons
probably will be required to adequately ad-
dress diverse patient needs in this important
area of medicine and public health,

Nicotine Substitution Therapy
The prominent role of nicotine itself in the
mediation of tobacco dependence suggests
that replacement therapies might be the most
useful form of pharmacotherapy. Nicotine
polacrilex was the first approved formula-
tion in the United States for clinical use, and
it has a clearly demonstrable efficacy in both
laboratory and clinical settings. However, its
efficacy appears to be related to the rate and
cfficiency with which nicotine is extracted
and absorbed; patients need very specilic
instructions on the use of this drug, and clini-
cal follow-up is important. Altemnate replace-
ment formulations are needed for those whao
cannot use the gum for dental and other rea-
sons. Recently, nicotine transdermal patches
have largely supplanted nicotine polacrilex
as the initial choice for nicotine replacement
therapy. Other nicotine replacement
approaches under active development in-
clude a nasal spray or droplet form, and a
nicotine vapor inhaler.

Goals of therapy: While complete absti-
nence from cigareties or other forms of to-
baceo use has been the ideal treatment goal,
other goals can be achieved. MNicotine re-
placement therapy can be used for indica-
tions including: (1) relief of specific with-
drawal symptoms associated with long-term
tobacco abstinence, (2) decreased tobacco
use, (3) prevent the relapse to tobacco use
behavior, and (4) reverse the toxic effects
of cigarette or other tobacco use (Woody et
al., under review). Accordingly, nicoting re-
placement can target specific tobacco with-
drawal symptoms (including craving for
nicotine, increased appetite/weight gain,
suppression of anxiety or restlessness that
may persist indefinitely), prevent relapse to
tobacco use in situations with high relapse
potential (e.g., stressful sitwations, social-
izing with other smokers), or halt the pro-
gression of tobacco-related disease (includ-
ing chronic obstructive pulmonary discase,
ashestosis, advanced cardiovascular disease)
by eliminating the toxic by-products of to-
bacco use. Also, if treatifient produces in-
complete abstinence from tobacco use, this
should not be viewed as a treaghment failure

L

but rather as a partial treatment success.
Using a harm-reduction analysis, decreas-
ing total daily tobacco exposure and ils
accompanying toxic cffects by some clini-
cally practical proportion should decrease
the risk of suffering many of the adverse ef-
fects of long-term lobacco use because these

‘eilects are dose and duration-dependent.

Fatient selection: The people Who benefit the
most from adjunctive nicotine replacement
appear to be those who experience more se-
vere withdrawal symptoms when nicotine
intake is abruptly stopped. In general, pa-
tients who have high Fagerstrom Tolerance
Questionnaire scores or higher scores on the
Fagerstrom Test for Nicotine Dependence (a
refinement of the eadier questionnaire) and
patients who smoke greater numbers of ciga-
rettes receive increased benefits from adjunc-
live nicotine gum, while patients who have
low scores and patients who smoke fewer
cigareties each day do nol. Consequently,
highly nicotine-dependent tobaceco users
should receive higher initial doses of nico-
tine than do the less dependent users,

Dosing and administration: Nicoline
polacrilex gum is available in two doses: 2
and 4 mg. These formulations deliver
roughly half of the nicotine contained within
the pressure-sensitive resin of a single dose.
The resin matrix minimizes the risk of acci-
dental poisoning, since nicotine is released
slowly and some chewing is necessary for
activation, Patients often find the taste of the
gum to be mildly unpleasant. This is delib-
erate to further reduce the risk of accidental
poisoning of a child. Practice and patience
are required to obtain an adequate dose of
nicotine. The drug is delivered across the
buccal mucosa over 30 minutes,

The venous nicotine level rises much more
gradually after a dose of nicotine gum than
{ollowing a cigarette. Past work has shown
that the 4 mg. dose of gum is more effica-
cious than the 2 mg. dose in alleviating
symploms of ficotine withdrawal and help-
ing to maintain abstinence from tobacco use,
especially in the severely nicotine depen-
dent patient. However, a ¢linical determi-
nation of the level of nicotine dependence
must be made and a decision regarding the
dose reached. The more dependent patients
should be given a higher dose of medica-
tion, Patients should be advised that use of -
roughly one piece of gum per hour during
the day is appropriate, and that the dose of

Continued on next page
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gum can be varied by the physician.
Substantially higher doses may be neces-
- sary in some situations. Lower doses usu-
ally are not particularly helpful.

The patient should be instructed that nico-
tine gum 15 an adjunct o a treatment pro-
gram for nicotine dependence. It will pre-
vent or ameliorate nicotine withdrawal
symptoms, but it will not prevent thinking
about smoking or experiencing urges Lo
smoke. Because the blood nicotine level
does not rise as rapidly with nicotine gum
as it does with a cigaretle, it is best to take
nicotine gum on a schedule, every hour or
two for instance, ahead of symploms
(Fortman et al., 1988). Additional doses can
be used in an ad libitum manner in addition
to the scheduled dose to relieve discomfort.
For the most part, the gum should stay in
the check after an initial few chews render
it malleable. In about 30 minutes, all of the
nicotine is extracted from the gum. It should
be worked around with the tongue and tecth
for a few seconds every few minutes, but it
should not be chewed constantly. If it is
chewed like chewing gum, most of the nico-
tine will be swallowed instead of absorbed
across the buccal mucosa. This may result
in an upset stomach, nausea, gas, jaw ache,
or throat irritation, along with reduced
amounts of nicotine reaching the brain be-
cause of [irst-pass metabolism.

Nicotine absorption in the mouth from nico-
tine polacrilex use requires a mildly alka-
line environment (pH about 8.0). Therefore,
consumption of foods or beverages that
lower the pH will reduce or block nicotine
absorption. This includes most beverages
(such as coffee, tea, carbonated beverages,
and fruit juices), as well as chewing gums
containing sugar (Henningfield et al., 1990).
A period of 10 to 15 minutes should elapse
after eating or drinking before the next dose
of nicotine gum.

Contraindications: Nicotine replacement,
whether delivered as gum, paich, or in some
other form, is contraindicated in people
who are not actively addicted o nicotine
and in people who intermix the use of to-
bacco products with nicotine replacement
{e.g., those who use nicotine gum or a patch
to temporarily ameliorate nicotine with-
drawal when in a place where smoking is
not permitted). Also, nicotine replacement
should not be used without concomitant
behavioral treatment strategies. Nicoting
replacement also is contraindicated in indi-
viduals with known hypersensitivity to
nicotine, Nicotine polacrilex may be diffi-
cult or impossible for some patients (o use
because of dental appliances or concomitant
dental or other oral pathology. Transdermal
nicotine replacement therapy may be
contraindicated in certain patients with se-
vere dermatological discase.

Nicotine replacement is contraindicated in
situations where vascular compromise or
arrhythmia may be induced or worsened by
nicotine. These situations include the im-
mediate post-myocardial infarction period,
life-threatening arrhythmias, and worsening
angina pectornis. The use of nicotine replace-
ment also is discouraged in pregnant pa-
tients, and the labeling for nicotine gum cau-
tions against prescribing it in patients who
might become pregnant. At the same time,
nicotine replacement may be an essential
part of helping a paticnt who has vascular
discase or who is pregnant to stop smoking
or be comfortable in nol smoking at a eriti-
cal time. The toxicity of cigarettes is greater
in ncarly every respect than that of either
nicotine gum or patch, including the rate of
nicotine delivery to the tissues and the ley-
els of peak and steady state blood nicotine
concentrations (Benowitz, 1991).
Consequently, the risks of further nicotine
use must be weighed against the benefits of
cigarette smoking cessation and the elimi-
nation of the toxicity associated with fur-
ther tobaceo use,

Therapy duration: Optimally, nicotine gum
should be used for several months. Regular
use in the first month is the most important,
Muost patients can comfortably reduce their
use gradually alter this interval. Longer pe-
riods, up to a year or so, may benefit some
patients. To wean off the gum, some patients
will benefit from a weaning plan. Schnei-
der (1988) suggests several useful weaning
strategies (i.e., cutting daily dose by one
piece per week, cutting gum pieces in half,
breaking up gum rituals). Another approach

“is to slowly'increase the drug-lree interval,

which begins with each night's sleep, ex-
tending this into the morming hours, then
the afternoon hours; and finally into the
evening over a period of weeks (Cooper and
Claylon, 1988).

