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INTRODUCTION

There has been considerable concern expressed
in recent years regardmg problems caused by the
combined use of drugs and alcohol. Clinical reports
have described numerous problems in treating dual
addictions; research studies have surfaced evidence
that combined drug and alcoho] use is of concern in
nontreatment populations. :

Clinicians have come to be concerned aboyt the
combinations of substances clients may be taking
and recognize the need to alert the client to dangers¢
and precautions. Increasingly there is the sugges-
tion that the resolution of one drug problem may
surface the existence or development of a different
substance abuse problem.’ .

Clinicians and administrators in drug abuse pro-

grams must also weigh the alternatives of treating -

alcohol problems within their own programs or
referrifig clients to alcohol programs. Each alterna-
tive has its advantages and disadvantages, as for
" example, the agency’s desire to treat the “whole”
client compared to the advantages offered in a
speclahzed réferral.

In addition to clinical issues, there are also man-
agement questions involved at Federal, State, and
iocal levels. At present, treatment dollars for drug
abuse and alcohol abuse are channeled through two

_Federal agencies, the National Institute on Drug .

Abuse (NIDA) and the National Institute on Alco-
ho! Abuse and Alcoholism (NIAAA), with varying
guidelines_and different reporting systems—the
Client Oriented Data Acquisition Process (CODAP)!
and the National Alcoholism Program Information
System (NAPIS).? At the State and local levels,
there are different types of organizational struc-
tures responsible for the administration of drug and
alcohol programs. Approximately 30 States now
"have “combined” drug/aleohol Singie State Agen-
* cies administering their drug and ajcohol programs.

3
-
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¥The Client Oriented Data Acquisition Process (CODAP) is a required repdrting
process for all drug abuse treatment units receiving Federal funda for the provision
of drug abuse treatment sefvices .
The National Alcoholism Program Information Systemn (NA}’IS) 18 & reporting
system for ell tregiment programs receiving NIAAA funding. »
{
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. secondary drug of abuse (Wesson et al. &978).

Within the designation of a “combined. agency,”
there are various organizational possibilities—from

completely separate units monitoring drugs and .

alcohol, to an integrated approach where the par-
ticular substance involved has minimal effect upon
monitoring.

From a research perspéctive there has been
considerable evidence presented to document the
extensiveness of combined drug and alcohol con-
sumption.

«O’Donnell et al. (1976) in a study of the nonmedical
use of psychoactive drugs'in young men ages 20 to 30
(n=2,510), reported multiple druguse tobe highwith
varying numbers of those using alcohol having used
other drugs (marijuana, 57 percent; psychedelics, 23

.percent; stimulants, 29 percent;sedatives, 17 percent

heroin, 6 percent opiates, 20 percent; cocmne, 14
percent). In a review of literature from 1925 t0 1972,
Freed (1973)concluded that approximately 20 percent
of alcoholics use at least one additional drug that could
produce dependence.

Chambers et al. (1975) in a survey of approxi-
mately 30,000 respondents, reported approximately

_ 10 percent of regular prescription drug users were

considered heavy drinkers (based on Cahalan’s 1964
criteria of amount consumed frequency of dhnkmg

-and regularity of drinking).

Varying percentages of combined drug/alcohol
usage have been reported in studies of treatment
populations. : "

Tuckfeld et ‘al. (1975), in an NIAAA-funded study
with the Research Triangle Institute, collected

related programs in four selected sites in the United
States. The analysis indicated that 30, to 60 percent

. of all clients seen by alcoholism treatment facilities

were using drugs in addition to alcohol at the time
of admission (according to the clinicians interviewed),
and 15 to 30 percent of these alcoholics were
thought to be “Abusing” drugs (abuse being defined
as the nonmedical use of prescription drugs and/or
he use-of illicit drugs).

Statistics obtained in N¥DA’s recently completed
Polydrug Research and Demonstration Project show
that 22.5-percent of the clients who entered the
various polydrug programs reported alcohel as the

1

. ) . L

.2}

J

Ldata from servicé deliverers_in alcohol,’drug, and -

z




B

2 INTRODUCTION

The Drug Abuse Warniug Network (DAWN),
which is jointly sponsored by the Drug Enforce-
ment Administration (Department of Justice) and
NIDA over the last 4 years (1974 -1977), consistently
showed alcohol in combijnation with other drugs to
be the second leading drug problem associated with
visits to emergency rooms, crisis centers, and med-
ical examiners in the 24 SMSAs taking part in the
nationwide study (DEA and NIDA 1978).

The National Drug/Alcohol Collaborative Project
(NDACP) conducted in 1974—77 was a jointly funded
(NIDA/NIAAA) project designed to provide ser-
vices to a mixed substance abuse (drugs aid alco-
hol) population. In the past, drug and alcohol pro-
grams funded by the Federal Government were
segregated, with the emphasis on treating*either
drug abusers or alcoholics. Ten demonstration treat-

~ment programs were funded in various geographic )

locations with one objective being to gather com-
prehensive evidence of lifetime as well as recent.
(last 3 months) use of 17 substances including
coffee, tea, tobacco, and alcohol. Another objective
was to test and develop effective treatment models,
methods, and techniques for mixed substance abus-
ers. The final sample consisted of 1,544 clients. The
sample, while not designed to be representative,
was drawn from programs having considerable
geographic diversity (4 Northeast, 1 South, 3 South-
east, 1 Midwest, 1 West), was made up, of 78
percent male, 22 percent female subjects, and was
64 percent’ white, 32 percent black, and 4 percent
other ethnic groups. Clients’ ages for each of the 10
programs ranged from an average of 18 to 40 years.

A fuller description of the NDACP treatment
population is ina report entitled The National Drug/
Alcohol Collaborative Project: Issues in Multiple
Substance Abuse, Gardner, S. E., ed., DHEW Pub.
No. (ADM)80-957. Washington, .D.C.: Supt. of
Docs., U.S. Govt. Print. Off., 1980.

PURPOSE OF THIS VOLUME

Based on the significant clinical issues raised, the
decision was made to surface and examine key
issues in combined drug and alcohol use. It was
thought that such an effort would offer opportunities
for program administrators, clinicians, and re-
searchers -to be made more largely aware of
theoretical and clinical issues as well as recent

a

studies that address treatment and administrative
concerns. This volume resulted from the effort to
meet that need. Selection of the variousissues to be
covered was premised upon both the intent to be
practical to the reader as well’as to approach the
investigation af drug/alcohol abusg in a comprehen-
sive way. It was determined that exiSting data
bases that included drug and alcohol data should be
utilized as muci as possible. Consequently, emphasis
was placed on the NDACP data base described
above.

ORGANIZATION OF THE BOOK

3

The first chapter, entitled “The Effects of Com-
bined Aleohol/Drug Abuse on Human Behavior” by
Sidney Cohen, combines clinical and research evi
dence to give an understanding of the physical ané
psychological effects of different drug and lcohol
combirations. This chapter provides the reader
with some understanding of physical and psycholog-
jcal outcomes likely to result due to various combi-
nations of substances.

Chapter 2, “Current Patterns of Psychoactive
Drug Use: Some Epidemiologic Observations” by
Harvey Siegal, provides the reader with findings
regarding various use patterns of alcohol and drugs.

The author has assembled studies on general popu- -

IAtion and treatment populations regarding use of
licit and illicit substances, with the intent of provid-
ing the reader with some perspective surrounding
the nature and extent of alcohol/drug use patterns.
Dr. Siegal's effort is one of assembling existing
research rather than collecting new epidemiological
information.

The impact of alcohol use in a treatment setting is
explored by Barry Stimmel in chapter 3, “Metha-
done Maintenance and Alcohol Use.” In this chap-
ter, Dr. Stimmel defines the problems of alcohol
and heroin use both statistically and in terms of
treatment procedures within methadone mainte-
nance programs. Medical evidence of dysfunction
among drinking narcotic addicts and persons on
methadone maintenance is presented. Various as-
pects of dealing with an alcohol problem in a meths-
done program are discussed, including recognition
and diagnosis of the problem, as well as the devel-
opment of alternative treatment protocols covering

both abstinence and controlled drinking.
"2
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In chapter 4, “The Role and Significance of
Alcohol and Sedative Use in the Multisubstance
Abuser: An Investigation of Two Patient Sampies,”
Lewis Judd and his associates provide an in-depth
examination of the sedative-alcohol abuser. Dr.
Judd examines aseries of demographicand psycho-

. social variables to determiné whether joint use of
sedatives and alcohol is associated with different
behavior and characteristics than is seen with users
of the substances.individually, and whether special
treatment protocols would be indicated for the
multiple drug user.

Different facets of crime as related to patterns of

substance abuse are examined in chapter 5, “Crime
and Alternative Patterns of Substance Abuse” by
James Inciardi. Dr. Inciardi looks.at criminal activ-
ity in relation to substance use in a variety of

settings. Emergency room sites, the NDACP pro-

gram sites, and a series of field studies are includ-
ed. In this last setting, the author presents findings
of interviews with samples of varying antisocial
groups—professional thieves, street’heroin addicts,
and members of a motorcycle pack. )
Chapter 6, “Alcohol and Illicit Drug Abuse” by

D. Dwayne Simpson and Michael R. Lloyd, was’

derived from a portion of the National Followup

Study of Admissions to Drug Abuse Treatment in
the DARP during 1969—71. The DARP (Drug Abuse
Reporting Program) consisted of analyses of treat-
ment outcome for large numbers of admissions from

/ aseries of participating drug programs. This chap-

ter provides an examination of a followup sample of
1,409 clients from a total population (DARP, cohort
1) of 11,303 admiSgions, and focuses on alcohol use
and its relationsh—?to illicit drug use and treatment

. at time intervals before, during, and after treat- -

ment. There is also an examination of alcohol con-
sumption by clients admitted to different treatment
modalities. '
Chagter 7 is entitled “Characteristics of Com-
bined Opiate and Alcohol Abusers” by Carl D.. ’
Chambers. In an attempt to better ‘understand
common elements underlying heroin/alcohol abuse,
Dr. Chambers examines a series of demographic
and psjchosocial variables in three different groups:
-a diverse sample of substance abusers interviewed
immediately prior to entering treatment, a group of
active heroin addicts not in treatment, and a group
of clients interviewed while undefgoihg treatment.
The sequential use of alcohel an"d heroin is exam-
ined, as well as substitution patterns and percep-

tions ‘of physical and psychologig:’af dependence.

]
L}

Stephey E. Gardner, D.S.W.
National Institute on Drug Abuse
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-+ Chapter-1

. ‘Human Behavior

Sidney Cohen, M.D.
Department of Psychiatry
University of California, Los Angeles

. INTRODUCTION

.

behavior, the imylications are manifold. Dosage
levels, modes of adWinistration, baseline states, the
expectations of the subjects and, of the investiga-
tors, the environments in .which the drug is
taken—all these variables and others as well inake
human psychochemical studié€s difficult and com-
plex. When two or more drugs are used togetheér or
in sequence, the problems become magnified. Add
to this-analysis the vagaries of street drugs with
their contaminants, adulterants, diluents and hap-
hazard quality and quantity control, and the situa-
tion almost defies scientific scrutiny. Nevertheless,
since polydrug use is notably prevalent, and shows
nosigns of becoming less so (O’Donnell et al. 1976),
an effort-must be made to estimate.the nature of
multiple drug abuse.

Of alP polydrug patterns, those involving alcohol
are the most frequently encountered and, perhaps,
the most dangerous. The days when substance

cokehead, hophead, pothead, and pillhead—seem to
be rapidly disappearifig. Instead, we are seeing
people overinvolved with a primary substance of
choice, but also using a variety of others depending
on availability, price, social situation, peer group
usage and the latest wisdom from the so-called
underground press. ¢

This chapter will review the available literature

o
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The Effects of Combined Aicchol/Drug Abuse 0

In a study of X: effects of a single drug upon:

abusers were categorically labelled—as alcoholic,.

[N

”~
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on alcohol and other drug interactions in humans. It
will then attempt to provide information on the
psychophysiologic effects of specific combinations.
Finally, the impact of multiple drug use on certain
behaviors will be described insofar as such effects
are recorded in the literature.

_ 'The chapter will not. include a discussion of
methadone/alcohol combinations. Although thé
behavioral effects of methadone and alcohol are
similar to those of alcohol and other opiates, the
particular importance of alcohol to methadone main-
tenance treatment programs requires special atten-
tion to this combination.

Only selected sedative/alcohol relationships will
be treated here since that subject requires a
séparate emphasis also.

A small number of definitions are provided below
to assure a uniform understanding of the material
that follows:

Tolerance is the need to increase the dose of
certain regularly used drugs over time in order to
achieve the same effects desired originally. Narcot-
ics, sedatives, minor tranquilizers, alcohol, and
amphetamines produce tolerance.

Cross tolerance. After tolerance to a drug has
developed, tolerance to others in the same class or
in related classes will be present. When somegne is
tolerant to a barbiturate, for example, s/he will be
tolerant to other barbiturates, other sedatives,
alcohol, and the minor cranquilizers.

Physical dependence (addiction). After tolerance
has developed, the abrupt withdrawal of the drug

b 5
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6 DRUG AND ALCOHOL ABUSE

will cause a pattern of symptoms called the with-
drawal or abstinence syndrome. Tolerance, the
withdrawal syndrome, and the desire or need to
cuntinue using the drug represent physical depynd
ence. ] 2 '

Synergism. When two drugs act similarly they
are synergistic.

Antagonism. When two drugs have opposing
effects, they are antagonists.

Additive. When two drugs acting similarly are
used together and the result is a simple summation

« of effect, they are considered to be additive.
Supra-additive (potentiation). When the effect of

two synergistic drugs is greater than the sum of’

their doses, they are supra-additive.

Alcvhol (ethanol) is a general anesthetic. Like
other anesthetics, this drug manifests an initial
period of depressiun uf the inhibitory cuntrol mech-
anisms that is experienced as behavioral stimula-

_tion.

Certain reasons for multiple drug ingestions exIst.
The most obvious one is to enhance the effects of
the basic mind-altering substance used. Alcohol is a
central nervous system (CNS)'depressant. Using
other classes of depressants (narcotics, sedatives,
minor tranquilizers, or volatile solvents) along with
alcohol will, at a minimum, add to the depressant
action. In certain instances the related drugs are
supra-additive when used in combination with alco-
hol. These potentiating actions will be discussed
further under the specific combinapons of the de-
pressant drugs with alcohol.

Another reason why more than une agent may be
used is tu counteract certain undesired effects of
the basic psychochemical. Amphetamines make some
users too tense and jittery ({wired up”), though
euphoric. In such cases, alcohol is able to take the
edge off of the tension state.

At times, combinations of drugs are used when
the preferred agent is not at hand, is of poor
quality, ur is tuv expensiy e. During a heroin “panic,”
codeine cough syrup, propoxyphene (Darvon), al-
cohol, and marijuana—alone vr in combination—may
be substituted. )

Finally, there is multiple drug use for its own
sake, without particular cuncern about the niceties
of what the putpourri uf chemicals will dv. There is
still an occasivnal persun whu will take anything
and everything that i> available. This mindless
ingestivn of a bewildering array of psychotropic
drugs Las been called “the garbage head syndrome.”

There are essentially two trends that combining
psychupharmaceuticals can follow. (1) that of n-
creasing central nervuus system excitation or (2)

-

.

that of increasing central nery ous system depres-

sion. Alcohol, when combined with other depres-
sants, can only increase sedation by an additive or
potentiating action. When alcohol is combined with
stimulants, the net effect might be to dampen or
antagonize some of the undesired actions of the
stimulant.

INTERACTIONS

The psychupharmacolugic interactions of alcohol
with other drugs are manifold. Three of the major
levels of interplay that account fur tulerance and
cross tolerance are given below. : -

1. The presence of the drugs increases the
amount of metabolizing enzymes responsible
for their breakdown.

2. The response of the receptor cell—the neu-
ron, for example—becomes more resilient to
the action of the drugs by continued expo-
sure.

3. The organism attempts to adapt to the pres-
ence of the mind-altering chemical by in-
creasing its self-surveillance and monitoring
functions.

These adaptive efforts at subcellular, cellular,
and psychological levels result in.a decreased effect
of the drugs at their original dosage levels. If effects
eyuivalent tu the initial actiun of the drugs are
desired, they can only be accumplished by consum-
ing increased amounts of the dgents.

Since the increased enzyme formation and the
cellular and urganismic adaptive efforts are often
similar for other drugs in the same ur related
asses, cruss tolerance develups alung with toler-
ance. It should be emphasized that fur tulerance
and cross tulerance tu occur, the drug or drugs
must be consumed daily—usually a number of times
a day for weeks or months.

-Cruss tulerance is impurtant in understanding
the combined, chrunic use of alecvhul and related
drugs. It means that a chrunic alegholic who'is not
actively drinking will be relatively resistant to an
anesthetic agent, a sleeping putiun, or a tranquil
izer. On the other hand, when that person is
actively drinking, the other deprtssant drugs will
be additive ur even supra-additive so that less than
lethal amounts uf each of the drugs can cause death

i
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by their total impact. This acute effect occurs
because the amount of enzyme available to degrade
all of the related drugs is insufficient to deal with
large amounts of both, and their combined toxic
effects can be lethal. This occurs despite the fact
that larger than baseline amounts of the metabo-
lism enzyme have been induced by prior exposure
to these drugs.

Cross tolerance also has a therapeutic implica-
tion. It means that, in detoxifying an alcohol or
barbiturate addict, any sedative} minor tranquiliz-
er, or even alcohol could be used for the gradual
elimination of these depressant drugs. Alcohol- and
sedative-dependent people have learned that when
their preferred drug happens to be in short supply,
one of the other depressant drugs will avoid the
depressant withdrawal syndrome (the delirium
tremens) that can develop when a person who has
become tolerant to these substances suddenly stops
their use. This procedure also applies to the use of
methadone to maintain herpin-dependent persons.
This is called cross dependence—the ability of
drugs of the same or related classes to suppress the
abstinence syndrome. Since a narcotic like heroin is
only distantly related to the sedative/minor tran-
quilizer/anesthetic group, heromn addicts prefer to
search out codeine, cough .syrup, methadone, or
some other narcotic when heroin becomes unaveilable.
These users will, nevertheless, take alcohol or
sleeping pills to partially reduce the severity of
their withdrawal symptoms. '

The following hist mentions additional possible
hazards of multiple drug use (Gross et al. 1973):

e The addition or potentiation of depressant gf-
fects on the respiratory and cardiac regulatory
centers in the brain may cause overdose and
death;

e When all drugs are simultaneously discon-
tinued, multiple withdrawal syndromes may
emerge; ’

e Alcohol combined with intravenously injected
drugs may create increased organ pathology,
particularly of the liver;

e Increased perceptual and cognitive dysfunction
may occur;

e There is an increased likelihood of behavioral
problems;

e As indicated by clinical experience, polydrug
abuse tends to be more refraztory to treatment
than monodrug abuse.

The amount of brain dysfunction among polydrug-
using individuals is a matter of some concern. Ina
collaborative study of five psychiatric centers, Grant

et al. (1977) examined 151 polydrug users, 66
psychiatric patients, and 59 nonpatient subjects.
The Halstead-Reitan Neuropsychological Test Bat-
tery, the MMPI, the WAIS, and an extensive drug
use/medical history were obtained. Acute intoxica-
tion was ruled out by clinical observation and a
urine drug screen. The results indicated that 37
percent of the polydrug group, 26 percent of the
psychiatric patients, and 8 percent of the nonpatierit
controls were neuropsychologically impaired. On
reexamination 3 months later, with diminished
drug/alcohol usage, a quarter of the polydrug users
had improved their Halstead-Reitan )t%{;s, indi-
cating that a certain degree of reversibility of the
mental deficits can occur in some instances.

Alcohol, the barbiturates, and certair. other abused
substances interfere with the therapeutic activity
of many other classes of drugs. These interactions
will not be considered here except to say that
people on anticonvulsant ntibiotics, antidiabetic
compounds, or anticoagulants should not drink or
use barbiturates without their doctor’s approval.
The very popular combination of alcohol and aspirin
is capable of causing gastric bleeding because both
are irritating to the stomach lining, and aspirin
interferes with clotting. The use of large amounts
of alcohol together with acetaminophin (Tylenol)
has been recently found to be hepatoxic. There are
also drugs such as disulfiram (Antabuse), metfo-
nidazole (Flagyly, and certain agents used for the
treatment of diabetes that so interfere with the
metabolism of alcohol that they induce an uncom-
fortable reaction—consisting of a severe flush, chest
pain, a drop in blood pressure, and other symp-
toms. The alcohol-Antabuse reaction is used as a
deterrent therapy for certain patients with alcohol
problems.

.

BIOBEHAVIORAL EFFECTS OF
ALCOHOL/DRUG COMBINATIONS

Alcohol/Narcotic Combinations

Although ethanol and opiates do not potentiate
each other, the combination of alcohol and heroin is
a frequent cause of death (Eerola and Alha 1963);
they do have an additive effect. Moller (1953)
reported that a blood alcohol concentration (BAC)

-
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8 DRUG AND ALCOHOL ABUSE

0f0.18t0 0.2 pu‘ccnt (definitely llilu\l(dtul) plus as
little as 15 to 30 mg of morphine (ah average dose)
was fatal to nontolerant individuals. Similarly, pa-
tients on methadone maintenance who become sec-
ondanly addicted to alcuhol hay e i mortality rate 10
times that of maintenance patients not overim plved
with alcohol ( Roizen 1369). Baden (1972) stated that
combined narcotism and alcohulism was the cause
of death for 10 percent of Manhattan hervin addicts
who died Yetween 1950 and 1961, mure than 20
percent of these heroin addicts were found to have
histories of autopsy findings of chronic alcoholism.

Another New York autopsy report (Haberman
and Baden 1974) reported that 30 per cent of sub-
jects assessed as opiate addicts were also alcohulics
and that 16 percent of the assessed alcohplics were
also opiate addicts. The doubly addicted individuals
resembled those addicted unly tu aleuhol in that
they had more hospitalizations fur illness during
.he year before their demise. Demugraphically, a1 d’
as victims of homicide, they were similar o thudg
addicted to narcotics only.

Doubly addicted persons are particularly vulner-
able to liver disease; they sustain the tuxic effects
of alcohol on the liver that progresses frum fatty
infiltration to alcoholic hepatitis and finally to cir-
rhosis. Overlaid upon this damage is the vira
hepatitis that is introduced through unsterile injec-
tions. The debilitating nutritivnal deficiencies com-
mon to the addicted add to the hepatic insufficien-
cy. The reasons for the nutritivnal deficits can be
summarized as foliows: (1) pour intake of essential
nutrients because of anorexia, vumiting, and the
spending of available funds un alcoholic beverages,
(2) poor assimilation of essential nutrients due to
inflammatory changes in the gastruintestinal tract
and diarrhea; (3) increased utilizatien of certain
vitamins 1n the metabolism of alcohol, and h
increased loss of iron from hemurrhage.

Little has been written un the abuse of alcohul
among patients on narcotic antagonists. Now that
long-acting narcotic antagonists are being used on a
wider scale, it might be predicted that thuse whose
enjoyment of opiates has heen blucked will turn tu
drink, and this may become a major problem when
treatment employs naltrexune oY uther antagonists.

Experimental studies of human behav iur utilizing
narcotics aside from methadone and alcohol have
not been found. This is understandable in view of
ethical restrictions on admmistering the potentizily
dangerous combination of uvpiates plus alcshol to
those who have never been amhcted ur tu ex-
addicts. )

Propoxyphene (Darvon) is a commonly useq an-

algesic with properties reminiscent of narcotics. In
fact, its chemical strfcture resembles methadone.
It has been known to be abused alone and in
cunjunctivn with alcvhol. An average dose, 65 mg,
was given to normal subjects along with a modest
amount uf alevhol (to effect a BAC of 9.05 percent)
dlong with matching placebus (Kiplinger et al
1974). Each drug alone produced slight impairment
on pursuit meter performance, standirng stability,
and verbal tests. The combination resulted in an
addictive éffect that moderately impaired the sub-
jects’ test results.

- . .
-

Alcohol’Sedative Combinations

Cumbinations of aleoho. and barbiturates are
supra-addjtis ¢ because buth chemicals compete for
similar enzyme systems in order to complete their
metabolic degradation. Milner (1970) and Guptka
and Kaford (1966) reported that a BAC of 0.1
percent (the commonly accepted level of evidence of
intuaication) and a bluud barbiturate reading of 0.5
percent (a third as high as the lethal level) had been
fatal. Death occurs in such cases because barbitu-
rate metabulism is inhibited and the presence of the
sedative in the organism is prolonged, producing
cuma and respiratory arrest at doses of each drug
that urdinarily would not be fatal. This potentiation
of alevhol and barbiturates holds only for the
nontulerant person or for the chronic user of alcohol
who is actively drinking. When an alcoholic stops
drinking, the liver enzymes become available for
barbiturate breakdown. In fact, because of long-

.

term drinking, enzyme induction will have been

stimulated, and barbiturates and certain other drugs
are metabolized ey en more rapidly than usual; thus,
a relative vesistance to these drugs wili occur. This
vhenomenon accounts for the difficulties in anes-
thetizing or sedating alccholics who have recently
stopped drinking when entering a hospital for sur-
gery or detoxification from alcohol.

When the liver has been so extensively damaged
from prolunged excessive drinking that it is unable
to manufzzture the metabolizing enzynies, alcohol
and other abused substances are degraded in-

"ﬁcicntl\ and even small arounts recirculate and

ma\ cause severe mtoucatwn

Other depressant drugs that are potentxated by
alguhol include paraldehy de, chloral hydrate, ether,
and chloroform. One lifeAhreatening comb’nation is
that of alcohol with carbon tetrachloride, a volatile
solvent that was used until recently as a dry
cleaner. Alcohol increases the solubility of carbor

12
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tetrachloride, which is highly toxic to the liver and
. kidheys.
" Another substance requires special mention.,
- Methagualone (Quaalude) in combination with alco-
hol has been described by Inaba et al. (1973) as
occasionally producing stupor, coma, and respiratory
depression. This reaction to the combination was
known by its abusers as “luding out”—i.e., passing
out. Although similar effects have been known with
chloral-alcohol combinations (these are the reputed
. “knockout drops”), methaqualone-alcohol usage be-
camé increasingly popular until recently when
methagualone was placed in a more restrictive legal
‘classification. . ) .
Sedatives and alcoho), sharing the same class,
. have ‘many pharmacologic properties in common. .
,They- both produce tolerance and’cross tolerance,
the withdrawal syndrome,is identical (DTs,~the
delirium®tremens); they compete for similar n-
zyme systems in the liver; and they potentiate each
- other’s effects. Many hypnosedative a@:ts abusz
alcohol and vice vewsa, and the various patterns of
abuse are sifilar: acute intoxication, binge usage,
and continuous consumption of large amounts. It
would be-difficult to distinguish intoxication with
barbiturates from alcohol except for the odor that
accompanies the, latter. Further, the use of both
may be more common than is frequently realized.
According to Devenyi and Wilson (1971), various
studies indicate that 22 to 70 percent -of certain
alcoholic populations abuse barbiturates as shown
by urine analyses/
Sedatives andicohol are not infrequently taken
together for suicidal purposes. DAWN IV data
. . revealed that of 23,148 mentions of alcohol in
combination, 32 percent were suicide attempts or
gestures, 30 percent were used for the psychic
effects, 13 percent were consumed to maintain a
state of dependence, and the rema\inder either gave
no response or the motives were unknown (Na-
tional Institute on Drug Abuse 1976).
The combined effectI: hypnosedatives and etha-

.

nol markedly worsens {mental and motor perform-
ance. Loomis (1963) demonstrated this in a driving
simulator with secobarbital (Seconal), and alcohol.
Phenobarbital can dramatically decrease reaction
time in conjunction with alcohol intake. Increased
drowsiness and impaired motor function may per-
- sist for as long as 24 hours following the use of the
combined drugs (Doenicke and Kugler 1965).

The same deterioration of psychophysiological
functioning occurs with chloral/ethanol combinations.
Sellers et al. (1972) reported both substantial

Q physiologic alterations and prolonged reaction time,
ERIC

IToxt Provided by ERI

HUMAN BEHAVIOR 9

impaired tracking and vigilance decrements. Glu- °

tethimide (Doriden) and alcohol likewise have been
shown to impair reaction times and other behavioral
tasks more than either drug alone (Mould et al.,
1972).

Alcohol/Minor Tranquilizer Combinations

A large number of studies have prqven that
benzodiZepines like chlordiazepoxide (Librium) and
diazepam (Valium) do not potentiate alcohol (Votarova
and Dyntarova 1970; Vaapatala and Karppanen

et al. (1967) could not even find an additive effect
for diazepam and alcohol. There were no adverse
drug interactions and no tolerance development. In
fact, the benzodiazepinés were considered preferred
drugs for the, acute treatment of the alcoholic
patient. More recently, however, it has been found
that large doses of the benzodiazepines do have an
additive effect (in contrast to a potentiating effect)
upon alcohol, and alcoholics given these agents over
long periods during unsupervised treatment have
taken them in increasing quantities (Hollister 1977).
An occasional fatality has been recorded when large
amounts of these minor tranquilizers have been
consumed with significant amounts of alcohol. Al-
though the metabolism of the benzodiazepines is
not disturbed by alcohol, the additive effect résults
from the CNS depressant activity of both drugs.
Diazepam blood levels were higher when alcohol
was consumed with the drug than when diazepam
was used alone. A similar increase in blood levels
was not found with a chlordiazepoxide/alecohol com-
bination (Lirnoila and Mattila 1973).
The benzodiazepines are the most widely pre-
scribed of all drugs; diazepam ranks first on na-
. tional prescription audits. Bo et al. (1975) compared
74 auto drivers who had been hospitalized following
jccidents with a control group of 204 motorists who
had not been in an accident. Testing revealed that
41.8 percent of those hospitalized retained alcohol
in their blood, while only 1.5 percent of controls did
so. Diazepam was in the blood of 9.5 percent of the
injured drivers, compared with 2.0 percent in the
control group. Of the accident group, a total of 10.8
percent had consumed both alcohol and diazepam
before driving, while none of the control group had
this combination on testing. This study demon-
strated that the increased public intake of diazepam
and its use concurrent with alcohol may significantly
contribute to traffic accidents.
When low doses of a benzodiazepine are taken

i3 \

1969; Bowes 1960; and Miller et al. 1963). Bernstein | ‘
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along with a small amount of alcohol, little or no
impairment of functioning is detectable. It is in the
higher dosage ranges that behavioral deficits be-
come obvious. Hughes and Forney (1965) found no
impairment on a pursuit trackmg test or on a
subjective symptom questionnaire after chlorida-
zepoxide and alcohol. Nor could Miller et al. (1963)
or Bowes (1960) detect any change on physiologic
measures or on a digit symbol task. The adminis-
tration of 5,mg of diazepam three times daily plus 3
ounces of 100-proof vodka did not impair subject
performance on simple psychomotor tests (Lawton
and Cann 1963).

The majority of experimental studies do report
decrements in various complex behavioral activities
under combined benzodiazeping/alcohol use. Palva
et al. (1976) demonstrated that chlordiazepoxide
plus alcohol impaired short-term memory and learn-
mg Performance deficits in eye control and stand-
ing steadiness were noted by Goldberg (1963) from
an alcohol/chlordiazepoxide combination. Rurford

et al. (1975) found that diazepam plus alcohol pro-

duced a more prolonged reaction time than did
alcohol alone; their subje® its were unaware of their
impairment. In a driving test, Smilé¥ et al. (1975)
recorded a decreased ability of subjects on diazepam
and alcohol to stop accurately. Subjects’ wheel
movements while under the influence of these
substances were also different irom normal wheel
-handling patterns. Franks et al. (1975) and Molander
and Duvok.(1976) used an extensive battery of
sensory, perceptual, and psychomotor tasks and
detected increased deficits with benzodiazepine.
alcohol combinations. Only the mood and subjective
judgment of their test groups’ condition was
unchanged. A

five to 10 mg of diazepam plus either 0.5 or 0.8
gramvkg of alcohol, plus appropriate placebos, were
given to subjects who were tested with a complex
reaction time test and tracking in a driving simula-

tor. The subjects provided a rating of their per- -

formance (Linnoila and Mattila 1973). Although the
single drugs improved scores slightly, the combina-
tions impaired performance. Moskowitz and Burns
(1977) gave their subjects 5 mg of diazepam plus
enough alcohol to obtain a BAC of 0.07 percent. In
tests of tracking, visual search, information pro-
cessing, and eye muvement efficiency, the combina-
tion significantly impaired performance (these are
psychomotor activities important in driving or op-
erating machinery). Tested skills were performed
less well under divided attention situations; this
situation 1s also characteristic of driving behavior.
On complex tasks like mirror tracking, time estima-

tion, sorting, and letter cancellation, the drug com-
bination resulted in definite impairment (Moreland
et al. 1974). In assessing these studaies, it should be
remembered that the experimental benzodiazepine
doses did not approach those ordinarily used by
abusers of these drugs. Therefore; it would be
expected that more serious deterioration of per-
formance Would ozcur among multiple drug abus-
ers.

There seems to be little question that mepro-
bamate/alcoholcombinations worsen ar array of
psychomotor behaviors. Among other functions,
oculomotor contrsl, body steadiness, and fatigue
(Goldberg 1963); reaction time and tracking (Loomis
1963); simple arithmetic, visual illusion, and other
psychoﬁﬁysmloglc tests (Zirkle 1960); and time es-

timation, attention span, and alertness (Reisby and

Thielgaard 1968) all showed signifi jcant deérements.
Meprobamate seems to have additive action when
combined with alcohol as demonstrated with vari-
ous performance tasks by Zirkle et al. (1960},
Munkelt et al. (1962), and Goldberg (1970).

%

Alcohol/Marijuana Combinations

Marijuana and its active ingredient, delta-9-
tetrahy drocannabinol (THC) have a sedative quali-
ty, and when ured with alcohol, an additional
sedative effect is noted. Both alcohol and marijuana
increase the pulse rate, and summative effects upon
heart rate have also been found. Whether cross
tolerance develops has not yet been clearly estab-
lished.

The combination of cannabis and alcohol is a
popular one, with the alcohol ordinarily being con-
sumed in the form of sweet wines or beer. It is
believed that some of the combined use iz due to the
relative lack of potency of the cannabis used in this
country; the alcoholic beverage assumes the role of
booster or enhancer of the effect of the marijuana.

There is a general agreement that alcohol/marijuana
combinations produce an additive decrement on
various behavioral tasks. Chesher et al. (1976)

indicated that standing steadiness, manual dexteri- _)

ty, and psychomotor skills were more impaired
with the combined drugs than with either alone.
Inc: eased deficits in monitoring visual signals dur-
ing a diviled attention task were observed by
Macavoy and Marks (1975). Moskowitz (1376) also
demonstrated impaired vigilance, information
processing, and oculomotor control. An additive
effect on pursuit tracking patterns, mental arith-

HE!
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metic, and heart rate when cannabis and alcohol
were combined was found by Manno et al. (1971).

The mean tracking error score for a complex
tracking task was higher for the combination of a
low dose of THC (0.21 mg/kg) plus a low dose of
aleohol (0.03 percent BAC) than for either a high
dose of THC (0.88 mg/kg) or a higher dose of
alcohol. The combination also caused greater pulse
rate acceleration and conjunctival injection than
either drug alone (Hanstein et al. 1976).

Alcohol/Stimulant Combinations

Although amphetamines and alcohol are physiologic
antag- nists, only the depressant’effects of alcohol
are neutralized. When alcohol produces excitabili-
ty, amphetamines will increase that excitability
(Weiss and Laties 1964). Seevers (1963) found that
alcohol-inebriated patients given amphetamines be-
came overactive and more difficult to deal with.

Methylphenidate (Ritalin), an occasionally abused
stimulant, is also a pharmacologic antagonist to
alcohol; in fact, it has been used in the treatment of
alcoholic coma (Horvath 1963). However, behaviorally
it can have a synergistic effect by increasing alcohol-
induced hostility afid paranoia. ' ‘

In an early study, Bruns (1941) found that am-
phetamines couhteracted the alcohol-induced im-
pairment of psychomotor skills. Newman and
Newman (1956) could not completely confirm this.

Morerecent investigations on pursuit tracking (Brown °

et al. 1966), mental performance tasks (Kaplan et
al. 1966), and overall mental functioning ( Hughes et
al. 1965) also report a lack of improvement when
amphe_tfxminé’s are added to alcohol; in fact, there
was a further decrement. Wilson et al. (1960) used a
complex battery of test situations and found that
amphetamines did reverse the ethano! deficit on
some mental performance tests but not on psycho-
motor skills, indicating that a very complicated
interaction was taking place. It appears that the
ability of a stimulant to counteract the decremental
effects of alcohol is a function of task complexity.
Simple tasks may be done better; difficult ones,

., Worse.

Risk taking in the form of gambling, verbai
productivity, and mood were examined under the
influence of 45 grams of alcohol (approximately
three drinks), of 15 mg of dextroamphetamine, and
of both substances combined (Hurst et al. 1969).
Confidence, garrulousness, and mood elevation oc-
curred with both drugs and also with the combina-
“jon. :

1

Ui

Kipperman and Fine (1974) analyzed their group
of amphetamine and alcohol abusers and found that
they could be sorted iftto two types. Type A were
older (28 to 45 years) and were long-term, primary
alcoholics who also took amphetamines in order to
remain awake and be able to drink more. Type B

“were younger (19 to 27 years) and were primary

amphetamine abusers who used small amounts of
alcohol to “level off” an amphetamine “run.” After
stopping their amphetamine spree, this group con-
sumed large amounts of ethanol in order to fall

_asleep. Type A members described a loss of inhibi-

tion, greater socigbility, and increased self-esteem
and euphoria on the combination. Type B individa-
als mentioned greater sensitivity, clearer thinking,
and a lifting of depression. The alcohol made them
more sociable. When sober, both groups were anti-
social, were unable to hold jobs for long periods
had a record of truancy and disrupted family rela-
tionships, and had served time in jail. Both groups
were moderately depressed and anxious and seemed
to be treating their depression with their abused
drugs. A better treatment of their depression was
seen as a potential therapeutic approach.

Since strong black coffee is widely employed 4s a
sobering-up device, it would be worth knowing
whether caffeine actually does improve alertness
and functioning of the intoxicated person. The
conclusions of research are ambiguous. At times
improvement occurred, at others there was a
worsening of performance (Nash 1966; Alstatt and
Forney 1971).

Frank et al. (1975) found that people with a BAC
of 0.09 percent were uninfluenced by 300 mg of
caffeine (equivalent to about three cups of coffee).
Standing steadiness with eyes closed, manual dex-
terity, numerical reasoning, perceptual speed, and
verbal fluency were performed worse with the
ethanel-caffeine combination. Reaction times were
better after caffeine. No clear pattern of caffeine
antagonizing the effects of alcohol could be ob-
served; the BAC was unaffected by caffeine. The
authors speculated that drinking drivers might feel
more alert after caffeine and believe themselves to
be recovered from their intoxication. Nevertheless,
such drivers would remain handicapped in motor
coordination and in search and recognition proce-
dures.

Alcohol/Antidepressants

The tricyclic antidepressants, somewhat para-
doxically, are not stimulants. Instead, some have a




-

_ sedative effect would have occurred.
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sedative quality and for that reason are occasionally
abused.”They are also being gised as suicide devices
since they can induce mm{%bnomalities of heart
rhythm whelrswallowed 11 large amounts.
Amitriptyline (Elavil) given the evening before
and prior to the testing in therapeutic doses was
combined with enough alcohol to produce a 0.08
percent BAC. Placebos were also used. The combi:
nation increased the error score during simulated
driving, pursuit rotor, and dot tracking. Even in
ordinary doses the interaction can be hazardous
(Landauer_et al. 1969). Seppola et al. (1975)
administered either amitriptyline or doxepin (Si-
nequan) in combination with alcohol in 0.5 gm/kg
quantities. The combinations produced slight im-
pairment of choice reaction time, coordination tests,
attention, and tracking tasks. The subjects’ as-
sessment confirmed that they were impaired. These
changes occurred despite the fact that the antide-
pressants were given for 10 days prior to the test
day; the expectation would be that tolerance to any

Alcohol/Antihistamine Combinations

Many antihistamines such as diphenhydramine
(Benadryl), chlorpheniramine (Chlor-Trimeton), and
others produce drowsiness in many people: For that
reason these substances appear in over-the-counter
sleeping preparations, which are known to be occa-
sionally abused. When combined with aleoholic bev-
erages, the sedative effects of both are additive.
Linnoila (1973) detected a significant worsening of
coordination when diphenhydramine/alcohol mixtures
were ingested. Pursuit tracking was impaired with
a similar combination (Hughes and Forney 1964).

Alcohol/Nicotine Combinations

JIn view of recent work suggesting that smoking
alcoholics have cancers of the head, neck, and
esophagus more frequently thar nonsmoking alco-

holics or nonalcohelic smokers, the cigarette/alcohol ‘

relationship has become a public health issue (Alco-
hol and Health 1976). The basis for the increased
incidence of these malignancies is ethyl alcohol’s
ability to increase the solubility and absorption of
coal tars from tobacco. Elber (1939) and Lickint
(1957) have evidence that the combination worsens
dexterity and mentation.

Heavy drinkers also tend to be heavy smokers
(Simon and Lucero 1960), although just why these
patterns should coexist is not clear. Nicotine does

~not reverse {lle undesired effects of excessive alco-
hol consumption,-and certainly not alcohol-impaired
performance (Macht and Davis 1934). It may be
that the desirable effect occurs on a subjective
level, or that both heavy smoking and drinking gre
strongly conditioned behaviors. jl

\_,/ “

PATTERNS OF MULTIPLE DRUG
ABUSE "

’\

o

" In order to provide some empirical ﬁerspective '

on the discussion of effects of combined drug alcchol
use, two studies that allow for an in-depth examina-
tion of multiple substance usage will.be discussed in
this section.

The National Drug. Alcohol Collaborative Project
obtained significant data pertaining to multiple

TaAsLE 1.—The number and percentage of regular drug users of each c}rug catégory who reported

altering the effects of that drug

] 8 u‘:: b
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Altered: . '
n 497 326 130 234 161 149 501 97 223 205 56 37 36 21
Percent 53 71 66 72 76 55 76 72 77 72 36 54 80 57
Did not alter:
n 434 132 66 92 51 124 . 154 37 67 80 101 32 9 16
Percent 47 29 34 28 24 45 24 28 23 28 64 46 20 43

Source. NDACP Final Report, 1977 (National Institute on Drug Abuse, 1980)
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. drug abuse. It should be noted thaot the NDACP
sample of patients intreatment was neither Eandom
nor representative, and that information was de-
rived from self-re;/),o ts. Table 1 gives the numbers
of regular users of 14 different substances who
altered (boosted, balanced, counteracted, or sus-
tained) the effects of their primary drug. Table 2
lists the major substance used to alter the effects of
the primary drug. Table 3 gives the number of
regular users of a drug who reported that they
substituted another drug when the primary drug
was not available. Table 4 gives the drug which was
most commonly employed as a substitute when the
primary drug could not be obtained. )

From these and other patient-derived data, the
following results of interest to this chapter were
obtained. It should be pointed out that the analyses
of substance abuse patterns were conducted for two
time frames: the 3 months previous to admission
and the entire drug-using career previous to admis-
sion.

1. NDACP subjects were primary multiple.

Substance abusers.
TaBLE 2.—The single substance most commonly
used to alter each other substance

9. Alcohol was the substance abused most often
by both single and multiple drug abusers,

3. The greatest number of subjects classified as
career multiple substance abusers had used
alcohol and only one other substance per the
NDACP study (National Institute on Drug
Abuse 1980). In-descending order of frequen-
cy, the other drugs were marijuana/hashish
(n=159); minor tranquilizers (n="75); heroin
(n=19); amphetamines (n=14); and barbit-

~ urates (n=10). -

4. The majority of subjects in every substance
abuse category (except inhalants) reported
using one or more drugs to alter the substances
already taken; more than 75 percent of the
regular users of barbiturates, marijuana, co-
caine and antidepressants reported such use.
The two drugs most commonly used for this
purpose were alcohol and marijuana.

5. The two drugs that were most frequenfly,
substituted for were heroin and illegal metha-
done. ' Alcohol and inhalants least frequently
required substitute drugs. Alcohol and mari-

TABLE 4.—Most commonly reportéd substitute

.*  Substance used to alter

JInitial substance effects of initial substance

Alcohol Marijuana

Heroin Cocaine and marijuana

Other opiates Alcohol - '
» Amphétamines Alcohol

Barbiturates Alcohol

Minor tranquilizers Alcohol

Marijuana/hashish Alcohol

Illegal methadone Heroin and alcohol

Cocaine . Heroin

Halucinogens Marijuana

for each Substance
Initial substance Substitute
Alcohol Marijuana
Herojn Othet opiates
Other opiates Heroin
Amphetamines . Marijuana
Barbiturates Minor tranquilizers,
N marijuar@, alcohol
Minor tranquilizers Alcohol
Marijuana/hashish Alcohol
Illegal methadone Heroin
Cocaine Heroin
Hallucinogens Marijuana

Source NDACP Fina! Report. 1977 {National Institute on Drug Abuse, 1980)

* Source. NDACP Final Report, 1977 {National Institute on lirug Abuse, 1980}

TABLE 3:==Number and percent of regular users of a drug who reported substituting other drugs for it
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Percent 31 58 48 317 32 44 69 48 39 29
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Percent 69 42 52 63 68 56 31 52 61 71
Source NDACP Final Report, 1977 (National Institute on Drug Abuse, 1980)
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juana were the diugs most frequently used as
substitutes. .

6. The greatest amount of alcohol consumed was
reported by those who had abused seven or
more substances at some time during their
substance abuse careers. .

7. The career alcohol/other opiate abusers-had
the highest alcohol consumption followed by
aleohol/niinor tranquilizers, alcohol/marijuana
and alcohol/heroin. - .

8. Those who abused alcohol and marijuana
concurrently reported smoking more mari-
juana than those using marijuana alone.

9. The greatest number of adverse effects from
alcohol were reported by the users of alcohol/
-amphetamines followed by the alcohol/minor
tranquilizer and the aleohol/barbiturate grqups.

9

g
Multiple Drug Use in Clients Attending
Alcohol Treatment Facilities

- A second large multicenter study (Tuckfeld et al, -
. 1975) was undertaken in.an, effort to- dqtermme-
drug usage trends in clients atfendmg alcohol treat-

ment facilities. The mvest1gators interviewed the
service deliverers in sjx representative clinics. A
widespread use of drugs primarily nonopiates, was
reported, and the service deliverers mentloned the.
\followmg irends:

\1 fPersons under 25 were increasingly using
alechol either in combination with other drugs
or when illicit drugs were inaccessible. Mari-
juana use was reported as a norm for this age
group. ‘

. 2. For persons under 30 who used drugse males
outnumbered females 3 to 1. Besides alechol,
the drugs most often reported were marijuana
and the other psychotropic drugs. Barbitu-
rates and amphetamines were also commonly
used, although barbiturate use was reported
to be on the decline. Hallucinogens are used
more frequently by this age group than by the
over-30 group. °

3. Females over 30 years of age pmmamly abused
minor tranquilizers and other psychotropics.
This was particularly pronounced for subjects
from middle- and upper-class households. Males
over 30 were reported as primarily using
psychotropics, and at one data collection site
amphetamines were extensively used.

4. The particular substance used was more likely
to be a function of drug accessibility and

.

subcultural norms than of socioeconomic sta-
tus or racial/fethnic group. Persons of lower
socioeconomic status, however, rarely tended
to use drugs other than alcohol unless they
had recently visited a free clinic or public

" hogpital. The drugs primarily used were
psychotropics,

5. Consumption patterns were either conjoint or
sequential. Conjoint use characterized persons
who consumed drugs other than alcohol for
recreational purposes. Sequential use gener-
ally was associated with attempts to improve
daily sociai functioning or to cope with sobri-
ety until a return to alcohol. Over-the-counter
drugs were used primarily for self-medication.

6. It was estimated that 30 to 60 percent of all
clients at alcoholism treatment facilities were
using other substances at intake. Of these,
half were abusing such drugs' (abuse was
defined as the nonmedical use of prescription
drugs or the use of illicit drugs).

7. Persons under 30 were believed to have the
highest incidence of multiple drug use. Fe-
males had a higher rate of multiple drug use
than males.

8.o;Public inebriates were reported to have a
lower rate of illicit multiple drug use than did
populations from higher socioeconomic levels.

-~

PSYCHOSOCIAL EFFECTS OF'
_ ALCOHOL/DRUG COMBINATIONS

Drug combination effects upon human behavioral
patterns have been explored only recently; howev-
er, there are certain investigations which have
special importance for this chapter. These will be
discussed according to specific behaviors and their
modification by alcohol combmed with other sub-
stances s

’

Alcohol/Drug Effects on Sexuality and
Violence ,

Shakespeare’s comment in Macbeth, citing the

negatl\e impact that drmkmg has upon the sexual

_response remains valid; in fact, it is being con-

firmed by recent investigations. Gebhard (1965)
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suggests that small amounts of alcohol or related
drugs may initiate sexual activity by’ lessening
inhibitions and producing euphoria. The recent
finding that chronic drinkers have an elevated level
of luteinizing hormone mdy also help explain the
increased sexual arousal. However, larger amounts
of the same depressant substances tend to decrease
sexual ability. Recent work has demonstrated that
chroniic heavy drinkers have a decreased plasma
testosterone level, which may contribute to impo-
tence. There are few experimental studies on the
impact of alcohol on sexual arousal and no investi-
gations of alcohol conjointly administered with an-
other drug in the area of sexuality. .

The well-known propensity of alcohol for unleash-

© ing aggressive verbal and physical behavior is paral-

leled by the sedatives because of their similar
disinhibiting properties. In'a commentary on drugs
and crime, Tinklenberg (1973) notes that intradrug
interactions have exceedingly complex behavioral
effects, and that combinations have not been inves-

_tigated in regard to their ability to induce violence.

It may well be that the social and cultural contexts
in which psychochemicals are used tend to deter-

* mine their aggressive component.

: Alcohol’s‘direcct relation to violence and violent
crime is considered far greater than that of any
other drug. Fitzpatrick (1974)" has found that
alcohol/barbiturate combinations also produce high
levels of assaultive behavior.

. Information. obtained in the NDACP study (Na-
tional Institute on Drug Abuse 1980) provides

further data on the role of both alcohol and drugs
in violént acting out. In answer to the question,

“Jave you ever gottén.angfy or violent and

seriously injured someone while under the influence
of drugs, aleohol, or both?” 39 percent of the regular

_ #lcohol users indicated that they had done so. Com-

parable confirming percentages for heroin usersawere
42 percent; for amphetamine users, 45 percent; users
of barbiturates, 55 percent; and users of marijuana,
46 percent. Of those respondents who had been in
automobile accidents, the following percentages
had used drugs and/or alcohol immediately prior to
the experience: heroin users, 36 percent; ampheta-

_mine users, 43 percent; users of barbiturates, 35

percent; users of marijuana, 36 percent, and alcohol
ugers, 38 percent. '

Alcohol Use and Drug-Taking Behavior -

The DARP (Drug Abuse Reporting Program)
data for patients who had been in Federal drug

[}

~

treatment programs showed that 23 percent drink
the equivalent of more than 8 ounces of 80-proof
liquor daily (Simpson and Lloyd 1977). Day-to-day
variations on this average were related to negative
and positive life experiences. Fifteen percent drank
less and 22 percent drank more v.hen illicit drugs
‘were used. Among the heavier drinkers the mean
use of opioids, nonopioids and marijtiana decreased
while drinking, withless opioid use being statisti-
cally significant (p=0.001). When less alcohol was
consumed by these ex-patients, the means for all
illicit drug use increased; however, only opioid use
increased significantly’ (@ =0.03). For these people
alcohol seemed to be acting as a substitute for illicit
drug use, particularly opioids. Life stress situations
and the persuasion of friends accounted for sonie of
the variance. Alcohol consumption was less for
patients in treatment than for those no longer in
treatment. It was pointed out that excessive alco-
hol use sometimes pretlated the drug abuse. Drink-
ing tended to decrease when opiate use started.
Those who were heavy drinkers before their opiate
dependence tended to continue that behavior while
on metlkaii:ne maintenance. )

Suicide and Alcohol/Drug Combinations

The DAWN IV data (May 1975 to April 1976)
have already been mentioned (National Institute on
Driig Abuse 1976). This report indicated that suici-
dal attempts or gestures were the leading reason
that patients who had taken alcohol in combination
with other drugs appeared at crisis centers, emer-

suicide_attempts/gestures. Another 30 percent had
consumed the Sibstances for the psychic effects
involved. Thirteen percent had used the combina-
tion to maintain their dependence, and the remain-
dey gave no response. o
r purposes of suicide the intake of alcohol with
other depressants is pharmacologically rational since
the combination produces additive or potentiating
effects. Then, too, depressive tendencies in substance
users may be related to such gestures: Chronic
alcoholics are more prone to attempt suicidc than
nonalcoholics (Goodwin 1973). Further, about one-
quarter of suicides are committed by alcoholics.
The NDACP d(;gmional Institute on Drug
Abuse 1980) address these relationships. _Two-
thirds of those who initiated suicide attempts were
under the influence of a psychotropic drug at the
time. More than half used a psychochemical or a

i9

- gency roomS‘,‘dr'themorg'ue:‘()f%,148‘mentions—of -
. those using alcohol-in-combination,’32 percent wore
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drug combination in the attempt to end their lives.
About a quarter used barbiturates, some 15 percent
used alcohol, and the agents used by the rest were
distributed among many other drugs or drug com-

. binations.

~Alcohol/Depressant Combinations and Sleep

N

Acute alcohol intoxication is known to distort
normal sleep patterns. Rapid eye movement (REM)
sleep is diminished, particularly during the first
half of the night, while slow wave sleep is increased
(sleeping pills have a similar effect upon the sleep
EEG). Chronic alcoholism’ean also be associated
with extreme sleep disturbances, with a considera-
ble REM deficit occurring. When the amount con-
sumed decreases or is eliminated, an REM rebound
with accompanying nightmares develops, resultmg
in fragmented sleep pattems and insomnia. At

times transitional states occur in which the individ- ,

ual cannot identify whether s/henis having night-
mares or is-awake and hallucinating. During with-
drawal REM sleep may increase, consuming up td
100 percent of sleep time (Gross et al. 1973). The
hypnosedatives, the minor tranquilizers, and re-
lated drug groups do not 1mprove this sleep dis-
turbance of the alcoholic; in fact, combined alco-
hol/sedative dependencies produce similar sleep
disturbances.

Alcohol is often used by alcoholics and nonalco-
holics to procure sleep. A dramatic impairment of
sle~p, on the other .hand, occurs early in the with-
drawal phase when people verging on the DTs are
afraid to close their eyes because they start halluci-
nating.

Gross and Hastey (1976) describe the sleeplessness
that accompanies the alcohol withdrawal state as
consisting, in part, of an intense fear of not sleeping
that approaches insomnophobia. Alcoholics so af-
fected may try to drink themselves to sleep or to
swallow whatever sleeping medication is at hand,
or both. %

é

Subjective Effects Reported by Alcohol and
Drug Users
¢

Th= NDACP questionnaire (National Institute
on Drug Abuse 1980) inquired into the subjective
effects of alcohol and of specific drugs in those
pessple who were users of alcohol and/or drugs. The
questions asked covered 37 areas of emotional and

3
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behavioral changes under the inflaence of either
" alcohol or the other substance. The most cominon
combinations.in the sample were. alcohol and hero-
in, alcohol and other opiates, alcohol und barbitu-
rates, alcohol and minor tranguilizers, alcohol and
marijuana, and alcohol and amphetamines.
When compared to all other categories, alcohol
was named as a confusion-causing agent more fre-
quently than any other substance. According to the

- . respondents, alcohdl also produced much more anger

and fewer feelings of peace; cgused a greater loss of
control; and was less effective in awareness in
~« comparison to other agents. \

CONCLUSION

In reviewing the empirical evidence, it can be
concluded that joint substance abuse is of consider-
able significance. Such usage may relate to igno-
rance of the pharmacologic facts, as with the com-

_bination of amphetamines or mild antidepressants
with social drinking. Other cases may involve the
addict who consciously combines intoxicating levels
of ethanol and large-amounts of psychoactive drugs.

. ‘While the social “misuser” of substances may suffer
impairment of abilities related to normal functioning
and/or driving, the chronic abuser may pose a
considerable risk to himself and to others. Though

" experimental studies concerning the latter subject
are understandably lacking, clinigal and autopsy
reports serve to underscore the hazardous nature
of unmoderated alcohol/drug use.

The biobehuvioral evidence surveyed in this chap-
ter indicates that almost all classes of drugs have
additive or supra-additive effects when combined
with alcohol. Even the stimulants can increase the
excitable phase of drinking and may intensify para-
noid ideation. Studies attempting to show that
stimulants reverse the psychomotor decrements of
the alcohol-intoxicated person have not been con-
clusive. Therefore, efforts to treat intoxication with
stimulants may result in unanticipated consequences.

" Another point that should be reemphasized is the
biphasic nature of certain drug/alcohol interactions.

. Acute alcohol intake along with sedative consump-

tion can lead to the potentiation of depressant
effects. On the other hand, the chronic alcoholic
who stops drinking is more resistant to sedatives,
and this is common hospital experience in attempting
to quiet patients during alcohol withdrawal.

<0
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The impact of most drugs when combined with
alcohol is to increase dysfunctional and antisocial
behaviors. Research indicates that impaired sexual
functioning, disinhibition of aggressive behavior,
suicide attempts/gestures, and sleep disturbances
result from conjoint substance abuse. These find-
ings are supplementd by the subjective testimony
of addicts in treatment who report increased anger
and loss of control/self-awareness under tue influ-
ence of alcohol. Data bases such as the DARP,
which suggests that increased alcohol intake is
often associated with decreased drug intake follow-
ing treatment, are of special interest to clinic
personnel eoncerned with these problem behaviors.

The National Institute on Alcohol Abuse and
Alcoholism has prepared a prototype prescription

THE EFFECTS ON HUMAN BEHAVIOR
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form that can be given to those having difficulty
abstaining from drinking: it mentions that many
unwished-for interactions can occtir when certain
therapeutic driigs are mixed with alcoholic drinks.
In view of the bio- and sozio- behavioral problems
described in this chapter, it would seem that phar-
macists, physicians, and clinic personnel should be
prepared to similarly advise their clients/patients
on the possible ill effects of comhined substance
use. More importantly, they should stress that the
combination of two ov more mind-altering agents
produces not only successively greater impairments,
but also tends to increase unpredictability. Hope-
fully, future research will address present gaps in
current knowledge—and serve to focus public at-
tention on the probiem as well.

) ,'
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INTRODUCTION

Social scientists concerned with drug abuse would
do well to remember the parable of the blind men
and the elephant. As the story goes, several blind
men are asked to describe what is in front of them.
The man standing at the animal’s side reaches out
and describes a wide expanse of wall; the individual
confronted by the trunk glaims that he feels a
heavy, snakelike tube. Some, patting the elephant’s
tail, report that it feels like a rope, Wwhile others
describe the legs as trunks of trees. Drug abuse is
our elephant: Methodologies and technologies pro-
vide us with an accurate et necessarily limited
picture of the phenomenon that confronts us. Much
like blind men, each of us employs only one
methodological stance and examines limited aspects
of the problem. As aresult, we are likely te.arrive
at incomplete perceptions of drug use or abuse.

To extend the analogy, what happens if the blind
men are asked to describe a moving elephant? How
much more complicated does this render the prob-
lem? It is uncertain how accurate are the concep-

,tual tools we currently have to assess changing
social phenomena. All the same, we are regularly
called upon to make such assessments in the area of
substance abuse by describing and analyzing not
only the parameters but also the content and
processes of, psychoactlve drug use and/or abuse.

kEC

We assume that in some way all aspects of the phe-
nomenon of substance abuse do actually fit togeth-
er, yet we cannot describe specifically how they
mesh. Minimally, we can set forth as clearly as
possible the limitations inherent in our data and
identify and describe cornmon variables.

This chapter will limit itself to the epidemiology
of psychoactive drug use and abuse. The discipline
of epidemiolcgy encompasses a fairly large number
of perspectives. Traditionally it referred to the
emergence, occurrence, and spread of (infectious)
disease within a population; i.e., the locating and
tracing of “epidemics.” More recently, however}
the discipline has come to include a broader per-
spective encompassing a behavioral dimension. Today
epidemiologists are as likely to concern themselves
with trends or patterns of behavior occurring within
a population and the bearing that this behavior has
on health. It is this larger, more inclusive meaning
which will be used throughout the discussion to

“eome. More specifically, this chapter will concern

itself with what people do (or report that they do);
and, in an even narrower sense, how specific sub-

" groups of the population (e.g., males versus fe-

males, whites versus blacks) distinguish themselves
in relation to the identified behavior.

More specifically, the following are the objectives
of this chapter: :

® Anoverview of the use of alcohol by the Ameri-
can population
2%
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® An-overview of the use of legal psychoactive
drugs within a medical context .

® An overview of the nonmedical use
of psychoactive drugs

® An overview of the use of over-the-counter
psychoactlve drugs

® An overview of the use of lllegal drugs in
selected cohorts and populations

" In each of these areas descriptive material on the
social and ‘demographic characteristics of the users
will be presented. As much as possible, given the
data available, it will be attempted to examine the
concurrent use of alcohol and other psychoactive
crugs.

In order to meet thesé objectnes the chapter
presents and compares the findings of a number of
disparate studies, each of which examines an aspect
of the phenomenon from a particular methodological
perspective. And while the discussion endeavors to
summarize several prominent studies, it is not
intended to represent a compendium of current
drug. abuse literature. Studies will provide data
from several collection sites which are necessary to
comprehensive epidemiological research. Included
are:

® General population incidence and prevalence
data. These can provide a overview of the
general population. Prevalence data provide in-
formation on the magnitude of the condition,
while incidence alludes toits spread or growth
Such data are invaluable to both service and
pianning needs. '

® [ntervention date.. These capture that specific
part of the problem population which has al-
ready experienced significant problems associated
with substance use. Two such measures will be
examined below. First, data will be presented
about individuals seeking treatment specifically
for their drug problem, those who wish to stop

taking drugs or to learn how to cope with their

drug problems. Second, data about those pre-
senting themseives at a medical facility com-
plainingssuffering from an acute drug reaction
will also be presented.
® Special-population high-rnsk subgroup data.
These report on individuals considered to be
particularly at risk for drug problems—e.g.,
“street people” or groups whose social and
. demographic characteristics would make them
> likely to be involved in the use of drugs.
Such data can assist in pinpointing a problem
or target population; however, they are less
-use ful for projection purposes.

Unfortunately, like the blind men in the parable,
each of these data sources reveals only part of the
unseen beast. While projection devices capable of
representing the whole population by using a num-
ber of key factors or indicators have been developed,
an ongoing debate challenges the validity of such
measures (Gould €t al. 1976; O’Donnell et al. 1976).
Therefore, social scientists still disagree about how
to meaningfully integrate these data.

Professional disagreement extends as far as basic
terminology. Take, for example, fhe idea of the

. concurrent use of more than one drug—often called

“polydrug use”. Dr. Robert DuPont, former Direc-
tor of the National Institufe on Drug Abuse, de-
scribes the coqcept as “political or o6fficial,” created
to fill a void in overall intervention schemes (DuPont
1976). Alluding to this interpretation, James Sam-
ple in an epidemiology conference pointed out that
the definition of the term is logically inconsistent:
“Polydrug abuse [means] . . . the use of more than
one drug, excluding heroin, which are used simul-
taneously and with a irequency of use of at least
once per month. Regular use of heroin, regardless
of how many other drugs are also used [sic] will =ot
be classified as polydrug use” (Saniple 1977a). Even
more basic concepts, such as “regular use” or
“current use,” tend to be disputed and defined
differently from study to study or for different
purposes. The difficulty becomes particularly poign-
ant when comparisons are attempted; researchers
find themselves frustrated by the plethora of seem-
ingly contradictory conceptual designations (Sam-

ple 19/7b).

Again, the situation becomes even more complex
when value judgments can seemingly be read into
the basic designations used. Studies of drinking
behavior are relevant here. One of the most signifi-
cant of the alcohol epidemiological studies was the
American Drinking Practices study by the Socialé
Research Group (Cahalan et al. 1964). This re-
search described drinking behavior by five designa-
tions: abstainers, infrequent drinkers, light, mod-
erate, and heavy drinkers. These de signatjons were
computed using the quantify one consuried (“how
much”), the frequency (“how often”) one drinks,
and the variability (“kow typical or usual”) of this
pattern. Therefore a “heavy drinker” could be one
who only drinks two or three times'a month but also
usually cansumes five or six drinks during these
incidents; or, who consumes one or two drinks
every day, but has as many as five or six drinks
“once in a while™ or, drinks three or four drinks
several times a week (Cahalan et al. 1964).

The label of “heavy drinker” can be a pejorative
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one; consequently, a significant amount of contro-
versy is generated. The basic question suggested
. by this study remains: How can statistics be trans-
lated into meaningful descriptive categories?

Fmally, the issue of change presents another
complication. The use of psychoactive drugs may be
based upon (drug) avallablhty, patterns of law
enforcement, social fads, étc. As a result, some
researchers have questioned- the use of epide-
miological surveys focusing only on measures of in-
cidence and prevalence (Robins_ 1977). For this
reason, treatment and intervention data are in-
cluded in this presentatlon

The above discussion is offered to sensitize the
reader to the strengths and weaknesses of the data.
When statlstlcs, representing various research stud-
ies, are presented in the following report the pro-
jections and estimations drawn from them repre-

gent problem indicators which can point toward

emstent and/or emerging patterns. They should not
be interpreted ds having a reality of their own.

ORGANIZATION AND
PRESENTATION

The chapter will examine the use of conceptually
different categories of psychoactive drugs and will
use a series of existing data sets for analysis. This
organizational scheme is employed because a sin-
gle, integrated data source is not, available. It
begins with an examination of the use and misuse of
alcohol.- The discussion then proceeds to non-
prescription over-the-counter drugs, prescription
drugs used in a medical context, and—finally—the
. nonmedical use of both illegal drugs (e.g., marijauna,

. heroin, ete.) and (prescription) psychoactive drugs.
To complement these data obtained through sur-
veys, intervention data drawn from sources such as
the Drug Abuse Warning Network (DAWN) and
the Client-Oriented Data Acquisition Process
.(CODAP) will be presented.

The data are presented-so that standard demo-
graphic and sociological variables can be highlighted.
These include sex, age, and race/ethnicity; where
available, occupational status and education will be

provided. These sociological and demographic di-
nﬁ%{ uniformly

mensions are the ones that are i
recorded acrogs all studies. Moreover—and per-
o iof eater significance—is the assumption
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that age, sex, and ethnicity are among the most
powerful determinants of behavior.

ALCOHOL USE BY AMERICANS

Alcohol jn beverage form is the nation’s most
commonly used (and abused) substance; through
the use of large-scale epidemiological studies we
probably know more about our peoples’ consump-

. tion patterns than any other psychoactlve drug.

The consumption of alcoholic beverages is a social
horm in the United States. In 1964-65, the Amenri-
can Drinking Practices study examined a cross
section of the population. This survey indicated
that less than half (47 percent) of the adult popula-
tion (aged 21 and over) did not drink or drank less
than once a month. The maJonty, however-—some
53 percent—could be considered “regular drink-
ers,” consuming some alcohol (either beer, wine, or
spirits) at least once a month (Cahalan et al. 1964).

Shortly -after this study, the Federal Govern-
ment sponsored a series of investigations aimed at
measuring the specifics of aleohol consumption in the
national population. This research, through four
separate’ surveys, extended the population base
under study to persons 18 years of age and older.
The findings of the Harris Survey (1972-74) suggested
that the proportion of drinkers had increased, plac-
ing the representation of abstainers and infrequent
drinkers at only 42 percent (U.S. Department of
Health, Education, and Welfare 1974). Further, a
study by Gallup focusing on adults aged 18 and
older suggested that 68 percent of the population
drinks alcoholic beverages. The interpretation of
these findings presents some problems. Differences
in the definition of the base population (including
for example, lowering the age spread to 18 rather
than 21) may account for the different findings;
choice of methodology may also be a complicating
factor. Finally, drinking patterns may have changed
over the past decade and a half (Alcohol and
Health 1974).

In this chapter we will rely heavily on the work of
Dr. Carl D. Chambers and his associates published
in a book entitled Chemical Coping. The statistics
presented in Chemical Coping are derived from
some 30,000 personal interviews of persons currently
living in households and conducted over & 4-year
period; 30 states and localities are represented

_7.
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(Chambers 1975).! The consumption index used in
Chemical Coping is wholly compatible to that used
in the American Drinking Practices survey by
Cahalan et al. (1964). Therefore, the classification
of drinking patterns and practices is comparable.
What differs significantly, however, is that Chemi-
cal Coping examined the consumption patterns of
persons 14 years and above (cf. American
Drinking Practices study population of 21 and
older); therefore, it represents a much wider popu-
lation base (Chambers 1975). The data are unequiv-
ocal in their indication that alcohol use (or experi-
mentation) is a norm in the United States: More
than four-fifths of our population aged 14 and above
have drunk alcohol on at least one occasion in their
lives.

-Prevalence-

Figure 1 provides a representation of the esti-
mated current drinking patterns of our population.
In an aggregate sense, only one-third of the na-
tion’s population aged 14 and above claim absti-
nence. The remaining two-thirds, projected to be

FIGURE 1.—Distribution of alcohol usage pattems

-

Abstainers
33%

Infrequent
dninkers
22%

Heavy dnnkers
12%

Light drinkers
23%

Moderate
drinkers
11%

Source: Chambers 1975, Chemical Coping.
Copyright 1975 by Spectrum Publications.

"This study differs markedly from other surveys in that sts 30.000 household inter-
views do not represent a single probability sample  As such. the projections are not
determined by the more ngorous samphng techniques found in other studies The
major strength of the work rests i the size of the sample and in the fact that the
information s eliated consistently throughout the studies, again, the caveat that
these data should not be considered as problem indicators should be reinforced

FIGURE 2.—Regular drinkers—sex and age
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68 percent, drank some alcohol in the year preced-
ing the reseatch. Approximately half of these are
regular drinkers—that is, . people who consume
some alcoholic®beverage at least once a month.

Using a consumption index, (see the description
provided above) in Cahalafi et al. (1964) -which
combined variables such as the quantity consumed,
the frequency of drinking, \and the regularity or
variability of the drinking pattern, the drinking
population car be categorized primarily as either
“light”; “moderate”; or “heavy” drinkers (as rep-
resented in figure 1).

" When the drinking patterns are analyzed, the.

three major groups tend to distinguish themselves
on a number of demographic and sociological char-
acteristics. Two of the most apparent are sex and
age.

Sex and Age J
ngnsider the distribution of regular drinkers by
resented in table 1. While the representation
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TasLe 1.—Distribution of regular drinkers, by sex

Percent representation

Percent in general population

Sex regular drinkers age 14 and over
Male 61 T
Female 39 54

N

of males in the population of regular drinkers
remains noticeably higher than females, there is
much speculation that the regular use of alcohol is
increasing among women.

The regular use of alcohol is also related to age.
Figure 2 presents a composite of the relationship of
both variables to alcohol use. The highest propor-
tions of regular drinkers (about 7. percent for
males, 50 for females) occur during the early adult
years. #hile the curves vary slightly in shape, the

trends that they represent appear to hold for both
sexes. Sociologically, the early adult years empha-
size both sociability and stress. The transition from
student or otherwise dependent status to full au-
tonomy can result in the widening of a young

" person’s social world. Since the American culture

. emphasizes the social use of aleciiol, the increase of
such use into young adulthood is not surprising.
Moreover, new stresses and demands necessitate
new coping mechanisms; and the regular use of
alcoholic beverages may constitute such a mecha-
nism.

The suggestion that there is a strong connection
between drinking behavior and age can be seen in
an inverse relationship: As persons get older, their
consumption—both in incidence and intensity—
declines. Consider figure 8, in which the slopes of

____ _ FIGURE 3.—Percent of regular and heavy drinkeré among American adults, by sex and age, Fall 1972
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U.S. Department of Health, Education, and Welfare 1974.

29




26 DRUG AND ALCOHOL ABUSE

-

the curves represented by both the Harris study and
Chemical Coping interviews are similar. Here both
consumption and intensity demonstrate an inverse
relationship-with age . -

However, it should be emphasized that these
data curves represent a cross section of the popula-
tion and not a longitudinal study. |

Race/Ethnicity

The relationship between race/ethnicity and al-
cvhol consumption has been well documented. Early

studies have described the use of alcohol as primar- -

ily a food or food supplement in French, Italian,
and other Mediterranean cultures (U.S. Depart-
ment of Health, Education, and Welfare 1974). It is
also recogmzed as a ceremonial accessory for Jew-
lah people. While remnants of these original ethnic
“differences still persist, racial differences are prob-
ably more important today. In Chemical Coping
(Chambers 1975), the racial distribution presented
in table 2 was observed.

TABLE 2.—Racial distribution of reguiar drinkers,
in percent

Distribution

Mayor. racial in the general

groups Regular crinkers  population
"Whate 85 89

Black 12 10

Other 3 1

Source Chambers 1975 Copynght 1975 by Spectrum Publicztions

Social Class

Studies exploring the relationship between alco-
hol use and social class have determined that the
regular use of alcohol does not predominate in any
given class (U.S. Department~of Health, Educa-
tion, and Welfare 1974). However, while prevalence
(or extent) of alcohol use occurs throughout the
social class structure, the intensity (or “how much”)
of consumption suggests a negative relationship to
social class. Much speculation—ranging from hy-
potheses about coping mechanisms to those concerned
with -cultural patterns—has been offered in con-
junction with the observation. As yet, however,

definitive research is lacking. The relationship of
drinking intensity to social class and status will be
explored in more depth below in relation to heavy

-drinkers.

Employment

Because the use of alcohol is a social norm, we
would expect the majority of the nation’s regular
drinkers to be employéd. This proves to be the
case. The author has prepared a comparison of the
occupational distribution of the nation’s regular®
drinkers with that of the general population, ac-
cording to the 1970 census. (See table 3).

Note that regular drinking is not uniformly dis-
tributed throughout the occupational structure. A
__degree_of overrepresentation czn-be observed in
each of the categories except for the white collar
and clerical group; the large representation of fe-
males in these categories mlght partially explain
the difference. Drinking is also related to the
relative prestige of the occupations. The patterns of
overrepresentation are most pronounced in the
trades groups and among unskilled .vorkers.

The use of alcohol is considered normal behavior:
Most people have been able to integrate it success-
fully into their lifestyles. What about heavy
drinkers—persons who use alcohol daily (or almost
daily) and are likely to consume several drinks at
each episode? Can they be distinguished in any
way? The data indicated that the social and demo-
graphic characteristics of this group do distinguish
them from the larger drinking population.

3

TaABLE 3.—Distribution of regular drinkers by
occupational status, in percent

Proportion of  Representation

Group by occupational regular in the
status drinkers general population

Professionals,

technical managers 16 14
White collar, clerical 5 10
Skilled. semiskilled 21 ’ 17
Unskilled 7 3
Male high school students 4 5
Female high school

students 2 5
Male college students 3 3
Female college students 2 2
Housewives 16 24

Source Chambers 1975, Chenucal Coping Copynght 1975 by Spectrum Publica:
tion
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Heavy Drinkers

____ Sex and Age

It has been shown that the representation of
males in the nation’s drinking population exceeds
its representation in the larger population. This
relationship is even imiore striking in those drinkers
whose consumption pattern can be classified as
heavy. Consider the distribution shown in table 4.