Some patients cannot be weaned from nico-
tine gurn without a prompt relapse o tobacco
use. Management options in this instance
include attempling' more gradual weaning
efforts and/or gradually substituting chew-
ing gum for the polacrilex (Waranch,
Henningfield and Edmunds, 1988) or sim-
ply continuing to maintain the patient on
nicotine gum indefinitely after appropriate
counseling.

With the transdermal nicotine delivery sys-
tems, each level of treatment (employing the
various doses) should last from one to two
months, At that time, intermittent daily use
of the patch may be attempted, or the pa-
ticnt could be maintained on nicoline
polacrilex ad libitum for some period of time
to help with certain withdrawal symptoms
andfor o prevent relapse o wobaceo use in
high-risk situations.

Antagonist Therapies

A pharmacologic alternative to agonist re-
placement therapy is the pharmacologic
blockade of receplors that mediate the rein-
forcing as well as toxic elfects of an abused

Continued on next page

NIH Convenes Conference on Liver Transplantation for Alcoholic Liver Disease

A two-day intermational workshop on Liver Transplantation for Alcoholic Liver Disease is to be held December 6-7, 1996, at the
Bethesda Marriott Hotel and the Natcher Conference Center on the NIH Campus in Bethesda, Maryland. Co-sponsored by the
MNational Institute on Alcohol Abuse and Alcoholism and the Division of Digestive Diseases of the National Institute of Diabetes and
Digestive and Kidney Diseases, the conference aims to review the current status and rates of success of liver transplantation for
alcoholic liver disease, to make recommendations for selection and management of alcoholic patients undergoing liver transplanta-
tion, and to suggest directions for future clinical and basic research. Registration is $25, and a limited number of scholarships are
available to support the iravel of young investigators. For more information, contact Mr. Jere Suter, Conference Manager, at
ComputerCraft Corporation, 6707 Democracy Blvd., Suite 101, Bethesda, MD 20817; phone 301/493-9674 or fax 301/530-0634.
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drug (Jaffe, 1985). An example of onc such
currently available therapy is the use of the
opioid antagonists, naloxone and naltrexone.
In the case of opivids, such as morphine and
heroin, the short-acting opioid antagonisi
naloxone is used to reverse the effects of an
opivid overdose. The longer-acting opioid
antagonist naltrexone is given on a daily
basis to opioid abusers to prevent the
reinforcing and toxic effects of opioid abuse.
While these therapies have known cificacy,
few opiate-dependent paticnts remain on a
therapeutic regimen of naltrexone for vari-
ous reasons. However, for the highly moti-
valed patient who is medication compliant,
antagonist therapy is invaluable in prevent-
ing “experimentation” or “slips” from devel-
oping into full-blown relapses. Unfortunate-
ly, in the case of nicotine antagonist therapy,
the nicotine blockers that have been studied
either have little effect on smoking (e.g.,
pentolinium) or have a range of undesirable
actions in their own right (e.g., mecamyl-
amine produces sedation and orthostatic
hypertension). Nonctheless, preliminary
cxperimental evidence suggest that this ap-
proach warrants further investigation,

Blockade approaches (e.g., naltrexone) have
not been accepiable for more than a few
highly compliant patients. However, such
approaches seem important to pursue, since
the potential absolute numbers of persons
who could benefit from such approaches is
considerable (e.g., if five percent of the es-
timated 50 million people who smoke could
be helped, they would total 2.5 million per-
sons). Mecamylamine is available at
present, but its use probably will be con-
strained by its unpleasant ganglionic block-
ing actions. A more selective, centrally act-
ing blocker, which could be analogouns to
naltrexone for opiate dependence, would be
highly desirable.

Nonspecific Pharmacotherapies
Another potentially useful but not widely
used approach is nonspecific pharmaco-
thecapy. This is the use of agents that do not
act on nicotine or nicotinic receptors, but that
produce symptomatic relicf from the vari-
ous sequelac of tobacco abstinence, which
range from the specific nicotine abstinence
effects described in DSM-IV to the occa-
sional severe affective symptoms that may
be part of the short-term withdrawal syn-
drome from nicotine, the more protracted
phase of nicotine withdrawal, or emergent
symptoms which had been suppressed by the
chronic use of tobacco. Fortunately, thera-
peutic strategies are available for many such
sympiloms {e.g. anxicty, depression, and
weight control), which can occur indepen-
dently of nicotine dependence and with-
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drawal. Therefore, it is plausible that medica-
tions that do not provide significant benefit
for unselected groups of smokers may still
be appropriately used on an individual case
basis. For instance, the use of benzodiaz-
epines and anorectants should not be ruled
out simply because such drugs may increase
smoking in persons not trying to quit. There
seems 1o be modest benefit from the adjunc-
tive use of clonidine, although it is unclear
whether there are particular subpopulations
for which this drug might be especially help-
ful. Similarly, even though there is as yet litdle
evidence for the use of antidepressants to
treat tobacco dependence, it is plausible that
they could facilitate abstinence in selected
individuals, Such pharmacologic approach-
es probably would benefit from concurrent
behavioral treatment.

Deterrent approaches, in principle, could be
of enormous potential utility. However, a
satisfactory nicotine deterrent has yet to be
developed and marketed. The challenge is
to produce a product that reliably leads to
consequences that are both sufficiently se-
vere and immediate to discourage smoking,
and without side effects that would act to
inhibit its use (e.g. the staining of gums
caused by silver salts),

Conclusions

There is a strong rational basis, and even
some direct evidence, that pharmacologic
intervention for the treatment of cigarette
smoking could be of sigmficant therapeutic
value. The efficacy of pharmacologic inter-
vention may be limited by the extent to
which the substance seeking behavior, and
the derived rewards, have become function-
ally autonomous from the drug itself. How-
ever, this problem is not unigue Lo Wbacco.
It is well known that effective programs for
assisting opiate users in achieving long-term
abstinence, for instance, involve consider-
ably more means of intervention than sim-
ply blocking physiologic withdrawal symp-
toms. An entire “life style” may require
change (Bigelow, Stitzer and Liebson, 1985;
Grabowski and Hall, 1984). By the time the
dependent cigarette smoker attempts o quit,
there usually have been hundreds of thou-
sands of pairings of various effects of nico-
tine with the stimuli provided by the use of
the tobacco product. These stimuli certainly
are not replaced by any pharmacologic agent,
and much time may be required until their
absence no longer contributes to the discom-
fort of withdrawal and the occurrence of re-
lapse. Perhaps the most that adjunctive phar-
macologic interventign can provide is a
means to alleviate the physiologically-me-
diated components of withdrawal and their
contribution to relapse. Thedtest will be up

8

Lo intervention program and the con-
tingencies set by the patients themsclves.
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Alcohol and Sitress

The tarm “stress” often is used to describe the subjective feeling of pressure or tension.
However, when scientists refer to stress, they mean the many objective physiological
processes that are initiated in response to a stressor. As this Alcohol Alert explains, the
stress response is a complex process; the association between drinking and stress is more
complicated still. Because both drinking behavior and an individual's response to stress
are determined by multiple genetic and environmental factors {1-3), studying the link be-
tween alcohaol consumption and stress may further our understanding of drinking behavior.

The Stress Response

The maintenance of the body's relatively steady internal state, or homeostasis, is
essential for survival. The body's delicate balance of biochemical and physiological
function is constantly challenged by a wide variety of stressors, including iliness, injury,
and exposure to extreme lemperatures; by psychological factors, such as deprassion and
fear; and by sexual activity and some forms of novelty-seeking. In response to stress, or
even perceived stress, the body mobilizes an extensive array of physiclogical and be-
havioral changes in a process of continual adaptation, with the goal of maintaining homeo-
stasis and coping with the stress (4).