These data point to clear sex differences in
degree of alcohol consumption. While recent data
suggest that this pattern may be changing, the
population of heavy drinkers will probably remain
predominantly male for the foreseeable future.

The data displayed in figures £ and 3 show the
strong relationship between alcohol use and age. As
the cross-sectional data indicated previously, drink-
ing tends to begin early in an individual’s life, pro-
gresses steadily through the late adolescent and
early adult years, reaches a peak in the late twen-
ties and thirties, and then gradually declines as the
individual matures. For the “heavy drinker” (es-
pecially in the male group) the peak tends to occur
later: For the males it is in the late thirtics rather
than the late twenties; for women, it reaches into
the late rather than the early twenties. One expla-
nation for the sex and age relationship might posit
that concurrent patterns of life stress and social
expectations affect women at an earlier point in
time than they affect men.

-

Ethnicity/Race

The available data indicate that ethnicity and/or
race do affect degree of drinking (U.S. Department
of Health, Education, and Welfare 1974). Many of
thé research studies point to the difference in
intensity (the amount consumed) versus incidence
(the number of ~occaswns one consumes) of drink-
ing. The Jewish population for example, has a
relatively hlgh incidenge of consumption, but on
gpecific occasions they tend to be moderate in their
intake (Alcohol and Health 1972).

The data derived from the combination of studies
presented in Chemical Copinglsuggest that although
minority groups tend not to b&loverrepresented in
their use of alcohol, certain ps who do drink
tend to consume more (Chambers 1975). Thie ob-
servation encourages a number of explanations
ranging from observed differences in subcultural
patterns to the hypothesis that heavy drinking is an
adaptation to the stresses of underclass life by
nm'fam minority group members. These specula-

TABLE 4.——Distribu7iop of heavy wversus regular
drinkers and base population, inpercent

Percent general Percent moderate/ Percent heavy
Sex population light drinkers drinkers

Males 46 . 55 77
Females 54 | 45 23

tions should necessarily be research pnontles in

the future. . e

Social Class b

Heavy drinking is also associated with social

class. Not surprisingly, the data suggest an over-
representation of lower class persons among heavy
drinkers. When class §g considered and other fac-

tors controlled for, the representation of higher

status persons—upper and upper-middle class—
indicates a preponderance of moderate and light
drinkers (24 percent are classified in the moderate/
light category, while 17 percent are classified as
heavy drinkers). Among the middle class, the rep-
resentation is relatively balanced between heavy
and moderate/light consumption patterns (about 8
percent each). Finally, when the lower class is
considered, the picture changes drastically. In this
group the representation of heavy drinkers noticeably
exceeds those classified in the moderate and light
categories (about 16 percent heavy versus 10 percent
moderate/light). Again, several interpretations—
such as those emphasizing cultural or adaptive
functions—are plausible. Both epidemiological and
social psychological research focusing on alcohol use
by different social classes in a variety of ecological
settings is needed to increase the understandﬁ)g of
drinking behavior.

Employment

Occupational status and drinking patterns dem-
onstrate a relationship similar to that observable
for consumptior ahd social class. While the inci-
dence of drirking vends ta enjoy a positive relation-
ship with higher-status occupational categories, the
intensity of consumption demonstrates an inverse
relationship. Consider figure 4. Heavy drinking is
more prevalent in the trades (skilled and semi-
skilled categories) and among unskilled workers
than among white collar workers and professionals.
Studies have indicated that those occupational dif-

ferences in consumption patterns are independent

of social elass (U.S. Department of Health, Educa-
tion, and Welfare 1974).
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FIGURE 4.—Employment status characteristics
and drinkinhg pattems
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Source. Chambers 1975, Chemical Coping.
Copyright 1975 by Spectrum Publications

Recently, alcohol use by armed services person-
nel has attracted scientific notice. Two separate
studies of drinking patterns, one concertrating on
the Army and the other on the Navy, have indi-
cated that both officers and enlisted men drink
more often and more intensely than civilians of
corresponding ages. Heavy drinking and problem
drinking (usually meaning drinking that causes
problems with home/family life, occupation, or the
legal system) declined with increasing age, rank,
and length of service. However, older enlisted men
continued to drink heavily and to drink more than
the younger enlisted men. While bnth studies are
regarded as more preliminary than definitive, they
do provide significant data addressing alcohol con-
sumption patterns (U.S. Department of Health,
Education, and Welfare 1974).

This section has attempted to summarize some of
what is known about the consumption of beverage
alcohol. Alcohoi is without question the psychoactive
substance which enjoys the greatest incidence of
use; consequently it can be assumed to cause the
greatest amount of personal and social damage

More significantly, however, ¢ alcohol is typi-
cally the first psychoactive dgent that one experi-
ments with, it is not unlikelyfthat attitudes concerning
its use’ will influence thé ways in which other
substances are used and/or abused. Ther¢ has been
little research to date on the formation of norms
governing early dritg use and its effect on later
patterns of substance use. Unraveling and under-
standing this relationship should be seen as an
important area of future inquiry.

OVER-THE-COUNTER
PSYCHOACTIVE MEDICINES.

The American pharmacopoeia provides an almost -

endless supply and variety of drugs which promise
to assist with all of life’s problems; the méss media
are saturated with advertisements to this effect.
Not the least of these are the psychoactives which
fo;us essentially on four areas: anxiety or stress,
insomnia, fatigue, and pain. The first t three of these
are of particular concern in this report Untike
drinking behavior, the use/potential misuse of
over-the-counter psychoactive medicines has not,
until recently, been identified as a significant social
problem This section will employ the data presented
in Chemical Coping to describe the parameters and
extent of over-the-counter use of drugs by the
general population aged 14 years and above.

Sleep Inducers

The available survey data suggest that the use of
over-the-counter hypnotics (any drug used as a
sleep inducer) is widespread. Chambers’et al. (1975)
suggests that almost 18 million people—roughly 12
percent of the study populatlon——have at one time
taken a noriprescription sleeping pill. (Some com-
mon brand names are Sominex and Sleep-eze.)
These data were projected to indicate that as many
as 4 million ,people may have used one of the
medications within the past 6 months. Focusing on
those who have used any of these preparations
within the last 6 months, some significant dlstmc-
tions appear in the population.

Age and sex are strongly related to the use of
these medications. (See figure 5.) Sixty-two percent

32
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of the recent users are women; women, however,
account for only 54 percent of the base population.
Over-the-¢ounter hypnotics are also more commonly
used by older persons; almost half (46 percent) of

and above. i
- Other social distinctions do not appear to be as
closely related te current use as age and sex.
Distribution by ethnicity and social class, for exam-
ple, are fairly consonant with general population
projections.
The projections made from these data suggest
that the major consumers of these over-the-counter
* sleeping medicines are housewives, persons who
have retired; and those who are either unemployed
or not currently in the labor force. Consider the
«distributions presented in table 5. Here, the -un-
employed/not in the labor force categories are
clearly overrepresented. '

3

the current users of these medications are aged 50
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TaBLe b5.—Current users of nonprescription

hypnotics
Distribution of
users of non-
Approximate prescriptionsleep
Occupational/non-  distribution of the , inducers, in
occupational status population, in percent percent
Females:
Students . 7 6
Employed 21 14
Unemployed/notin
labor force . 26 42
Males: . .
Students - 8 4
Employed 36 19
Unemployed/notin
labor force ) 2 15

Source: Chambers 1975, Chemical Coping. Copynght‘l.‘ﬂs by Spectrum Publi-
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Over-the-Counter Tranquilizers

Recently arrived on the proprietary market are
the tranquilizers (e.g., Compoz, Quiet World).
Women, especially those above 35, are strongly
represented among the population of current/regular
users (Chambers 1975).

There is somgwhat more of a tendency for middle
and upper-middle class women to be regular/current
users of these medications. Moreover, whites are
more likely to be users than nonwhites (Chambers
1975).

Over-the-Counter Stimulants

The use of over-the-counter stimulants seems to
occur most frequently among the young and the
employed. (Examples of these medications include
NoDoz and Vivarin.) The data suggest that the
major users of these medications are students of
both sexes and employed males. Students comprise
23 percent of recent users, and employed males
comprise an additional 45 percent of the same
population. If the oceupational areas of these work-
ers are.defined, the primary overrepresentations
occur in the trades (unskilled/skilled workers) and
among the cervice and sales occupations. These
data are fully displayed in tables 6 and 7.

As the trades and service/sales personnel are
overrepresented, it might be conjectured that these
medications are being used to increase perfor-
mance/produetivity on the job.

TasLe 6.—All current users of over-the-counter
stimulants, in percent

Approximate  Distribution of users

Occupational/non-  distribution of of proprietary

occupational status the population st:mulants
Females:
Students 7 10
Employed 21 12
Unemployed/not '
in labor force 26 12
Males:
Students 8 13
Employed 36 45
Unemployed/not
in labor force 2 7

Summary of Over-the-Counter Psychoactive
Drug Use

The use of over-the-counter psychoactive drugs,
is widespread. The results of research sponsored by
the National Commission on Marijuana and Drug
Abuse in 1971 svggested that at least 13 percent of
all network television commercials are devoted to
promoting over-the-counter medications (the Com-
mission 1972, 1973), suggesting that the market
must be a lucrative one. A recent report suggests
that the average family of four spends 64 cents per
wéek on proprietary drags; these medicatidhs rep- )
resent some 25 percent of the total drug market
(the Commission 1972, 1973). If a need does not
currently exist, these media campaigns are proba-
bly helping to establish one.

While many persons have used and currently do
use these over-the-counter medications, it appears
that there are noticeabie differences in use of the
different kinds of proprietary drugs. Data on drug
type correlated with age have been combined in
figure 5. The concentration of stimulant-users in the
young adult (ages 18-24) cohort—primarily workers
and studentg—encourages the speculation that this
population is using the over-the-counter stimulants
to increase productivity or performance; to main-
tain productivity and/or performance in the face of
competing demands or a combination of both. Caf-
feine, the principal ingredient of these proprietary
drugs has liitle of the abuse potential of the
sympathomimetic amines since the reaction it en-
genders does not begin to approach that of the
smphetamine and amphetaminelike drugs. Other
research suggests that it is not likely that many of
the users are entirely satisfied with these drugs
(Parry 1973).

TasLe 7.—Employed current users of over-the-
counter Stimulants, in pereent

Approximate
distribution of Percent of
Worker “total total users of
Classification labor force OTC stimulants
Unskilled 5 12
Skilled/semiskilled 29 34
White collar/other 17 4
Clerical professionals,
manager owners 23 10

Service/sales/others 26 40,

Source. Chambers 1975. Chemicat Coping Copynght 1976 by Spectrum Pubii-
cations

Source Chambers 1975. Chemua! Coping Copvright 1975 by Spectrum Pubh
cations

F
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TABLE 8.—Drug clacses: dism'\bution of regular users by sex, in percent

Hypnot\cs Stimulants Tranquilizers
Sex . Prescription OTC Prescription OTC Prescription OTC
Male 43 38 63 65 33 30
Female 57 62 37 35 . 67 70

Source Chambers 1975, Chemucal Coping Copynight: 1975 by Spectrum Publications .

The striking concentration of hypnotic users in
the oldest age cohort is more difficult to explain. It
‘does encourage the speculation that restricted ac-
cess to medical services occurs in this cohort, and
the tenderieytoward self-medication emerges.

The curve for the age distribution of proprietary
tranquilizer users roughly parallels that of the
general population until the early thirties when a
decrease in usage is seen.

When comparisons of regular users of these
over-the-counter medications are made with the
regular users of the prescription psychoactive medi-
cations (such as barbiturates, minor tranquilizers,
and amphetamines), a number of interesting simi-
larities arise. Some caution must be used in compar-
ing these data, however. While most (about 75
percent) of the regular users of these prescription
drugs report legitimate use of them—i.e., obtaining
thesé substances wholly through their own pre-
scription and using exactly as directed—a substan-
tial proportion do not. (The author speculates that
such misuse is probably overconcentrated in the
younger cghorts.)

The overrepresentation of women in the popula-
tion of over-the-counter hypnotic users (seen in
table 8) can be examined =zgainst the over-
representation of males amung botl regular and,
especially, heavy drinkers. Since both over-the-
counter hypnotics and alcoho! are CNS depres-
sants, it encourages the ~peculation that this repre-
sents a sex-differentiated pattern. It would be
worthwhile to monitor the effects thal changing

drinking patterns—i.e., tendency towards the adop-
tion of the “masculine” pattern by women—will
have on the long-term use of hypnotics. In a further
breakdown of drug c'ategories;—i.e., examiningnl\lyp-
notics, stimulants, and tranquilizers—other sexual
differences emerge:

Before commenting further on these sex distri-
bution patterns, it is also relevant to make age
comparisons, which reveal some striking differences.
(See table 9.) st should te stressed that these age
curves suffer from the same limitation as the “alco-
hol and age” distributions. The data are cross-
sectional and nof longitvdinzl. Therefore, on the
hasis of these data, w~ cannot conclude that there is
a progression from one kind of drug to another; we
can only observe that cohort behavior differs.).

This table encourages a number of observations.
Rirst, the age distribution of those who use hypnot-
ics is remarkably consistent vetween over-the-
counter and prescription medications. The consis-
tency holds in the users of stimulants for persons
under 35. However, the distributions essentially
reverse themselves in the two older cohorts of
stimulant users. Further, there appears to be a
clustering of over-the-counter tranquilizer users in
the younger cohorts. This would encourage the
speculation that over-the-counter tranquilizers are
tried first, and as the results are defined as inade-
quate over time, a prescription is obtained for a
more potent agent. '

. >
-

TaBLE 9.—Drug classes: distribMular users by age, in percent

Hypnotics Stimulants Trangailizers
Age Prescription OTC Prescription oTC Prescription oTC
14-17 9. 10 17 6 3 15
18-24 14 13 K] 41 10 22
25.34 10 13 20 20 15 22
35-49 22 18 - 8 . 15 29 19
50+ 45 46 17 8 . 44 22

Q source Chambers 1975. Chemical Coping Copynight 1975 by Spectrum Publications




32 DRUG AND ALCOHOL ABUSE

. PRESCRIPTION PSYCHOACTIVE
DRUGS : .

The use, misuse, and abuse of prescription
psychoactive drugs has been a major topic of con-
cern for more than two decades. While the full
extent .of legal drug use is not known, there have
been projections suggesting that a very sizable
proportion of the population has used o> is using a
prescription psychcactive drug. Many vpersons in
the professiogal community have been arguing for
more than a decade that many of the psycho-
tropics—especially the minor tranquilizers (such as
dlazepa{n) (Valium), sedatives, and hypnotics (es-
pecially barbiturates and nonbarbiturates such as
.methaqualone)—have been overpreserited. Thisis
an ongoing debate, however, and probably will not
be resolved easily.

Just as misconceptions surrounded al~ohol abuse
and problem drinking, many members of the medi-
cal community have a stereotyped view of the drug
abuser-as-the “street” addict and fail te recognize
the extent of medicine misuse in the general popu-
lation. Too, we are just becoming aware of the
long-term effects of certain of our medications. For
instance, we are just discovering that diazepam is
- addicting and that occasionally persons on high
doses of diazepam will suffer severe and even fatal
withdrawal symptoms if they are suddenly removed
‘rom the drug (Blackwell 1977). Recent{,, the Na-
tional Institute on Drug Abuse identified the mis-
use of sedatives and hypnotics as a major priority in
terms of research and service delivery (Carter
1977). We are also beginning to realize that many
people for whom powerful psychotropic agents are
prescribed are ignorant of the action of these drugs
and of the dangers involved in not taking them
exactly as prescribed or mixing them with alcohol
or other agents.

This section will examine the use of prescription
psyzhoactive drugs. Prevalence patterns, the social
and demographic characteristics of users of pre-
scription psychoactive drugs, and related patterns
of other drug usages will be presented. Data wili be
primarily drawn from two large survey efforts.

Prevalence

The extensive,use of psychoactive crugs is a
relatively new phenomenon. While many seda-

tive/hypnotic and stimulant drugs had been developed
in the early part of the twentieth century, it was
not untif the 1950’s and later that the psychoactive
armamentarium was to include a substantial range
of tranquilizing and antidepressant drugs, therehy

. making sedation without sleep possible. Both the

medical profession and the general public readily
seized upon the possibilities offered by these medi-
catiouis, and these drugs (especially the minor tran-
quilizers) became some of the most prescritca in
medical practice. In 1975, for example, Some 87

.million prescriptions were written for minor tran-

quilizers. Diazepam became the most widely pre-
scribed drugrin medical practice (Blackwell 1977).
In 1970, alone, some 214 million prescriptions were
filled for sedatives/hyprotics, stimulants (including
anorectics), rinor and major tranquilizers, and
antidepressants. These drugs accounted for 17 percent
of the total prescriptions of all kindsfilled in drug
stores in the United States (Parry 1973).

Data are available on the population of persons
who have used—ostensibly under full medical
supervision—prescription psychoactive medications
for the alleviation of some symptoms of psychic
distress. In mid-1973 the findings of a national
study conducted during late 1970 and early 1971
were published. Data from this research, conducted
under the aegis of the National Institute of Mental
Health, are presented in the next section (Parry
1973). Some 2,552 persons ages 18 to 74 were
surveyed by means ~f probability sampling meth-
ods; represented were a cross sectionm of American
adults living in households. (This of course excluded
those who were institutionalized or not living in
households during the study .period.)

The widespread: use of prescription psyche-
therapeutic drugs.is evidenced by Table 10.

Sex, Age, and Residence

The use of these drug-types listed above is closely
related to sex: Women are beth more likely to use
any of these agents and appear to start using these
medications at an earlier age. The use of minor
tranquilizers is the most commonly reported in any
sex and/or age cohort. The use of stimulants is
common in the yéunger cohorts of women; this may
reflect the use of amphetamines and amphetaminelike
medications in weight control programs (Parry
1973;.

Among women the use of (any) prescription
drugs is fairly constant by cohort after age 30.
Among males, however, the prevalence increases

-
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- TaBLE 10.—Use of presc}iption psychotherapeutic drugs during the past year by drug class and by

©

\ neht 1973, Amencan Medical Assocsation

sex and age, in percent

Age group
Sex/drug class 18-29 30-44 45-69 . 60-74 All persons
Men:
Minor tranquilizer/
sedative * 5 7 9 11 8
Stimulant 1 2 2 . 1 2
Hypnotic 1 1 2 7 3
Antidepressant ] 2 1 4 2
Mz jor tranquilizer G 1 1 &} 1
Used any 6 T12 14 21’ - 13
. Used none 94 88 86 79 87
Thtal 100 100 100 100 100
No. of persons 241 282 308 218 1,049
~Women:
Minor tranquilizer/ .
sedative . i2 21 22 25 20
Stimulant v il 6 3 8
Hypnotic . 3 3 4 8 4
Antidepressant 7 2 2 2 2, 2
Major tranquihzer 1 2 2 , 2 2
Used any 23 32 31 32 29
Used none . 77 68 69 68 Lo
Total 100 100 100 100 . 100 ¢
, No.of persons 340 411 420 332 1,503

'No cases. '
2Less than 0.5 percent.

'

Sotirce: Parry 1973, Archives of Genergl Psychatry. June 1973, Vol 28 Copymght 1973, Amencan Medical Ansociation

steadily with more than three times as many men in

the oldest cohort using these drugs than in the

youngest cohort. While minor tranquilizers still

_ remain the most frequently used medications in the

oldest cohort of males, the representation of hyp-
notic users rises dramatically.

Sex, age, and area residence were.closely associated
with the use of psychoactive medications. Consider
the distribution shown in table 11.

When the type of drug is considered, the minor
tranquilizers are most prevalent regardless of re-
gion. On the other hand, persons in the West are
more likely to use psychotropics than persons in
other regions of the country. The use of stimulants

TasLE 11.—Use of prescription drugs by sex and
region, in percent

Sex Northeast North Central  South- West
Men: ‘ .
Users 11 13 11 \21
Nonusers 89 . 87 89 79
Women:
Users 24 29 30 37
Nonusers 76 71 70 63

Source Parry 1973, Archwes of General Psychutry June 1973 Vol 28 Copy

1

and hypnotics is also relevant to regional breakdowns.
Researchers in the NIMH study speculate that
differences in regional distributions can partially be
explained by differences in lifestyles, attitude, and
values distinguishing the West from the rest of the
country. Other studies have indicated that use of
illegal drugs such as marijuana and drinking have
been reported to be higher in the West.

Use Patterns

The study also detailed the usage patterns of
these drugs by determining two characteristics of
use—frequency and duration (intensity or the amount
consumed was not reported on). Three usage des-
ignations resulted:

High: Those whose maximum pattern involved
regular daily use for at least 2 months.
Medium: Those whose maximum pattern involved
regular daily use for a period of at least a week
but less than 2 months; and those whose maxi-
mum pattern involved intermittent use on at
least 31 occasions.

Low: Those whose maximum pattern involved
regular daily use for less than a week, and those

Jw
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TABLE 12.—Highest level of use ever attained by persons who used prescription drugs during past year by
class of psychotherapeutic drug, in percent’

n = 2552
Minor -
tranquilizer/ Major
Use levels sedative Stimulant Hypnotic Antidepressant tranquilizer Any
High 5 2 1 1 1 8
Medium 5 2 1 1 1 7
Low 5 1 1 -0 Q) 6
Used any 15 ' 5 3 2 1 22
Used none 85 95 96 98 ) 9 78
Total 100 100 100 100 160 100
Percentages are based oh total population.
Less than 0 5 parcent.

Source: Pury 1978, Archives of General Prychiatry, June 1973, Vol. 28. Copynght 1973, Amencan Medical Associstion

whose maximum irvolved intermittent use on
fewer than 31 occasions.

Table 12 outlines the level of use by the population -

of psychoactive drug users. Note that the distribu-
tion of the population of current users of minor
tranquilizers(sedatives and hypnotics is evenly di-
vided between the three categories; a similar distri-
bution can be observerd for the entire populatlon
of users.

When only use levels are consndere.(T sex differ-
ences in usage patterns tend to flatten out. The
distribution presented in table 13 emerges.

In summary, a high level of prescription psy-
choactive drug use seems to be positively associated
with the three demographic and social characteris-
tics (Parry 1973), as follows:

Age: The highest psychoactive drug seems to be
concentrated in the adult cohorts.

Region: When the larger population of users is
considered, the West emerges as having the
largest concentration of high level users. When

the data are considered for high use, regional,

differences tend to disappear.

Social Class: High levels of use appear to be
more prevalent among the persons in the lowest
quartile of the Index of Social Position scale.
Among these persons, approximately half (48

TasLE 13.—Use patterns of psychoactive drugs by
sex, in percent

Use levels All users Males Females
. High 84 41 36
Medium 33 30 34
Low 27 27 27
Missing data 3 1 2

Source Parry 1973, Archives of General Psychwatry June 1973, Vol 28 Copy-

o nght 1973, Amencan Medics] Association
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percent) have been using their medications stead- -

ily for 2 months or more; of these, less than
one-third (29 percent) are women who can be

. study challenges the myth of the “middle class
housewife pill popper.”

Overview

Much of the data abeut preséription psychoactive
drugs presented above raises significant issues
about both the population receiving/derr.nding
these medications and the practitioners who are pro-
viding them. The extent of use detailed in the above
study is considerable; one might even questmn
whether the same proportion of American adults @2’
percent) actually even consulted a physician during
the past year.

The study mentioned earlier (Chambers 1975,
Chemical Coping) included a larger porulation base
than did the NIMH research including persons aged

. 14 and above—and employed a different methodol-
.ogy. It therefore advanced a number of different
projections, which are best regarded here in a
complementary rather than comparative fashion.
Consider the following proportion of regular users
of prescription medications who use two or more
drugs (Chambers 1975):

Proportion (percent)
Barbiturates ................. 33
Other.sedatives ........... o33
Minor tranquilizers .. ........... 15
Major tranquilizers . . ... ........ 1
Antidepressants .. ............. 50
Amphetamine “pep pills” ........ 25
Amphetan{ine “diet pills” . ....... 1

38

.described as lower social class housewives. This
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Although the multiple use of these medications
clearly occurs frequently in the population of users,
we know little about the organization of this
behavior—i.e., whether 4ll of the medications a
person is- taking have been prescribed by a single
physician, or whether the person is uncer the care
of several doctors, each of whom is unaware of the
services provided by the others.

The data in Chemical Coping suggest that ap-
proximately 65 percent of these users of prescrip-
tion psychoactive drugs are regular drinkers and
about 10 percent of these exhibit a drinking pattern
which would place them into the “heavy drinking”
category. Table 14 displays further data on pre-
scription psychotropic use and drinking.

TasLE 14.—Regular use of prescription
psychoactive drugs and alcohol

Percent who are Percent who are

Regular drug users'  regulardninkers heavy drinkers

Barbiturates 50 10
Other sedatives 70 10
Minor tranquihzers 40 15
Major tranquilizers 35 10
Antidepressants 20 10
Amphetamine “pep pills” S0 50
Amphetamine “diet pills” 50 30

Regular use refers to use at least once a Manth
Source Uhambers 1975 Chemical Coping Copvright 1975 by Spectrum Publy
cations

If anything, these data seem to understate the
extent of dual use. Data on acute drug reactions,
considered later in this chapter, show that alcohol
in combination with other psychotropic drugs ac-
counts for not less than 8 percent of the reported
cases. It is probable that the pubjc is not aware of
the seriousness of concurrent usage. Moreover, it is
nkely that for many of these concurrent users,
alcohol is not even considered a “drug,” and there-
fore little caution is excreised in its use.

,7

INTERVENTION DATA

The survey data presented to this point have
relied on the statements provided by the study’s
respondents; the data which follow will be taken
from institutional sources. This section will exam-
ine the sociologic and demographic characteristics
of those persons who have experienced some kind

of adverse reaction due to drug usage and the samne
characteristics of those who have requested some
kind of assistance (usually a rehabilitative service)
for their drug problem. These data have the advan-

" tage of relating to defined populations—e.g, all

those who are “in treatment” in a given year—but
have the disadvantage of examining only those
whose drug usage has achieved proportions requir-
ing or calling for some kind of external interven-
tion.

£ -9
Project DAWN

The Drug Abuse Warning Network (DAWN), a
system sponsored jointly by the Drug Enforcement
Administrgtion (Department of Justice) and the
National Institute on Drug Abuse, is designed to
collect data on acute drug reactions (overdoses,
suicide attempts, etc.) through emergency depart-
ment and inpatient units of non-Federal, short-
term general hospitals; county medical examiners;
and crisis intervention centers not directly affili-

ated with colleges and universities. This effort has

been in operation since 1972. DAWN was not
designed to represent a definitive statement of
current drug use. Rather, the system works in
tandem with other measures to provide an addi-
tional perspective on drug use patterns. The most
current reports from DAWN include data from 23
standard metropolitan statistical areas.

Some caveats are indicated i« using DAWN data.
DAWN records “drug mentions,” meaning that the
total number of drugs reported are recorded. Thus,
if an individual is taking several different drugs,
each drug will appear as an individual mention.
Project DAWN also does not differentiate between
the number of irfdividuals that present themselves.
Therefore, if a single person presents himself/herself
due to drug-related problems several times in a
year, the data will reflect this as several different
cases. This is a particular problem intrinsic to data
coming from drug crisis centers.

To supplement these data, a large emergency
room study in Miami, Florida will be considered as
a complement to the DAWN system. This research
was conducted by the Division of Addiction Sci-
ences in the University of Miami School of Medi-
cine. In this effort—besides simply recording the
usual DAWN demographi *s and drug: mentions—an
attempt was made to interview people presenting
themselves in the emergency room of Jackson Me-
morial Hospital, the largest hospital in Dade Coun-

ty.
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Below, the data coming from both sources will be
presented. The DAWN data are summarized from
Phase III, which represents 4 range of drug prob-
lems surfacing in 1975 and 1976. The Miami emer-
gency room study is somewhat more extensive and
presents some interesting trend data from 1973 and
1976.

Overview of Total DAWN System

During thJ 13-month period beginning in April
1975 and ending in April 1976, some 192,379 arug
abuse episodes were reported. These separate epi-
sodes involvedisome 266,880 different dryg men-
tions. The majority of these episodes and mentions
(60 and 62 percent, respectively) occurred in hospital
emergency rooms. Almost a third of the remainder
were reported by crisis centers. Not unexpectedly,
the demographic and social characteristics of per-
sons using the different reporting centers (i.e.,
hospital emergency rooms as opposed to crisis
centers) are different. The median age of the emer-
gency room population was 26.9 years, while the
median age of the crisis center client was 21.9
years. While 20-29 was the modal age for both, not
surprisingly, the representation of persons 19 years
old or younger was twice as great in the crisis
centers reports as in the emergency rooms reports.

The distribution by race also varies between -

emergency rooms, crisis centers, and medical ex-
aminers. Limiting analysis to blacks and whites,
the emergency rooms report a population of some
76 percent white and 21 percent black; the crisis
centers report a white population of 79 percent and
a black populaticn of 18 percent. This distribution
changes radically in the population reported by
medical examiners. Here, the proportion of whites
drops dramatically to 69 percent while the propor-
tion of blacks rises to 27 percent. Each of these
reporting centers varies by sex as well. Some 42
percent of those presenting themselves in an emer-
gency were male, while 58 percent were female.
These proportions are reversed in the crisis center
population, where males are identified in 56 percent
of the episodes and females involved in.only 44
percent. In the medical examiner caseloads, some
63 percent are male versus 37 percent female.
These distributions vary noticeably from the over-
all population projections which indicate that males
constitute 48 percent and temales constitute 52
percent of the nation’s population. These demo-
graphic cbservations could be summarized by

® The typical DAWN episode in an emergency
room or crisis center involves a person who is
younger than median age.

e If the report was provided by an emergency
room or crisis center, a white was typically
involved; if the repart derived from a medical
examiner, the episode likely involved a black.

e If the report derived from a crisis center or
medical examiner, it was likely to involve a
male; if the report came from an emergency
room, it was likely to involve a female.

Drug Mentions

When the relative frequency of drug mentions
are compared over the 2}-month reporting period,
a relatively consisient pattern emerges. Table 15
presents a rank order of these drugs by reporting
period.

The 1974-75 data indicate that more than one-
fourth (26 percent) of all drug mentions involved
three drugs: diazepam, alcohol-in-combination, and
heroin. The same ranking was reported for the
eaflier period; however, these drugs account for a

TABLE 15.—Ranking of leading drugs of abuse—

_ DAWN Il and Ill project
DAWN I DAWN II
(n=266,880) (n=167,759
Percent of Percent of
Drug Rank mentions Rank mentions -

Diazepam 1 10 1 8
Alcohol-in-combination 2 8 2 7
Heroin 3 8 3 7
Marijuana 4 4 4 5
Aspirin 5 3 6 4
LSD 6 3 5 4
Secobarbital 7 3 7 3
d-Propoxyphene 8 2 12 2
Chlordiazepoxide 9 2 10 2
Methadone 10 2 9 2
Speed 11 2 11 2
Amphetamine 12 2 13 2
Flurazepam 13 2 19 1
Secobarbital/amobarbital 14 2 15 2
Methaqualone 15 1 8 2
Phenobarbital 16 1 17 1
Hashish 17 1 14 2
Cocaine 18 1 18 1
Pentobarbital 19 1 16 1
Amitriptyline 20 1 22 1
PCP’ 21 1 21 ]

* Morphine 22 ¢ 1 23 1
Meprobamate 23 1 26 1
Codeine 24 1 32 1
Glutethimide 25 1 31 1

-

Source National Institute on Drug Abuse, 1975b

0

o suggesting that (DAWN, 1975):

ERIC

IToxt Provided by ERI




CURRENT PATTERNS .

slightly smaller proportion (22 percent) of the total
mentions, The actual fanking of most drugs reflects
their relgive popularity and availability.

A number of comparisons can be made over time.
If all the reported drug mentions are roughly
grouped in four classes*—sedative/depressants ([bar-
biturate], nonbarbiturate sedative-hypnotics, opi-
ages, other analgesics); stimulants; hallucinogens;
and others (e.g., aspirin, inhalants)—the following
distribution enzerges:'

Reporting Reporting
period period

. 1973-74 1974-75

- . (percent) (percent)
Sedatives/depressants 42 46

Stimulants 6 6 *
Hallucinogens - 12 9
Others 4 3

These data suggest an increase in the relative
representation of sedative/depressant drugs. A
substantial part of this increase has derivad from
the increase in reports involving tranquilizers.
Conversely, a decrease in the relative mentions of

- hallucinogens has occurred. This can either reflect

an actual decrease in their use/availability or an
increase in the sophistication of the population who
uses them which would lessen the probability of
unpleasant (especially panic) reactions.

Because DAWN. collects data in sites across the
nation, regional and SMSA distinctions are possi-
ble. The following differences have been highlighted
(National Institute on Drug Abuse 1975b):

e Los Angeles, Detroit, and San Francisco pro-
vided almost half (48 percent) of total heroin
mentionsthroughout the DAWN system. (These
same cities provide only 29 percent of all drug
mentions.) '

o Two-thirds of all PCP mentions derive from Los
Angeles, San Frantisco, and Detroit. v

e Hashish mentions from Detroit account for 81

percent of the total DAWN system reports for
this drug. Three other SMSAs—Los Angeles,
Atlanta, and Miami—provide an additional 32
percent of the total DAWN mentions.

o The New York SMSA accounts for 52 percent of
the total DAWN mentions of methadone; meth-
adone accounts for 18 percent of all drug men-
tions in New York.

e More than half (53 percent) of all speed men-
tions occur in Atlanta, Phoenix, and Minneapo-
lis. s

e Marijuana is ranked first in Washington, D.C.

ya
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mentions, ‘while 11 percent of all mentions in

that city involve marijuana; marijuana accounts )

for only 4 percent of the total DAWN mentions.
in this SMSA the aged 10—19 cohort accounts
for 38 percent of mentions compared to 27
percent for the total DAWN system.

Here, the evident geographical differences re-
flect such factors as the changing drug market-
place, demographic shifts, and perhaps, regional
fads.

Again, examining the drugs responsible for the
DAWN episodes, it can be seen that more than
one-fourth of the total mentions involved diazepam,

alcohol-in-combination, or -heroin. Characteristics’

of the persons presenting themselves with an acute
reaction to these three drug mentions will be
highlighted below.

DIAZEPAM

Diazepam is the Nation's leading minor tranquil-
izer. It is extensively prescribed by physicians fora
wide variety of complaints (National Institute n
Drug Abuse 1975b). Further: *

o The majority of persoﬁs (57 percent) reported
obtaining the drug through a legal prescription.

e Females are strongly overrepresented; more
than two-thirds (70 percent) of users are female.

® More than four-fifths (88 percent) of the epi-
sodes were reported by hospital emergency
rooms.

® More than half (51 percent) of the mentions
indicated suicide as the motivation; this repre-
sentation increased slightly to 55 percent if race
is controlled- for and only whites considered.
Among blacks the suicide attempt/gesture ac-
counts for 42 percent of the group.

¢ The majority (56 percent) of cases indicate that
the drug was taker in combination with another
substance. -

e The majority (55 percent) of reports involved
persons under the age of 29; among black fe-
males, almost half (49 percentywere between 20
and-29; only 38 percent of episodes involving
white females occurred in this cohort. A similar
pattern differentiating the racescan be observed
in the male cohort. )

HEROIN

This drug was responsible for an excess of 20,000
DAWN mentions during 1675. While the majority
of mentions (52 percent) were reportes in hospital

/
/
/
4
/
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emergency rooms, & fairly substantial proportion
(37 percent) were reported by crisis centers. Con-
sidering the social and demographic characteristics
of these cases, the following distributions are reported
(National Institute on Drug Abuse 1975b):

¢ In more than four-fifths (82 percent) of these
tases, heroin was solely responsible for -the
episode.

® Not surprisingly, more than two-thirds (70
percent) report dependence; thisisreported ina
slightly greater proportion (72 percent) of the
black than white (67.9 percent) E.R. mentions.

® The pursuit of psychic effects or suicide at-
temptSIgestures were shghtly more likely to be
cited by whites.

® More than two-thirds (69 percent) of all cases
were male.

® Both male and female cohorts exhibit a similar
racial distribution—48 percent white and 29
percent black.

® Almost two-thirds (63 percent) of the reported
cases are between the ages of 20 and 29. When
raceand sex areconsidered independently, these
data suggest that white males tend to be youn-
ger than blacks. Seventy-eight percent of the
whites are under age 29, while only 70 percent
of the blacks are under that age; 19 percent of
the black males were between 30 and 39, while
only 13 percent of the whites are in this cohort.

® Only a small proportion (14 percent) report
being employed, while 45 percent report being
unemployed.

DAWN Summary.

Diazepam, heroin, and alcohol-in-combination ac-
oount for some 26 percent (N = €9,084) of the DAWN
111 mentions. In most of the 23 SMSAs, these three
drugs are the most prevalent. The social and demo-
graphic characteristics of each tend to reflect the
larger population of regular users of these drugs—
e.g., male overrepresentation in drinkers, female
overrepresentation in the population of tranquilizer
users, and sociological differences in the heroin
users. In each of the three populations, the 20- to
29-year-olds exhibit the greatest statistical risk of
having a negative drug reaction. And, with the
exception of heroin, suicide attempis'gestures
appeared to motivate a substantial portion (34
percent for alcohol and 51 percent for diazepam) of
these acute drug reaction cases.

The Miami Study

An intensive study of persons experiencing an
acute drug reaction was undertaken in Miami,
Florida. In many ways similar to DAWN, it
endeavored to examine the same problem popula-
tion more fully (Inciardi et al. 1978). The hospltal in
which the data was collected was a DAWN data
collection site as well. While the Miami research
was not as comprehensive as was hoped for, the
clarity and longitudinal consistency of the data
make it worth detailed examination.

The Miami data is reasonably comparable to the
larger DAWN effort. Similar reaction patterns
such as the preponderance of alcohol-in-combination
and diazepam have been documented elsewhere.
(The base population of Dade Coupty, however, is
not typical of other areas of the nation; a substantial
proportion—24 percent—of the metropolitan Dade
County is Hispanic, primarily Cuban.)

Between 1972 and 1976, some 11,287 drug emer-
gency cases’patients were documented in Miami.
The majority of these were females and heavily
clustered in the 18- to 37-year age cohort. An
analysis of the drugs reported to have precipitated
the incidents suggests that legally manufactured
and distributed drugs have maintained a majority
position through the half decade, however, some
change clearly has been and is occurring. In 1972
some 41 percent of all reported reactions involved
central nervous system depressants. This propor-
tion has steadily declined from a high point of 42
percent in-1973 to its current low (in 1976) of 33.5
percent of all cases. While the proportion of nega-
tive reactions to, tranquilizers has increased over

‘the period, the overall decrease in CNS depressant

cases has occurred through the gradual decline of
sedatives and hypnotics which lhihely reflect the
tightening of cuntrols un their sale and distribution
(Inciardi et al. 1978).

The distribution of hervin-related incidents ex-
hibits a cunsiderable amount of variability. In 1972,
12.6 percent of the cases invulved heruin, this
propurtivn declined to 7.7 percent in 1973 and then
surged tv 14 percent in 1976. This may well reflect
on the growing prominence of Miami as a port of
entry for illicit drugs (especially heroin, cocame,
and marijuana). .

In addition tu alterations in the patterns of drug
use, the overall sexual distribution of the pupula-
tivn is changing tv include more males. For exam-
ple, in 1972 unly 35 percent of the patients preseqting
with an adverse reaction to a major trantuilizer
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were male. By 1975, however, this proportion had
increased to 54.4 percent. A similar shift.can be
observed in the minor tranquilizers, barbiturates,
and nonbarbiturate sedatives (Inciardi et al. 1978).

Intensive Interviews

In the, fourth year of the research, an attempt
was made to accumulate detailed information on
these drug emergency patients. An instrument
which would elicit data on social and personal
characteristics, drug use and treatment history,
arrest history, and other data relevant to deviant
behavior was devised. Of the approximately 4,000
acute drug reaction patients and approximately
5,000 alcohol reaction patients, only 309 and 217,
respeciively, were interviewed. No systematic sam-
pling procedure was used. Instead, the willingness
and availability of the patient and the availability of
an interviewer determined whether an interview
would be completed. Nevertheless, the authors of
the Miami study are essentially comfortable_fvith
the findings and feel that they adequately reflect
the characteristics of the more serious acute cases.

Regardless of the specific substance (or substances)
responsible for the acute drug reaction incident,
these clients represent the more serious cases.
Specifically, this population could be described
[(Inciardi 1977) as:

e Having no more than a high school education;
and, in many cases, lacking even this level of
attainment; .

& Currently receivingor recently having received
some kind of public assistance;

® Living in some arrangement other than mar-
ried, living witlf spouse;

e Unemployed at the time of'the interview;

@ Of blue collar status, most commonly an un-
skilled worker;

e Having involvernent in multiple substance use;
and

e Having previous or ongoing involvement with

" the criminal justice system.

On the basis of the primary drug responsible for
the inaident, four large subpupulations were identi
fied: They include patients needing treatment for
(1) alcohol; (2) sedatives; (3) narcotics; and (4) minor
tranquilizer reactions. Of these fgur, the minor
tranquilizer subpopulation was least likely to fit the
general sociological description offered ahove. This
was particularly true along the dimensions of crim-
Q alinvolvement and.multiple substance use. Tran-

* 89

quilizer users tended to be older and white (and/or
Hispanic).

ALCOHOL GROUP

Characterization of the alcohol subpopulation
encompasses a number of methodological and con-
ceptual difficulties. The interviewers stationed in
the hospital were instructed to record data on any
patient involved with alcohol. Consequently, condi-
tions other than intoxication or alcohol and other
drug reactions were included. Because of the sever-
ity and variety of problems likely toforce a drinker
into a medical setting, the alcohol subpopulation is
reminiscent of a “skid row” group. There was, for
instance: ’

e An overwhelming proportion of whites;

e A predominance of males;

e An excess of persons having a history of multi-
ple arrests, presumably for alcohol related of-
fenseiguch as public intoxication; and

¢ A number of older persons; while 70 percent of
the alcohol population is 35 years old or older,
only 21 percent of the drug group are over 35.

SEDATIVES GROUP

Demographically, the population of patients with
adverse reactions in which a sedative type drug
was implicated (table 16) could be differentiated
from the other groups as being:

® More racially homogeneous (more than four-
fifths (81 percent) of this group was white);

e Also predominated by males (58 percent); and

e Having a higher concentration of younger peo-
ple than either the narcotics or tranquilizer
group (53 percent of this group was 24 years old
or younger). '

This subpopulation was described as being a
“cross between the narcotics and minor tranquilizer
groups” (Inciardi et al. 1978).This gives rise to the
hypothesis that this population includes both older
whites (especially women) exhibiting lower multi-
ple drug and criminal involvement, and younger
persons (especially white males) who exhibit typical
(street) multiple use patterns and who are as
criminally involved as many in the narcotics grogg

NARCOTICS GROUP

The nareotics group distinguishes itself from the
other drug populations by:

-

e Having the highest (almost 50 percent) rebre-
sentation of blacks;
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TABLE 16.—Demographic characteristics of Miami emergency room drug reaction patients —for 3 drug
subgroups
-—
Mingr tranquilizers Sedatives Narcotics
Demographic (n=47y (n=178) (n=58)
characteristilcs n Percent n Percent n Percent
Age:
17 and under "4 8.5 -4 5.1 0 0
18-24 15 31.9 37 474 - 21 36.2
25-34 15 31.9 25 321 32 55.2
35-49 8 17.0 9 11.5 4 6.9
50 and over 5 10.6 3 3.8 1 1.7
Total 47 99.9 78 ‘999 58 100.0
Sex.
Male 21 44.7 45 57.7 31 53.4
‘Female . 26 55.3 33 423 27 46.6
Tota) 47 1000 - 78 100.0 58 100.0
Ethnicity: . .
White 32 |, 68.1 - 63 80.8 N 26 44.8
Black < 4 8.5 6" 7.7 28 483
Hispanic 9 19.1 9 11.5 ‘3 5.2
Other 2 4.3 0 0 1 1.7
Total 47 100.0 . 78 100.0 ; 58 100.0

Note Alcohol has been excluded from this table
Source Inciard: et al 1978

¢ Being the youngest g1oup, when cunsidered in
aggregate,

.® Being both the most criminally and multiple
drug involved.

In summary, the findings of this study show both

_ similarity and divergence from the larger DAWN

patterns. Most of the drug reaction patients come
tc the emergency room because of a negative
reaction involving legally manufactured and distri-
buted drugs. These data are equally clear, howev-
er, in suggesting that illegal drugs are responsible
Or a greater proportion of emergency room con-
tacts than in most other cities in the DAWN system
(Inciardi et al. 1978).

While Miami may be somewhat atypical (because
of its emergence as a significant entry and distribu-
tion point for illegal drugs) the suggested popula-
tion profiles point to noticeable differences in drug

. usage. The observed changes in median age and sex

may portend a series of alterations that will emerge
in other areas.

CODAP Data Base

DAWN and complementary efforts have fucused
onthose experiencing a medical (including psy cho-
logic) crisis involving drug use abuse. A large amount
~f data on drug users iy available through reports

provided by drug treatment programs, The Client
Oriented Data Acquisition Process (CODAP) col-
lects data on the suciolugical and _jlemographic
characteristics of clients receiving treatment at all
federally ‘supported drug programs.°Reports are
received from approximately 1,800 different treat-

ment units. CODAP is designed for neither extrap-

olation nor for the definitive study of incidence or
prevalence. Its data represents a profile of a par-
ticular population: those who find it necessary or
advantageous to enter treatment for a drug prob-
lrm. Like DAWN and criminal justice data, it lacks
information on people who initiate (and presumably

continue) drug use but d@void any official institutional

contact; however, only survey data avoids this
proolem (Sample 1977b).

Primary Drug Use

Since many persons use a large number and
variety of psycnoactive drugs, some determination
of the relative magnitude of individual drug prob-
lems must be made. The primary drug problem,
according to CODAP, is abuse of that drug which is
primarily responsible for the client’s dysfunction; it
cunstitutes the problem for which the client was
admitted to treatment. Secondary and tertiary drug
problems are responsible for correspondingly lesser
dysfunction (National Institute vn Drug Abuse

14
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TasLE 17.—Primary drug at admission by year of admission, in percent

Drug 1976 1975 1973-1974

None 2.0 3.0 1.0
Heroin 62.4 60.2 62,0
Illegal methadone 05 &
Other opiates 2.1
Alcohol & 7.1 8.3 4.0
Marijuana 8.7 12.9 16.0
Barbiturates ' 4.5 3.9 , 6.0
Other sedatives 2.7
Amphetamines 4.5 4.7 -
Cocaine 1.2 1.0
Hallucinogens 24 .
Inhalants 1.2 7.0 JD 10.0
Over-the-counter 0.2
Other 0.4

Number 224,514 208,172 149,342

Source: National Institute on Drug Abuse, CODAP data. 19731976,

1976). The distribution of primary drug problem
over time is depicted in table 17.

These data present a mixed picture. The propor-
tion of people seeking treatment for a narcotics
problem has remained stable for the 4-year period;

" almost twe-thirds of the treatment population are

admitted with a narcotic as‘the primary drug of
abuse.

While one might consider the Significant drop—
‘almost 50 percent—in the proportion of persons
presénting with a marijuana primary drug problem
a5 indicative of a decline ip its use/availability,
another explanation is more plausible. With the
increase in the popularity of marijuana and the
subsequent move toward large-scale decriminal-
ization, the marijuana user is less likely to be
moved intd treatment via criminal justice system
contact. Thén too, the amount of knowledge currently
available about the drug might help to keep people

“out of trouble” by establishing reasonable psy- -

chobehavioral expectations. .

While the representation of sedative-type drugs
(especially barbiturates) has remained reasonably
consistent over the 4-year period, recent data sug-
gest that this sould be monitored as an emerging

problem. In 1976, 14.3 percent reported a sedative-
type dnig (including alcohol) as their primary prob-

lem.

The data on alcbhol asmﬁimary drig are
somewhat more ambiguous. The uctuation of the
4-year period probably represents the recognition,
by parts of the treatment system, that alcohol
indeed has a potential for abuse and its treatment
should be addressed in a “drug program”—at least
one tied into the CODAP system. We do know that
(1) a majority of drug users do drink; and (2) alcohol
is likely to be the first drug abused. These factors
are likely to become increasingly significant for
those presenting with an alcohol problem.

Regional Differences U

Like the DAWN and prescription psychoactive
data, CODAP data suggest some regional differ-
ences. The distribution in table 18 is based on a
State-by-State analysis (National Institute on Drug
Abuse 1976). .

These data are clear in their implication that the
proportion of persons reporting heroini as their
primary drug is highest for the Western region and

TaBLE 18.—F[imary drug use at admisﬂon_by region (1976), in percent

Noth_~"

Drug Central Hortlieast South West Total
-Heroin 66. 64.1 . 48. 1.4 62.4
Illegal methadone 0.2 14 0.4 - 0.1 0.6
Other opiates ) / 22 35 3.4 T 15 2.1
Alcohol . 4.6 712 120 . 4.5 7.1
Marijuapa 6.4 6.9 13.1 79 - 8.7
3arbiturates 8.1 6.0 9.7 5.8 7.2




L3

«° DRUG AND ALCOHOL ABUSE

lowest for the Southern. Interestingly, when the
primary problem involves alcohel the distribution
completely reverses itself, with the highest propor-
tion emerging in the Southern region and the
lowest reported by the Western region. Further-
more, the Southern region distinguishes itself by
reporting marijuana, barbiturates, and other seda-
tives as the primary problems If the regional data
is examined- on State-by State basis some differ-
ences do arise: .

® In the Northeastern region, New Jersey, New
York, and Pennsylvania are responsible for 85
percent of the primary heroin.reports.

® Approximately half of the alcohol reports derive
from New York programs.

¢ Notgurprisingly, the distribution fromthe North
Central region is strongly influenced by concen-
trations in Michigan and Ilinois.

® Missouri reports the largest concentration (29
percent) of primary alcohol problems in the
region. y 5

® In the Southern region, Florida reports thg
single highest (17 percent) proportion of pri-
mary heroin problem

® Almost half (47 percent) of the Southern re-
gion’s alcohol admissions are reported by Ten-
nessee. '

®.In the Western region,- California programs
account for roughly two-thirds of the region’s

. clients,

® Arizona presents the second highest proportion
of primary heroin reports.

® A substantial proportion (over 20 percent) of the
primary alcohol problems are reported out by
program in the Stete of Washington.

While these data are suggestive of both regioaal
and State differences, any conclusions concerning
incidence and prevalence are problematic. Social
norms surrounding drug use, availability and ac-
cess of programs, and relative demographics are
powerful explanatory devices when these CODAP-
derived data are considered.

When the demographic characteristics of persons
who entered treatment in the preceding year are
analyzed by primary drug, the distributions presented
in tables 19 and 20 emerge:

® Heroin is the primary drug of abuse for 45
percent of the whites, 82 percent of the blacks,
and 78 percent of the Hispanic clients.

® Whenage is considered, the overwhelming pro-
‘portion of personsinthe agecohorts encompa&mg
21 to 44 years report heroin is their primary

advanced for other intervention data that there are

drug. In persons in-the older cohort (over 44).
the representation of heroin and alcohol is roughly
equal. Marjjuana and inhalants are the modal
drugs for persons under 18. Some 39 percent of
this cohort repgrt marijuana as the primary-
drug; more than half (58 percent) of the inhalant
clients are under 18.
® Males are overrepresented in the CODAP
reporting system and constiiute almost three-
fourths (74 percent) of the population. When
these data are somewhat expanded, this pre-
¢ dominance holds for all of the opiate drugs and
" alcohol, cotaine, marijuana, hallucinogens, and
inhalants; the strongest representation occurs
in the alcohol and inhalant subpopulation where
more than four-fifths (83 percent and 85 percent
respectively) are male. Fhe representation of
females increases noticeably in the barbiturate,
other sedative, amphetamine, and over-the-
counter subpapulations; thestrongestrepresen-
tation, however, occurs in the other sedatlve
group where males and females are almost
equally distributed.

The primary drug subpopulations vary somewhat
along selected social dimensions. Consider the fol-
lowing (National Institute on-Drug Abuse 1976):

® Unemployment is the norm in each of the
subpopulations. The representation of uh-
employed persons holds at around 75 percent;
not surprisingly, the “most employed” sub-
population is the marjjuana group where

“only” 75 percent are unemployed; the em-

ployment status of the other sedative and
over-the-courter subpopulations falls between
the marijuana and other primary drug groups.

® Most of the clients (83 percent) were in treat-
ment voluntarily. Interastingly, the greatest
proportion of clients legally remanded to treat-
ment occurred in the cocaine (35 percent) and-
the marijuana (33 percent) subpopulations.

® The treatment populatlon divides itself fairly
evenly on the diménsion of education; how=aver,
a slight majority of clients (52 percent) repox=ts
less than a 12th- grade education. As the maris
juand greup has the greatest proportion (69
percent) of people not completing high school,
the relative youth of this subpopulation is a
likely explanation ‘here.

In summary, these demographic and sociologic
data extracted from CODAP support the hypothesis
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. TasLe 19.—Primary Yrug at admission by racelethpicity,

age at admission, and sex, in row percentages

.

Primary drug at admission

@

Demographic Other ° Mari- Barbi- Amphet- . Total
characteristics Heroin opiate .  Alcohol juana turate amine Coceine Other n
Race/ethnicity: . ’ .
White 452 4l 102 12.2 7.1 1.5 1.3 123 122,413
Black , 81.6 . 13 44 4.5 1.6 1.4 1.2 4.1 88,294
* Hispanic , 78.2 1.1 24 6.9 2.2 1.2 0.9 1.2 29,930
0[her 47.2 2.1 10.4 12.0 8.5 4.5 1.7 13.5 3,248
Age at admission:
Less ghan 18 44 1.2 8.1 38.9 10.4 8.7 1.4 267 23,062
18-20 . ~37.17 2.5 4.7 19.2 9.5 8.9 2.4 v 152 - 21,322
. 21-26 . 71.9 29 30 5.9 .43 4.5 13 63 11,388
26-30 - ° 19.4 2.8 38 3.0 2.5 3.0 " 10 46 62,678
31-44 721 30 11.6 1.5 22 2.5 0.8 58 42,418 °
* Greater than 44 410 39 412 0.6 2.5 1.0 " 03 96 11,089
Sex: .y .
Male 63.3 2.7 8.0 8.7 4.1 4.1 13 78 181,244
Female ' 59.7 2.8 4.6 8.8 5.7 5.5 09 119 622379
All clients 674 2.7 71 8.7 4.5 4.5 1.2 89 244,514
Source Nations! Institute on Drug Abuse. CODAP data, 1976 ’
t
differences that do distinguish the users of specific percent) report daily use, a noticeable propor-
kinds of drugs. : tion indicate no present use.
e A similar pattern, thoughnot as clearly defined,
* Drug Use Pattemns exists for the “other opiate” subpopulation. In
vy . . i i i rese
In addition to differences correlated with demo- ;hl:' g :::E i’l;};iﬁ%zo}ﬁ l:;:g%‘:ming fhere';:
graphic and sociologic characteristics, these drug S e ey . P,
treatment subpopulations vary in relation to their wider distribution of occasional use.
p o Alcohol is the only other primary substance

drug-related behavior. When the frequency of drug
use is considered, certain distributions emerge (as
indicated in table 21).

: %
e At admissiop, frequency of use by heroin users
* suggests a bimodal distribution. While most (73

TasLe 20.—Selected characteristics of CODAP clients by primary drug (1976)

which a substantial proportion (49 percent) of
the clients report using daily. This would sug-
gest that the drinking behavior is organized into
a pattern of regular rather than episodic (bender
or binge) inebriation.

N

Sex Age Race

Drug = M F 0-17 18-20 21-25  26-30 31+ White Black Other
Heroin - 75.3 24.7 0.7 6.8 36.6 32.7 23.2 36.3 41.3 16.4
Illegal methadone 711 229 1.9 ' 9.0 419 29.9 17.4 59.0 286 12.4
Other opiates 721 279 47 . 106 31.1 25.6 27.9 81.8 139 4.3
Alcohol 83.3 16.7 10.8 174 13.5 13.7. 54.6 71.8 22.1 6.1
Barbiturates 67.7 323 21.5 23.4 30.1 14.2 10.8 78.1 12.9 8.4
Other sedatives 51.0 49.0 18.1 16.2 21.7 15.2 28.7 85.4 9.9 4.7
Amphetamines 68.1 31.9 18.5 22.3 31.7 17.0 106 84.3 11.2 4.6
Cocaine 80.4 19.6 11.4 22.1 33.3 20.7 125 52.4 36.9 10.7
Marijuana 74.0 26.0 420 24.6 21.3 8.7 3.4 70.1 18.5 114
Hallucinogens 139 263 = 324 29.8 26.5 8.6 2.8 83.4 10.0 6.5
Inhalants 849 13.1 58.2 20.6 15.0 4.9 1.3 63.0 54 41.6
Over-the-counter 54.3 45.7 22.0 12.0 22.2 18.0 26.9 71.4 16.6 6.0
Other drugs ) 69.8 30.2 12.5 16.8 32.6 20.2 18.0 74.1 16.0 9.9

)
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. TABLE 21.—Primary drug at admission by selected Jrug abuse characteristics, in column pertentages

-

: Primary drug at admission,

Drug abuse . Other ' Mari-  Barbi-  Amphet. All
characteristics Heroin opiate Alcohol juana turate amine Cocaine Other clients
h Frequency of use: . '
No present use 19.0 18.3 17.1 15.6 25.1 313 38.0 220 19.9
Less than
once/week 2.0 5.5 6.5 12.6 11.8 12.8 13.7 16.1 54
Once/week *1.5 28 7.6 13.6 9.3 9.3 9.1 11.1 4.5
Several ’
times/week 4.2 9.2 19.9 30.2 23.6 21.1 19.2 21.5 10.9
Daily 73.3 64.2 48.9 27.9 %0.2 25.6 20.0 29.3 59.4 / \
Total, n 151,940 6,565 17,303 21,286 11,072 10,857 2,906 16,614 238,543
Age at first use: * '
Less than 14 3.6 3.5 21.7 29.1 15.3 12.1 7.0 178 ° 9,
14-15 ) 9 7.4 20.5 30.9 24.7 220 15.¢ 22.7 *14.6
16~17 18. 13.0 18.1 19.0 20.7 T 222 20.3 17.5 18.9
18-19 22.8 16.8 134 10.3 14.5 16.6 19.6 11.7 19.4
20-21 17.5 14.7 8.3 5.1 8.0 10.0 123 7.0 14.1
22-23 ‘108 11.7 3.9 2.4 5.0 6.2 8.9 5.1 8.7
24-25 6.6 8.8 28 1.3 3.2 36 6.1 36 5.4
26-30 70 . 119 4.3 1.3 4.1 4.4 7.2 5.9 6.1
Greater than 30 3.0 12,2 6.9 0.8 4.5 2.8 36 8.5 3.8
Total, n 151,190 6,472 17,225 21,122 11,040 10,816 2,869 16,496 237,230

¢ Source National Institute on Drug Abuse. CODAP data. 1976 J
TABLE 22.—Primary drug by secondary and tertiary drug at admission (in row percentages)

» t

. Secondary drug?
Other Mari- Barbi- Amphet- Co- Total
Primary drug None Heroin opiate Alcohol juana turate amine caine Other n s

Heroin 71.0 0.0 . 4.9 3.6 8.2 31 i4 6.0 1.8 152,331

; Other opiates 53.3 15.7 2.0 3.8 5.7 72 3.0 14 7.9 6,690
Alcohol 77.6 1.7 0.4 0.0 123 2.4 1.8 0.3 3.5 17,404
Marijuana 58.5 1.1 0.3 25.6 0.0 3.6 3.8 1.2 5.8 21,364
Barbiturates, 39.6 3.0 2.2 10.3 18.5 0.0 10.5 1.9 13.9 11,111
Amphetamines  43.8 2.5 1.0 9.1 216 9.2 0.0 2.3 10.5 10,894
Cocaine 47.5 6.8 1.2 4.8 21.5 5.9 6.1 0.0 6.5 2,926

y Other 43.5 1.4 1.3 10.5 23.5 5.7 5.5 1.3 7.2 17,134
. All clients 65.0 1.1 3.5 6.4 10.0 3.5 2.4 4.3 3.9 239,754

Tertiary drug?
Other Mari- Barbi- Amphet- Co- Total
None Heroin opiate Alcohol juana turate amine caine °  Other n

Heroin 85.8 0.0 1.2 2.0 5.7 1.7 0.8 1.6 1.2 162,202

Other opiates 75.4 1.6 1.1 3.9 6.0 36 2.3 1.3 4.8 6,573
Alcohol 92.2 0.4 0.3 0.0 2.2 1.3 L5 v.3 1.8 17,389
Marijuana 86.7 0.6 0.2 3.8 0.0 23 ) 2.1 1.0 3.2 21,323
Barbiturates 59.7 1.4 ~1.2 11.3 14.5 0.0 3.8 1.6 6.5 11,080
Amphetamines  62.9 1.0 0.7 10.5 15.3 29 0.0 1.2 .5.4 10,882
Cocaine 64.1 1.3 0.9 8.6 13.7 38 3.2 0.0 4.2 2,926

Other 65.8 0.6 0.5 10.4 12.1 2.2 2.7 0.7 5.1 17,100

, All clients 82.1 0.3 0.8 3.6 6.3 18 - 1.3 14 2.3 239 486

IClients are shown as abusing & secondary drug only if the frequency of sbuse of the secondary drug 1s once per month or greater
Clients are shown as abusing a tertiary drug only- if the frequency of abuse of the tertiary drug 1s once per month or greater
Note~Clients hawing no pnmary drug problem are excjuded.

Q Source Nationa! Institute on Drug Abuse. CODAP d{u. 1976
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When age at first use is considered, other patterns
emerge:

e Overall, some 43 percent of the treatment popu-
lation used their primary drug before age 18; if
the age is extended to 19, almost two-thirds (62
percent) of the treatment population had expe-
rience with that drug.

e Almost four out of five (79 percent) of the
marijuana clients used this drug before age 18;

these persons present the earliest age of first”

use. .

e Not unexpectedly, the alcohol clients report a
similarly young age at first use.

e Only one-third (32 percent) of the heroin clients
experienced first use before age 18.

e Most primary barbiturate clients (61 percent)
and amphetamine clients (56 percent) report
initial use before age 18.

These data encourage a number of interpreta-
tions. Alcohol and marijuana, the two most common
psychoactive drugs, seem to be used at a relatively
early age; this pattern prompts the speculation that
¥eady accessibility encourages youthful use. Con-
versely, the more difficult it is to obtaina drug, the
older an individual is before s/he experiments with it
for the first time. - )

Multiple Drug Abuse’

In addition to the data collected concerning age
at first use, CODAP gathers information on con-
current drug use. Two extrapolations were made
from this data: “secondary drug use” and “tertiary
drug” use. CODAP specifies, that in order for a
drug to 2chieve one (or both) of these designations,

it must be used at least once per month. Table 22~

displays these drug use patterns. .

o The majority (65 percent) of clients report ro
additional drug of abuse; this statistic goes ‘rom
a high of 78 percent among alcohol clients to a
low of 37 percent among barbiturate clients.

e Among the marijuana clients, slightly more
than one-fourth (26 percent) were abusing alco-
hol.

e Alcohol and marijuana dre the two drugs most
likely to be mentioned as “secondary” or “terti-
ary” drugs of abuse. ’

Table 23 displays the most frequent drug combina-
tions reported by CODAP clients. Thesge data are
clear in their suggestion that marijuana is the
single drug most likely to be abused along with any
~~mary drug.

IToxt Provided by ERI

ERIC

" &
TasLe 23.—CODAP clients: cqmm”éln drug
combinations _

Drug combinations Number by primary dru
Heroin and mariiuana 12,491° 8.2
Other opiates and

heroin 1.024 15.7

" Alcohol and

marijuana 2,140 =123
Marijuana and v

alcohol 5.469 y
Barbiturates and

marijuaia 2055 - 18.5
Amphetamines and .

marijuana 2,353 21.6
Cocaine and ~

marijuana 629 21.5
Other and maryuana 4,026 23.5

Source. National Institute on Drug Abuse. CODAP data. 1976
The overall proportion of 65 percent of the CODAP

admissions claiming not to have a secondary drug
problem appears high. A number of interpretations

might be offered. While misrepresentation is al-

ways a possibility, it is likely that the difficulty

. resides in adequately reporting regular secondary
drug use, which is not necessarily perceived as a
drug problem. This would particularly be the case
with alcohol since it is a legal drug (as oppesed to
many other abused agents). Even though intoxicas
tion may occur frequently, the abuse of alcohol
often escapes recognition. Going beyond CODAP,
it is not unreasonable to assume that those about to
enter treatment for their drug abuse problems
concurrently use a large number of ‘psychoactive
drugs (including alcohol) and treatment statistics
are not registering the extent and intensity of this
use.

GENERAL POPULATION
EPIDEMIOLOGIC DATA

General population surveys offer the best meas- "

ure of the incidence and prevalence of a phenome-
non. If the study employs a rigorously drawn proba-
bility (random) sample, it is possible to project the
findings to the larger population. Yet, drug re-
search still presents a number of problems not
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normally found in other surveys. Some of these mll
be briefly discussed below.

Wheir dealing with a phenomenon such as drug
abuse, it is unlikely that the persons most profoundly
affected will be reached through general population
research. Because thése surveys necessarily con-
centrate on persons living in households, those
whose drug use has made them socially d:-sfunctional
are unlikely to be contacted. Too, persons living

“away from home—out of state at college, incarcer-
ated, in treatment, transient, etc.—are not likely to
be reached. Many of these, because of current
lifestyles, may be most at risk for drug use; surveys
which miss these individuals will, thﬁrefore yn-
derreport certain kinds of behavior.

The question of the reliability and validity of
drug survey aata mnust always be raised. As survey
researchers we have to assume that the respondent
is telling the truth. While checks of internal validity
are imposed and interviewers are adequately trained
to assure rapport and perhaps recognize a respond-
ent who is fabricating his/her history, there i still
no absolute way of insuring the truth of what is
recorded. Too, respondents may be mistaken about
their drug use—assummg,,that they took a given
substance when, in fict, the substance was some-
thing entirely different; or, simply forgetting their
habits of use. Lastly, the question o response rate
is being increasingly raised. While we duv 1ot as yet
know how strongly the response rate }a. influenced
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our survey projections, we do know that it has been
steadily declining over the last decade (Cisin 1977).

A number of different surveys will be reported
on in this sectipn. They include: findings about a
sample of high school seniors (Johnston 1976), large-
scale surveys conducted by the Social Research

Group of George Washington University, in con-,

Jjunction with the Respounse’Analysis Corporation of
Princeton, New Jersey (Abelson and Fishburne
1976); and a research study focusing on the use of
drugs by young men (O'Donnell et al. 1976).

Non-Medical Use of Psychoactive
Substances

The research studies undertaken for the past
several years by the Social Research Group in
conjunction with the Response Analysis Corpora-
tion represent a trend in general population re-
search begun by the National Commission on Mari-
juana and Drug Abuse in the early 1970s. As such,
they are extremely valuable because they remain
cumparable over time and can therefore provide
some trend data. As in earlier studies, the 1975-76
surve) collected data by means of a natiunwide
probability -based sample, involving in-the-hume per-
sonal interview.. The interviews were distributed
as follows. in the 12 tv 17 year age group, approxi-
mately 1,000 interviews, in the 18 to 34 year age

\

TABLE 24. —Experience with 12 types of drugs, by all youth and aII adults. trends in prevalence,

1072, 1974, and 1975/76

s
P3

Ever used iin percent)

All Youth: age 42 -17

All Adults: age 18 +

Drug 1972 1974 1975/6 1972 1974 1975/6
(880) (952) (986) 2411 13.071) 12.590)
Maryuana 14 23 22 16 19 21
Hashish M 16 10 th 9 9
Glue, other inhalants 6 9 8 2 3 3
LSD. other hallucinogens 5 6 5 5 5 5
Cocaine 2 4 . 3 3 3 4
Heroin 1 1 1 1 1 1
Methadone M 1 1 o 1 1
Other opiates h 6 6 5 M 3 5
Nonmedical use, psycho- '
therapeutic drugs 4y . 10 11 ) 13 15
Any Rx 6 7 8 10 7 A1
Sedatives 3 5 3 4 4 4
Tranguilizers 3 3 5 6 3 4
Stimulants 4 5 I~ 5 6 8
Over.the-counter 6 6 6 7 8 6
'Not included 1n 1972 study a
2Not tabulated 1n 1972 study .
Source US Department of Health. Education and Welfare, 1976 v) l)
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TaBLE 25—Lifetime prevalence: young adults
aged 18-25 /29,829,000 projected)

Drug Percent Projected number
Marijuana 52.9 15,750,000
Hashish 29.2 8,710,000
Glue, other inhalants 9.0 2,685,000
LSE other

hallucinogens 17.3 5,160,000
Cocaine 13.4 3,997,000
Heroin 39 1,163,000
Methadone 2.3 686,000
Other opiates 14.0 4,176,000
Nonmedical 25.5 7,606,000
Psychotherapeutic ke

drug use:

Any Rx 22.0 6,562,000
Sedatives 119 3,550,630
. Tranquilizers 9.1 2,714,000
Stimulants 16.6 4,952,000
-Over-the-counfer 115 3,430,000
Source Abelson and Fishburne 1976 N

group, approximately 1,700 interviews; and, in the
35 and above age group, approximately 850 inter-
views. As’in_similar surveys, the sample was
disproportieffately stratified (i.e., the numerically
largest pgpulation cohort did not get the greatest
number Af interviews); this methodology weas used
to maximize the data input from that cohort(.)
believéd to be most seriously involved in the ‘phe-
nomenon. Appropriate statistical weights were then
applied to make the sample reflect the large (unbi-
ased) population. .

.

Prevalence

When lifetime prevalence (“ever used”) is consid-
ered, the distribution presented in table 24 emerges.
The general usage pattern suggests that marijuana
and the other cannaboids have the greatest prevalence
of use. If alcohol is considered, then it becomes the
drug most often used, with more than two-thirds
(70 percent) of the population reporting its use at
one time. Ranking second to marijuana and alcohol
is the use of the prescription psychotropics, pre-
sumably without the supervision of a physician.
< It seems, then, that a measure of stability has
been achieved; while illegal drug use has not ceased,
its rate of increase (prevalence within the popula-
tion) appears to have leveled off. In the 12 to 17
year cohort, the prevalence of all drug use has
either declined or remained stable between the
1974 survey and 1975/76 efforts; the dramatic in-
crease between 1972 and 1974 seems to have been
contained (Abelson and Fishburne 1976).

The 18 to 25 year cohort is the age group in which
drug use is most likely to occur. If this cohort is
examined, its drug prevalence data (table 25) demon-
strate a significantly greater distribution (Abelson

* and Fishburne 1976).

In the,oldest cohort, aged 26 and above, the
lifetime prevalence drops dramatically (see table
26). Marijuana, the most commonly mentioned drug,
declines from its 53 percent prevalence figure among
18- to 25-year-olds to 13 percent in this older
cohort. Declines are dramatic for other drugs as
well (Abelson and Fishburne 1976).

v

» TaBLE 26.—Lifetime prevalence by drug, age cohort and race, in percent

-

12-17 18-25 26 and above
Drug White Nonwhite White Nonwhite White Nenwhite
Marijuana 22.3 21.7 54.8 48.1 12.4 16.7
Hashish 9.0 8.1 32.3 15.0 4.1 5.0
Glue, inhalants . 86 2.9 8.9 8.8 2.0 43}
LSD, hallucinogens 4.8 1.0 194 . 7.9 1.7 1.0
Cocaine 2.6 3.4 145 9.1 14 3.1
Heroin 4 (4] 4.0 2.3 (L] 0.7
Methadone M M 3.0 M M 1.6
Other opiates 58 3.6 14.3 . 13.6 2.7 3.8
Nonmedical use of )
psychotherapreutic drugs 10.5 89 - - . 258 = 224 124 8.4
Any Rx 78 3.5 23.2 14.4 8.9 T T 49 T
Sedatives 3.0 N 12.3 1.6 26 15
Tranquilizers 33 2.6 9.3 7.2 2.5 1.6
Stimulants 4.7 13 18.4 6.6 5.9 3.1
Over-the-counter 56 5.3 11.0 14.1 5.0 45

1Less than 0 5 percent
~-urce Abelson and Fishburne 1976

ot
I~
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TABLE 27.—1976 household survey: current drug use by age and sex, in percent

12-17

18-25 26 and above

n (projected) =25,109,000

n (projected) = 29,829,000 n (projected) = 115,359,000

Source Abelson and Fishburne 1976

Gurrent Use

When current prevalence patterns are consid-
ered, a somewhat similar distribution emerges.
Consider the age and sex distribution illustrated in
table 27.

® Drug use is associated with sex, in each drug
category there is a greater proportion of male
than female users.

® Young adults aged 18 to 25 are the greatest
consumers of these illicit psychotropic drugs.
One-fourth of this’ cohort reported (i.e., was
projected) use of marijuana in the month pre-
ceding the interview. When sex is controlled
for, this proportion increases to almost one-
third (31 percent) of the males who report
recent usage.

® Young adults are also the most frequent con-
sumers of alcohol. More than two-thirds (69
percent) of this cohort reported (some) drinking
in the month preceding the interview. The pro-
portion of recent alcohol use varied from one-
third (32 percent) of the 12- to 17-year-olds, to
more than half (56 percent) of persons over age
26. '

These lifetime and current prevalence drug use

statistics seem to be associated with the factor of

race. The influence, however, is inconsistent; it is
difficult to determine whether whites use drugs
more often than blacks.

Among both groups, age appears to be the most

reliable predictor of use. Among marijuana users,

Drug Male Female Total ~ Male Female Total Male Female Total
Marijuana 4.l 10.6 123 30.6 19.4 25.0 56 1.6 35
Hashish 2.7 2.9 2.8 6.9 4.1 5.6 0.5 M . M
Glue, other inhalants 1.2 0.5 09 0.7 ! 0.5 M o) M
LSD., other hallucinogens 1.6 ) 0.0 1.6 0.7 1.1 h M )
Cocaine , 1.2 0.8 1.0 2.6 1.2 2.0 ) M M
Heroin 0.5 M .M M Mt M ! 4 M
Methadone 0.6 M M h ) M M ) ]
Other opiates 32 14 2.3 14 1.1 1.3 M M)
Nonmedical use of .
psychotherapeutic drugs 24 . 15 2.0 8.7 7.7 8.2 1.6 1.8
Any Rx 2.1 1.3 1.7 7.0 6.6 6.8 H 1.0
Sedatives M ) " 2.3 2.2 2.3 th 0.5
Tranquilizers 1.5 0.7 1.1 3.0 2.2 2.6 ! ™
* Stimulants 1.1 2 1.1 1.2 5.1 4.3 4.7 " M)
Over-the-counter 0.7 0.8 0.8 3.3 1.6 2.5 1.1 1.0
Less than 0 5 percent \

the frequency distribution among 12- to 17-year-
olds is similar between whites and ngnwhites. In
the young adult cohort, more whites (55 percent)
than nonwhites (48 percent) report ever having
used/exrerimented with cannabanoids. And, this
finding tends to entirely reverse itself in the adult
cohort (age 26 and above), where the representa-
tion of nonwhites noticeably exceeds that of the
whites (17 percent .ersus 12 percent). These find-
ings are consistent for hashish and ostensibly other

cannabanuid products as well. Other findings could '

be highlighted by suggesting that:

e Among the youngercohorts, the use of LSD and
otherhallucinogens occurs morefrequently among
whites; a similar but weaker relationship is
observable in the adult cohort.