The stress response 15 a highly complex, integrated network invelving the central
nervous system, the adrenal system, and the cardiovascular system. When homeostasis
is threatened, the hypothalamus gland, at the base of the brain, initiates the stress re-
sponse by secreting corticotropin releasing factor (CRF). CRF coordinates the siress
response by triggering an integrated series of physiological and behavioral reactions.
CHEF is transported in blood within the brain and in seconds triggers the pituitary gland to
release adrenocorticotropin hormone (ACTH), also referred to as corticotropin, ACTH
then triggers secretion of glucu:curlic:uid hormones (i.e., "steroids”) by the adrenal
glands, located at the top of the kidneys. Glucocorticoid harmones play a key role in the
stress response and its termination (4).

Activation of the stress response affects smooth muscle, fat, the gastrointestinal
tract, the kidneys, and many other organs and the body functions that they control (4).
The stress response affects the body's regulation of temperature; appetite and satiety;
arousal, vigilance, and attention; mood; and more (4). Physical adaptation to stress
allows the body to redirect oxygen and nulrients to the stressed body site, where they
are needed most (4).

Both the perception of what Is stressful and the physiological response to stress vary
considerably among individuals. These differences are based on genetic factors and
environmental influences that can be traced back to infancy (5).

Stress is usually thought of as harmful; but when the stress response is acute and
transient, homeostasis is maintained and no adverse effects result. Under chronic stress,
however, when the body either fails to compensate or when it overcompensates, dam-
age can occur (4). Such damage may include suppression of growth, immune system
dysfunction, and cell damage resulting in impaired learming and memory (4,6).

A Commentary by NIAAA Director Enoch Gordis, M.D. .......ccccvmmmsssssssssssssssssssssd
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Does Stress Influence Drinking?

Human research to clarify the connection between alcohal and stress usually has been
conducted using either population surveys based on subject self-reports or experimental
studies. In many but not all of these studies, individuals report that they drink in re-
sponse to stress and do so for a variety of reasons. Studies indicate that people drink
as a means of coping with economic stress, job stress, and marital problems, often in
the absence of social support, and that the more severe and chronic the stressor, the
greater the alcohol consumption (7). However, whether an individual will drink in re-
sponse to stress appears to depend on many factors, including possible genéfic deter-
minants of drinking in response to stress, an individual's usual drinking behavior, one's
expectations regarding the effect of alcohol on stress, the intensity and type of stressor,
the individual's sense of control over the stressor, the range of one's responses to cope
with the perceived stress, and the availability of social support 1o buffer the effects of
stress (1,2,7,8). Some researchers have found that high levels of stress may influence
drinking when alternative resources are lacking, when alcohol is accessible, and when
the individual believes that alcohol will help to reduce the stress (1,8).

Numerous studies have found that stress increases atcohol consumption in animals (9)
and that individual animals may differ in the amoum of alcohol they consume in re-
sponse to stress (10). Such differences may be related in part 1o an animal’'s experiencing
chronic stress early in life: Prolonged stress in infancy may permanently alter the hor-
monal stress response and subsequent reactions to new stressors, including alcohol
consumption {10,11). For example, monkeys who were reared by peers, a circumstance
regarded as a stressor compared to mother-rearing, consumed twice as much alcohol as
monkeys who were mother-reared (10). According to Viau and colleagues (11), adult
rats handled for the first 3 weeks of life demonstrate markedly reduced hormonal
responses to a variety of stressors compared with rats not handled during this time (11).
In humans, Cloninger reporied an association between cerlain types of alcoholism and
adverse early childhood experiences (12).

Animal studies reporting a positive correlation between stress and alcohol consumption
suggest that drinking may take place in response to chronic stress perceived as unavoid-
able (2,13). For instance, rats chronically exposed to unavoidable shock learn to be help-
less or passive when faced with any new stressor—including shock that is avoidable—and
to demonstrate increased alcohol preference compared with rats that received only avoid-
able shock (2). The rats exposed to unavoidable shock exhibit the hormonal changes
indicative of the stress response, including increased levels of corticosteroid hormones (2).

Whether humans drink in respanse 1o uncontrollable stress is less clear, according 1o
Pohorecky (7). In a review investigating the connection between alcohol consumption and
stress, Pohorecky notes several studies in which researchers sampled individuals from
areas affected by natural disaster. One study found that alcohol consumption increased by
30 percent in the 2 years following a flood at Buffalo Creek, West Virginia. Similarly, thera
was evidence of increased drinking in the towns surrounding Mount 5t. Helens following
eruption of the volcano (7). Following the nuclear plant accident at Three Mile Island, how-
ever, alcohol consumption was infrequently used by those sampled as a means of coping
with the resulting stress (14).

In both humans and animals, drinking appears to follow stress (2,3,7,13). Some human
research, however, shows that drinking may take place in anticipation of or during times
of stress (15).

Does Drinking Reduce or Induce Stress?

Some studies have reported that acute exposure to low doses of alcohol may reduce
the response to a stressor in animals and humans. For example, low doses of alcohol
reduced the stress response in rats subjected to strenuous activity in a running wheel (3).
In humans, a low dose of alcohol improved performance of a complex mental problem-
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solving task under stressful conditions (3). However, in some individuals, at cerlain
doses, alcohol may induce rather than reduce the body's stress respoense (16).

Much research demonstrates that alcehol actually induces the stress response by stim-
ulating hormone release by the hypothalamus, pituitary, and adrenal glands (4,6,17,18).
This finding has been demonstrated in animal studies. In one study with rals, the admin-
istration of alcohol initiated the physiological stress response, measured by increased
levels of corticosterone (19). In addition to stimulating the hormonal stress response,
chronic exposure to alcohol also results in an increase in adrenaline (20).

Stress, Alcoholism, and Relapse "

Stress may be linked to social drinking, and the physiclogical response to stress is dif-
ferent in actively drinking alcoholics compared with nonalcoholics (17). Researchers
have found that animals preferring alcohol over water have a different physiological
response to stress than animals that do not prefer alcohol (21). Monetheless, a clear
association between stress, drinking behavior, and the development of alcoholism in
humans has yet to be established.

There may, however, in the already established alcoholic, be a clearer connection
between stress and relapse: Among abstinent alcoholics, personally threatening, severe,
and chronic life stressors may lead to alcohol relapse (15,22). Brown and colleagues
(15) studied a group of men who completed inpatient alcoholism treatment and later
experienced severe and prolonged psychosocial stress prior to and independent of any
alcohol use. The researchers found thal subjects who relapsed experienced twice as
much severe and prolonged stress before their return to drinking as those who remained
abstinent. In this study, severe psychosocial stress was relaled 1o relapse in alcoholic
males who expected alcohol to reduce their stress. Those most vulnerable to stress-
related relapse scored low on measures of coping skills, self-efficacy, and social support,
Stress-related relapse was greatest among those who had less confidence in their abil-
ity to resist drinking and among those who relied on drinkers for social support.
Although many tactors can influence a return lo drinking, Brown and colleagues note
thal stress may exert its greatest influence on the initial consumption of alcohol after.a
period of abstinence (15).

Drinking and Stress—A Commentary by
NIAAA Director Enoch Gordis, M.D.

Stress is commonly believed to be a factor in the development of alcoholism {alcohol
dependence). However, current science is more informative about the relationship between
drinking and stress than about the relationship between stress and alcohbl dependence.

Drinking alcohol produces physiclogical stress, that is, some of the body's responses
to alcohol are similar to its responses to other stressors. Yet, individuals also drink to
relieve stress. Why people should engage in an activity that produces effects similar to
those they are trying to relieve is a paradox that we do not yet understand. One hypoth-
esis is that stress responses are not exclusively unpleasant; the arousal associated with
stress itself may be rewarding. This might explain, for example, compulsive gambling or
repeated participation in “thrill-seeking” activities. Current studies may illuminate genetic
variations in the physiological response to stress that are important in drinking or other
activities with the potential 1o become addictive.