® Cocaine use i3 more prevalent among blacks
than whites in both the youngest and oldest
cohort; curiously, the representation of white
cocaine users is stronger in the 18 to 25 year
cohort.

e Whites, regardless of age cohort, are more
strongly represented among the users of pre-
scription psychotropics for euphoric or other
nonmedical purposes.

When the distributions of current prevalence
(i.e., use in the last month) are considered a num-
ber of racial differences emerge:

-® Among 12- to 17-year-olds and 18- to 25-year-
olds, the representation of marijuana use is
greater among whites than nonw hites, some 13

02
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percent of the whites in the youngest cohort
reported recent use compared to 10 percent of
the nonwhite adolescents; among persons 18 to
25, some 26 percent of the whites reported
recent use as opposed to 22 percent of the
nonwhite group.

e Among persons 26 years old and above, the
representation of current marijuana use igtwice
as great among nonwhites (6.2 percent)asamong
whites (3 percent).

e Current use of hashish is strongly associated
with whites. 71'

e Current Qrevalence of cSthine and heroin is
strongly associated with blacks in the oldest age
cohort.

The strongest racial differences emerge for the
prescription psychotropic drugs which are being
used nonmedically. Consider the distribution pre-
sented in table 28 among young adults aged 18 to
25:

TABLE 28 —Racial distribution of nonmedical use of
~. prescription psychotropic drugs,among
young.adults 18 to 25, in percent

\

Drug Whites Nonwhites
Any drug 1.5 3.8
Sedatives 2.7 0.7
Tranquilizers 25 38
Stimulants 5.3 1.8

These data areclearin t}leir suggestion that the use
of these drugs is more-strongly associated with the
white rather.thap thesfonwhite population cohort.
In each category, excluding tranquilizers, the rep-
resentation of whites far exceeds the exhibited
proportion of nonwhites. This distribution replicates
itself, but not as strongly, in both the a@lescent
and adult (aged 26 plus) cohorts.

-

& 49

Incidbnce of Drug use

While “prevalence” measures the extent of any
condition existent in a population, “incidence” mea-
sures changes currently occurring in that popula-
tion. In the area of drug use/abuse, one of the best
measures of incidence is the proportion of new
users of new “starts” occurring within a specific
period. The.'data on current prevalence*suggests
that, while drug usage is certainly widespread, the
dramatic increase in the level of usage occurring in
the early 1970s has leveled off and, for most agents,
has begun to recede. Table 29 compares 1974 and
1975 data on “new starts”. .

Not only do the datd indicate the relative stabil-
ity in the rate of increase and lifetime prevalence,
but they also show that this stability extends to the
demographic characteristics of users as well. In the
case of marijuana (the second most commonly used
drug), the sex, age, race, and geographic (metro-
politan —nonmetropolitan)  distribution has re-
mained virtually unchanged between the 1974 and
the 1976 study.

High School Surveys

The data reported by the Social Research Group
are supported by other research. A study conducted
on high school seniors by the Institute for Social
Research at the University of Michigan assessed
the changing levels and types of drug use by youth.
These data, reflecting interviews with some 17,000
Ligh school seniors surveyed in 125 high schools in
the spring of 1976, represent a national cross sec-
tion of all seniors enrolled in public and private
schools in the United States (Johnston 1976).

The study concluded that for all illicit drugs
except marijuana there has been essentially no

TABLE 29.—New Starts by drug, age and year, in percent

1974 1975

Drug C12-17 18+ 12-17 18+

Marijuana 9.0 20 8.2 2.8

Hashish 5.0 1.0 ' 4.9 1.4

Glue, inhalants 19 . <05 2.4 <0.5

LSD, halluzinogens- 24 <0.5 1.8 <0.5

Cocaine 1.5 09 2.0 0.8

Heroin <05 <05 <05 <0.5

Methadone . 0.5 0.5 <0.5 <05

. Other opiates 1.5 06 15 0.7
Prescription psychotropics 7.0 7.0 1.5 114

Qv Abeloon and Frshburne 1976
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TaBLE 30.—Drug use among high schooi seniors in 1975 and 1976, in percent

Lifetime Use within iast Use within last
use 12 months 30 days
Drug 1675 1976 1976 1976 1976 1976

Marijuana’ 475 52.9 40.0 44.7 27.3 32.2
LSD 11.6 11.1 75 6.4 2.5 2.1
Psychedelics (other .

than LSD) 14.3 11.9 9.6 6.9 3.9 23
Cocaine 9.2 9.8 5.8 6.2 2.1 2.1
Amphetamines 22.5 229 16.4 16.0 8.7 8.0
Methaqualone 8.3 8.2 53 5.0 23 1.9
Barbituratgs 17.1 16.7 11.0 10.0 49 4.1
Tranquilizers 17.2 17.3 10.8 10.8 4.3 4.3
Heroin 2.3 21 1.2 1.0 0.6 0.4
Narcotics (other .

than heroin) ’ 9.2 9.6 5.9 6.0 23 23
Alcohol 90.5 52.2 84.9 86.6 68.3 69.2

Yt maryuans 8 excluded from the analyss, lifetime prevalence decreases to 34 6 percent in 1976 and 34 § percent 1n 1975—repr 1ly no ¢k

Source Johnston 1976

change in usage levels over the past year, the levels
observed among 19756 and 1976 high school seniors
previously studied were almost identical (Johnston
1976). Distributions are indicated in table 30.

Some of these findings may be summarized as

follows:

® In 1976 some 58 percent of the ‘Nation's high
school seniors had used an illicit drug during
some time in their hfe This is up slightly from
1975 when the lifetime statistic was 54 percent
of the graduating class.

® In the 30 days previous to interview, some 35
percent of the class of 1976 had used some illicit
drug.

o If marijuana is excluded, this proportion drops
dramatically to only 13.6 percent of the pcpula-
tion.

o Alcohol, not surprisingly, is still the most com-
monly used substance with 92 percent of the
population reporting lifetime use and 69 percent
reporting use within the last 30 days.

® Males tend to be more strongly represented in
the population of drug users than females ex-
cept in regard tc amphetamine ar.d barbiturate
use, where the representation is equal between
the sexes. N

-~

The national survey and high school study imply
not only that use of psychoactive drugs is wide-
spread but also that, for most drugs, and within
most demographic cohorts, use has leveled out, the
large increases noted in the early 1970's are no
longer in effect. Only two drugs—alcohol and
marijuana—have demonstrated any notable gain.

The continual rise in both the prevalence and
mcldence of alcoho! and marijuana use deserves

od

. o

special recognition. It is likely that the concurrent
use of alcohol and marijuana with other psychotropics
is extensive in not only the population who use
drugs for social/recreational/euphoric purposes, but
with the larger population of psychotherapeutic
drug users as well. The simultaneous and concur-
rent use of alcohol especially is so éomnton that it is
significantly underreported in all of the research.
Consider the CODAP data: Alcohol as a secondary
drug (problem) is not as extenswely mentioned as
its prevalence would indicate. Too, in terms of drug”
use during treatment, it wouid be much easier to
“cheat” by using either alcohol and/or marijuana,
since the standard urine surveillance tests ad-
ministered by treatment programs would not de-
tect them.

These observations are offered to sensitize the
reader to the extent of polydrug use. Other re-
search has defined the nature and extent of this
use, in a landmark study of drug use by young men,
the question of multiple drug use in the population
was cunsidered (O'Donnell et al. 1976). Consider
table 31. '

S—

Note that the use of any substance is posi-
tively associated with the use of other substances; if
an answer of “yes" cccurs in any drug column, it
increases the probability of a positive response in
other drug categories as well.

The combination of the two legal substancee of
alcohol and tobacco is unquestionably the most
prevalent one in our society. More significant for
the purposes of this report is the concurrent use of
alcohol by those who use other drugs. These data
clearly imply that regular ugers of psychotropics




are also regular drinkers; concurrent alcohol use,
then, cannot be overlooked in the examination of
any drug pattern.

- Active User Research

The implications of the O'Donnell study are
strengthened by another set of studies whith exam-
ined active drug users in 12 cities and locales. The
data were collected by scientists working with the
Resource Planning Corporation of Washington, D.C.
and have recently been reported in the Report of
the Acute Drug Reactions Project (Inciardi et al.
1976). Fifty-three percent of the .interviews were
collected in 1973, 34 percent during 1974, and 13
percent during 1976. Study, methodologies were
designed to elicit data from persons who would
typleally be invisible to a standard household sur-
vey: transients, “street people, ' etc. The method
employed a sociometrically oriented approach in
which various subcultural social networks would be
identified, and then the individual members of this
network would be located and interviewed. While
this method does include as many “representative”
individuals as possible irr the study group, it does
not have the rigorous sampling design apparent in
even a modest survey. Because the method focused
- solely on active users, it eliminated either former
users or those who were, in one way or another,
largely peripheral to the drug subculture existent
in that locale.

The series of studies ultimately contacted some
2,288 respondents. This survey populatién could be
characterized by suggesting that it was primarily
{68 percent) white (versus 24 percent black, 4
percent Hispanic, and 3 percent Native American),

~ TasLE 31.—Percent of users and nonusers of each
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the median age was 22; and almost two-thirds (64
percent) male.

Drug Onset

Drug onset data were available for 1,343 re-
spondents. For more than half of these (57 percent),
alcohol specifically reported as “alcohol to excess”
was recalled as their first drug of abuse. An addi-
tional quarter (27 percent) report that marijuana
was their first drug; only 5 percent report an
opiate—specifically heroin—as their first drug. The
median age of first drug use was 15 years; almost
one-fourth report initiating some form of drug use
at the age of 12 or under. Not surprisingly, the
readily available legal but abusable substances—
such as alcohol, solvents, apd inhalants—were the
chemicals that were used at the youngest age.

When current drug use is considered, the follow-
ing distribution, based on Inciardi’s (1976) active
user studies by drug of choice, emerges:

Percent
Marfjuana .........coonoinnn e 46.4
Heroin......ooevvvemeneernnns QR 18.0
COCAINE .« o v v vveivvne v vnnnnnnnnnnnns 8.4
Alcohol .o v e e 7.0
Hallucinogens ...........c.oovvnnnnn 5.1
Stimulants. . ..o vere e 1.0
Other sedatives
Methadone
Other narcotics
Solvents/inhalants ,.................. 10.9
Tranquilizers
Analgesics
Othér .

Multiple drug use was typical of this population.
Each respondent indicated the regular use of at

N\

drug who have used other drugs’

Alcohol

Maryuana Psychedelics Stunulants Sedatives Heroin

Op1ates Cocaine

/ Tobacco

Yes No  Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No
Drug n 2211 299 2,434 76 1,382 1,128 550 1,960 581 1,929 409 2,101 148 2,362 493 2,017 352 2,158

Tobacco * 90 41 94 81 95

86 96 86 95 87 99 87 96 86 96 87

Alcohol 99 85 100 94 100 96 100 ° 96 100 96 100 97 100 96 100 96
Maryuane 59 27 57 4 100 43 97 42 97 47 99 52 91 46 100 48
Psychedehcs 24 9 23 0 40 71 7 80 11 92 18 72 10 89 11
Stimulants 25 7 24 0 41 1 75 9 82 12 86 19 71 21 86 13
Sedatives 18 6 17 1 20 1 60 4 58 4 80 12 60 6 72 7
Heroin -7 h 6 0 11 4 23 1 22 1 29 1 27 1 38 1
Opiates 21 7 20 0 33 4 65 7 60 713 9 91 15 79 10
.-Cocame 15 5 14 0 25 4y 57 2 52 3 62 5 90 9 56 4
'For sumulants sedatives and opiates quasimedical use was defined as no use
‘Lens than ‘2 0f 1 percent
QO e 'Donnell 1976
ERIC
p oY

"
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least three different substances. Furthermore, some
45 percent of the respondents admitted to the
regular use of twu or more of these substances in
combination with one another.

For the nost part, these data un incidence and
prevalence—collected through a large number of
wholly unreleted studies—tend tv support each
other. The drugs most commonly used are alcohol
and marijuana, multiple use tends to be a modal
pattern, and the use of drugs tends to relate
strongly to availability. The relative ease with
which & substance can be obtained seems to figure
prominently into whether it is likely to be used abused
by youngsters. The use of solvents, inhala..ts and
alcohol by persuns in the youngest cohorts tu the
exclusion of other substances therefore does not
imply a preference but rather reflects the relative
unavailahility of other drugs to children.

SUMMARY AND CONCLUSIONS

In the parable introduced by this discussion, the
individual blind men had no sense of what was
confronting them. As observers, however, we have
the advantage of knowing that the phenomenon we
are trying to describe involves a substantial pro-
portion of our population and that it appears. some-
what differently among various sociologic andor
demographic groups.

Like the blind men described in the parable, the
various studies that were presented in this report
are entities unto themselves. Because the metho-
dological perspective of each varies considerably,
comparisons are of little use. Instead, we are forced
to recognize that the state of the art will only allow
for partial descriptions.

Given these limitations, a number of useful inter-
polations can still be made.

Drug Surveys ' ,

A number of surveys have concurred i the
observation that the use of illicit ps, choactive drugs,
with the excep..on of marijuana, has lsrgely been
contained, and the meteoric use in drug abuse
occurring in the early part of the decade has cume

96

to an end. These surveys are clear in their sugges-
tion that alcohol, marijuana, and legally manufactured
drugs are the most communly used substances,

Young adults—roughly between the ages of 18
and 26—are the ones most likely to be the consum-
ers of any of these psychuactive drugs in 4 nunmedical
context. The data are similar for alcohol users,
although drinkers tend to be slightly older.

If we are to consider the use of nonmedical
substances to deal with or cope with stress, some
data suggest that alcohol is frequently resorted to.
Women are overrepresented among users on |
antianxiety medicines; women are also more likely
to be consumers of medical services, typically con-
sulting physicians more frequently than men.

Mén, however, are more likely to drink and are
more likely to be heavy drinkers as well 1t is not
entirely unreasonable to assume, therefore, that
both sexes are coping chemically with their stresses
and anxieties.

A similar hypothesns has been advanced to ex-
plain differentials between other groups. Those
having access to medical care will deal with stress
through the use of prescription medications. Those
who do not have such accessamll either use alcohol
or nonprescription medications.

Intervention Data . -

The data coming from institutional sources-—
drug treatment programs, hosvitals, crisis centers,
etc.—also demonstrate a measure of consistency.
Major drug problem patterns appear to be solidify-
ing, and similar population representations and
distributions are occurring.

The overwhelming proportion of drug overdoses
and acute reactions involve a legally manufactured
and distributed drug. It is likely that as long as
diazepam retains it popularity, it will be the single\
drug most often mentioned in a medical emergency
involving a drug.

Moreover, it is likely +hat alcohol will continue to
be used simultaneously with other psychoactive
drugs. As such, we can continue to expect that
alcohol-related drug overdoses incidents will per-
sist.

Treatment data similarly shuw a significant amount
of cunsistency. The representation of persons
presenting with a primary hervin problem has
remained constant vver a i-year periud of time. It
is likely, however, that other depressant drugs,
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including alcohol, will be responsible for metivating
a larger number of people to enter treatment in the
future. ' .

The study of the incidence and prevalence of drug
use;abuse tests the very nature of our epidemio-
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logic tools. We need ways of integrating the incred-
ibly rich sources of data that we currently have
available. Until this integration occurs, our efforts
will resemble those of the individual describing only
a small part of an enormous phenomenon.
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g Chapter 3

Methadone Maintenance and Alcohol Use

Barry Stimmel, M.D.

_Mount Sinai School of Medicine of the Cnty Umyersnty of New York

DEFINING THE PROBLEM

Alcoholism has come to be recognized as the
country’s No. 1 public health problem. Anestimated
4 percent of the U.S. public consimes excessive
quantities of alcohol, and alcoholism has been noted
in 10 million Americans. Figures pertaining to
narcotic dependency, while far less impressive, are
nonetheless revealing. Approximately 170,000 peo-
ple are ip treatment for opiate addiction; another
300,000 to 500,000 are not in treatment, and the
majority of these have never received such services
(Nightingale 1977). Other estimates of prevalence
of dependency on narcotics range from 626,000 to
724,900 (DEA 1974). While these figures are only
estimates, data obtained from treatment program
admissions and hepatitis case reports give conclu-
sive support to the dependency trend: Between
1967 and 1974, heroin use as represented by these
sources increased by a factor of more than 10.

Since persons who consume either alcohol or
heroin in ponsxderable quantities might be expected
to have a tendency to use other mood-altering
drugs, it should not be surprising that a considera-
ble crossover may occur between use of these
agents. Unfortunately, a persistent misconception
has existed concerning the absence of aleoholism in
heroin Wﬁ;s belief is related to the past
difficulty in gathering data appropriate to alcohol
consumption in this population. The experience of
methadone maintenance programs has brought to
attention the extent of alcohol consumption by
client,s however, this asso '1at10n has sometimes
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been interpreted to indicate that methadone inges-
tion ‘per se may lead to alcoholism. Part,of this
belief is based on the adage—unchallenged until.
recently—that a heroin addict has no need for
alcohol.

Over the past several years ‘increasing attention
has been focused on the prevalence of alcoholism in
narcotlc-dependent persons. The survey§ to be
discussed in tuis chapter can be grouped into four
major categories:

1. Demographic surveys of incidence and
prevalence of multiple substance use in
drug-abusing populations; *

2. Surveys of alcoholism or multiple substance
use in persons in methadone maintenange pro-
gramg; .

3. Estimates of alcoholism based on the presence
of medical complications in drug addicts spe-
cifically related to excessive alcohol consump-
tion; and :

4. Estimates of alcoholism based on toxicologic
and pathologic findings obtained through post-
mortem examinations of narcotic addicts.

Unfortunately, epidemiologic studies riot infre-
quently present markedly different findings with
respect to incidence and prevalence of drug use,
type of drug used, and degree of use. There are -
many reasons for these discordant results. Intake
of data will fluctuate within an individual study.
Further, resuits based on aggregate data incorpo-
rate diverse intake sources, with the quality of each
varying greatly. For example, at times information
may be recorded retrospectivﬂy:—on the basis of a
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chart review—rather than firsthand. Definitions of
use (such as regular, excessive, occasional, etr.)
will also vary with each study. Study populations
may contain an inherent bias by being composed of
a particular subject type. Finally, comparative data
among nonheroin addicts who are demographically
similar to the target population are almust never
presented. These problems, as discussed below,
may seriously impair conclusions concerning increased
prevalence of alcohol vse among narcotic-dependent
persons. '

S

Data from Multiple Centers

~

Epidemiologic studies of alcohol and .polydrug
use in heroin addicts in treatment can be divided

_into two main groups: those utilizing aggregate

data from multiple centers (e.g., Drug Abuse Warn-
ing Network, National Drug Abuse Treatment
Utilization System [NDATUS]) and studies relat-
ing to specific population groups within a particular
drug treatment facility. One of the largest compre-
hensive studies of the former type is the National
Drug/Alcohiol Collaborative Project (National Insti-
tute on Drug Abuse 1980). The NDACP sample
contains intake data on 1,544 individual subjects
enrolled in 10 facilities located throughout the coun-
try. it consists of sequential and concurrent infor-
mation on 17 substance categories, including alco-
hol, heroin, amphetamines, barbiturates, coffee,
tea, and tobacco.

The consumticn of alcohol and opiates by pa-
tients in the NDACP study is illustrated in table 1.
The drug most frequently consumed among this
pupulation was alcohol; drinking was reported by 98

. percent of the study population. Narcotic (heroin)

use was noted in 41 percent, illicit methadone in 18

-
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percent, and other narcotic ggents in 48 percent of
the population. Not unexpectedly, alcohol was also
the substance consumed at the youngest mean age,
i.e., 13.8 years. The mean age for first vse of heroin
was 19 years, with the use of other opiates begin-
ning at a mean age of 20.5 years; the intake of illicit
methadone began considerably later (24.2 years).
Regular use was defined as the consuming of a drug
nearly every day for at least a month. Of those
persons ever consuming alcohyl or narcotics, the
greatest number to become regular.users of either
substance was found in the herojn category (71
percent), followed by alcohol (61 percent). Of the
regular users of heroin, percent drank on &
regular basis; regular users of other opiates and
illegal methadone also had high consemption levels
(65 and 77 percent, respectively). Similar figures
were found for those who ever (rather than regular-
ly) used the same drugs (ranging frora 62 to 67
percent). A lesser number of other opiate users (28
percent) and illicit methadone users (27 percent)
become regular users. The mean age at which
regular drug use first began w as approximately one
year after mean age of first use in each of the
categories, with the exception of initiation of regu-
lar alcoil use which began approximately 7 ye
after first use. ) :
The prevalence of the use of drugs for enhancement
purposes is illustrated in table 2. Those persons
dependent on heroin or other opiates were much
more likely than the regular users of alcohoi to use
booster drugs (70.8 and 71.4 percent versus 53.6
percent); users of illegal methadone, as might be
expected, were even more inclined (73.1 percent).
Regular alcohol users, on the other hand, were
more likely (30.6 percent) to smoke marijuana for
enhancement thar the drug users (11.9 to 22.8
percent). Almost 24 percent of the heroin user%
preferred cocaine to any other enhancer.

TABLE 1.—Type of drug consumed and age of first exposure and regular use (NDACP study, final report)’

. Alcohol consumers Heroin ngdicts Other opiate users Iilicit methadone users
Drug Use n Percent n Percent ' n Percent n Percent

Number 1514 982 634 412 733 482 271 182
Age first use .

(years) 13.8 19 20.6 24.2
Regular users 926 61° 451 e 197 283 69 27
Age firstregular

use (years) 21.6 20.5 22.1 N.A.

!Categonies of drug use are not mutually exclusive
*Percent refers to percent of total study pepulation, n = 1544
‘Porcent refers ¢ percent of total consumers becoming regular users
N A = Not avetlable
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. TasLE 2—Psrcent of regular users of opiates or alcohol who used othsr drugs for enhancement purposes’

Regular drug
Booster Alcohol Heroin Other opiates Illegal methadone

Any drug : 53.6 70.8 66 , 72.1

Alcohol 18.8 24.0 21.6

Heroin 8.5 14.3 . 26.1

Other opiates 20 . 6.3 3.7

Illegal methadone o 12 31 1.0

Amphetamines : 125 10.3 8.7 3.0

Barbiturates 106 8.9 12.2 8.2

Marijuana 30.6 22.8 173 119
2.6 15

Cocaine © 35, . 23.9

-, 1 ‘
Percentages do not sum to 100 because responseniters are not mutually exclusive
Soarce. NDACP Final Report. 1977 (National Institute on Drug Abuse. 1880)

Significant comparisons can be made with data
shown in table 3 (which measured substitution for
any purpose). Here only 17.5 percent of regular
alcohol users smoked inarijuana as a substitute for
the substance of choice, and only 3 to 8.8 percent of
the drug users did so. Similarly, the popularity of
cocaine with heroin users had slipped to 2.9
percent—indicating that, in this sample, certain
substances are, clearly selected in relation to their
potential use with other agents. It might therefore
be -hypothesized that the enhancement value of a
substance may be more significant to multiple drug
use than availability alone.

CODAP, established by the National Institute on
Drug Abuse, contains admission and discharge data
on all clients treated by federally funded g
abuse programs. Although CODAP is depigned
primarily to report admissions of heroin addicts and
may therefore underestimate prevalence of coexisting _
alcohol and narcotic use within that treatment |
population, approximately 18 percent of the 55,120.
clients listed in the April-June 1976 quarterly repo

J

did indicate some kind of alcoho!l problem. Of the
34,135 patients in this regort with a primary heroin
problem, only 3.3 perc%k[}i\sted alcohol as a sec-
ondary drug of abuse, with\72 percent of heroin
addicts reporting dependen.e:y) on only heroin with-
out any other substance abuse problem (National
Institute on Drug Abuse 1976). Thus, the NDACP
and CODAP samples present somewhat conflicting
findings regarding alcohol use by primary heroin
(3.3 percent in CODAP and 16 percent in NDACP).

The difficulty with the acceptance of CODAP

" findings relates to questions that may be raised

concerning the validity of this large trend data
base. As previously indicated, the quality of data
gathering in the system may vary greatly with the
{ndividual intake worker as well as the specific
pYoject site. In addition, undue reliance should not
be) placed on aleohol data obtained on the basis of
self-reportingaby persons awaiting treatment for
iroin addictign. It is therefore possible that the
oncomitant use of alcohol and heroin is greatly
underestimated. .

v

TaBLE 3.—Percent of regular users who substituted another drug for opiates or alcohol’

uw Regular drug
Alcohol Heroin Other opiates Illegal methadone

Booster (n =925) (n=449) (n=193) (n=133)
Any drug . 334 58.1 - 48.0 699
Alcohol : 127 ' 9.3 9.0
Heroin 43 17.6 526
Other opiates 1.7 17.6 9.8
Hlegal methadone 02 120 2.6

. Amphetamines ! 28 49 0.5 0

Barbiturates 6.1 10.0 83 2.3
Marijuana 175 5.1 88 30 .
Cocaine - 1.0 2.9 1.0 T23

'Percenltngn do not sum tg 00 because responss items are not mutually exclusive
Source NDACP Final Report. 1977 (National [nstitute on Drug Abuse, 1980)
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Small-Scale Data From Single Centers

Studies dealing with well-defined population
groups, although somewhat smaller in sample size,
have particular value due to the greater uniformity
of data gathering. In this regard, the medium-sized
study by Barr et al. (1976) is of interest. In a group
of 864 heroin addicts—274 of whom entered the
Eagleville Hospital and Rehabilitation Center
(EHRC), a drug-free residential therapeutic com-
munity, and 590 a methadone maintenance pre-
gram—>50 percent of the total sample were found to
consume a considerable amount of alcohol, and 25
pércent had a histary of problem drinking. Of the
problem drinkers, the clinical picture with respect
to toxicity of alcohol and effects of drinking was
identical to that seen in a comparable group of
alcoholics not afldicted to heroin. Of the doubly
addicted subjects,; approximately 60 percent were
considered alcoholics at the time they gntered treat-

" ment for narcotic addiction.

Brown et al. (1973), in a study of 140 narcotic
addicts, found that use of alcohol prior to the use of
heroin significantly exceeded alcohol use by a
nonaddict control group, both in frequency and
quantity. Although the percentage of heroin ad-
dicts drinking during their period of addiction de-
creased from preaddiction levels, 54 percent, of men

and 50 percent of women still consumed considera--

ble quantities of alcohol during the périod of heroin
addiction.

Perkins and Bloch (1970), in a retrospective
survey of 521 patients admitted to a methadone
maintenance program, found an extensive history
of substance abuse, with 47 percent of patients
(245) usin"ﬁvone to four drugs in addition to heroin.
Sixty percent of this population (313) consumed
alcohol; however, an alcohol “problem” was noted in
only 10 perceni In a study of 183 male drug
addicts, Rosen et al. (1975) found that the most
common substance used legally by 89 percent was
alcohol, with 21 percent consuming considerable
quantities of alcohol concurrent with their heroin
abuse. Drinking among these persons was so im-
pressive that the authors concluded that, if inter-
vention had occurred at an earlier age, the diagno-
sis for about half of the patients would have been
alcoholism or alcohol abuse rather than heroin
dependency. Concurrent use of alcohol and heroin
use has also been noted by other investigators, The
importance of careful questioning concerning alco-
hol has been emphasized by Stimmel et al. (1972) in
a survey. of several hundred patients entering meth-
adone therapy. Eighty-five percent of all persons

y

closely questioned prior to initiation of therapy
gave a history of considerable, though not necessar-
ily excessive, alcohol consumption. Almost all of
these persons had denied current alcohol use when
the intake worker asked on a routine admission
questionnaire if they drank.

Epidemiological data therefore suggest that with
heroin addicts, alecho! is the drug first and most
frequently abused before initiating heroin use or
becoming addicted. In addition, a high frequency of
excessive use of alcohol is common in the life
histories of chronic heroin addicts (Brown et al.
1973; Jackson and Richman 1973; Kolb 1962; O’'Donnell
1969; Rosen et al. 1975). Further, clinicians find
that when heroin or other opiates are not available,
alcohol is the most frequent drug sought after by
addicts as a substitute agent to relieve symptoms of
anxiety or discomfort.

~

Cross Utilization in Animal-Human
Correlates

The cross utilization of alcohol and narcotics may
not nerely represent the tendency of a drug-
dependent person to abuse several drugs, Exper- -
imentally, jncreasing evidence has-been presented
to suggest a relationship between alcohol and opi-
ate dependency. Strains of rats bred to ingest large
quantities of morphine have been feund to drink
more alcohol than control animals (Nichols and
Hsiao 1967). In rats bred to consume large amounts
of alcohol, morphine has been shown to have a
suppressive effect (Blum 2t al. 1976). In animals
undergoing alcohol withdrawal, the acute adminis-
tration of morphine results in a suppression of the
alcohol-induced convulsions. The morphine’s sup-
pressive effect lasts longer than its analgesic ef-
fect, suggesting that its action in combination with
alcohol diverges from the usual depressant effect of
morphine and is due to a specific interaction be-
tween the two drugs. Clinically, these interactions
may explain the concurrent use of alcohol and
narcotics in heroin dependency.

Medical Evidence of Dysfunction Among Drinking
Narcotic Addicts

Medical studies have also indjcated an impressive
prevalence of alcoholic dysfiriction in heroin ad-
dicts. Maddux and Elliott (1975). in a study of 212
former heroin users maintained on methadone,
noted hepatomegaly (liver disorder) in 34 pervent of
the problem drinhers as compared to 16 percent of
nondrinking subjects. In a survey of heroin users

.
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with persistent chemical indicators of hepatitis
associated antigen and antibody, hepatic biopsy
revealed alcoholic injury in 10 of 12 specimens
(Stimmel et al. 1972).

In posi-mortem studies of heroin users, Baden
(1970, 1972) noted that a significant incidence of
liver disease occurred mainly in those.persons with
a history of alcoholism. Similar findings were also
observed by Force and Miller (1974) who reviewed
the prevalence of liver disease in persons dying of
achte fatal.narcotism. The incidence of chronic liver
disease in blood alcohol positive cases was approx-
imately twice that seen in blood alcohol negative
cases. Cherubin et al., in a review of epidemiology
of death in narcotic addicts, found the presence of
appreciable quantities of alcohol in the tissties of
greater than 30 percent of the deceased addicts
studied (1972). A recent study of risk factors
associated with mortality in heroin users found
heavy alcoholism to be the only factor significantly
differentiating 200 deceased heroin users from a
control group (Baden 1972). Garriott and Sturner
(1973), in a study of 22 hepoin addict fatalities,
found 73 percent of cases to have the presence of
alcohol or other drugs on toxicologic examination.

AlcoholiDrug Dysfunction in Animal-Human
_Correlates :

Experimental evidence with laboratory animals
also addresses increased toxicity with combined
administration of narcotics and alcohol. Rats treated
with high doses of morphine or methadone have a
‘markedly prolonged retention of alcohol in the
blood stream (Ho et al. 1977). Morphine adminis-
tration markedly increases mortality in mice pre-
treated with alcohol (Venho et/al. 1955). Similarly,
the depressant effects of alcohol \are markedly
potentiated by morphine (Eerola et al. 1955; Ho et
al. 1977). These findings may be relevant to the
association of narcotics and alcohol on post-morten
examinations. :

.

Alcoholism in Patients on Methadone
Maintenance

Considering the tendency of heroin addicts to use
and misuse alcohol, it is not surprising that the
expansion of methadone maintenance—a treatment
modality which requires close obseriation of
patients—has resuited in recognition of alcoholistu
as a serions problem. Bihari, in examining maintained
addicts, cites alcohol as the major drug of abuse,

\lvith approximately 40 percent oi(patients admitted
<

to methadone programs consuming excessive amounts
of alcohol and 5 percent estimated to be severe
alcoholics (Bihari 1974).

The prevalence of alcohol abuse in methadone
maintenance programs is difficult to determine.
Reports of prevalence have ranged from 12 percent
to 40 percent, with some investigators citing an
alcohol abuse increase of as much as 100 percent
following the initiation of fnethadone therapy (Bloom
and Butcher 1970; Johnston and Williams 1970;
Liebson et al. 1973; Maddux and Elliott 1975; Schut
et al. 1973). In a 10-year followup of alcohol abuse
among more than 15,000 persons on New York City
methadone programs, problem drinking was reported
in only 10 percent to 20 percent of the client
cohorts. Further, the percentage of patients with
drinking problems increased with time in treat-
ment, with an average of 13 percent exhibiting
problems after 4 years of therapy as compared to 11
percent after 2 years (Gearing 1970). Kreek (1973)
reported that, of 129 patients maintained on meth-
adone for 3 years or longer, 25 percent were
drinking the equivalent of four or more ounces of
whiskey per day. Other investigators have found
alcohol use in methadone maintained patients to
increase from 34 percent of the sample before
admission to 74 percent after more than 8 months of
methMone therapy (Simpson 1973).

Regardless of the varying prevalence figures of
alcoholism in persons on inethadone maintenance,
there is no question that the phenomenon interferes
considerably with the rehabilitative process, and
may be responsible for termination of methadone
therapy. Gearing (1970), in a feview of 465 persons
discharged from methadone maintenance, found
that 28 percent of the women and 18 percent of the
men had been discharged primarily far alcohol
abuse. Similarly, Chambers et al: (1973) reported
11 percent of 138 terminated patients were discharged
for alcoholism. Comparing 48 persons discharged
from methadone maintenance with an active treat-
ment population of 436 patients, Perkins and Bloch
(1970) found alcoholism to be present in 29 percent
of the former but only 6 percent of the latter.

Alcohélism Trends in Nonaddicted
Populations

Although the figures dealing with the prevalence
of alcoholism in patients on methadone naintenance
appear to be impressive, they neit'ier indicate nor
suggest a causal relationship between methadone
maintenance and alcoholism. Be{g‘re reaching the
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conclusion that methadune pru/duces alcoholism
(Baden 1970, Bloum and Butcher 1970; Liebson et
al. 1973), it is necessary to remember that such a
statement can be considered valid only after com-
parison with matched heroin addicts and. or matched
nonaddicted pupulations. Almost nu evidence, how-
ever, has been published concerning the presence
of alcoholism in heroin addicts enrolled in drug-free
treatment modalities.! Relatively little evidence
has accumulated also concerning the consumption
of alechol. among populations of a socioeconomic
stratum comparable to that of heroin-dependent
persons. The following studies, which use a variety
of methudologies to address the problem, have all
been recent.

Prebie and Miller (1977), in a survey of polydrug
use amung methadune patients residing u. a specific
community, stated that alcohol use among oth..

members of the community was so common that

this substance was .ot considered in the survey
unless consumed in combinatiun with uther drugs.
Alccho! consumption as a population norm was alsv
explored by Brunswick, who reviewed health and
social behavior in 752 inner-city adolescents 12- 17
years of age, the majority of whom were black
(Brunswick 1977). Drinking was.found tuv be
sigttificantly related to use of other drugs only in
the younger teens. By 16-17 years of age, nu mure
drug users were drinking than other young people
that age. Although the sample size was relatively
small and the age of the subjects much younger
than the age of persons on methadone maintenance,
the findings do suggest that alcohol use is common
among inner-city residents regardless of coexisting
use of other mood-altering substances.

More intensive studies have reached similar con-
clusions on the acceptability of alcohol use. Knupfer
(1967), in a survey of problem drinking among Bay
Area nonaddicted males obtained through a review
of records, subject interviews, and interviews of
family members, noted that 20 percent of all per-
sons gave evidence of problem drinking. Robins
and Guze (1970) performed a comprehensive study
mvolving 240 men from an inner-city area which did
not have a history of narcotic abuse. The subjects
were chosen before any drug or alcohol problem
occurred on the besis of elementary schuol records.
A 25-year followup was performed, 95 percent of all
subjects were located apd interviewed. In two
mstances where deaths had occurred, rlatives were

’

'H L Barrand A Cohen of Eaglevilie examine this sue 1n “The Problem Linnk
ing Drug Addict "—ED

contacted. Half the sample (48 percent), who were
in their early thirties, presented evidence of social
and medical problems associated with alcohol. Nine
percent had already experienced huspitalization for
problems due to aleuhul abuse, 6 percent had expe-
rienced jub problems resulting from drinking, and 3
percent had been told by a ductur that their livers
had been damaged by excessive drinking.

In a study of 233 male feluns discharged from a
State penitentiary, Rubins and Guze (1970) found

176 persons whu were aailable to be interviewed.

Alcoholism was present in 27 percent of the blacks
and 47 percent of the whites. Amung inner city
residents, the rate uf alcohulism was even higher.
These findings emphasize the prevalence of alco-
holism in certain high-risk areas and suggest that
the alcohulism rates in patients enrolled in metha-
done programs is no greater than and may even be
less than that seen among similar sucivecunomic
pupulations of nunaddicts. Giyen this finding, it
would appesr that alevholism dues not develop as a
result of methudone maintenance, but rather rep-
resents the inabihi{y of methadone maintenance per
se to treat or contrul this existing problem. It
should alsu be noted here that any discussion of
causality should in nu way detract frum the impor-
tance of alcoholism as a major risk factor in morbid-
ity and mortality in methadone maintained patients.

Effects of Alcohclism in Methadone
Programs

Medical

The medical consequences for persons on metha-
done maintenance who begin to cunsume excessive
quantities of alcohol are considerable Treatment
experience indicates that the majority of heroin

‘addicts at one time or another have had either'a

clinical or nonclinical eplsode of viral hepatitis.
Laboratory tests indicative of hepatic dysfunction
in these populations indicate a high degree of
abnormalities, ranging from 50 to 75 percent When
alcohol consumption is superimposed on preexisting
hepatic disease, a rapid progression to fatty liver
and cirrhosis may occur. Kreek (1973) noted that
hepatic function tests initially normal on admission
became abnormal in approximately 25 percent of
patients enrolled in methadone maintenance. In
almost all of these cases excessive alcoholism was
detected. Hepatic coma, cirrBosis, and esophageal
dysfunction with bleeding are but a few of the more
serious complications associated with chronic alco-
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hol consumption in persons on methadone mainte-
nance. Mortality in persons enrolled in methadone
may also be related to excessive alcohol consump-
tion. In a study of 40 deaths in persons on a
methadone program, alcoholism was present in 24
(60 percent) of instances, being directly responsible
for 88 percent of all medical deaths and 25 percent
of all deaths due t8 violence.* Scott et al” (1973), ina
study of mortality in persons mzintained on metha-
done, found that the majority of deaths occurred in
alcoholics. Roizin (1969), reviewing methadone main-
tenance mortality rates, noted a tenfold increase in
mortality when a secondary addiction to alcohol
was present. These findings confirm the mortality
studies of Baden (1970, 1972) who found excessive
alcoholism to be the only factor differentiating
deaths in heroin users from a control group.

Psychological

The appearance of aleoholism in methadone
maintained persons not only results in severe medi-
cal complications, but in addition markedly inter-
feres with the rehabilitative process; not infrequently,
it is responsible for premature administrativé de-
" toxification or discharge from the program. By
exertimx an inhibiting effect on cortical centers,
alcohol effects the appearance of aggressive behav-
jor with frequent acting out. Patients so intoxicated
cannot conform to or tolerate clinic rules, and
constantly create disturoances. Unfertunately, when
sober, the patient usually has little or no memory of
events occurring during drinking and therefore is
unable to learn from the experience. Denial of a
drinking problem, eommon to nonnarcotic addicted
alcoholics, is alsu prevalent amung persons on meth-
adone maintenance. The combined use of aleohol
and methadone, especialiy with ingestion of the
former shortly befure or after a methadone dose.
results in the synergstic action of both agents, with
agreater potential for vy ersedation and obtundation

Staff in mest clinics, unless properly trained,
react to the alcoholic methadone patient in an
adverse manner. Rehabilitation may stop, in part
due to the difficulty in working with one who is
inebriated. However, the frustration in seeing a
patient develop anothey dependency as equally
damaging as heroin also takes its toll. Recurrent
hospitalizations for gastrointestinal bleeding and
liver disease are not infrequent. Further, it is
difficult—if not impossible—to refer alcoholie drug
clients for treatment, since most alcohol abstinence
programs will not accept methadone maintained
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patients. The frustration and anger of clinic per-
sonnel may be transmitted to the patient who in
turn, unable to handle the rejection, increases
his/her acting out. The end result of such develop-
ments is often an administrative discharge or de-
toxification.

Detoxification for Alcohol/Drug Patients

Withdrawal from narcotics does not necessarily
eliminate alcoholism. O'Donnell (1969), in an 11-year
followup of 266 former heroin addicts, found 30
percent of this time span was spent in alcohol or
barbiturate addiction. At the conclusion of the
study, 30 percent of subjects witk a predrug history
of alcoholism were alcoholic, while only 7 percent
were addicted to narcotics. Vaillant (1966), in a 3- to
12-year followup study of 30 former heroin audicts
who remained abstinent from narcotics, found 14
(47 percent) had used alcohol during the abstinent
period, with 10 (33 percent) using this agent for
prolonged periods.

It 1s therefore not surprising that detoxification
from methadone may result in an impressive in*
crease n alcohol consumption, especially if rehabili-
tation has not progressed to a sufficient degree.”
Schut et al. (1973) have noted the most nimerous
madents of excessive drinking to occur in patients
when they were beginning to withdraw from meth-
adone. Once detoxification from methadone has
occurred, alcoholism appears to be the single most
mportant. problem in preventing the individual
from functioning as a productive member of socie-
ty. Mezritz et al. (1976) found that one factor
correlating with the degree of rehabilitation after
detoxification from methadone was the amount of
alcohol consumed during treatment or subsequent
to discharge. Similarly, Jackson and Richman ( 1973),
m a followup study of more than 300 patients who
had left or were discharged from methadone thera-
py, found that, although abstinence from narcotics
was common, alcoholism was prominent; more than
75 percent of all subjects cunsumed excessive quan-
tities of liquor.

Summary

The exact prevalence of alcoholism in patients on -

methadone maintenance has not been clearly de-
fined. Current studies do, however, suggest that

—_——
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such prev alence is probably no greater than that

-seen among heroin addicts or nonaddictedl individu-

als from comparable socioeconomic strata. The hy-
pothesis that excessive aleohol consumption in meth-
adone patients does not exceed that of other
populations in no way diminishes either thesmagni-
tude or seriousness of this problem. There is little
doubt, for example, that alcoholism exposes the
individual to several risks when methadone main-
tenance is the therapeutic modality. Concomitant

excessive alcohol use slows the rehabilitative proc- *

ess, Is associated with severe medical effects which
may contribute to the patient’s demises and, finally,
will often result in premature administrative detox-
ification from methadone maintenance. For these
reasons it hecomes extremely important to (a) iden-
tifv. methadone patients who are potentially at risk
to consume excessive quantities of alcohol; and (b)
develop therupeutic modalities specifically designed
to deal with aleoholism in the methadone maintained
patient.

RECOGNIZING THE PROBLEM:
DIAGNOSIS

When une cunsiders the changes oceurring in a

hervn addict entering methadone maintenance ther

apy. 1L is not surprsing that aleoholism and polydrug
abuse beeome prominent problems for some indi-
s iduals. Hervin s une of the most potent euphorogenic
agents known. Although the lifestyle of individual
heroin users in both the suburbs and cities may
(differ substantially, certain common features have
been wlentified (Stimmel 1975, Barr et al. 1976).
Most of these persuns have had an impoy erished
famly relatwnship marked by. the separation of
parents, uften with the absence of a strong father
figure. NDACP (Natwnal Institute vn Drug Abuse
19%0) data show that over 60 percent of heroin
users eaperienee broken humes before the ege of
12. Frequently aleoholism or drug use presvails in
the famuly, and the future hervin user is usually
overtly unhappy and unable to tulerate frustration.
In this setting heroin at times may be used as a
relief from muisery rather than a souree of pleasure.
With continued use of heruin, however, anxiety is
transiently alleviated, and if a constant svurce of
hervin is assured, a fragile equilibrium with the
e irunment is estabhished. Luss of this euphurogenic

effect may destroy this relationship and, depending
on predisposing factors, resylt in alcoholism.

Social/Psychological Characteristics of
Alcohol/Heroin Addicts

Barr et al. (1976), in their study of problem
drinking in narcotics addicts, have noted significant
differences between the addicts drinking at prob-
lem levels and a nonalcoholic addicted group. As
children, the alcoholic -addicts experienced more
difficulty in concentrating in school, often making

* mistakes by doing things too fast. They more

frequently reported having an unhappy childhood
and a greater degree of estrangement from the
father, which suggests that problem drinkers expe-
rience family relationships which are even more
fragile than those of nonproblem drinking addicts.
Problem drinkers were significantly more likely
than other addicts to have come from homes where
aleohol use was a prominent issue, and to have close
family members who consumed alcohol excessively.
Their lifestvles were less frequently stable than
nondrinking addicts, and they had a greater likeli-
hood of obtaining income from illegal activities;
these individuals evidenced greater arrest records
and were more {requently charged with crimes
against individuals and property. In s}\())rt, the
lifestyle of these individuals tended to be more
deviant than thuse addicts who did not report any
problem with alcohol consumption. Since the per-
sunality characteristics of the two groups were not
dissimilar, it appears that both all holism and
narsotic addiction nia, -pring from a similar devi-
ant background.

Roubbins and Nugent (1973), in a study comparing
hervin addicts from buth outpatient and inpatient
settings with alcoholic inpatients, suggested that
psycholugical difficulties— particularly feelings of
anxiety and depression—were common in both types
of dependency . Differences betw een the alevhol and
hervin groups existed in terms of econumic and
sucial problems resulting from society’s view of
hervin addiction rather than differences in the
individual users. Not surprisingly, such problems
restlted in o rapidly deteriorating lifestyle for the
hervin addict. Toler (1975), in a comparison of
personal values of dalcoholigs and addicts through
the use of the Rokeach Value Survey, found that
the values of these two groups did not vary
significantly and were markedly different from
results reported frum « cuntrol population. The one
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area of difference related to feelngs of self-reliance
and self-sufficiency. with addiets scormg higher on
the independent value than alcoholics. These traits
have been emphasized by Dudley et al. (1974) w ho
compared profiles of addiets and aleohulies ntilizing
a Social Readjustment Rating Questionnaire. The
alcoholies were found to be unable to pereeive the
importance of the psychosocial changes and disrup-
_tion that their drinkig created, bemg mueh more
passive-aggressive and depressive. Addiets, o the
other hand, were found to be more independent and
aware of the impaet of addiction on lifestyle.

Kissin (1973). while noting that alcoholics and
drug addicts have similar psyehologeal ¢hyraceteris-
tics, has demonstrated differences with respect to
age, lifestyle, and social sophistication. These simi-
larities and differences become important when
attempting to formulate therapy for treatment of
alcoholism and will be discussed in a subsequent
section.

Upon entering methadone mamtenance, the
previously established levels of tolerance estab-
lished by heroin are maintained. The methadone
prevents withdrawal, allowing the former addict to
divert his/her energies from the constant search for
heroin. The establishment of high levels of toler-
ance through methadone prevents illieit heroin from
producing euphoria, thereby elimmating its ability
to provide relief from anxiety. Anxieties now begin

to surface as the individual is confronted, often for -

the first time in vears, with a need to reassess
his/her life situation and develop meaningful rela-
tionships and goals. In many instances these same
anxieties may have initiated alcohol and later her-
oin use. In a search for a substitute to relieve such
tensions, alcohol may be consumed in inereasing
quantities, resulting in the rapid establishment of
alcohol dependencey.

Alcoholism Defined

Since the heroin addie! who also eonsumes exees-
sive quantities of aleehol represepts @ point on a
continuum, 1t becomes mmportant to recognize the
existence of or potential for excessive aleohol use at
an early stage, so that treatment may be mstituted.

Over the vears there have been many definitions
of aleoholism. In general, ¢hrome aleoholism ean be
said to exist m the presenee of: (1) repetitive
drinking “of aleoholic beverages to an extent that
exceeds customary dietary use, (2) disruption of
‘nterpersonal relationships and ~ocial funetioning:
(3) impairment of voeational productivity; () ob-
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served developmental loss of control over drinking
patterns; and (5) evidence of physiologic changes
attributable to inereased aleoholic intake.

The recognition of any of these characteristies in
:lssociz}tion with drinking can easily allow for the
diagmotis of excessive intake. Unfortunately, the
blurred distinetions on the contintum botween the
social drinker and the ehronic alecholic make diag-
nosis quite difficult. Persons with a potential for
alcoholism. as well as those unaware individuals
who actually are excessive drinkers but present
none of the sigms listed above, must be identified.
Clinically, the most helpful finding in this regard is
a vreaddiction history of aleohol consumption. This
may also serve as a prognostic sign as to whether
aleoholism will appear after detoxificition from
methadone. O'Donnell (1969, in his 11-year fol-
lowup of 266 narcotic addictsfound that of those
individuals with prenareotie drinking histories. 30
percent were aleoholie and 7 percent drug addicted.
Of those without evidencg of prenarcotie aleohol-
ism, 7 pereent were alcoholie. whereas 41 percent
wer addicted to narcoties, -~

Chmieal observation and careful review of past
aleohol and substance abuse, while essentizl, do not
in themselves provide suffieient information for the
detection of aleoholism. Additional techniques have
been developed through the use of psychological
testing as well as biochemical analysis.

Psychological Testing

Selzer (1971 developed a series of behaviorally
deseriptine statements in 1967 that were found to
be offeetive as a sereening test for the detection of
excessive aleohol use. Termed the Michigan Aleo-
hohsm Sereen Test (MAST), it was subsequently
modified by Swenson and Morse (1975) into a
31-item questionnaire in a yesmo format, permit-
ting a relatively easy administration by either the
patient or a mental health worker. This sell-
administrating alcohol sereening test (SAAST) has
been shown to be useful in identifving aleoholic
patients within a general elinic population. Until
recently. however, no one has attempted to use
cither the MAST or the SAAST as sereening de-
viees m addiet populations.

Siassi and Alston (1976) tested the validity of the
MAST in 125 patients enrolled in methadone main-
tenance. The MAST scores were compared with the
chemical ratings of treatinent staff. Forty-six percent
of the patients tested seored in the aleoholic range,
while 34 percent of the patients were diagnosed as
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alcoholic by the staff. There was a 75 percent
agreement between the MAST findings and the
staff ratings (p<.001), suggesting the effectiveness
of the MAST in detecting alcohol. abuse in this
treatment modality.

Cohen et al. (1976) used a modified SAAST to
screen three groups of narcotic-dependent persons
on methadone maintenance: 30 individuals with a
known problem of alcoholism, 30 individuals with
no history or signs of alcoholism, and 80 perséns
who initially denied any problems associated with
excessive drinking on entering the program, but
who later became problem drinkers. The ability of
the modified SAAST to separate the alcoholic from
the nonalcoholic addict was confirmed (p<.001).
This test was also found to have a considerable
predictive value in identifying thoseindividuals
who became problem drinkers. Fifty4seven percent
of those persons who denied having a history of
alconol tonsumption and yet who scored high on the
SAAST became problem drinkers; only 8 percent of
individuals with low scores did so (p<.001).

Other psychological tests have also been used to

—-identify the presence of alcoholism in persons on

methadone maintenance. Maddux and Elliott (1975)
found that methadone maintained patients who
were problem drinkers scored higher on the Zung
Depression Scale than those without problems. Lang
et al (1972) found that a combination of the Zung
Scale and the Bender Motor Gestalt Test differen-
tiated 17 out of 34 patients whose progress on a
methadone program was considered unsatisfactory
relative to the consumption of alcohol.

Laboratory Analysis

Biuvchemical tests are frequently used to diagnose
the presence of alcoholism. Unfortunately, the tests
used to date have been generally unsatisfactory.
Detection of chronic alcohol use through blood
alcohol levels or with a breath analyzer will be
ineffective for many heavy drinkers since alcohol
may be absent from the blood after relatively brief
periods of abstinence. Further, the presence of
alcohol in the blood does not distinguish acute from
chronic alconol consumption (Hamlyn 1975). Ab-
normal serum enzymes indicative of hepatic dys-
function are frequently attributed to consumption
of aleohol. While alcoholism may produce liver
discase manifested by abnormalities in these en-
zymes, the high prevalence of abnormal hepatic
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dysfunction in narcotic addicts related to the exist-
ence of chronic hepatitis makes identification of
nepatic enzymes as a marker for alcoholism less
than valuable. Specific serum enzymes such as
glutamic dehydrogenase and gamma glutamyl
transpeptidase are considered to be more specific to
alcoholic liver disease, Lowever. they are elevated
in only a portion of hewvy drinkers and may be
elevated in patients with nonalcoholic liver disease
(Rollason et al. 1972; Konttinen et al. 1970).

Recently Shaw et al. (1976) described a charac-
teristic abnormality of plasma amino acids related
to chronic and recent alcohol consumption consisting
of an increase in the ratio of plasma alpha amino-n-
butyric acid and plasma leucine (A/L). In an experi-
mernital model of alcohol feeding in baboons, the A/L
was found to be eleated with results reproducible
regardless of nutritional factors. Clinical studies
found elevations in the majority of alcoholics assessed
by several diagnostic criteria in both hospitalized
and ambulatory settings—independent of the pres-
ence of either malnutrition or liver disease (exclu-
sive of active chronic hepatitis, acute type A hepa-
titis, and advanced cirrhosis).

The A, L ratio v as alse determined for a popula-
tion of 25 methadone maintenance patients and
compared tuv three separate criteria for alcoholism:
(1) National Council un Alcoholistn (NCA) criteria,
(2) average alcohol intake, and (3) test scores of the
modified SAAST. There was a statistically signifi-
cant positive correlation between the ratfo and each
of these criteria, with elevation noted in 16 of 18
alcoholics fulfilling major NCA criteria and sampled
within 1 week of drinking. Only one false-positive
test was noted. No correlation was seen between
positiveness of A/L ratio and presence ot abnormal
serum chemistries. This test was found to be more
sensitive in detecting alcoholics among methadone
patients than bluod alcohul measurements even
though the population was under littie pressure to
abstain for the day preceding the examination.
Although the use of this test as a diagnostic tool is
in the preliminary stage, existing data suggest that

“the A L ratio may be especially important in detecting
active alcuhol consumption in narcotic-dependent
pupulations where mild tu moderate hepatic dys-
function is prevalent, This test may also be of value
in following the course of alcchyiism during therapy
ao tie level of AANB Jeucine is increased by chronic
and recent alcohol consumption of 2 to 4 weeks,

Lsmee this level will revert to normal durmg a

2-week period of ab%tmence
\

H.y
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(4
.Summary

Both psychological and biochemical tests exist to
help identify the methadone maintained patient
who is a problem drinker. However, it cannot be
emphasized strongly enough that every effort should
be made to also identify those persons who poten-
tially may consume excessive quantities of alcohol.
Treatment staff aware of this potential should begin
intengive preventative counseling so that the pro-
gression toward alcoholism is slowed or altogether
aborted. oo

THERAPY

-

Alcohol therapy for persons maintained on meth-
adone is a rather formidable undertaking. The
background of these individuals suggests that the
drinking addict is one whose addiction is deeply
rooted within his/her personality structuve. In cer-
tain ways this individual resembles a nonnarcotic
alcoholic more than a nondrinking narcotic addict.
Although intensive and comprehensive therapy is
needed, the author’s clinical experience has shown
that attempts to place such persons in therapeutic
alcohol facilities have met with little success.

» ~ Alcoholics Anonymous (AA), one of the most
prominent treatment groups, has consistently re-
fused to accept methadone mainténance patients
for treatment. The AA concept—that the only
acceptable approach-is abstinence from all medi-
cations—precludes participation from methadone
patients. Although these individuals will be ac-
cepted subsequent to detoxification from metha-
done, most methadone patients, remembering the
hazards of illicit heroin use, are unwilling to be-
come detoxified in drder to enter the AA setting.
Similar organizafions such as Synanon and Al Anon
are also reluctfit to accept the methadone patient.

Referral of narcotic addicts to therapeutic pro-
grams dealipg primarily with alcoholism is also
usually met with-e good deal of praétical resistance

on the part of both patients and staff of alcohol '

programs. Client differences in age and self-concept
(as emphasized earlier in reviews of Toler 1975 and
Dudley et al. 1974) do not allow for a ready integra-
tion of narcotic addict and alcoholic. However, it
might be hypothesized that, in the treatment set-
ing, psychological differences between the narcotic

addict ang the alcoholic may present advantages for
combined alcohol therapy. The alcoholic is usually
described as a passive-aggressive, depressed indi-
vidual who in the therapeutic setting is often guilty
and contrite, appearing to have strong motivation
to resolve his/her drinking problem. In contrast,
the heroin addict appears-manipulative and aggres-
sive. If these two personalities could be successfully
integrated in therapy, each might complement the
other's weaknesses. The alcoholic may benefit from
exposure to the younger, more self-assured nar-
cotic addict, who in turn may have his/her hostility
moderated by exposure to the more mature, com-
pliant alcoholic. The possibility of achieving a mu-
tually beneficial effect has been discussed by

Ottenberg and Rosen (1971). In a review of 1Y,

years of combined therapy 'affectingv 484 alcoholics
and 201 addicts, they found that iritial divisiveness
among groups eventually gave way to successful
therapeutic efforts. The retention rate of alcoholics
in joint treatment was 59 percent as compared to 56
percent in preceding years, suggesting greater
therapeutic progress.

As with narcotic addicts, methadone patients
have been resisted in alcohol treatment programs.
Clinic experience shows that persenality character--
istics of the latter morz closely resemble those of
nonnarcotic alcoholics. However, the therapeutic
setting may enhance existing tendencies toward
impulsive and boisterous behavior, creating resent-
ment in the alcoholic patient. Then too, treatment
staff—accustomed to a drug-free approach and un-
familiar with methadone—may have difficulty with
the methadone patients’ acting-out behavior. Asa
result, except for admission for detoxification, few
facilities exist which will accept alcoholics maintained
on methadone maintenance for'ongoing therapy.

. This resistance is often a byproduet of frustration

following unsuccessful attempts to rehabilitate the
methadone maintained patient. It can be hypothe-
sized, however, that such attempts can be made
more effective if all physical and social psycholog-
ical needs are appropriately addressed in treat-
ment. Specific methods for inceting these needs are
described below.

Existing Resources for the Therapy
of Alcoholism

The steps to follow in treating the alcoholic
methadone patient are similar to those required by
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the nonnarcotic addict aleoliolic and consist of. (1)
management of weute intoxcation directed at over-
coming the immediate effects of aleohol, (2) corree-
tion of any pressing physical infirmities related to
dleoholism, and (3) therapy to affect the long-term
behavior. It must be vinphasized that, considering
the inweasing experinental evidenee suggesting
the potential lethality of combined alevhol and
narcotic tise, any person <oming into a methadone
clinic acutely intoxicated with aleohol should not be

given his her daily methadone dose. Chronie con-

sumption of aleohol should be monitored through
daily clinie visits and o lowering of methadone
maintenance duse su a~ to diminish the chanees of
an overdose reaction when the usual intakes of
methadune ur aleohol are consumed within shorter
than-usual, periods.

Although detuaification from methadone has been
advoeated for patients who become aleoholies in the
course of treatment, this approach is not appropn-
ate for several reasons. First. essential therapeutic
contact with the patient is thereby terminated.
Further, return to llicit heroin use—a significant
risk in such vases—will expose the person to the
dangers of illiat injectjon as well as create fluttuat-
ing blood levels of narcotics which*may make an

" overdose reaction more likely. It s far more pref-

erable to attémpt to detonify the person from
alcohol as an immediate step, then proceed to work
intensively with him her to vs ercome the drinking
problem. It should be remembered that even a
mean duse of 5 my per day assures continued
attendancee in the cinic and, therefore, continued
staff-patient contact.

Detonification from alcshol within the methadone
clinie: requires an assessment of the mdividual's
status at the end of treatment. 1t therefore be-

. eomes essential to, design a therapeutic modahty

Q
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to monitor and help the aleoholic inethadone main-
tained person throughout his ber poopgram. At
present there aie several nudes of therapy for the
treat ment of alecoholism that inay be utilized by staff
in methadone chiies, 4 brief description of cach of
these follows,

Therapy Modes
DISULFIRAM (ANTABUSE)

Hald and Jacobaon (1948) noted that an analogue
of thivram termed disulfiram (subsequently called
Antabuse) would produce @ marked intolerance to
alcohol, with the strength of the reaction depending
tpon the amuount of the drug taken as well as the
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quantity of alcohol consumed. The uge of disulfiram
is now widespread since the drug, when administered
in appropriate dosages, has proven to be a safe and
effective deterrent to drinking (Fox 1967). Several
studies utilizing disulfiram in patients on metha-
done maiptenance have found the agent to be useful
for controlling aleoholism in drug addicts. Howey-
er, in order to insure that clients will take this
medication, it is necessary to dispense it at the
same time s methadone. When patients with take-
home medigation privileges are allowed to take
disulfiram in the home setting, compliance is usu-
ally minimal. Liebson, in a study of alcoholic meth-
adune maintained patients given disulfiram daily in
the clinic as com ared to a comparable group pro-
vided with the medication and instructed in its daily
use, found that the number of drinking days for the
self-administering group averaged 17 percent of
total treatment days as compared to 1 percent for
the group receiving disulfiram in the clinic setting.
Although-each day's drinking as recorded on the
freatment chart resulted in a mild disulfiram reac-
tionin the first group, no such reaction was noted in
the second group, since the medication would al-
ways be diseontinued several days before drinking
{Liebson and Bigelow 1972).

The effect of patient cooperation w as also studied
by Bihari and Bashkow (1976) in a much larger
study of disulfiram use by patients enrolled in the
New York City methadone maintenance program,
Of those patients offered disulfiram therapy. ap-
proximately one-third rfused this medicativa, one-
third initiated the program and dropped out within
a relatively short period of time, and one-third
stayed in the program. In the group that stayed in
the program, a favorable alteration of drinking
patterns was noted. In observing these wends, it
should be stressed thatl use of disulfiram does not
affecl he cause of the drinking any more than
methadone alleviates the personality  disorders
associated with heioin dependencey. The use of this
agent may, however, enable the patients to main-
tain the degree of sobriety necessary to effeet the
continuation of more intensive therapy.

Ingestion of disulfiram is not without hazard and
annot be recommended for patients with a history
of heart lisease, psychotic persons, or pregnant
women. Continued drinking on disulfiram may re-
sult in sigmificant nearologie and psy chologie changes
due to incredased levels of acetaldehy de. In addition,
patients under disulfiram treatnient must be warned
about aleohol contained in mediomes or fouds, as
well as the dangers of inhalation of aleohol fumes
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from varnish or shellac when these substances are
used in a closed area.

In addition to its side effects, disulfiram. when
taken concomitantly with other agents. may result
in drug interactions. Disulfiram is rapidly absorbed
from the gastrointestinal tract. Due to its high
lipophilic activity, its maximum action may not

. occur for up to 12 hours, and elimination is rela-
tively slow; most of the drug is oxidized in the liver
and subsequently excreted in the urine. The he-
patic effects of disulfiram may interfere with the
metabolism of other drugs. resulting in a greater
potential for clinical toxicity of these agents. Such
interactions have been described for the concomi-
“tant use of diphenylhydantoin (Dilantin), oral
anticoagulants, and isoniazid. Since metabolism of
methadone also occurs in the liver, one might
expect an intgraction bétween met hadone and disul-
firam. However, little data have been published in
the literature with respect to such interactions,
and that clinical relevance remains to be deter-
mined.

Charuvastra et al. (1976), in a study of eight-

methadone maintenance patients given Antabuse,
were not able to demonstrate any differences in

hematological parameters or blood chemistry tests

for up to 16 months of combined therapy, with the
exception of serum glutamic oxaloacetic transami-
nase (SGOT) values The SGOT values which were
elevated revealed a progressive retwrn to normal,
suggesting the disgontinuance ¢ aicohol corisump-
tion. Since no work has been published concerning
plasma methadone levels in patients given disulfir-
am, it is-entirely possible that flu

upon initiation of

should be carefully monitor |
at a change in meth-

disulfiram therapy to assuk
adone dose is not needed.

ABSTINENCE

There is no question that abstinence is the opti-
mal approach with respect to alcoholism, as it is
with respect to heroin use. Unforﬁqnaielﬂglthough
abstinence from alcohol may be an effective ap-
proach for some individuals, it is clearly an inap-
propriate solution for all segments of the alcoholic
population. There is no reason to expect that alco-
holic patients on methadone maintenance would
accept abstinence (o any greater degree than
nonnarcotic dependent alcoholics. For example, it
has Been estimated that of the 9 million alcoholics,
only approximately 5 percent are members of Alco-
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holies Anonymous (Gottheil 1976). Even among the
5 percent, however, there are many who are not
able to abide by the AA principles of abstinence and
cannot be reached. The percent of individuals on
methadone who would be unamenable to an absti-
nence approach would be expected to be higher,
since this population has selected a maintenance
program rather than a drug-free approach as the
current therapeutic modality for treatment of the
heroin dependency.

CONTROLLED DRINKING

The controversy between abstinence versus con-
trolled drinking as a therapeutic modality in the
management of alcoholism has continued for many
years. The advocation of abstinence as the only
effective approach to therapy of alcoholism has
been based on the physiologic “loss of control”
hypothesis. viz, drinking any amount of liquor will,
in an aleoholic. lead to further uncontrolled drinking.
While this may certainly be true of many alcoholics,
it does not seem logical that the loss-of-control
concept would hold for all. Engle "and_Williams
(1972) randomly assigned 20 of 40 alcoholics to a
group receiving 1 ounce of vodka disguised in a
strongly flavored vitamin mixture. Half of the 20
were then told that they had received the vodka.
These investigators found that there was no rela-
tionship between consuming a single drink and an
increased desire for alcohol: rather, an increased
desire followed the receipt of information that
aleshol had béen consumed. . ]

Recently, evidence has appeared in the literature
supporting the possibility ‘of a controlled drinking
approach in the treatment of chronic alcoholism.
Paredes et al. (1969) found that only 3 of 66
alcoholic patients exhibited a craving for additional
drinks after they had taken “authorized drinks” in
the course of the study. Mello (1972) has also
gathered evidence against the belief that one drink
will lead to uncontrolled drinking. Davies (1962)
noted’that 793 individuals given brief psychother-
apy had maintaihed moderate social drinking patterns
for followup periods of up to 11 years.. A similar

" percentage of patients, according to Gerard and

Saenger (1966), maintained patterns of limited al-
cohol consumption at 1-year followup. Pattison (1968),
in a literature review on controlled drinking, esti-
mated that between 4 percent to 10 perceni of
alcoholics may ulfmately become social drinkers.
Emerick (1975), reviewing 384 stuies of psycho-
logically oriented aleoholism treatment; showed.
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that wifferences in treatment methods did not
significantly affect long-term outcome. The mean
abstinence rates did not differ between treated and
nontreated alcoholics.

Skuja et al. (1976) reviewed the effectiveness of
therapy in 563 servicemen referred to a Navy
alcohol recovery program over a 2-year period. Not
surprisingly,of those considered ineffective in their
job performance, 84 percent were drinking at
6-month's followup. Of those rated.effective, how-
ever, 59 percent of younger (25 years of age or
younger) subjects and 42 percent of older (over 25
years of age) subjects-were still drinking. At the
end of a 12-month period, 77 percent of the younger
effective subjects and 44 percent of the older effec-
tive subjects were still consuming variable amounts
of alcohol. These findings suggest that complete
abstinence may not be a realistic or even a neces- «
sary goal for the achievement of social productiveness.

The most recent controversial study concern-
ing the effects of controlled drinking was conducted
by the Rand Corporation (Armor et al. 1976). This_
survey follo“ ed a sample of 1,340 a|csh%
18 menths after entering a treatment progra
relapse rate was no higher among those who drank

-~ .
than“among those who were complete abstainers.
Persons who remained for only one treatment ses-
sion had a 50 percejt remission rate at followup;
those with more exténsive treatment, on the other
hand, had a remission rate of only 20 to 25 percent.
It should be noted that this study suffered from
many limitations, the most prominent being the
aggregating of data from many different centers,
resulting in an absence of randomization and uni-
formity of therapeutic interventions.

A better designed, extensive test of controlled
drinking was performed by Sobell and Sobell (1976),
who randomly assigned alcoholics who qualified for
controlled drinking to either behavioral modifica-
tion with moderation in drinking as a goal, or to
traditional therapy with abstinence as a goal. Out-
come was judged on the basis of a 2-year followup
which included assessment of drinking patterns and
various sociological indicators of adequate daily
functioning. The controtled drinkers were found to
have functioned best in se¥eral indicators, includ-
ing number o1 days abstine it.

BEHAVIOR THERAPY

Hamburg (1975) and Pomerleau et al. (1976) have
comprehensively reviewed the use of behavioral
therapy in alcoholism. Therapies diagnosed as ef-
fective'included pretreat ment identification of cues

’
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triggering excessive drinking, with subsequent ed-
ucation of the patient for-the identification of high-
risk situations in connection with broad spectrum
behavioral counseling. Such tréatment techniques
may use family therapy and videotaping during the
alcoholic state.

/\\~
Application of Therapeutic Techniques to
Methadone Programs

It should be emphasized that, in treating the
alcoholic methadone maintained patient, there is no
need to promote any particular form of therapy, to
the exclusion of others. A comprehensive program
.should be tailored to suit an individual’s needs and
offer the possibility of supportive environments,
psychotherapy, crisis intervention, abstinence, or
controlled drinking. The advantage of utilizing a
broad-base approach has been emphasized by sev-
erai investigators. Costello (1975) noted that the
broader the range of treatment resources, the
greater the chance of a favorable outcome. Impor-
tant variables noted by his study were collateral
counseling, psychotherapy, disulfiram use, and the
services of Alcoholics Anonymous. Emerick (1975), _
in a survey of 384 publications dealing with alcohol-
ism treatment, noted that, although abstinence
rates did not differ between treated and nontreated
alcoholics, more treated than nontreated alcoholics
improved, suggesting that formal treatment of any
kind increased an alcoholic’s chance of reducing his
drinking problem. Kissin'(1972) found that the rate
of success directly correlated with the number of
therapeutic modalities available. Those patients

~treated with three available modalities were more
successful than those patients with only two
modalities, who in turn had more successful -out-
comes than those offered only one type of therapy.

Methadone programs should therefore establish
comprehensive alcoholism treatment plans which
can provide patients with the most suitable form of
therapy. The techniques used will vary, depending
upon individual needs and the medfzal status of the
patient (which may contraindicate a specific type of
therapy). Many patients, especially those with al-
coholic liver disease, will have abstinence as a
therapeutic goal in combination with one or more
other therapeutic modalities. However, a consider-
able number may also benefit from a controlled
drinking approach in association with behavieral
modification therapy.
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FINAL SUMMARY

Exvessive consumption of alcohol in persons on
methadone maintenance is a problem of considera-
ble magnitude. There is no evidence, however, to
support the notion that methadone is an etiologic
factor which produces problem drinking, or that
excessive alcohol consumption or alcoholism is any
greater in this population than in a matched group
of nonmethadone dependent persons. The effects
of alcoholism in persons on methadone programs
are considerable and may result in severe and even

-
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fatal medical complications, as well as interruption
of the rehabilitative process and administrative
discharge from methadone maintenance.

~ Since facility choices for the treatment of alcohol-
ics are far from optimal, it is essential to identify
the problem drinker as early as possible to prevent
a progression to alcoholism. Diagnosis can be aided:
by both psychological and biochemical tests. Once
identification has occurred, treatment should be
tailored to the individual’s needs. Advantage should
be taken of all appropriate and available modalities,
including controlled drinking when indicated. In
sum, the treatment of the alcoholic methadone pa-
tient may not be more successful than that seen in
the nonnareotic alcoholic, but it need not be less so.

.
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'INTRODUCTION

For thousands of years, substances which have
served as effective medical pharmaceuticals have
also been the source of asocial problem—drug abuse.
Opiates, India hemp, rauwolfia, and alcohol were
known and employed medicinally long before Bibli-
cal times, and even then their potential for abuse
was recognized. There now exists for the trez:tment
of disease and injury a pharmaceutical array of
staggering proportions. It would follow that the
modern psychotropic drugs within this-vast phar-
macopoeia, especially those producing profound emo-
tional, psychological, and behavioral effects, would
come to be abused as had some of the ancient
remedies with similar properties. In this regard,
one of the developments which most intrigues
researchers in the field of substance abuse has been
the apparent establishment of 2 subculture jin which
heavy drug use, often involving several different
types of drugs, is an integral part. And, whether
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substances are ingested in combination with one
another or sequentially, it seems that multiple
abuse is far mote common than was suspected.
The early literature-relating to drug and alcohol
abuse was clearly a reflection of the fact that
treatment establishments were initially separate

.and exclusively focused upon a given substance of

abuse. Thus, drug-oriented literature focused upon
drugs, and alcohol-oriented studies focused upon
alcohol. There was little acknowledgment that these
two agents could be used by preference simulta-
neously, and concurrently as well as exclusively.
Over the years, however, it became evident that
large numbers of the persons labeled single-substance
abusers were in fact abusers of more than one
substance. As time went on, the alcohol treatment
establishment began to agree that it was not un-
common for certain subpopulations of alcoholics to
be also engaged in serious and significanteabuse of
drugs, and at the same time the drug treatment -
establishment began to note that it was not un-
common for their patients to be engaged in serious
alcohol abuse. It was at this time that the term
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“substance abuse” was coined in order to reduce the
polarity between the alcohol and drug abuse con-
stituencies, which had proven to be counterproductive
and limiting tu the understanding of general abuse
jatterns. This concept made it possible to look at
compulsive substance abusing behavior as a whole
and tu examine the potential commonalities be-
tween those populations whose modal patterns of
abuse included alcohol. and thove whose modal
patterns did not.

The San Diego Polydrug Study Unit (SDPSU)
has been able to identify a particularly significant
pattern of abuse among a group of substance users
whu were studied between 1973 and 1975. These
were individuals who commonly and frequently
used alevhol, barbiturate hypnotics, and minor tran-
quilizers. This pattern of substance preference was
intriguing since there is an interesting reciprocal
pharmacological relationship between alcohol, hyp-
noties (both barbiturate and nonbarbiturate), and
drugs of the minor tranquilizer class. One of the
major behavioral effects common to compounds of
these three pharmacolugical classes is the depres-
sant effect un specific central nervous system func-
tions. It has been hypothesized, and to some extent

.proven, that the euphoria or “high” derived from

use of these compounds is due to a releasing phe-
nomenun secondary to CNS depressant effect. Fur-
ther, these three classes of cumpounds exhibit eross
tolerance to cach other and when used in combina-
tion produce a potentiation of effects upon the
central nervous system. Thus, it is not surprising
that street users of these cumpounds have found
that they can enhance the effects that they are
seeking by using these substances in combination.

. In addition, the cross tolerance between drugs of

these classes also, allows street users to maintain
themselves and tu prevent withdrawal symptoms,
when addicted to une of these substances, by sub-
stituting the use of drugs from the other classes.
For example, a street barbiturate addict soon learns
that if his supply of barbiturates is interrupted,
subsiitution of minor tranquilizers (e. g diazepam)
and aleohol cun effectively maintain the individual
until barbiturates become available. This cross tol-
erance has also been put to medical use, since one of

- the more commonly accepted metnods of detoxifica-

tion from aleohol is through the use of diazepam
(Valium). Thus, given this unusual pharmacological
interrelationship, it is not surprising that those
drug abusers whu prefer CNS depressants often
abuse and use substances from these three classes
of compuunds in cumbination or in substitution for
one another.