Training clinical staff to accurately appraise patients' drink-provoking stressors may
help staff to identify individuals at rigk for relapse. One route to relapse prevention is the
teaching of coping skills where patients learn how to deal with these stressors without
drinking. How this treatment approach compares with others remains of special interest.
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Advertising Shapes

Teens’ Cigarette Choices

For years, the lobacco industry has insisted
that its advertising is aimed at inducing
adults to change brands and that it has little
effect on young people. But after a 1995
study reported that a high percentage of chil-
dren aged three (o six associated the “Joe
Camel” ad campaign with cigarettes, a group
of researchers from the U.S, and Canada set
out to determine how sensitive 12- to 18-
year-0lds are to cigarette advertising. They
report in the April Jowrnal of Marketing that
cigarette advertising not only influences ado-
lescents’ brand choices, but that when ad-
vertising intensity doubles, it has three times
the effect on teens’ choices as on adults™, “If
[ am a cigarette manufacturer, it means that
if I double my advertising, adolescents will
flock to me three times faster than adults;
adults are brand loyal,” said Richard W.
Pollay, lead author of the study. “We call this
the battle of the brands,” he added. 1015 teens
who hear the baitle cry, and teens who are
the victims of i

Addiction Medicine

Reshaped by Managed Care
The specialty of addiction medicine is be-
ing reshaped by managed health care, ad-
vances in the nearoscience of addiction, and
availability of new treatment pharmacothera-
pies, say Drs. Donald R. Wesson and Walter
Ling in their overview in the annual review
issue of the Journal of the American Medi-
cal Association ([996;23:1792-1793). The
practices of managed health care in reduc-
ing treatment access and length of inpaticnt
treatment have not been studied adequately,
they add, but there is reason for concem. To
justify denying inpatient treatment beyond
detoxification, managed health care repre-
sentatives often cite studies showing that
treatment outcomes for patients treated in
hospitals are about the same as outcomes for
patients treated as outpatients. This
overgeneralizes available data, the authors
warn. They conclude that, as in other areas
of medicine, the challenge for addiction
medicine physicians is 1o continue provid-
ing patients with the care they need, despite
daunting regulatory and economic barriers.

Molecular Mechanisms

of Cocaine Addiction

A recent study published in the journal Ma-
frre (Giros et al., 1996;379:606-612) affirms
the central importance of the dopamine-
reputake transporter in the behavioral and
biochemical action of cocaine and defines it
as a site on which efforis o develop an anti-
cocaine medication should be focused, The
authors prndut:::d a strain of mice in which
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the gene encoding the dopamine ansporter
was disabled. These mice did not respond to
cocaine either biochemically or behaviorally,
thus demonstrating that the transporter is
necessary for cocaine to produce its
psychostimulant effects. (Mice with the
same deficiency also are being used to help
answer questions about Parkinson's discase
and certain psychiatric disorders that, like
the effects of cocaine, are linked to a mal-
function in the regulation of neurotransmis-
sion by dopamine. )

Marijuana Impairs

Workplace Performance
Marijuana use is linked to a pattern of be-
haviors that leads to poor job performance,
according to a study presented at NTDA's first
National Conference on Marijuana Use. Dr.
Wayne Lehman of Texas Christian Univer-
sity looked at how marijuana affects job per-
formance. In a series of surveys of 4,600
municipal employees in four cities in the
Southwest, Lehman found that employees
who reported marijuana vse were diflerent
from nonusers: they were much more likely
to have arrest histories, low self-esteem, high
rates of depression, and friends who are de-
viant. This behavioral pattern in the personal
backgrounds of marijuana-smoking employ-
ees was associated with negative attitudes
toward work and job performance, Dr.
Lehman said. The marijuana-using workers
reported more absentecism, tardiness, acci-
dents, workers” compensation claims, and
job trnover. They also were more likely to
report to work with a hangover, miss work
because of a hangover, and be drunk or use
drugs at work.

Preventing Adolescent
Alcohol Use

A combination of classroom and commu-
nity interventions can successfully reduce
alcohol use by young adolescents, accord-
ing Lo initial findings from a nine-year study
funded by the National Institute on Alcohol
Abuse and Alcoholism (NIAAA), Reported
in the July 1996 1ssue of the American Jowr-
nal of Public Health (1996;86:936-965), the
siudy found that the onset of alcohol use by
students in the intervention communities was
reduced by 28% compared with control com-
munities.

These initial findings indicate that “muli-
level, targeted prevention programs for
yvoung adolescents are effective,” concluded
principal investigator Cheryl L. Perry, Ph.D.
and her colleagues at the University of Min-
nesota. Copies of the program curficula may
be obtained by contacting Dr. Perry by phone
al 612/624-4188 or by fax awb12/624-0315.
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Physicians’ Role in Helping
Patients Secure Smoke-Free
Workplaces

Physicians have an essential role in ensur-
ing that the goals of the Amerncans with Dis-
abilities Act are met in terms of their appli-
cation to smoking policy, say the authors of
areport in the Journal of the Amervican Medi-

~ cal Associftion (1996;276:909-913),

Attorneys Wendy Parmet, Richard Daynard
and Mark Gottlich maintain that physicians
play akey role in educating patients, employ-
ers and the public as to the medical conse-
quences of exposure to environmental tobaceo
smoke (ETS), particularly to children and pa-
tients who are disabled. Moreover, they can
clarify to patients that avoiding exposure to
ETS is essential medical advice that they have
a legal right to follow. Finally, physicians can
play an important role as community leaders
by helping their friends, neighbors, colleagues
and other citizens understand the dangers
posed by ETS and how it can harm some of
the most vulnerable patients. Only then, the
authors conclude, will the public understand
that the presence of ETS is not a mere annoy-
ance, but a health hazard and often a violation
of a basic civil right.

Come Practice Psychiatry in
the Boautiful Southwest

Remuda Treaiment Cenler s o prograssive
facility located on a guast ranch seting
50 mites norfhweest of Phoenix, Remuda
individualizes TX for ealing discrderad
fermnales megling medical, nulitional &
piychological needs blended with o
Biblical penpective, We are seeking o
BC/BE psychiatrst interested in ealing
disorder treatment. We offer o charming
resort town atmosphere, excelent salany
and very predictable schedule. E.O.E.

Calf or FAX your CV fo
Linda Hughes
Remuda Ranch Center
1 E. Apache 3t Wickenbuwrg, Al B53%0
[520) 484-4244
FAX [520] 684-4247
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Tobacco — Continued from page |

and culiural events will be the last to take
effect—in two years—so that alternative
sponsors can be arranged for the affected
events.

Advertisers have said they will join to-
bacco producers in fighting the new rules
as an unconstitutional restriction on free
speech. The Supreme Court in May baol-
stered First Amendment protections of
truthful advertising that involves drink-
ing, smoking or other conduct the gov-
ernment deems harmful. The court unani-
mously struck down a Rhode Island ban
on the advertising of liguor prices. Al-
though the justices splintered in their le-
gal reasoning, they agreed that courts
should be wary of restrictions on adver-
tising that is neither false nor misleading.

However, unlike the Rhode Island ligquor
case, the President’s tobacco plan focuses
on advertising aimed at minors. The
government's inlerest in protecting
children’s health likely would be an impor-
Lant factor in courl review of the new regu-
lations. “We think the rule is very defensible
in court,” the FDA's Kessler said.

But industry groups expressed outrage. “We're
absolutely devastated,” said Lisa Eddington,
managing director of the National Tobacco
Council, which represents tobacoo growers as
well as other parts of the industry. “Tt's both
unnecessary and unfair” Eddington said that
implementing the rules could cost “some-
where in the neighborhood of 10,000 jobs, and
60 percent of those would be in the tobaceo
grower sector”

While acknowledging the potential for job loss
(which the administration estimates at 2,500
over seven years), the President said the rules
are “the right thing to do, scientifically, le-
gally and morally™ Every day, he said, about
3,000 young people start smoking and nearly
1,000 of them will die prematurely {rom can-
cer, emphysema, heart disease and other ail-
menis caused by tobaceo products, *“This epi-
demic is no accident,” Clinton added. “Chil-
dren are bombarded daily by massive mar-
keting campaigns that play on their vulner-
abilities, their insecurities, their longings to
be something in the world. Joe Camel prom-
ises that smoking will make you cool. Vir-
ginia Slims models whisper that smoking will
help you stay thin."

PRESIDENT CLINTON
Billboards and Signs

Print Ads

Vending Machines

Giveaways

Sponsorship
a tobacco brand name.

Photo IDs

Education
monitored by the FDA) is required.
Samples

20 cigarettes, is prohibited.

NEW TOBACCO REGULATIONS ANNOUNCED BY

Billboards and signs are limited to black-and-white text only, except in adult-only
facilities. Tobacco billboards are banned within 1,000 feet of schools and playgrounds.

Only black-and-white text-only ads are allowed in publications whose youth reader-
ship is more than 2 million, or 15 percent pf total readership.

Cigarette vending machines are limited to facilities where children are prohibited.
No product giveaways are allowed with brand names or brand logos.

Entertainment or sporting events can be sponsored only in the corporation’s name, not

Buyers under age 27 must produce photo identification.

An industry-run educational campaign about the health risks of tobacco use (to be

Distribution of free samples, as well as sale of single cigarettes or packs of less than

Source: U.8. Department of Health and Human Services and The Washington Fost,

L )
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ASAM DELIVERED
STRONG SUPPORT FOR
NEW TOBACCO RULES

John Slade, M.D., prepared ASAM's com- —

ments in support of the FDA effort 1o regu-
late tobacco products as nicotine delivery de-
vices. For example, on January 2, 1996,
ASAM delivered four banker’s boxes of
malerials to the FDA's offices in Rockville,
MD. The boxes contained ASAM's com-
ments on the agency proposal, along with
19 binders of supporting materials, includ-
ing tobaceo product promotional items such
as a Benson & Hedges cap, same Camel
lighters and a Newport T-shirt.

In an accompanying letter, ASAM President
David E. Smith, M.D., told FDA Commis-
sioner Kessler that the American Society of
Addiction Medicine (ASAM) lully supports
the FDA in its determination that the nico-
tine in cigarettes and smokeless tobacco
products that contain nicotine are drugs and
nicotine delivery devices. The regulatory
framework described in the Federal Regis-
ter of August 11, 1995, for these mcotine
delivery devices represents a major advance
for public health in the United States. The
Society supperts the enactment of the
Agency's proposal in substantially the same
form as it has been proposed, but as the en-
closed comment indicates, there are some
parls of the proposal that ASAM believes
should be strengthened. . . .

Dr. Smith noted that “nicotine addiction is
the most serious addiction problem in the
nation because of the vast number of people
affected and the enormous suffering it
causes. As you have so rightly said, it is a
pediatric disease.”

The Society’s comments on the Agency's
proposal were in three parts, Part A discusses
the Agency’s assertion of jurisdiction over
cigarettes and smokeless tobacco products,
while Part B considers the proposed regula-
tion and its supporting matenals as published
in the Federal Regisier of August 11, 1995,
Both of these comments were accompanied
by extensive appendices. Part C was respon-
sive lo the Agency's request for comment
on the focus group testing of the brief state-
ments warning of health hazards it described
in the Federal Register of December 1, 1995,

Dr. Smith's letter concluded that “ASAM 15
grateful for your courage, determination and
deep understanding of the issues that have
created and perpetuated the tobacco epi-
demic. The Society looks forward to con-
linuing its support of your efforts to reduce
the terrible toll of addiction, discase and
death that tobacco products bring to all loo
many people.”
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ASAM POLICY
STATEMENTS ON NICOTINE
DEPENDENCE

As carly as 1988—the year Surgeon Gen-
eral C. Everett Koop, M.D., released the first
federal report acknowledging that tobacco
iz addictive—the ASAM Board of Directors
prepared an official policy statement on the
subject. Others have followed, and their chro-
nology traces the progress of scientific un-
derstanding of the nature and treatment of
nicoline dependence.

1988: Nicotine Dependence and Tobaceo.
Adter asserting that “Regular use of wbacco
products leads to addiction in a high propor-
tion of users,” the report concludes that
“Nicotine dependence is a primary medical
problem deserving of thoughtful, ongoing at-
tention from every responsible clinician. Dis-
eases caused by tobacco use should be re-
garded as complhications of nicotine depen-
dence.” The policy statement then calls for a
number of national initiatives, including
steps to reduce the availability of tobacco
products to the young, assigning responsi-
bility for regulating all tobacco-containing
products to the Food and Drug Administra-
tion, strengthening the warning system on
cigarettes and smokeless tobacco, eliminat-
ing all advertising and promotional activi-
ties for nicotine-containing tobacco products,
implementing smoke-free workplaces and
public spaces, mitiating legal action against
the tobacco industry (including law suits by
the states), and supporting research into the
nature of nicotine addiction and its treatment
and prevention. (Revised in 1996.)

1989: Documentation of Nicotine Depen-
dence on Death Certificates and Hospital
Discharge Sheets. Observing that “nicotine
dependence 15 the most common drug de-
pendence in the country,” which “contributed
to 395,000 deaths in 1985, and to numerous
hospitalizations,” the report affirms that
“physicians have a major role to play in rec-
ognizing and managing nicotine dependence
in their patients.” To that end, the report calls
for clear documentation of obacco use as a
contributing cause of death in death certifi-
cates, and of 1obacco use in relation 1o hos-
pitalizations, to increase awareness of the
health effects of tobacco and to provide epi-
demiologic data needed for future research,

1990: Reimbursement for the Treatment
of Nicotine Dependence. The report affirms
that “nicotine dependence is the most com-
mon form of chemical dependence in the
United States™ and urges the adoption of
third-party reimbursement for the treatment
of micotine dependence, 50 as to make treat-
ment available to persons of limited means
and to encourage entry into treatment at car-

Volume 11, Number 5

1950: Threc published epidemiological
studies indicate a corrclation between
cigarette smoking and lung cancer.

1957: Surgeon General Leroy E. Burney
issues a report stating that “excessive™

in lung cancer”

1964: Surgeon General Luther L. Terry is-
sues a “Report on Smoking and Health,”
linking cigarette smoking and lung cancer.

1966: The federal Cigaretie Labeling and
Advertising Act takes effect, requiring
warning labels on cigareile packaging.

1967: Surgeon General William H.
Stewart's report concludes that smoking
i5 the principal cause of lung cancer. The
Federal Trade Commission releases the
first report on cigaretic tar and nicotine
content.

1970: Congress sirengthens cigarette
warning labels.

1971: TV and radio ads for cigareties are
banned as the Cigaretie Smoking Act of
1969 takes effect.

1973: The Civil Aeronautics Board re-
quires no-smoking sections on commer-
cial flights. Arizona becomes the first state
in modern times to restrict smoking in
public places.

1975: Cigarettes are discontinued in mili-
tary rations.

1983: San Francisco becomes the first city
to ban smoking in private workplaces.

1986: Surgeon General C. Everett Koop is-
sues areport on the effects of exposure to“sec-
ond-hand"” smoke and smokeless tobacco,

1988: Surgeon General Koop issues a
report declaring that cigarette smoking
15 “addictive "

HISTORY OF TOBACCO REGULATION IN THE U.S.

smoking appears to be “one of the factors-

Sources: Centers for Disease Control and Prevention,
The Washington Posr, and ASAM archives.

ASAM adopts a policy statement call-
ing for specific steps to reduce the pro-
motion and availability of tobacco prod-
ucts to young people.

1990: A federal ban on smoking on inter-
city buses and domestic airlines flights of
six hours or less takes effect. The Secre-
tary of HHS denounces advertising for
Uptown cigarettes, which ¥ targeted to
African-American audiences; the manu-
facturer cancels marketing plans.