To more fully deseribe this modal 2buse pattern,
this group of individuals was labeled “mixed
substance” abusers. We have shown that this par-
ticular patient population does not fare well in the
currently established treatment network, since they
are seen by aleuhul agencies as being drug abusers,
by drug agencies ay being aleohol abusers, and by
mental health agencies as being both (Judd et al.
1978b). It is therefore appropriate that the unique
problems of this group be acknowledged and that
the treatment systein be retooled to accommodate
them. To this end, the authors examined two
dissimilar data pouls in detail and coalesced this
infurmation to determine prevalence, significance,
and pussible distinguishing characteristics of those
individuals who combine alevhol and sedative use;
an attempt was th. . made to find characteristics
cummon to this compulsive substance abuse behav-
ior. |

The hy pothesis of the study was suggested by
the clinical observation that certain individuals
whuse major abuse habits involved heavy alcohol
and hy pnotic-sedative copsumption (barbiturates,
nonbarbiturate Ly pnotics, ete.) were more severely
dysfunctiongl, both psyéholugically and sucially,
than other multisubstance abusers. A research
design was developed tu study these particular
mired substance abuser$ and determine w hether it
Was pussible tu characterize their behavior based
only un their consumption patterns. Specifically,
then, the working hy pothesis was that those mixed
substance abusers whose mudal abuse patterns
include aleokol and barbiturates (sedatives) would
prove to be dn\tmgux\hable psychologically andior
sucially from the other’ vateguries of polydrug abus-
ers in the population yuder study.

The data for in-depth analysis of this pupulation
came from two sources. The first was a study called
the National Drug Alechiol Collaborative Project
(NDACP) which was carried vut in various drug/
alcohol treatiment centers in the United States. As
data collection and compilation had already been
carried vut by NDACP, the authors examined the
figures in terms of the basie hypothesis. The second
svtiive uf information was the San Diego Polydrug
Study Pruject (SDPSU) itself, which had been
prospectively designed to answer speufic l‘L‘sLdl‘Ch
questions.

Bedause une of the main goals was to attempt to
particularize the drug and aleohol cunsumption
patteins in these two diverse pupulation samples
by means of detailed personal histories and inter-
Vitws, d special offort was made to gather as much
information as possible on contemporary as well as
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lifelong abuse practices for cach subject. In addi-
tion to these basic dati, demographic ineasures on
ethnic, educational, religious, and socioeconomic
backgrounds were gathered along with information

" on martiage, personal income, drug-related arrest
rates, and expenses for drug purchases. Although
it was not possible to carry out psvchiatrie exami-
nations or other tests of intellectual or psychosocial
functioning on the NDACP sample, this was feasi-
ble with the SDPSU population and vielded pro-
vocative profiles. ‘

Before the data are formally presented, one
specific caveat to the reader should be underscored.
As stated above, our original hypothesis was that
those individuals whose major abuse patterns in-
clude use of barbiturates sing': and/or in combina-
tion with alcohol are potentially a unique subpop-
ulation among the general drug abusing popula-
tion. Thus, the analysis of the data presented in this
chapter was conducted with the subject sample
subdivided on the presence or absence and the
levels of alcohol and barbiturate abuse. As will be
seen, this subclassification of the sample was suc-
cessful in establishing specific behavioral and soeial

" profiles for the subpopulations divided on this basis.
As will he outlined in the chapter, there were a
number of distinctive characteristics correlated with
the subgroups of alcohol and/or barbiturate use. On
the other hand, alcohol/barbiturate drug abuse cat-
egories proved to be by no means exclusive in
terms of the abuse of other drugs since other
substances were used frequently and severely in
addition to the alcohol and/or barbiturate abuse.
For example, the two categories, barbiturates alone
and barbiturates plus aleohol, which proved to be
the most extreme in a wide spectrum of behaviors
were also found to be more extreme in their drug-
abusing behaviors as well. Specifically. individuals
in these two groups were significantly more prone
to multiple drug use and often were significant
users of heroin as well.

NATIONAL DRUG/ALCOHOL COL-
LABORATIVE PROJECT (NDACP)

Results

In dealing with the NDACP data, the specific
. foeus was to assess whether there were any similar-

ities between sedative and alcohol abuse and whether
individuals who by habit abused these substances
singly or in combination were in any way different
from their peers. The NDACP data were gathered
for the 3-month period prior to admission and for
the user's lifetime. Gategories—derived on the
basis of their differentiating characteristics—are as
follows: (1) Barbiturate Alcghol Group (BARB+
ALC). which used both bapbituratés and alcohol
regularly: (2) Barbiturate froup (BARB), which
used barbiturates regularlyy(3) Alcohol Group (ALQC),
which used aleohol regularly: and () NEITHER,
which used neither aleohol nor barbiturates regularly. !
In addition to the substances included in these
categories, there were varying degrees of usage of
other substances. This method of categorizing
sedative and alcohol use, however, had proven to
be an effective method of separating and under-
standing this type of mixed substance abuse in a
previous study by the author (Judd 1978a), and the
grouping appeared to be equally valid for a more
representative national sample. As-will be seen,
these cohorts comprised only a small percentage
of the NDACP sample: nevertheless, being similar
to the San Diego groups. they proved useful in
furthering the q'linical‘un(ler.\tan(ling of substance
abusers under study.

Demodgraphic and Personal Characteristics

The information in tables 1. 2, 3, and 4 presents
the NDACP subjects’ responses categorized on the
basis of whether they regularly used aleohol and
barbiturates in combination, singly, or not at all.
These tables present data both for the 3 months
prior to admission and for lifetime use. However,
since user trends are similar for both time spans,
the analysis here will concentrate on 2-month find-
ings only—which reflect the subject’s more recent
recall and are comparable with SDPSU data for the
same period. The materials included in thé next
four tables are designed to show evidence of how the
four different substance categories show variakility
(or similarity) across a number of demographic and
personal characteristies. This empirical presenta-
tion speaks largely for itself and will not be repeated
inthe text other than through highlighting and some
summation.

It was surprising to learn that in terms of the
entire sample the numerical distribution among the
four groups was extremely uneven; the vast major-
ity of the subjects fell in either ALC (n = 746) or

‘Regular use denotes use nearby every day for at feast a month
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TaBLE 1.—Global demographic characteristics of the NDACP subjects categonzed on patterns of regular
alcohol/sedative "1se for 3 months prior to treatment (n=1,434)

. BARB + ALC BARB ALC NEITHER
Demographic characteristics (n=46) (n=40) (n=746) (n'=602)
Age at admission. 1n years 276 25.1 33.3 26.8
Female percentage 23.9 375 174 267
Mean age left school 17.2 177 16.6 o168
Years of school completed 11.6 11 10.1 102
Ethnicity. in percent: i
Afro 20.5 ' 51 382 240
Hispanic 114 333 20.9 28.3
Other 68 33.3 . 102 98
Anglo 614 282 30.7 379
Mean monthly income
1n dollars ’ 450 . 605 320 344
Mean monthly illegal drug
expenses in dollars 498 650 299 ¢ 4 395
Childhood (to age 12)
in low income community.,
in percent 28.9 275 19.1 355°

NEITHER (n = 602) categories. Only 3.2 percent of
the sample v ere classified as BARB + ALC and unly
2.8 percent as BARB.

Substance Use Characteristics

The data on specific substance abuse divided un
the basis of the sedative.alcohol use categuries are
summarized in table 5. The most frequent abusers
of multiple substances were those subjects in the

v

BARB and BARB + ALC groups. These two groups
revealed the highest percentage of amphetamine,
marijuana, cocaine, and minor tranquilizer abuse
and the highest mean number of additional drugs.
The presence of other substances beng used regu-
larly within the four categories must be farefully
considered. It will allow for a moere complete under-
standing of the foun\types, but further analyses of
the ty pes need also Yake into account the presence
of pussible contammating or extraneous factors,

TaBLE 2 —Global dsmographic characteristics of NDACP subjects categorized on patterns of regular

alcoholisedative use on a lifetime basis

Demographic characteristics BARB + ALC BARB ALC NEITHER
Age at admussion. in
mean years 28.5 (146)' 25.1 (75) 336 (778 26.2 (490)
Female percentage 20.9 (148) B (19 177 «791) 26.6 (500)
Mean age left school 17.0 1140) i7.7 (65 167 (732) 168 (341)
Mean school years completed 109 (147 11.5 (78} 1010(782) 10 07 (495)
Ethnicity, in percent:*
Afro ’ 231 9.1 6& 401 22
Hispanic . 17.5 26.0 212 30.8
Other 98 23.4 103 88
Anglo 49.7 41.6 284 385
Total percent 100.1 (143)° 1001 (77 100.6 (770 100.1 (478)
Mean monthly income
in dollars 432.83 (126) - 58399 (71 317 13 1696) 310.33 (358)
Mean monthly illegal drug
expenses in dollars 6544 (131 7268 7% 31352(724) 326 8 (445}
Childhood (to age 12)
in low income community,
in percent - 40 (145 26 (1D 50.3 (786) 345 (493)
'ns are given in parentheses
Percentages do not actuallv total 100 because of rounding . -
'Rew totals differ because of incomplete data J l
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TABLE 3.—Parsonal and social characteristics of the NDACP subjects categonzed on patierns of regular
alcoholisedative use for the 3 months prior to treatment

BARB +ALC BARB ALC NEITHER
Charactenstics in=46) (= 40) (n=T746) {n =602

Living with family .

members (percent) 67.5 60 53.9 62.9
Number of residences in

last 12 months 2.92 2.56 117 1.24
Ever arrested for drug

violations {(percent) 456 40.0 YR 38.4
Ever overdosed (percent) 53 53.8 35.7 350
Ever treated for emotional

preblems (percent) 556 52.5 28.5 259
Ever attempted suicide

{percent) / 273 35.0 18.5 159
Ever in auto accidentwhile . .

under the influence of /

drugs or alcohol (percent: 630 38.5 36.1 278
Ever incarcerated (percent) 609 55.0 59.2 432
Ever marrted (percent) 511 41.0 §5.9 40.3
Ever had a full-time

job (percent) 813 67.6 82.3 60.8

i.e., other drugs and {heir own specific correlates
and consequences.

When all four groups are\assessed for relative
drug preference among the substance classes, it is
obvious that heroin and especially marijuana were
the two substances which showed high frequency of
abuse across all four categories of abusers. 1t is, in
fact, marijuana which was the most frequently
ubused drug within each category.

If the entire set of data is considered, a general
impression emerges which suggests that there are
distinctive differences between the alcohol/sedative
users and others in the NDACP group. Perhaps it
would be most instructive to consider both differ-
ences and similarities at this time in order to
develop modal characteristics for each of the four
groups. First, the heavy barbiturate user (BARB)
and the sedative/alcohol abuser (BARB + ALC) ac-

TasLE 4.—Personai and soctal charactenistics of the NDACP subjects categorized on patterns of lifetime

regular alcoholisedalive use

Charactenstics BARB « ALC BARB ALC NEITHER

Mean nunber of residences )

in last 12 months 2661134 172¢72) 1 62 (736) 111 1455
Ever arrested for drug

violations (percent) 878 (148 69.6 (79) 76.0 (796) 637 (501
Ever overdosed

{percent) 61 0 (146} ‘63.3 (19 334 (7181 301 489
Ever treated for emotional

problems (percent! 479 (146) 487 (18 269 (791 237 498
Ever attempted swicide

(percent) 333 1144 321 (718 16.0 (792) 147 484
Ever i1n auto accident while .

under the influence of !

* drugs or alcohol tpercent? 82 (146) 364 (1D 33.6 (782) 253 1483
Ever incarcerated .

(percent) 716 148 468 (79 578 (296) 381 HOh
Ever married

(percent) 553 A4d 455 (174 56.9 (179 507 495
Ever had a full-time job

(percent) 883 (11D 742 166) 817 (573 551 (4050

- . -
Totsi n s dic goreie o0 parentheees
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TABLE 5.—Percentage of NDACP subjects within each of the alcohol/sedative use categones who reported
use of substances other than alcohol or barbiturate during the 3 months prior to admission’2

DRUG AND ALCOHOL ABUSE ¢

BARB+ALC BARB ALC NEITHER
Drug (n=46) (n=40) < (n=1746) (n=602)
Heroin 23.9 425 ! 15.8 19.1
Other opiates 10.9 22.5 2.9 \ 3.2
Amphetamines 19.6 22.5 6.3 61
Marijuana 587 52.5 31.0 34.7
‘Hallucinogens 10.9 175 36 38

Cocaine 196 175 83 6.1
Minor tranquilizers 391 27.5 100 6.6
Inhalants -« 4.3 25 09 1.5
Nonprescription 22 00 08 | 1.3
Mean number of drugs used, .

not including aleohol and .

barbiturates . 1.89 080 0.83,

2.05

>

‘The drug use cat gory of others 18 not availaule for NDACP regular use 3 munths prior t admission Theretore. in «wmpaunisen, for the mean figures tor number ot drugs
used 1n this table, with comparable figures for PSU. a downward adjustment of 0 2 to 0 05 1n the mean PSU figures should be fhade

N

“Since respodse itams are not mutually exclusive, perc

count for less than 10 percent of the NDACP
population, and therefore these are not %igniﬁcant
abuse patterns in this sample. Those individuals
who were significant abusers of alcohol (ALC)
made up appreximately hal of the population
surveyed in the NDACP study. (The multiple
substance users, however, tended to fall into BARB
and BARB+ ALC groups.)

To highlight 'nd briefly summate the findings,
BARBand BARB + ALCweremost heavily involved,
and ALC and NEITHER were least heavily com-
mitted to a multiple substance use pattern. These
groups divided similarly along socioeconomic lines
with ALC and NEITHER having the lowest monthl
incomes and having the highest percentages from
low income communities. The four groups consid-
ered together indicatea a shared preference for
heroin and marijuana over other drug categories
(excluding barbiturates or alcohoi). Members of
BARBand BARB + ALC, however, also were more
likely to use minor tranquilizers, amphetamines
and coczine. It is interesting that a higher percent-
age of the BARB + ALC group used marijuana and
minor tranquilizers than did the other groups. It
should be noted here that barbiturates, aleohol, and
minor tranquilizers are classes of compounds with
cross tolerance for each other, and that this triad of
drug abuse has been described as 2 modal one for
certain individuais. The BARB group was substan-
tially more likely to use heroin and other opiates
than were the other groups. Although the reasons
for this pattern are not ciear, it can be theorized
that barbiturate use may be related to controlling a
herocin.habit or managing it when heroin is un-
availnble.

cannot be

Racially, most groups contained at least 20 percent
in the Afro category (except BARB, which was
more than 94 percent Anglo), with the highest
concentration of Afros in ALC. Hispanics were
most frequent in BARB and least frequent in
BARB+ALC, which was over 60 percent Anglo
(."eir highest concentration); BARB had the lowest
frequency of Anglos. Finally, the only gender dif-
ferences occurred in ALC where females were the
least frequent (17.4 percent) and. BARB, where
‘they constituted thie highest percentage (37.5
percent). .

Dividing the NDACP results un the basis of the
categories of alcohol sedative use thus provided
some data whicly identify and characterize the indi-
viduals in each of the four groups. Especially signif-
icant was the finding that less than 10 percent of
NDACP subjectsreported BARB + ALCand BARB
use patterns sufficient to be included in these use
“abeguries. It was anticipated that this ty pe of drug

buse pould be more prevalent and representative,
even though a number of the centers collecting the
NDAGP data were uriented to the rehabilitation of
heroin) dependent persuns. Neverthtless, it was
ency)ﬁraging tnat a series of related personal and
social characteristics clustered with the four cage-
gories of aleobol sedative use such that consistent
pictures could be empirically constructed—not only
for their descriptive values but also far pussible use
in treatment as well. ' .

The second phase of the pruject compared the
NDACP sample with the sample of pulvdrug users
that .. re studied in San Diego. As will be seen, the
methods used to exanmine the two studies were
quite different. The NDACP study as reported

5.4
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here was primarily an inventory taken on a large
subject sample, while the San Diego study focused
upon a smaller subject sample, using a wide spec-
trum of assesgment techniques. Va

~ THE-SAN DIEGO POLYDRUG
STUDY \

13

Method%logy ‘

. During 1973-75. the National Institute on Drug
Abuse (NIDA) funded .and sponsored a national,
geographically diverse, collaborative research pro-

. gram focused upon multiple substance ahuse. One
of the 11 research centers established was located
in San Diego. This program was designed to collect
standardized, geaningful information on multiple
substance abusers and to offer the most advanced
treatment techniques to this patient population.
While- the program encouraged referrals for all
types of polydrug users, the program did have a
special interest in patients with a modal abuse
yattern characteri-zd-by hez’u‘y use of central nerv-
ous system depressant drugs. Those individuals
who were primary abusers of opiates and were
opiate dependent on admission were referred else-
where and were not included in the sample studied.
All admissions to the San Diego Polydrug Study
Unit (SDPSU) were by referral from other medical
and treatment agencies. Specifically, the largest
numbey of referrals (20 percent of the total) came
from the county-operated 24-hour drug hotline.
-Other significant referral sources were as follows:
. inpatient psychiatric wards (5 to 10 percent), emer-
~gency rooms (5 to 10 percent), the San Diego
Mental Health sys@!ﬁ(:') to 10 percent), community

* clinics (5 to 10 percent),private therapists (5 to 10
percent), the probation diversion program (5 to 10
percent). and other drug treatment programs to

10 percent). Efforts to generate self-referred cases ’

by public advertisement and media” appearances
. proved to be relatively unrewarding. '

During the 2Y2 years of SDPSU's operation, 170
patients.were accepted for evaluation and treat-
ment. Of these patients, 151 completed ‘at least 1
aspect of the evaluation battery. The SDPSU initial

. intake form contained questions requesting detailed
information on the patient's pattern of drug use
. élnxﬁng the 3-month period immediately preceding

ERIC

contact with the program. It is from this data base
that patients were categorized into groups based
upon their drug using patterns. A total of 122
patients provided sufficient information regarding
both their alcohol and sedative use to classify them
into the same four alcohol/sedative use categories
used in the NDACP analysis. This group is the core
subject sample which was used for the statistical
analyses and data which follow.

The group evenly represented both males and
females. Most subjects were in their twenties at the
time of adimission, with a handful being in their
teens or over 35 years. Eight out of 10 were Anglo,
with the-remainder about evenly divided between
Afro,* Hispanic, and other categories. This ratio
generally reflects that of the overall population of
the San Diego SMSA. Half of the sample had never
been married, while of those who had. only one in
erée reported marriages which were still intact.
About half the subjects were high school graduates.
five were college graduates, and three had never
attended high school. The Hollingshead Index of
Social Class for the subject’s childhood family was
obtained for two-thirds of the sample. The mean
value which resulted. 4.5. is midway between the
categories of skilled workers and sales/clerical per-

~sonnel. In summary, the study sample was com-
‘prised mostly of young. unmarried, working class
whites. representing both sexes, and having mod-
est educational backgrounds.

Results

In order to assess the relationship between the
use of alcohol and sedatives and the use of other
drugs, the population,was fifst divided into the four
categories BARB + ALC, BARB. ALC, and NEI-
THER based on the criteria described earlier in the
chapter. These criteria were applied to the 3-month
period just privr to admission.

- The results of this first level of analyses are
reported in table 6, which compares subjects in the
four alcohol'sedative use categories with respect to
their regul.r(multiple weekly) use of other drugs,
which is less stringent than the NDACP definition
of regular use. The percentages of amphetamine,
heroin, and marijuanause inthe BARB + ALC group
were significantly higher than in all other groups.

There were also sigmificant differences among the,

four groups regarding the regular use ‘of other

oniates, hallucinogens. coeaine, inhalants, and other
drugs. It was only in the use of tranquilizers that

. theBARB+ ALC group was comparabie tothe others.
. B £y
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TABLE 6.—Percentage of SDPSU subjects categorized on patterns of alcohol/sedativ: use reporting
multiple weekly use of substances other than alcohol or barbiturates during the 3 mtonths prio( to

7 BARB+ ALC BARB ALC NEITHER
Drug (n=44) (n=34) (n=25) (n=19) X2 (!

R Heroin 429 6.3 80 11.1 0.01
Other opiates 182 0.0 8.7 + 53 0.01

N Amphetamines 683 303 250 0.0 0.01
Marijuana 79.1 5569 .62.5 38.9 0.01
Hallucinogens ~ 25.0 12.5 12.5 59 0.01
Cocaine 14.3 5.8 4.2 10.6 . 0.01
Minor tranqulizers 35.0 353 360 353 n.s.?
Inhalants 13 9, 6.0 8.0 5.3 0.01
Nonprescription 0.0 88 12.0 0 0.01
Other 25.6 15.6 80 Xg 0.01

INS = Nonmgnificant

The BARB and.the ALC groups were relatively
mdlxtmgulbhable from each other, although there
were small d fferences with respect to ampheta-
d juana. The NEITHER group differed
\/:l(rmm the BARB and ALC groups with
respect to amphetamines, marijuana, hallucinogens,

and cocaine.
In table 7 the drug use frequencies are recorded.

Sixty-one percent of the BARB + ALC group indi-
cated they were using at least three drugs regu-

was considerably higher than any of the other three
groups.

Based upon the data, the BARB +ALC group
stands apart as representing the stereotype of the
multisubstance abuser. On the other hand, those
subjects who used alcohol or barbiturates, but not
buth, were less extreme in their drug abuse patterns,
they tended to use two or three drugs concurrently,
preferring marijuana and, to a lesser degree, minor
tranguilizers and amphetamines. Those using nei-
ther alcohol nor sedatives on a regular basis tended
to be primarily single substance abusers, involved

-
~

TaBLE 7.—Companson of total numberof drugs used regularly b )y SDPSU subjects charactérized on pattems ‘

of alcohol/sedative use

'Each chi square test was done with 4x2 tables, with regular uae'of substances being “yes” or "no "

with marijuana (38.9 percent) anﬁ minor tranquiliz-
ers (35.3 percent) and with some heroin use (11 1
percent). :

Psychological Data™

1t has been mentioned earlier that in addition to
gatherirg data un drug use history, a wide variety
of demougraphic, medical, psychiatric, and psycho-

larly in addition tc barbiturates and alcohol, which _-metric data were collected on the subjects at intake

and at followup. The instruments and measures
used are presented, along with a brief discussion of
the findings for the four groups. .
Intake form
Medical history and physical exammation
Psychiatric diagnostic interview
Halstead-Reitan Neuropsychological Battery
Psychiatric Evaluation Form (PEF)
Global Assessment Scale (GAS)
Electroencephalogram
Minnesota Multiphasjc Persunality Inventory
(MMPI) ‘ y

-

Additional drugs used BARB +ALC BARB - ALC N' ‘THER
(multiple weekly) (n=44) (n=234) (n=25 {(n=19)

0 (percent) 2 9 12 - 21 L
1 (percent) 16 50 32 . 58

2 (percent) 21 15 32 .
3 or more (percent} 61 27 24 10
\ 100 < 101" Y100 100
Mean ) 3.06 176 180 -

X

Percentages do no. actually totsl 100 because of rounding
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«  California Psychological Inventory (CPI)
. Zungs Self Rating Depressio:. Scale
Profile of Mood State (POMS)
Drug use history questionnaire
Wechsler Adult Intelligence Scale

‘Both the drug use history questionnaire and the
intake form contained numerous inquiries regard-
ing the drug and nondrug related aspects of the

found to relate to the four alechol-sedative use
patterns and some of these variables, associated
with social functioning and drug use patterns, are
summarized in table 8. . .

In addition to the biographical and clinical inven-
tories, the subjects were administered two psycho-
metric personality tests—the California Psycholog-
ical Inventory (CPI) and the Mihnesota Multiphasic
Personality Inventory (MMPI)—along with the Zungs
Self Rating Depression Scale and the Profile of

- sedative’Use, in percent .

MULTISUBSTANCE ABUSER

subjects’ life histories. A number of items were .

e

Mood States (POMS). In addition, the primary
therapist foy each patient e aluated the patient’s
clinical status and general leve ? of personal functioning
and coping using two standargized instruments: the
Global Assessment Scale (GAS) and the Psychiatric
Evaluation Form-(PEF). The_data from these in-
ventories were analyzed with the sample divided on
the basis of the alcohol/sedative use categories, and.
no differences were found on the following instru-
ments: the California Psychological Inventory, Min-
nesota Multiphasic Personality Inventory, Zungs
Self Rating Depression Scale, Profile of Mood States,
and the Global Assessment Scale. It was only in the
PEF that differences between the four groups were
ohtained: These are summarized in table 9. Com-
parison of means by a series of tests indicates that
the BARB+ ALC group members were rated by
their therapists as being significantly higher users
of narcotics than the members of other groups
which, in turn, were not significantly different from

TABLE 8.—Personal and social characteristics of the SDPSU subjects categorized on patterné of alcohol/

s BARB+ALC BARB ALC . NEITHER n
Charactenistics (n=44) (n=34) (n =25 (n=19 (n=122) p (X%
Percentage female 44.2 70.0 28.0 57.9 121 0.009
Laving with 1 or more family . ~
members \ 48.8 63.6 . 320 789 120 0.01
Resided in current location 9 ’
months or more +30.0 43.8 286 68 4 116 002
First source of barbiturates ’ '
friends . 76 5 26.1 64.7 333 85 0.02
Arrests for drug violations 875 455 706 50.0 85 70.02
Monthly 1illegal drug expenses . :
greater than $20 59 4 29.2 188 250 84 0016
Most drugs obtained from .
friends or family 667 421 368 23.1 81" 0.035
Imtial drug tnals predonu-
nantly due to curiosity or .
boredom 68 6 36.0 35.0 26.7 95 .01
Multiple fomantic .
. attachments 70.6 421 375 333 81 0.04

categories

Note ‘Chi-square tests were done witn 4> 2 tables, personal and social charscteristics varisble:

s were dichotomized by the suthors whare cutoff point was not inherent in the

»

»

TABLE 9.—Differences on assessment scales oriented toward psychopagthologies among subjects
categorized by patterns of alcohol/sedative use -

BARB + ALC BARB ALC NEITHER
Scale! (n=44) . (=34 (n=25) (n=19) F Ratio p<
Psychiatric evaluation form'
Narcotics/drugs 4.35 3.8 3.84 4.0 2.6£9 0.05
Alcohol abuse 2.64 1.91 2.96 2.18 3.657 0.02
. Suicide/self-mutilation 2.29 - 1.41 1.68 194 3.650 0.02
Antisocial attitudes/acts- 3.21 2.59 2.68 2.30 3.500 0.02
Depressipn 3.10 3.09 2.68 . 371 3.075 - 0.03

|
The PEF scal¢s are rated as follows 6 = extreme.
\

& = severe, 4 = moderate,3 = mild. 2 = mimmum, 1 = none
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each other. The therapist estimates of severity of

alcohol abyuse were consijtent with the alcohol/

tudes acts” scales on the PEF
directed and cther-dixected hostile and aggressive
behavior, Here the BARB+ ALC group had the
highest rated scores. Thus, there is evidence that
the BARB + ALC group was judged to be a higher
suicidal risk and also a higher risk for impulsivity
and acts of violence. This confirms a street “myth”

whi¢ch indicates that the substanee abuser who

regularly combines alcohol and barbiturate use is
behaviorally one of the mpst unpredictable of the
various ,types of drug users. Interestingly, the
group. judged by a clinical PEF {psychological eval-
uation form) to be the most depressed was the
group that did not regularly abuse alcohd] andor
barbiturates (i.e., the NEITHER group). TH may
be simply because this group of individuals was
genuinely more depresscd, or it may be that they
were less sophisticated in their selfzmedicating
attempts—not regularly using substances known to
temporanly alleviate depressed.moods. The clini-
cians’ ratings of overall impairment, basad on the
Global Assessment Scale’ scores, were strikingly
low. On this particular scale, the lower the score
the greater the individual's impairment is judged to
be. All group scores fell in the 20 to 30 range, w hjch
indicates that basically the patients were seen.as
being unable tu function with even a modicum of
effectiveness in most areas of their lives. They

. were also seen ‘v manifest seriougly flawed judg-

ment and were unable to communicate effectively
with others in their environment.

Thus, the entire pepulation studied by the SDPSU
was judged by. experienced clinicians to be mark-
etlly dysfunctional buth persunally and socially. It is
particularly interesting that the single most dys-
functional group was the ung combining heavy
alcoholand sedativeuse (i.e.;the BARB + ALC group).
These subjects appeared tu be more impaired in
their ability to function effectively on a day-to-day
basis and tu manage their lives in an acceptable
‘manner, Since this type of substance abuser proved
to be signifigantly more dysfunctional than the oth-
ers, it may be that the BARB + ALC group is the one
most at risk for psychkm ic dlsorder and most in
need of traditional forms of psychiatric interven-
tion. This, in part, ie supported by NDACP data

e

-—> v : ©

was interesting-that the heavy alcohol/sedative
abuser could be singled out from others as being
more impulsive, having poorly modulated affect
and mood, and—while not grossly psychotic—
manifesting major incapacities in daily living and
coping abilities.

Analysis of MMPI, CPIl, and POMS results

When the data from the MMPI, CPI, and POMS
were compared on the basis of the alcohol/sedative
use categories, no consistent differences emerged.
Howzver, the SDPSU subject sample taken as a
totality did present some interesting findings. In
figure 1 the composite MMPI profile for the entire
group is presented. As can be seen, all but two
scales—masculinity/femininity (Mf) and social intro-
version (Si}—fell between 12 to more than 3 standard
(!evi‘ations above the norm, while the MP and SI
scales were a full standard deviation *above the
norm. Thus, the mean MMPI profile for these
individuals was markedly elevated, indicating a
high deg <e of psychopathology as measured by
this inventory. A similar profile, with major peaks
on the psychopathic deviate (Pd), schlzophrema
(Sc), and depression (D), scales constitutes an eight,
four, two pattern which has been previously found
in young d linquents and incarcerated persons.
Specifically, .ndividuals with this MMPI configura-
tion are generally impulsive ‘and nonconformist,
and tend to reject traditional lifestyles. Further,
there is often a high incidence of character disorder
and borderline states in patient populations with
peaks on these particular scales on the MMPIL.

Unlike the MMPI, the California Psychological
Inventory (CPI) is not focused on issues of psycho-
patholog}, but is oriented to assessing the usual
coping skills and traits that are necessary for’
successful living in this society. The eomposite
mean profile for the SDPSU subject sample is,
graphically presented in figure 2. Unlike the MMPI,
in which high scores mean increased deviance,
fower scores on the CPI indicate less achievement
in th~se behaviors assessed.by each scale. Qp the
three scales which reflect one’s capacity for anton-
omy, independént thought and actions (.e., Ai, Cs,
and Py), subjects scored either at the mean or ons °

' atandard deviation below the imean. As was antici-

patul scores on those scven scales which reflect~
.the capacity for internal controls and general self-
adJustment (i.e., Wb, Re, So, Sc, To,,Gi, and Ac)

whichalsoindicatedthatthe BARB + ALCpatternof . were two standard deviations below the standard-

substance abuse and the highest cor: velation with

psychologlcal mstabxhty (See tables 3 and 4) It

~

ized mean. In additicn, the subjects indicated a
self-perceived reduction in cognitive efficiency by a

-
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¢ FIGURE 1.—Minnesota Multiphasic Rersonality Inventory (MMPY) for polydrug sample (n=1 22)
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gical Inventory (CPI) profile for polydrug sample (n=122)

FIGURE 2.—California P
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mean rating on the intellectual efficiency scale (Ie)
of two standards deviations beneath the average lev-
el. Again, the CPI profile is consonant with those
found in unselected subject samples of male and fe-
male delinquents (Dinitz et al. 1958; Rudoff 1959.)

It can be hypothesized that the inability of these
personality inventories to differentiate between the
four alcohol/sedative use groups is due to the fact
that the general scores are so deviant for the entire
sample that it is not possible for one group to stand
out as being significantly more deviant than the
others. Further, there .s the possibility that, in
contrasting the SDPSU data with the results of
personality inventories from other studies, research
may present a general pattern of social deviancy in
which severe drug abuse is but one deviant behav-
jor occurring within a cluster of other deviant
characteristics.

In summary, the results from these two personal-
ity inventories, each oriented to different aspects of
normal and abnoxmal personality function, suggest
that the SDPSUT;mple resembled certain groups
of delinquent populations not characterized by tend-
encies toward drug abuse. .

Data for the Profile of Mood States (POMS) for
the entire subject sample are presented in figure 3;
it is quite apparent that there is nothing remark-
able in these results. All scales except vigor fell just
below the norm and were virtually indistinguish-
able from those data which would be obtained frcm a
group of normal subjects. These results are some-
what inconsistent with data from the other invento-
ries, but this mood scale is not oriented to patholog-
jcal extremes in mood or affect and therefore it is
not surprising that abnormalities of this type might
not be identified. ’

FIGURE 3.—Profile of Mood States (POMS) for polydrug sample (n=122)
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Analysis of EEG, Halstead-Reitan, and
WAIS test results

Another aspect of the intake battery included
both a conventional EEG, scored using the Mayo
system, and the complete Halstead-Reitan Neu-
rophysiological Battery. These assessment proce-
dures were administered to 97 of the 122 SDPSU
subjects. It has been reported in previous publica-
tions (Judd and Grant 1975; Grant and Judd 1976;
Judd et al. 1978a) that approximately half of the
SDPSU subject sample were found to have abnor-
malities on either the EEG or the Halstead-Reitan
or both. There were no differences found when the
subject sample was divided into the four alcohol/
sedative use categories and contrasted. That is,
none of the use categories stood apart as being
more impaired or abnormal on these tests than any
other group.

In contrast to the above, differences were recorded
on several aspects of the Wechsler Adult Intelli-
gence Scales (WAIS) and on two subtests of the
Aphasia Screening Battery. The WAIS is com-
prised of six verbal and five performance subtests,
which are scored fur verbal performance and over-

all IQ. As can be seen in table 10, the group which -

did not heavily abuse alcohol or barbiturates (i.e.,
NEITHER) showed significantly less impairment
than the other three groups. A Sheffe test of means
determined the BARB + ALC and BARB groups to
be scoring significantly lower than the other two
groups on the verbal and full scale IQ. These
results are paralleled by two aphasia screening
subtests: spelling dyspraxia (poor spelling capacity)
and dyscalculia (pvor mathematieal ability). It is
very interesting that the lower intellectual functioning

as measured by these procedures appears to be
related to heavy barbiturate abuse, since barbitu-
rates are the one class of drugs consistent in each of
these two groups of alcohol/sedative users (BARB +
ALC and BARB). This is not surprising, since
these compounds when used chronically to exert a
consistent CNS depressant effect upon those higher
cortical functions tapped by these assessment pro-
cedures. Further, the fact that the Impairment In-
dex and Clinical Rating on the Halstead-Reitan did
not differentiate between the groups would indicate
a more diffuse, generalized, and subtle cognitive
impairment, which is comipletely consistent with
the chronic barbiturate effect.

Summary

In summary, the subject sainple studied at the
SDPSU as a group proved to be socially and
personally dysfunctional, manifested a significant
amount of psychopathology, and evidenced a nota-
ble degree of cognitive impairment as well. When
the SDPSU sample was contrasted on the basis of
the four categuries of alcohol sedative use (BARB +
ALC, BARB, ALC, and NEITHER) a number of
significant differences emerged. The differences
were cohesive enough to point to a series of charac-
teristics which were specific to each of the four
groups of subjects.

It is the BAR3 + ALC group )\,hlch appears to
differ most clearly from the rest! Subjects in this
category had a pattern of cbuse which included the
use of more different types of drugs and in larger
amounts than any other group. Of these additional
substances consumed by BARB + ALC subjects,

{

TABLE 10.—Comparison of performances on the Wechsler Adult Intelligence Scale and Halstead
Reitan Battery by SDPSU subjects categorizeu on pattemns of alcohol/sgdative use

BARB+ ALC BARB ALC NEITHER
Test (n=44) (n=34) (n=25) tn=19) x* p

WAIS verbal 1.Q.

{mean) 104.6 997 1112 111.9 5600 0.001
WAIS performance '

(mean) 99 7 98.7 102.7 109 1t 2.863 0040
WALIS full scale 1 Q

(mean) 101.4 . 99.2 108.2 1116 5.273 0.002
Spelling dyspraxia ’

{percent impaired’ ‘400 40.0 20.0 0 7629 0.050
Dyscalcuha

(percent impaired) 471 35.3 118 59 10,790 0010

Note: x° was computed by 42 tables with dichotomues determined for !Ee WAIS scorex

9i
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CONCLUSIONS

minor tranquilizers, heroin, and amphetamines were
the most popular. These subjects were much more
heavily affiliated with their drug-using peers, had
higher levels of drug expenditures, and more fre-
quent drug arvests, Their therapists rated them as
the most drug involved, the most self-destructive,
and distinctly antisocial. In short, they appear to be
heavily identified with and committed to the drug-
abusing lifestyle. It is of particular interest that
there is some evidence indicating that subjects in
the BARB + ALC group may be psychiatrically the
disturbed, have the highest level of cerebral
dysfunktion, and manifest the greatest disparity
betweer their current lov. levels of function and
previouy premorbid levels of adjustment and achieve-
ment. .

While the other groups present prot'ﬁ s which
arelessdistinct than that ofthe BARB + ALC group,
they still reveal discernible patterns. The\BARB
group was primarily female, the least likely tg have
initiated barbiturate use with peers, and the least
likely tohay e been arrested on drug-related charges.
Inaddition tousing barbiturates, these subjects used
marijuana, minor tranquilizers, and amphetamines
most frequently. The BARB subjects showed signs
of depressed cognitive function as measured on
parts of the WAIS and of psychopathology as well,
but these traits were less marked than they were in
the BARB + ALC gioup.

The ALC group was comprised mainly of tran-
sient males, with fewer family-or school ties, and
with frequent contact with the poiice. Unlike
BARB +ALC, the ALC subjects show ed few indica-
tions of cognitive deficit and appeared to be rela-
tively more stable psychologically. Overall, these
people used fewer drugs than the BARB+ ALC or
BARB groups and indulged most frequently in
marijuana and minor tranquilizer use in addition to
alcohol.