1993: The federal Environmental Protec-
tion Agency issues a report identifying
second-hand smoke as a health risk. Presi-
dent Clinton bans smoking in the White
House. e

1994: FDA Commissioner David Kessler
announces that the agency is studying
regulating tobacco products. The federal
Occupational Health and Safety Admin-
istration proposes regulations banning
workplace smoking or requiring scparate,
specially ventilated smoking rooms.

1995: The FDA announces proposed re-
sirictions on tobacco marketing and
sales. In its Federal Register filing, the
FD#A stales that “based on the evidence
now before the agency, cigarettes and
smokeless tobacco products are drug
delivery systems whose purpose is to
deliver nicotine.”

1996: ASAM delivers four banker’s
boxes, containing more than 40,000
pages of scientific evidence (compiled
by Dr. John Slade) in support of the
FDA's proposed rules.

ASAM President David E. Smith writes
to President Clinton, urging that the ad-
ministration move ahead with approval of
the FDA's proposed rules.

President Clinton announces his approval
of the FDA's proposed rules, allowing the
agency to'‘enforce them as federal law.

lier stages. The report also encourages em-
plovers to sponsor on-sile programs Lo help
employees quil smoking.
1992: Clinical Applications of the Nico-
tine Patch. Afier endorsingfthe use of the

15

transdermal nicotine patch as “a useful ad-
junct in the treatment of nicotine addiction,”
the report cautions that the patch alone is
nol treatment for the addiction and urges that
the nicotine patch be used only as part of a
planned strategy to stop tobacco use,

ASAM News




COMMITTEE REPORT

ASAM CALLS ON FDATO
REGULATE “ECLIPSE”

ASAM has asked the federal
Food and Drug Administra-
tion to regulate Eclipse, a
new nicotine delivery device
being test-marketed by the
E.l. Reynolds Tobaceo Co.,
of Chattanooga, Tennessee.

In a letter to FDA Commis-
sioner David Kessler, Dr.
John Slade, Chair of
ASAM's Commiltee on
Nicotine Dependence, urged
that Eclipse be regulated to
assure that it will result in
more good than harm to the
public health, Dr. Slade also
cautioned the FDA not to
deal with Eclipse apart from
other nicotine products; rather, he pointed out that Eclipse raises
issues that the FDA has not addressed in the new rules under which
it is authorized to regulate tobaceo products for the good of chil-
dren. His letter cites the following reasons for regulation of Eclipse
and similar nicotine delivery devices:

Jerhn Slade, ML, Chair of ASAM s
Conwmittee an Nicotineg Dependence.

* The safety and toxicity of these products should be assessed by an
independent body, which can detenmine if the data are sufficient to
warrant offering the device to the public, and can determine the
conditions for sale.

* Marketing of a nicotine delivery system could have unintended con-
sequences. For example, while a product less harmful than cigarettes
might be advantageous if its use were limited to persons who would
not otherwise stop using tobacco, it could be detrimental, since it is
not completely safe, if it were used by persons who otherwise would
become abstinent or who had not previously used nicotine. A regula-
tory agency like FDA would be able to set limits and monitor usage in
ways that assure that good intentions lead to good results.

* Although initial advertising for these devices may be largely ex-
planatory, marketing campaigns are likely to revert 1o image-based
advertising of the kind now used to sell conventional cigarettes,
unless there is regulation,

* A regulatory strociure is needed to provide a consistent approach
to the marketing of the many different nicotine delivery devices
expected on the market from diverse sources in coming years,

* Because nicotine 15 addictive and Eclipse in particular is designed
to deliver nicotine like a conventional cigaretite, consumners will not
be able to choose easily when to stop. This abridgement of free will
means that the government has a special interest in intervening ac-
tively to assure the greatest flow of information about these devices
and the least amount of disease and death from their use.

The letter was submitted as a comment on citizen petitions regarding
Eclipse that have been filed with the FDA by Action on Smoking and
Health and the Coalition on Smoking OR Health. (A copy of the letter
submitted to the FDA can be downloaded from the ASAM s site on the
World Wide Web at http:Aimembers.aol.comfasamoffice. )
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ASAM MEMBERS NOMINATED
FORTOP AMA AWARDS

ASAM has nominated Dr. David Kessler of the ULS. Food and Drug
Administration and several of its own members for distinguished
achievement awards bestowed annually by the American Medical
Association,

1996 Nathan Davis Award
ASAM has nominated FDA Commissioner David A, Kessler, M.D,,
for this award, which is one of the most prestigious extended o
elected and career public servants. It is given for onlstanding en-
deavors lo advance the public health.

In nominating Dr. Kessler, ASAM said that he has “energeti-
cally, courageously and creatively presided over the U.S. Food
and Drug Administration™ and noted that, as a pediatrician, Dr.
Kessler “has taken a strong stand...for eliminating the market-
ing and sale of tobacco products to young people.”

]

ASAM's nomination concludes that “no one characterizes bet-
ter than Dr. David Kessler the spirit of the Dr. Nathan Davis
Awards, which are given to ‘promote the art and science of
medicine and the betterment of public health.' ™

Scientific Achievement Award

ASAM member Charles 8. Lieber, M., has been nominated for
the Scientific Achievement Award, which is given to a physician or
non-physician scientist selected by the AMA Board of Trustees for
outstanding scientific achievements,

Dr. Lieber was cited for achicvements that include discovery of a
new, aleohol-inducible pathway for ethanol metabolism in liver
microsomes, involving a unique form of cytochrome P450 (now
called 2E1), which explains the interactions of alcohol with other
drugs and the vulnerability of the heavy drinker to the hepatotoxic-
ity of commonly used medications, anesthetics, industrial solvents,
carcinogens and even vitamins, as well as B-carotene,

Dr. Lieber also uncovered new pathways of hepatic vitamin A me-
tabolism, as well as several metabolic effects of ethanol, such as
hyperuricemia, ketosis and increased blood HDL. His work also
has elucidated the respective roles of nutritional and toxic factors in
the pathogenesis of alcoholic liver disease. Dr. Lieber has authored
over 800 scientific publications and nine books, and has held 38
Visiting Professorships worldwide.

Benjamin Rush Award for

Citizenship and Community Service

ASAM member John Slade, MLD,, has been nominated for this
award, which is given for contributions to the community above
and beyond the call of duty as a practicing physician.

Dr. Slade’s accomplishments include development of the concept
of nicodine dependence as a disease of adolescence--a concept that
provided the scientific basis for efforts by the Food and Drug Ad-
ministration and the President to limit the marketing and sales of
tobacco products 1o young people.

Dr. Slade has been involved in clinical and public health activities
around tobdcco for more than a dozen vears, and recently played a

’ Continued on next page
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“~. major role in the exposition of tobacco indus-

try documents demonstrating industry knowl-
edge of the addictive properties of nicotine.
His publications include two critically ac-
claimed works, one for the profession (Mico-
tine Addiction: Principles and Management,
with C.T. Orleans) and one for the public (The
Cigarette Papers, with 8.A. Glantz, etal.). Dr.
Slade is medical editor of the Tobacco Prod-
ucts Litigation Reporter and Tobacco Control:
An International Journal.

AMA-ERF Award for

Health Education

ASAM member David C, Lewis, M.D., has
been nominated for the AMA-ERF Award,
which was established to encourage and rec-
ognize the professional and public health
education activities of practicing physicians,

Dr. Lewis was cited for his tireless work over
35 years to make a sustained case for the
inclusion of alcohol and other drug problems
within the mainstream of medical practice
and medical education, Dr. Lewis founded
and directs the Brown University Center for
Alcohol and Addiction Studies, chairs the
HRS A-funded Physician’s Consortium on
Substance Abuse Education, and has served
as president of the Association for Medical
Education and Substance Abuse
(AMERSA), the professional society de-
voled to teaching about substance abuse.

Dr. Lewis also initiated the Project ADEPT
curriculum for primary care physician train-
ing, and recently chaired a Josiah Macy Con-
ference that brought together leaders of the
Boards and Residency Review Committees
in internal medicine, family practice, pediat-
rics, obstetrics and gynecology, and psychiatry.

In Memoriam:
D, Jaime Braver

Dr. Jaime Braver died suddenly in
Buenos Aires on March 9, 1996, He
was 67. A long-time member of
ASAM, Dr. Braver was well-known
for his work in alcoholism within Ar-
genting and throughout Latin America.
Through lectures, papers and appear-
ances on radio and television, he
helped o educate health professionals
and the public about the care and treat-
ment of alcoholism,

Dr. Braver was director of an institute
he created in Buenos Aires to provide
alcoholism treatment services,
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STATE CHAPTER UPDATE

California

CSAM provided five scholarships to physi-
cians-in-training for the 1996 Review
Course, to be held in Los Angeles in No-
vember. Every vear since 1993, CSAM has
offered the scholarships to all Califomia resi-
dency training programs in medicine, fam-
ily medicine and psychiatry. i

Funds to support the scholarship program -

come from CSAMs sister organization, the
Medical Education and Research Founda-
tion for the Treatment of Alcoholism and
Other Drug Dependencies. In 1992, CSAM
members Diane Hambrick, M.D., and Ted
Williams, M.D., arranged for a donation
from the medical stalf of an addiction treat-
ment program in Orange County, which was
designated [or the purpose of training resi-
dents in California. With that donation, the
Foundation began the annual scholarship
program.

Georgia

Georgia ASAM members can participate in
recruiting new ASAM members and win
prizes, including one-year free ASAM mem-
bership and one free 1997 Med-Sci Confer-
ence registration. For more information, con-
tact the chapler office at 404/377-9398,

The Fourth Southern Regional Addiction
Conference was held in Savannah, October
17-20. Keynote speakers for the gathering,
which focused on Addiction Treatment and
Psychiatric Co-Morbidities: Providing Qual-
ity Treatment in a Managed Care Environ-
ment, were ASAM President-Eleet G. Dou-
glas Talbott, M.D. and ASAM Executive
Yice President Dr. James FE Callahan. Mr.
Gerald Shulman presented on the ASAM
PPC-2 and Managed Care, while Steven
Jaffee, M.D., led a session on Adolescents
and Dual Diagnosis. Charles Whitfield,
M.D. presented on Trauma and Recovery.

Missouri

Chapter member Samuel B, Guze, M.D.,
who is Spencer T. Olin Professor and head
of Psychiatry at Washington University
School of Medicine, was awarded the Fourth
Annual Rhoda and Bernard Sarnal Prize in
Mental Health on October 17, 1995, The
Sarnat Prize recognizes individuals, groups,
or organizations for outstanding achieve-
ments in improving mental health, In par-
ticular, the award was created to spotlight
contributions that improve the understand-
ing of or treatment for mental disorders, in-
novations in mental health services and pub-
lic policy changes thit improve mental
health services. The prize is given by the Na-
tional Academy of Sciencgk’ Institute of
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Medicine. Dr. Guze was selected for the
prize because of his pioneering work in a
biological approach to the diagnosis and
treatment of menial illness.

Dr. Guze also received the 1994 Distin-
puished Scientist Award from ASAM at its

annual meeting in New York.

New Jersey

The New Jersey chapter ifyites members
who are interested -in becoming more in-
volved in chapter activitics to contact Dr.
Johp Verdon by phone at 908/842-9468 or
by fax at Q0B/842-0666.

South Carolina

SCSAM's most recent continuing education
program, on July 29-30, featured Dr. David
Mee-Lee, who addressed a large gathering
of physicians, counselors, administrators and
state alcohol and drug officials on ASAM s
FPatient Placement Criteria, Second Edition
(ASAM PPC-2). The response was excellent
and SCS5AM intends to be active in promot-
ing the ASAM PPC-2 throughout the state
as a basis for delermining levels of service.

SCSAM President Timothy Fischer, D.O.,
recerved the official State Charter during the
awards luncheon at the ASAM Med-Sci
Conference in April. The chapter currently
has 38 members and is actively recruiting
more. Plans w0 develop public service an-
nouncements and to work proactively with
state officials are ongoing.

Region lll Plans Conference

on “Addiction Medicine:

The 21st Century”

Regional Director Alan Wartenberg, M.I.,
has invited all Region 1 members to sub-
mil proposals for presentations during the
annual conference, Movember 22-23 at the
Hotel Northampton in Northampton, Mas-
sachusetts. Proposals should be addressed to
Conference Director Punyamurtula Kishore,
M.ID., in care of Roderick Williams, Ph.D.,
Conference Coordinator, at 822 Boylston
Street, Suite 100, Chestnut Hill, MA 02167,

International

The First Slovenian International Confer-
ence onAddiction Medicine was held Octo-
ber 17-19 at Ljubljana, Slovenia, The con-
ference was organized by a committee
headed by Zdenka Cebasek-Travnik, M.D.,
M.5¢. ASAM members interested in the con-
ference may reach Dr. Cebasek-Travnik at
the Psychiatric Hospital Ljubljana, Alcohol-
ism Treatment Center, Poljanski nasip 58,
1105 Ljubljana, Slovenia.
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RUTH FOX ENDOWMENT FUND

Dear Colleague:

As we approach the last months of the year,
there is no better time to consider making a
charitable gift to the Ruth Fox Memorial En-
dowment Fund. Your gift will ensure ASAM
financial security to carry out its goals well
into the future.

Please remember that in order (o assure maxi-
mum tax savings for your gifts this year, they
must be completed by midnight on Decem-
ber 31. All contributions are completely tax-
deductible since ASAM is a 501(c)(3) orga-
nization.

We are close to reaching our 1996 goal of $2
million. To date, we have received
$1,779,756. This total includes contributions,
pledges, insurance policies, trust funds and
bequests. If you are not a donor, please join your colleagues now, by making a pledge/
contribution. All pledges can be paid over five years. If you are already a donor, please
consider making an additional contribution, or increasing your current pledge. If you are
retired, why not consider a beguest which can be acknowledged now?

Reith Fox
(1E95-T989)

All donors will receive an invitation to the Ruth Fox Memorial Endowment Reception
scheduled for Friday, April 18, 1997 in San Diego, at which time recognition and medal-
lions will be presenied to donors who have pledged/contributed $5,000+. This ouistanding
event gives the Society an opportunity to thank its donors for their generous support.

Please help us reach the 1996 goal. If you would like to discuss vanous ways to support the
Endowment Fund, or would like to make a pledge, contribution or bequest, please call Ms.
Claire Osman. Her new telephone number is 1/800-257-6776.

Max A. Schreider, M.,
Chair, Endowment Fund

Jasper G. Chen See, M.D.
Chair Emeritus, Endowment Fund i

Claire Osman
Director of Development

NEW IN PRINT

The federal Center for Substance Abuse Treatment offers a number of titles in its Treat-
ment Improvement Protocols (TIPs) series, including: State Methadone Treatment Guide-
lines (TIP No. 1), Pregnant, Substance-Abusing Women (TIP No. 2), Screening and Assess-
ment of Alcohol and Other Drug-Abusing Adolescents (TIP No. 3), and Guidelines for the
Treatment of Alcohol and Other Drug-Abusing Adolescenis (TIP No. 4),

Allso, Intensive Outpatient Treamment for Alcohol and Other Drug Abuse (TIP No. 8), Simple
Screening Instruments for Outreach for Alcohol and Other Drug Abuse and Infectious
Dizeases (TIP Mo, 11), Treatment for HIV-Infected Alcahol and Other Drug Abusers (TIP
No. 15), Detoxification from Alcohol and Other Drugs (TIP No. 19), Matching Treatment
to Patient Needs in Opioid Substitution Therapy (TIP No. 20), and LAAM in the Treatment
aof Opiate Addiction (TIP No. 22).

Single copies of the TIPs are available at no charge from the Nationa} Clearinghouse for
Alcohol and Drug Information (NCADI), 1/800-729-6686, or write to CSAT--Publica-
tions, Rockwall 11 Bldg., Suite 618, 5600 Fishers Lane, Rockville, MID 20§62-9949,

ASAM News 18

PLEDGES TO DATE:  $1,779,756
GOAL: $2 million by December 31, 1996

New Donors, Additional Pledges and
Contributions
May 1, 1996 — August 31, 1996

Founders' Circle {$23,000-549 990)
Conway W. Hunter, Jr., M.D,

President’s Circle ($10,000-524,999)
Penelope P. Ziegler, M.D.

Leadership Circle ($5,000-39,999}
R. James Burnett, III, D.O.

Robent A. Collen, M.D.

Douglas F. Crane, M.I2,

Samuel B, Ganz, D.O.

Jokichi Takamine, M.D,

Circle af Friends ($3,000-54,999)
John D. Good, M.D.

Donor's Circle (up to $2,999)
Frank I. Amico, M.D,
Lawrence W. Astle, M.D.
LeClair Bissell, M.D.

D. Douglas Gilbert, D.O.
Becky L. Gill, M.D.

Lee Gladstone, M.D.
Michael L. Gurevich, M.D.,
Thomas E. Horst, M.D,
Louis Hafken, M.D.
Renee R. Lamm, M.ID.
Wade T. Murdock, M.D,
Robert J. Naymik, M.D.
Alfonso Paredes, M.D.
Rand C. Ritchie, M.D,
Joseph A. Shannon, M.D.
Alan H. Shein, M.D.
William Vilensky, D.O.
Theodore Williams, M.D.
Donald R, Wesson, M.D.
James W, West, M.D.
Margaret B. Yates, M.D.

In Memory of Willy Mautner, M.D,
from LeClair Bissell, M.D.

ALAN R. ORENBERG
PROFESSIONAL RECRUITER

Specialty:
Placements in
Treating
Addictive Diseases

117 Pinc Ridge Trail
Madison, W1 53717

(608) 833-3905
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New! Principles of Addiction Medicine

The ultimate addiction reference in a brand-new edition!
In all, 112 chapters by 164 leading experts in addiction medicine; 1,000 pages.

Today, all physicians and other primary care contains the most current and useful scientific and
providers need practical guidance about managing clinical information for physicians who have a special
alcohol and drug disorders. That's why you need interest or practice concentration in addiction
Principles of Addiction Medicine: the authoritative medicine, for all practicing physicians w}ﬁ} wish a
reference on addiction treatment. With 112 chapters comprehensive reference on the subject, ard for
by 164 authors, well over 4,000 references and a addiction counselors and other health care
20-page index, Principles of Addiction Medicine professionals.

HERE'S WHAT THE EXPERTS HAVE T0 SAY ABOUT ASAM'S

PRINCIPLES OF ADDICTION MEDICINE

“Principles of Addiction Medicine is a comprehensive review of addiction medicine which will be an
invaluable source for physicians, faculty, addiction counselors, and other health care professionals”
Enoch Gordis, M.D., Director, National Institute on Alcohol Abuse and Alcoholism

“This book contains useful scientific and clinical information that should be of interest to physicians as well
as other health care professionals”
Alan I. Leshner, Ph.0., Director, National Institute on Drug Abuse

“A key reference for health care professionals — comprehensive and well-organized.”
David E. Lewis, M.D., Brown University Center for Alcohol
& Addiction Studies, Providence, R.1.

“The information on managed care and case management couldn't be more timely”
Anne Geller, M.D., Smithers Alcohol Treatment Centar, New York City

“Principles of Addiction Medicine is jam-packed with current clinical information vital to my practice. |
recommend it”
David Mee-Lee, M.D., Castle Medical Systems, Honolulu, Hawaii

ASAM Principles of Addiction Medicine

Please send me ______ copies of Principles at ($115 for ASAM members - $140 for nonmembers) per copy!
{ Canadian orders, please add [0 percent for shipping and handling; International orders, add 25 percent.)

Name Method of payment: O Check O:Visa O MasterCard
Address (No pest office box addresses, please) Credit Card # Exp _
L Signature __

Return order form with payment to;
== . ASAM Publications
PO Box 101
ol Seta \s.r:lmpnlis Junction, MD 20701-0101
one: 500/844-8948 - Fax: 301/206-9789
E-M:il: asampub @ pmds.com
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CONFERENCE
CALENDAR

1996

SAM
ss

October 24-26
ASAM™s Review Course in
Addiction Medicine
Chicago, IL
21 Category | CME credits

November 1-3
MROs:Medical Review Officer
Training Course
Chicago, IL
19 Category | CME credits

November 3
MROCC Medical Review Officer
Certification Examination
Chicago, IL

November 6-9
CSAM's Review Course in
Addiction Medicine
Los Angeles, CA
21 Category 1 CME credits

November 14-17
9th National Conference on
Nicotine Dependence
Washington, DC
15 Category 1 CME credits

December 7
Certification/Recertification Examination
Atlanta, GA, Los Angeles, CA,
and Newark, NJ
5 Caregory | CME credits

January 30
Forensic Issues in Addiction Medicine
Washington, D.C.

January 31-February 2
MROs: Medical Review Officer
Training Course
Washington, D.C.
19 Category 1 CME credits

For additional information, call the ASAM Meetings Department at 301/656-3920.

February 2
MROCC Medical Review Officer
Certification Exarhination
Washington, DC-

March 20-23
Prevention *97

American College of Preventive Medicine
Atlanta, GA
April 17
Ruth Fox Course for Physicians
San Diego, CA
7 Category | CME credits
April 18-20
28th Annual Medical-Scientific Conference
San Diego, CA
22 Category | CME credits
July 18-20

MROs: Medical Review Officer
Training Course

Dallas, TX

19 Category | CME credits

July 20
MROCC Medical Review Officer
Certification Examination
Dallas, TX

October (dates to be announced)
10th MNational Conference on
Nicotine Dependence
Minneapolis, MN
15 Category | CME credits

October 23-25
State of the Art in
Addiction Medicine Conference
Washington, 12C
20 Category | CME crediis

November 14-16
MROs: Medical Review Officer
Training Course
Seattle, WA
19 Category | CME credits

MNovember 16
MROCC Medical Review Officer
Certification Examination
Seattle, WA

ASAM Staff Now Online

In addition to accessing ASAM's web page,
members can reach any ASAM staff mem-
ber via E-mail, at the following addresses:

James F. Callahan, D.PA.
Exec. Vice President/CEQ
JCALLEASAM.ORG

Catherine Davidge
Membership Assistant
CDAVI@ASAM.ORG

Mark Douglas, C.PA.
Director of Finance
MDOUG @ASAM:ORG

N

Linda Fernandez
Asst. Director of Meetings & Conferences
LFERN @ ASAM.ORG

Joanne Gartenmann
Exec. Assistant 49 the Exec. Vice President
JGART@ASAM.ORG

Larry Hoffer
Publications Manager
LHOFF@ASAM.ORG

John Keister
Credentialing Project Manager
JKEIS@ ASAM ORG

Theresa McAuliffe
Director of Membership
TMCAU@ASAM.ORG

Sandy Schmedtje Metcalfe
Director of Meclings and, Conferences
SMETC @ ASAM.ORG

Advertise in ASAM News
Published six times a year for
3,500 physicians specializing in
addiction medicine.

For rates and deadlines,
call the ASAM office:

Larry Hoffer
ASAM Publications Manager
301/656-3920
E-mail:
LHOFF@ASAM.ORG

5

IT'S TIME TO RENEW ASAM MEMBERSHIPS FOR 1997

It"s that time of year again! Membership renewal notices for 1997 were mailed in October. ASAM commitice members, commaittee
chairs, and chapter leaders are required to renew their membership in order to maintain their posts throughout 1997, If you did not
receive a notice, have questions, or wanl to renew by phone, simply call Theresa McAuliffe at the ASAM Membership Department
{301/656-3920, extension 108). Remember, ASAM members receive significant discounts on the cost of conference registrations
and publications, as well as a complimentary subscription to ASAM Ngws,