Comparatively speaking, the NEITHER group
appeared to be the most-stable in terms of resi-
dence and family ties. They used fewer drugs than
any other group, often abusing only a single substance
or ciass of substance. Approximately one-third of
this group regularly abused only minor tranquiliz-
ers, and 20 percent of the group were regular users
of marijuana alone. Their therapists considered
them the least deviant and antisocial and the most
depressed. The subjects themselves reported the
lowest frequency of romantic attachments. Whereas
the BARB + ALC group appeared to be the most
obviously deviant and troublesome to society, the
NEITHER group was more quietly detached and
passive by nature.

ERIC

IToxt Provided by ERI

It is both interesting and informative to consider

‘the NDACP national study and the SDPSU study

apart from one another, but much would bé lost if
both data sets were not perused for commonalities.
In this section of the chapter, then, the data from
these two projects will be discussed, sifted, and
reassembled to compare and contrast the salient
characteristics of these polydrug users.

Before similarities can be commented upon, the
more obvious differences in the samples and meth-
ods of the two studies must be mentioned, since
these affect the interpretation when the data are
combined. One of the first differences between stud-
ies is the pattern of referrals. A significantly large
portion of NDACP admissions were referred by
court action (22 percent), by family and friends (18
percent), or were self-referred (13 percent); in
contrast, these categories together totaled only 15
percent in the SDPSU. Significant NDACP num-
bers (ranging from 5 to 10 percent for each referral -
source) also came from other drug programs, from
hospitals, and from aicohol programs; very few (1
percent) came from hotlines or crisis centers, al-
though this source provided 25 percent of SDPSU’s
total referrals. SDPSU tended to depend upon a
mere specialized referral policy based on a full
range of contacts with all types of treatment agen-
cies in the community, while NDACP took pa-
tients from ongoing drug rehabilitation programs.

There are a number of significant demographic
differences between the NDACP sample and the
SDPSU sample. The NDACP sample was largely
male (80 percent), was on the average 4 years older
(30 years), and was much more diverse in ethnic
background. There were also smaller differences
between the samples in marital status (with more
broken marriages in NDACP), education (with
NDACP showing less time spent in school), “and
socioeconomic origins (with NDACP subjects tending
to come from lower income communities).

Some of the observed differences can be as:ribed
largely to the Standard Metropolitan Statistical
Area (SMSA) and regional demographic varia-
tions—e.g., the ethnic distribution of San Diego
versus that of the urban Northeast, where a large
number of NDACP clients were located. It does ap-
pear that the following factors may account for the
differences between the subject samples of the two
studies: differences in referral sources; different ad-
mission protocols; different research strategies and

32
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goals, and finally, SDPSU)’s special interest in the
nonopiate CNS depressant abuser.

The important differences come into sharper

focus when the alcohol/sedative use patterns of the
two samples are compared. There is an order-of-
magnitude difference between the percentages of
subjectsregularly using barbiturates(BARB + ALC
and BARB) in the two samples. Sixty-four percent
of the SDPSU group were regular barbiturate
users versus approximately 6 percent in the NDPACR
study. The broad, carefully cultivated referral
network at SDPSU was perhaps more efficient in
identifying and passing on higher numbers of
barbiturate abusers, and this specialization artifi-
cially nflated the numbers of this type of abuser;,
the NDACP figure may therefore more ralisti-
cally reflect the proportionate numbers of individ-
uals entering treatment with this particular abuse
pattern. It is interesting to note that the select
group referred to SDPSU has virtually the same
proportion of regular alcoho! users (ALC and
BARB + ALC) as the NDACP group; that is, about
55 percent could easily be categorized as-signifi-
cant and regular alcohol users in spite of the fact
that alcoholics per se were often referred out of the
SDPSU.
" In the NDACP sample the BARB group exceeded
all others in the use of heroin and of other opiates,
while in the, SDPSU sample (see table 6) the
BARB+ ALC group was the highest user of heroin
(BARB + ALC, 42.9 percent versus 10 percent for all
other groups). -

The cuntrast is highlighted by the figures for
mean number of additional drugs used (see tables
5 and 6). If alcohol and barbiturates, which define
the drug types themselves, are not counted, the
means for the nuruber of additional drugs used are
about 2:2:1.1 for NDACP and 3:2:2:0 for SDPSU.
Thus, in the NDACP sample, the regular use of
barbiturates correlates with a diversity of other
drug use as well, but regular alcohol use does not.
In the SDPSU sample, both alcohol and barbitu-
rate use correspond tn wider vse of other drugs, but
it is the “alcohol plus barbiturate user” who dem-
onstrates the greatest diversity. The definitional
difference of “regular’ usage in both samples must
also be reiterated. In the NDACP sample, regular
use was defined as daily use for 1 month. In the
SDPSU sample, regular use was defined as mul-
tiple weekly use. Drug diversity appears to be the
most important and salient difference between the
two studies and their subsamples. Since findings
from the two studies are generally in agreement

with each other, user group characteristics common to
both can be used to form meaningful modal pro-
files. Table 11 presents various profiles of NDACP
and SDPSU clients based on patterns of alcohol/
sedative use.

In summary, if the results from both the NDACP
and SDPSU studies are considered for overall
impressions, several points emerge. First. it is
obvious that persons classified as preferring t> use
barbiturates, either alone or in conjunction with
alcohol, constitute only about 10 percent of_the
national multisubstance-using population (as
represented by NDACP). However, their limited
numbers do not prohibit the creation of cohesive
and consistent profiles for four categories of
alcohol’sedative use. If the four groups are placed
on a continuum of severity of disturbance, the
alcohol'barbiturate group can be seen as the most
extreme, followed by the groups preferring barbi-
turates alone, alcohol alone, and neither (see
table 11). A

In terms of future therapeutic procedures, how-
ever, it appears that these groups might best be
viewed according to the degree of psychopathology,.
cognitive dysfunction, and social maladaption.
Generally, subjects in BARB + ALCand BARBpre- .
sent a different picture from those in ALC and
NEITHER. While the two former groups displayed
a potentially volatile combination of pronounced
psychopathology, reduced cognitive abilities and
deep involvement in the. drug/alcohol abuse sub-
cul -e, the two latter groups were far less in-
vo ed with substance-abusing peers, showed no’
signs of cognitive deficit on tests employed, and*
were judged as less abnormal psychologically.

Thérapeutic intervention of some kind is un-
doubfedly warranted for polydrug abusers in all
four 'categories, and may be particularly critical
for the BARB + ALC subjects because of their pro-
nourjced psychopathology. However, because the
BARB + ALC and BARB groups Jid demonstrate
cognitive impairment, they may not be suited for
certain psychotherapv techniques such as trans-
act:z(]mal analysis, complex behavioral contracting,
verbal encounter groups, or psychodynamic ther-
ap}r which require sophisticated verbal and prob-
lerh solving skills. Patients experiencing difficul-
ties comprehending or responding to the complex
verbal and abstracting demands of these psycho-
therapeutic approaches may become confused or
suffer increased anxiety ur depression. Imposing
any stress upon persons already laboring under a
variety of psychological and/or physiological pres-

9
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TABLE 11.—Frofile of subjects from pooled NDACP and SDPSU studies categorized on patter‘né of
alcoholisadative use

Categories of subjects
based on alcohol/
barbiturate abuge

Social/drug
behavior

Intellectual
performance

Psychologigal
profile

Demographic
information

Criminrl
profile

BARB +ALC Close ties to Cognitive impair- Highest clinical Relatively more  Frequent arrests
(Regular abuse of both family ment on WAIS rating of psycho- education than and incarcera-
barbiturates and Close ties todrug-  subtests and pathology, especially other groups tion on drug-
alcohol® using peers Aphasia cf aggression and Relatively better related charges
Moderate fre- Screening hostility paid than

quency oi Battery High suicide attempt other groups

romantic at- rate Origins tend to be

tachments and High overdose rate from middle to

mat riage High frequency of lower middle
i Very high multi- treatment for class neighbor-

ple-substance emotional illness hoods

abuse rate -

. 4

BARB Close ties to Cognitiveimpair- Moderately high Relatively more  High arrests and

(Regular abuse of

family
Close ties to drug-
using peers
Low frequency of
romantic at-
tachments and

narriage
'

ment on WAIS
subtests and
Aphasia
Screening
Battery

psychological
dysfunction

High suicide attempt
rate

High overdose
rate

High frequency of
treatment for
emotional 1llness

education than
other groups

Relatively better
paid than other
groups

Origins tend to
be from middle’
to lower middle
class neighbor-
hoods

Highest percen-
tage of women
in any group .

incarcerationon -
drug-related
charges

barbiturates but not
of alcohol) .
ALC |

(Regular abuse of
alcohol but ot of
barbiturate)

We.ik ties to
family

Weak tiestodrug-

using peers
Moderate fre-
quency of
romantic at-
tachmeats and
marnage, but
tend to hve
alone
Moderate multi-
ple.substance
abuse rate

Normal func-
tioning on
tests

“administered

Moderate psycholog-
ical dysfunction
Low suicide attempt

rate
Low overdose rate
Low frequency of
treatment for
emotional tllness

Relatively less
education than
other groups

Relatively less
well paid than
other groups

Origins tend to be
from lower mid-
dle to lower
class neighbor-
hoods

Modest arrests
and incarcera-
‘tion on drug-
related charges

NEITHER

(Regular abuse of
neither barbiturates nor
alcohol)

Close ties to
family

Weak ties to
drug-using
peers

Low frequency of
romantic at-
tachments and
marriage

Low multiple.
substance
abuse rate

Normal func-
tioning on
tests
administered

Moderate psycholog-
ical dysfunction
Low suicide attempt

rate
Low overdose rate
Low frequency of
treatment for
emotional 1llness

Relatively less
education than
other groups

Relatively less
well paid than
other groups

Orig:ns tend to
be from lower
middle to lower
class neighbor-
hoods

Low arrest and
incarceration
on drug-related
charges .

Q
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'Regular substance Be defimtion differed 1n the NDACP and SDPSU samples and has been noted earlier
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sures could precipitate further maladaptive coping
behavior and would probably exacerbate existing
cognitive disorganization.

It is suggested, therefure, that multisubstance
abusing patients who demonstrate cogni. ve defi-
ats should be considered for placement in treat-
ment programs which rely on highly structured
therapy emphasizing limited goals in precise,
straightforwand language. Treatment sessions, which
should be held frequently " would be most effective
if presented in a brief, supportive, and explanatory
manner rather than using a prolonged, confron-
tational and abstract approach. Patients could
thereby avoid the possible negative repercussions

-which would be intrgduced through the imposition
of unrealistic response requirements,

Suhjects in the ALC and NEITHER groups
present quite a different picture. They were judged
by clinical raters to be less unstable psychologically
than the people who abused barbiturates (with or
without alcohol). In addition, they showed no
signs of cognitiv e deficiency either on the WAIS or
un the Aphasia Screening Battery, and their ties to
the drug alevhul abusing subculture appeared to
be limited (in cuntrast tv the strong involvement of
the BARB + ALC and BARB subjects). Their sucial
lives vutside of this milieu are, however, unusually
isolated.”

The ALC gruup. despite 4 muderately high rate
of marriage. had the lowest frequency of liying
with relatives—suggesting that marital relation-
ships which had been eontracted were not very
suceessful. Interestingly enough, ALC group mem-
bers reported only infrequent multiple romantic
attachments. In all, these peuple prefer to live
alone, a\voiding long-term romantic or emotional
commitments, The NEITHER subjeets are sume-
what different . that they have a high frequency of
living at hume or with relatives. However. they
report the 'owest 1ate of marriage and a low
freq .: of multiple romantic attachments. Thus,
while these subjects do seem to need some social
suppurt or interacion, they limit contact almost
exclusiveiy to members of their family group.

The ubvious social isolation of both ALC and
NEITHER subjects from their drug culture peers
and from members of the opposite sex suggests
substantive impairment in their ability to develop
and.or continue intimate interpersonal relation-
ships. This behavioral aspect suggests that, in
terms of treatment, these subjects might be quite
amenable to sucial rehabilitation techniques in
addition tu uther psy chut herapeutic measures that
are dictated by their clinical condition. This group
of polydrug users thus may derive the greatest
benefits from group therapy techniques—specifically
those that focus on the development of interper-
sonal social skills.

As a final note the authurs recommend that,
since persons in all four categories of multisubstance
abusers might require special treatment, certain
procedures at patient intake might help clinicians
identify individuals for whom such treatment is
warranted. While lengthy indepth testing is not
feasible when the patient first appears, it is advis-
able to provide for a thorough physical examina-
tion, with, emphasis on detecting signs of addiction
and'or withdrawal; a full neurological examina-
tion, with emphasis on the cognitive aspects of
mental status; Jmd the completion of a thorough
substance abuse history by the subject mphasizing
both recent and lifetime consumption patterns.
Subjects displaying gross signs of cognitive im-
pairment, drug or alechol dependence, jand’or
heavy multiple substance abuse would then be
selected for further testing and pussible placement
in special treatment programs in addition to or in
liew of the uasual therapy techniques. Such an
approach is the most efficient way to rapilly
identify and treat the types of abusers deseribed in
this chapter and is particularly apt when treat-
ment resvurces are limited. Such resources would
be more appropriately applied to the drug-using
subgroups demonstrating cognitive impairment,
heavy substance abuse, and pronvunced psychiat-
ric instability—since it i~ these people who pose the
most immediate danger to themselves and to soci
ety in general.

L
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Chapter 5
Crime and Alternative °atterns of Substance Abu’se

James A. Inciardi, Ph.D.
Division of Criminal Justice
University of Delaware

-
INTRODUCTION

.. No single law enforcement problem has occupied more
time, effort and money in the past four years thamthat of
drug abuse and drug addiction. We have regarded drugs
as "Public enemy number one,” destroying the most

. precious resource we have—our young people—and breed-
ing lawlessness, violence and death, /

Richard N{xon
The White House
March 14, 1973

When President Richard Nixon offered these
comments a half decade ago, he was clearly reflecting

the national frustrations concerning the social casu-

alty of drug abuse. But in addition, in choosing to
identify the drug problem as the Nation’ “public
enemy number one” and as a phenomenon breeding
“lawlessnes®, violence and death,” he was also
solidifying the notion of a.strong relationship’ be-
tween crime and drug abuse. To the residents of
the Nation’s inner cities and congested suburbs who
were already the victims of crime or who lived
constantly in the fear of such activity, Nixon was
suggesting that “crime in the streets” and drug
abuse were primarily one and the same issue; he
was echomg the posture of the National Alliance on
Safer Cities which had already designated drug
_abuse as the No. 1 cause of street crime; and he was
seemingly offering the idea that if the drug problem
were controlled, crime in the streets would neces-
sarily and significantly diminish. Then too, the

.

. President was furthering the tradition of the “crim-
“inal model of drug abuse,” a conception of the drug.

problem that has now endured for almost a century,
and one which has maintained that drug abuse and
crime are unconditionally related, that drug abuse
rests at the foundation of the largest segment of
urban crime, and that the drug abuser is logically
and necessarily a criminal.

Clearly, crime and drugs are in many ways
related, but the relationship between the two phe-
nomena has never been fully understood, despite
the many pronouncements to the contrary Is crim-
inal behavior, first of all, antecedent to drug abuse
and addiction, or does a career in crime emerge
subsequent to the onset of drug taking? Stated
differently, is crime the result of or response to a
special set of circumstances brought about by the
use of drugs; alternatively, is drug abuse simply a
forin of the antisocial behavior already manifested

by criminal segments of the population? Questions ’
such as these assume an absolute link between drug

abuse and crime and have instigated an even longer
list of inquiries; For example, does the onset of
drug abuse bring about a change in the intensity of
criminal behavior? Degs criminal involvement in-
crease or decrease subsequent toaddiction or abuse?
What kinds of crimes do drug takers engage in—are
they, aggressive or profit oriented? More importantly,
are drugs and’crime related at all, and if so, how?
Perhaps crime is a result of drug use, but only’

* within certain populations. And too, both drug use

and crime may indeed have a relationship, but only
5]
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indirectly; pelhap's there is an interrelated third’

factor or set of factors.

Within the context of these i mqumea and issues,
this chapter intends to further examine the phe-
nomenon of the interrelationship of crime and
drugs—and te do so within historical development
of attitudes concerning. this interrelationship. Fol-
lowing this section, a presentation of theoretizal
(research), perspectives will attempt to justify and
" introduce the empirical studies which fora the core

of this paper. More specifically, a range of data sets

are presented which argue that whil: crime and
drugs are indeed related, the specific nature of the
relationship can only be determined relative to
alternative populations of substance abusers. That
is, the nature and extent of criminal in olvement
may necessarily vary from one type of drug-using
group to another, and as such, any stud) of these

— z-——--~phenoména-must-account.for_such_ variance.

L]

laborers. (Soule et al. 1855; Asbury 1933 Bean
1968; Gong 1930; and Bode 1896. Comments on
19th-century addiction are also in Buel 1891; Crapsey
1872; Lening 1873; and Byrnes 1886.),,

The Harrison Act of 1914, by removing narcotics
from the legal marketplace, ihstitutionalized the

__criminal labeling of every narcotics user in the

Nation. Going beyond the definition of narcotie
possession and use as a reflection of cm\mmahty, the
law encouraged the interpretation that users of
heroin, opium, and morphine were “forcel’into a
life of crime" (King "1972; Musto 1972). It was

suggested that, since narcotics thus became available -

only through nonlegal sources, the drug black market
could demand a price structure which was beyond
the normal purchasing power of most users; as a
result, addicts were forced into a life of crime to
secure the funds necessary to support their drug
__takKing.

In an attempt to demonstrate the general differ-
ences among drug-using groups, two cohorts of
drug abusers—an emergency room sample (from
two emergency rooms) and a treatment sample
(from 10 treatment sites) —are examined. Within
these samples, subgroups are isolated in terms of
the primary drug of abuse to further examine the
premise that therz is no single monolithic kind of
“drug abuser,” and that their general levels of
criminal involvement can vary. Secondly, and more
1mp0rtaxkly, field study samples of professional
plckpuuketa, motorcycle gang members, black her-
oin addicts, and white polydrug users are targeted
in depth to demonstrate the specific nature and
extent of their drugs/crime involvement.

LAW ENFORCEMENT VERSUS |
SOCIOLOGICAL PERSPECTIVES

’

Use of narcotic drugs was apparent'in this coun-
try before the Revolution; by the 19th century,

opium and its derivatives were readily available as .
general remedies over the counter and through the
mails (Carson 1961; DiCyan and Hessman 1972;

Consumer Reports 1971). Howé\er law enforce-
ment agencies and the general public expressed
increasing concern over the growing evidence of
addiction by mid-century (Wood 1856; Terry and
Pellens 1928; Inciardi 1974) and the flourishing of
opium dens, imported by Chinese immigrant

This latter View, However, was seemmgly dis- -

regarded by the la\\ enforcement sector, whichi
preferred the notion that the drug user was not a
victim of " legistative circumstance, but rather a
hardened criminal who should be the object of

vigorous police surveillance. The Federal Bureau of ~

Narcotics, for example, maintained*that the major-
ity of narcotics users they encountered were indeed
ﬁrml) éntrenched members of the underworld, and
addiction was simply an added component of their
criminal careers. Indeed, an early (1839) report, of
the Buredu highlighted the overwhelming majority
uof narcotics users as having criminal histories whlch
well preceded their careers in addictiomn; Slmllarly,
of more than 200 “criminal addicts” studied bv the
U.S. Public Health Service, all were noted to
have committed a crime before their use of narcotics
had begun. '

By the 1950s, Harrv J. Anslinger, then Director
of the Fedexal Bureau of Narcotits, had become the

major spokesperson for law enforcement’s interest,

in the subject (Anslinger 1951):

* The problem of nargotic drugs should be of vital interest.
to all law-enforcement officeg..That crime and narcotics
are interwoven 1s illustrated by the fact that violatorgof
the narcotic laws head the list of &ll crimnals it the
United States having prevnous fingerprint records This
hist includes persons convicted of offenses ranging from
vagrancy to robbery, forgery, counterfeit'ng, burglary,
and other crimes. Of the narcbtic law violators arrested
during a recent year. 63.percent had previous records and
arrests, whereas in the general arrests 42 percent of the
persons arrested had previous fingerprint records

-,

Data which have since been offered by diverse
empirical studies and indepehdent research efforts

"y ve . . /S
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have tended to éupport the position of law enforce-
ment. A U.S. Department of Health, Education,
and Welfare report (1963) stated that most atldicts

nal; 72 percent %o heroin users identified by
the FBI had arrestS¥for some other criminal act
pnor to their first narcotic arrest (President’s Com-
- -mission-1967); in New York State,72-percent of 150
male addict-parolee studies were found to be crimi-
nal prior to their onset of drug use (Stanton 1969);
and an analysi¢ of the lifé histories of 169 Mexican
Americans treated at the Clinical Research Centers
of the National Institnte of Mental Health at
Lexington, Kentucky, and Fort Worth, Texas,
found that 62 percent of the cases had criminal
involvement prior to their addiction. (Chambers et
al. 1970). A recent study in support of this position
involved interviews with 50 black addicts in the
District of Columbia (Plair and Jackson<1973). Al-

narcotic use and dyime, the authors were unspecific
as to the actual crime-drugs sequence; they.did
state, however, that the “criminal activity appeared
to be a part of the lifestyle of the addicts at the
onset of addiction.”

In a contrasting perspective, resear chers and
clinicians have oifered data suggesting that in the
majority-of cases, criminal involvement occurs sub-
sequent to the onset of addiction and that cmmmal
behavior represents the avenue of supporting one’s
addiction to drugs. During the 1930s, Dai (1937)
found that as many as 81 percent of 1,047 Ghicago

- arrestees became criminal subsequent to addiction,
and in the following decade, Pescor’s study of 1,036
patients at Lexington found that 75 percent of the
cases were addicts first (Pescor 1943). Further-
more, Pescor’s findings demonstrated that records
of delinquency dey eloped subsequent to addiction
in 86 percent of the cases. In addition, the sequence
of addiction prior to crime was found to be charac-
teristic of: 100 percent ¢: the 137 inese addicts
studied by Ball-and Lau (1966); 70 percent of the
Lexington patients studied by DeF leur etal. (1969);
73 percent of the 94 addict-probatigners treaged at
the Washjngton Heights P :habilitation Center in
New Vorll City (Brill and Lieberman 1970); and 63
percent of 266 Kentucky residents who were treated
for narcotic addiction at the Clinical Research Cen-
ter (0’'Domell 1966). '

The empirical data offered by the alternative
positions on the addiction-crire/crime- -addiction
progressnon have extended only minimal understand-
ing of the initial i inquiries, and numerous interpretive
analyses of these same data from secondary pos-
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tures have only servcd to further confound the

primary issues. The bases for the empirical and -

interpretive diversity are numerous, and some

al

committing serious offenses were previously crimi- /uzmmentary is offered in the next section in an

pt to mitigate such conflict. -

RESEARCH PERSPECTIVES—
THE CRIMINAL MODEL OF -

S S e e me - o8

‘DRUG ABUSE  * S

An exhaustive examination of the researeh focus-
ing on the possible relationships between drug use

and crime will not be undertaken here. The reader”

is referred to other authors who have addressed

—-though-the—inquiry--was-specifically- directed—to— --this- issue (Winick 1967; Kavaler 1968; Chambers

1974; Greenberg and Adler 1974; Alistivand Lettieri
1976). However; it must be noted that the drug
abuse literature relating to this issue is replete with
judgments, impressions, and hypotheses which are
often stated as conclusions and which have resulted

in numerous cor:tradictions in the state of the art. |

Furthermore, much of the data have been of a
biased nature and have often been misrepresented
or otherwise misinterpreted. o -

For example one drug issue prone to mlsm~
terpretation is that of the types ‘of crime perpe-
trated by addicts. Kolb (1962) has indicated that;
shortly after the Harrison Act was passed, there
was a widespread belief that 25 percent of all
crimes were committed by addlcts and such offenses
were due to the alleged “maddening” effect of
narcotics. This latter noglon that addicts were
prone toward violent crime, represented an initial
stimulus for the ensuing discussions and debates
relative to the relationship between narcotic addic-
tion and crime.

Writers of popular articles and ‘other forms of

“mass media literature during the first few decades

of this century coritinued to attribute much violent
crime to the addict. Kolb’s 1925 analysis concluded

that all preparations uf opium capable of producing ’
addiction tended to inhibit aggressive impulses,

and furthermore, the soothing narcotic properties

. of the opiates had the effect of making psychopaths °.

less likely to commit crimes of violence (Kolb 1925),

\ Yet in spite of Kolb’s attempt to alter certain’

attitudes regarding addict-related crime, the publi-
cation of Lindegmith’s portrait of “dope fiend”
mythology decuniented that individuals addicted to

-~ e
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narcotic drugs were still regarded as the most
dangerous of crimipals and were linked to a high
incidence of murder and rape (Lindesmith 1940).
More recently, however, much of the substance of
these beliefs and myths has.been disappearing, at
least in the professional literature. The Council on
Mental Health of the A merican Medical Association
(1957), for example, has clearly stated that the idea
that opiates per se directly incite otherwise normal
persons to violent assaultive criminal acts, includ-
ing sexual crimes, is not tenable, and the report of .
-Commission of Law .Enforcement
and Administration of Justice (1967) has expressed
a similar view. ]
Inexamining analyses of addict-crime, only min-
imal data are available relative to types of offense
behavior on 2 longitudinal basis, and a number of
others restricted themselves to ‘observations of
specific types of addicts? Yet others were geo-

~graphically limited, as in the 1951 repoﬁ"Bw the ™
~ Chicago Police Department which compared ar-

rests by the City Narcotic Bureau (50 percerit were
for larceny-theft, 3 percent for aggravated assault)

*with arrests by the Pohce Department (31 percent

and 31 percent for the same categories). In\ spite'of -
these deficiencies in design and analysis, the

‘overwhelmlng conclusions of the aggregate of stud-

ies” are similar: that addicts are less involved in

" crimes against the person than property, and while

a large portion of the reported arrests are for
narcouies law . violations, the most.common nondrug* .
related offenses are of a mercenary, strictly profit-
oriented nature. A recent analysis of addict-criminals
(Inciardi and Chambers 1972), however, suggested
that.most also engage in violent personal offenSes.
Given these conflicting data, a large-scale empirical
survey is warranted to estabhsh the basic parame-
ters of the structure and process of addlct criminali-
t'y 1 ) .

During the, last three decades, dozens of research
endeavors have examined the backgroun(ls of drug

users to determxne the nature and extent of their

L

criminal involvement and its relationship to their
drug taklng The procedur s have generally in-
cluded an- examination of criminal histories before
and after the onset of drug use) When the data
indicated in a given study that'the majority of
subjects had no cri.ainal record prior to the onset of
addiction, it was gencrally concluded that addicts
had been forced into predatory drug seeking behav-
ior (Gould 1974; Schar 1962). By contrast, when the
data emerged in a reversc direction, the interpreta-
tion was that most addicts were already members
of criminally involved subcultures at the tlme‘ of
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their drug onset, and that addiction was therefore a
characteristic of crime-prone populations (State of
New York 1972). Yet other conclusions have been
that when levels of arrest deerease subsequent to
drug users’ admissions to treatment programs,
rehabilitation tends to reduce their criminality (Re-
search Triangle Institute 1976). In aummam{ev-

eraTgeneral comments might be presented regard-
ing these studies and the chronological onsét of
drug-seeking behavior and criminality._

1. Almost invariably, the conclusions are based

" on biased samples.- The populations studied
are drawn either from’treatment settings or
/“cohorts of arrested addicts. \As such, there isa
bias in the direction of the more dysfunctignal
users or those who are indeed, criminally in-
-volved, to the exclusion of all other cases
which have not come to the attention of official

----agencies; - -

2. The criminal career data of the cases stndled

. are generally drawn from arrest records; the

. unreliability and incompleteness of official erimi-

nal 'statistits have been well documented
(Inciardi.and Chambers 1972) Ve

3. Finally, the vast majority of studles typlcally

relate to ¢ narcatlc addiéts” or “drug users” as

a hon\ogeneous population, disregarding the

+ component su populatlons with potentially dlf-

ferent mvolvement with crime.

While there are some studies which represent

_.exceptions to these general comments, these limi-

tations are true of the overwhelming ma_]omty
Given this sxtuatnon it is apparent that there is
clearly’ confhctlng “evidence” on\'the most basic
issues. A report issued by the Research Triangle
Inst*tute (1976) discusse: the current state of em-
pirical data un drug use apd crime, as presented by
the Natjorial Institute on Drug Abuse’s Panel on
Drug Usé and Criminal Behavior:~

One of the Panel’s imtial problems was to determme
whether convincing empirical data on drug use and crime
were lmava;lable or available but inappropriately used. it
was conciuded that data are generally unavailable—the
principal reason being the lack 07" a ylong -term, well-
tcordinated, policy-relevant research program in the area.
Furthermore. studies differ in riiethodology and in defini-
tions and meds:einents of crime, criminal behavior, and

Jag use. As a result, few studies can be compared and®
few generalizations can be derived The field as a whole
has little coherence because of the Yack of emphas:s and
consensus on what is important to study. °

“Addressing the needs cited by the panél, the

balance of this chapter will consider one perspec-
tive within. which a portion of the drugs/crime

P
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question might be analyzed. This perspective is
grounded in the ‘recognition of varying “sub-
populations” of drug users. That is, withindthe
wider substance abusing population, there are var-
ious subgroups, and it is hypothesized that each
such group may reflect differing patterns of use,
_crimina]  involvement, and—drug taking/seeking
behavior. Taking cognizance of the research
weaknesses listed above, this supposition will be
explored through ‘studies of groups of drug users
who are currently active in the street as well as
those who are in a treatment setting. (Data from
field research will support the former; data from
NDACP and hospital emergency room cases will
underlie the latter.) In addition, criminal career
data will be drawn from user testimony rather than
official arrest records; patterns of alcoholism and
multidrug use will be noted as is relevant.

< o

.

SELECTED TREATMENT
POPULATION DATA BASES

Emergency Room Data Base

In 1072, an acute drug reactions project was
initiated at the University of Miami School of
Medicine to investigate and assess post-emergency

medical, social, and psychological services for drug-

related emergency cases. The projéct was based at
Miumi’s Jackson Memorial Hospiwal, a county facil-
ity having the fourth Jargest emergency room inthe
nation and processing more than 2,000 drug pa-
tients per year. During the course of the research,
a nonhomogenetus group of 309 acute drug reac-
‘tions patients from the Dade County area were
interviewed at length. These 309 respondents were
a nonrandom .sample drawn from a total of 2,198

persons receiving drug émergency care at Jackson ,

Memorial Hospital from August, 1975 through April,
1976, on the.basis of their availability and willing-
ness to be interviewed. In a parallel project utiliz-
ing the same time frame and procedures for case
selection, corresponding data were collected on"527
drug emergency patients at Denver General Hospi-
tal (Inciardi et al. in press). As indicated in table 1,

the primary substances résponsible-for the patignts’ .

admissions differed somewhat for the two hgspi-
C ltals. For both, however, central nervous system

l

depressénts were clearly the major cause of hospi-
tal admission, followed by narcotics. '

} .‘
Client Characteristics

In an effort to make some preiiminary observa-
tions of the characteristics of alternative types of
drug users, three subpopulations have been drawn
from each of the hospital samples. The basis of
selection was the substance primarily responsible
for the patients’ need for emergency service, and as
indicated in table 1, the three largest groups were
the users of minor tranquilizers, sedatives, and
narcotics. An overview of these subpopulations
offers some immediately observable differences. In
Miami, for example, the minor tranquilizer cases
were more often female than male, the largest
age-specific cohort was in the 18- to*34-year-old
range, and more than two-thirds were white (al--

cotics users were more often male, the majority
‘were in the 25- to 34-year-old group, and blacks

- most 7 fifth were Hispanic)— By contrast; themar—————

-

represented the,largest ethnic cohort (48.3 percent).

The sedative users were predominantly white (81

_ percent), more than half were under age 25,.and

males predominated. )

The Denvér groups also reflected some "differ-
ences among each other, yet most ‘of the clusters
were not altogether unlike the Miamj cohorts.
Again, the tranquilizer users were primarily white
females concentrated in the 18- to 34-year range;
narcotics users were overwhelmingly male, in the
25. to 34-year-old group (hére, white and Hispani¢s
dominated); the sedative cases tended to be white
(63 percent) and alnost evenly male/female, distri-
buted in the 18- to 49-year range.

Extent of Drug Use )

°

The extent of drug use differed for the various
groups. Narcotics cases in both cities, for example,
had been using their primary drug considerably
longer than those.in the other two subgroups of
users, and they began using narcotics at a younger
age. Interestingly, however, while some 93 percent
of the Miami narcotics cases used their primary
drug at least once a week with 89 percent of these
(n=48) using on a daily basis, the Denver narcotics
cases were not as heavily involved—62 percent
were using the primary substance ‘atgleast once a
week with 61 percent-of these (n=14Yusing daily.
Also in both samples is an indication of how the
primary drug was obtained; street sales were the
common transfer agent for narcotics (76 percent
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TABLE 1.—Primary substance respons:ble for admlltance Miami and Dénver drug emergency patlents ’

1975 1976 . o
! . Miam .}’ . Denver

) Substance n « Percent’ n Percent
Minor tranquilizers 47 15.2 133+ - . 252"
Major tranquilizers A« 68 , 28 I < ' 53
Barbiturates . 41 133 ' 41 7.8
Otner sedatives, *. , 37 . 120 - 12 . 23
Unknown sedatives 3 1.0 1 N 0.2
Heroin, ‘opium . 50 . 162 .35 ' 6.6 )
Methadone 8 o 2.6 . 2 0.4
Other narcotics : -4 . r3 i 4 2.7
Analgesics . 11 3.6 18 * 3.4 )

o Miscellaneous prescriptions . 10 - 3.2 48 ° e 9.1
Over-the-counter drugs - 15 ‘4.9 75 . 14.2
Antidepressants 5 1.6 <8 1.5
Amphetamines ¢ 5 16 31 5.9 .
Other stifnulants . 1 0.3 vg., N 04

. Cocaine ) 7 2.3 2 . 04
Manjuana st 5 1.6 2 . 0.4
R HalluCinogons — - e e =+ = o == oo+« <o B e e = e L@ e 2B e e e GG e
\ Inhalants 4 1.3 2, ~ 04
Poisons . ) 5 ) 1.6 . 2 04’
~wn ==~ -—-  Unknown substance ~ - - 7 2.3 16 30 -
No data 17 5.5 29 5.5 i
Total * 309 100.1' 527 . 1000
. ‘ 'Percentages do not actually total 100 because of rounding .
» /"\.’\ .
. v o
5 ‘ 1 ’ '

s

TABLE 2.-:-Criminal involvement of Miami and Denver emergency room drug reaction patients, for 3 subgrobps

) Minor ' b
. T ’ . Criminal tranquilizers Sedatives - Narcotics
involvement . noo. Percent n - Percent n Percent
Miami: * ) ! : ’ . .
Ever arrested ' 24 51.1 54 69.2 50 ‘ 86.2
Arrested by age 17 11 23.4 24 © 30.8 14 24.1 .
. Arrested by age 25 - 20 42.6 48 61.5 42 724
Ever convicted 10 21.3 34 43.6 29 50.0
: Ever committed a: o ) '
, drug law violation i1 23.4 32 410 .21 362 .. ]
drug-related crime against property . 1L 23.4 22 28.2 27 46.6
drug-related crime against person 3 6.4 11 14.1 7 12.1
Total! o ar 78 § 58
’ Denver: * .
*Ever arrested 60 45.1 29 547 34 91.9
Arrested by age 17 20 150 13 24.5 24 64.9
Arrested by age 25 47 35.3 25 47.2 33 89.2 ¢
Ever convicted s 30 22.6 20 371.7 24 64.9
Ever committed a: ,
drug law violation "' 14 10.5 9 17.0 23 62.2 .
drug-related crime ageinst property 13 9.8 6 11.3 "8 21.6
drug-related crime against person 7 . 5.3 3, 5.7 7 18.¢
Total! . 133 i 53 . 37 .
'i)ue te multiple categortes. items add to more than 100 percent ®
- Q@ - - : y

Aruitoxt provided by Eic:
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Miar‘ni,’ 92 percent Deriver) but were less common
for sedatives (41 percent, 34 percent, and tranquil-
izers (8 percent, 15 percent).

Griminality of Druj Users

While these data were not collected for the
purpose of studying the drug emergency patients’
criminal involvement, some information on.criminal
patterns was nevertheless available. All patients
were questioned as to whether they had ever
committed a drug law violation, a drug-related
crime against property or a drug-related crime
_ against person, and as indicated in table 2, the
tranquilizer cases reported these crimes least often,
followed by the sedative cases; the narcotics cases
generally indicated the greatest criminal involvement.
_ Secondly, in terms of self-reported arrests and
convictions, narcotics cases ranked highest, seda-
tive cases raiiked setond, and tranquilizer ‘eases
thind. ‘ '

v

Criminality of Alcohol Users

Some interesting comparative data can be offered
relative to 217 cases in Miami and 478 cases in
Denver, whose emergency care involved alcohol as
the primary substance related to hospital admis-
sion. These persons were also interviewed during
. the August, 1975 to April, 1976 study period and
were selected for study in the same manner as the
drug emergency patients. The alcohol emergency
patients were primarily male (75 percent in Miami
and 83 percent in Denver), with the majority in
both cities being whites aged 35 years and above.
Essentially, these alcohol cases reflect many of the
characteristics of a skid-row population, character-
ized by overwhelming numbers who are . white,
male, unémployed, and aging. A substantial pro-
portidn reported a pattern of heavy drinking and
multiple treatment experiences. These individuals
. were also involved with other drugs, primarily
sedatives, tranquilizers, and marijuana. Interest-
ingly, this group reported proportionately more
arrest histories than did the drug cohorts, which
may be explained by the ages of the groups. For ex-
"ample, 66.7 percent of the total Miami drug respon-
dents reported arrests as compared to 83.9 percent
of the Miami alcohol respondents; for Denver, 51.6
percent of the drug respondents reported arrests
. compared with 81:2 percent of the alcohol respon-
" dents. These arrests, howevef, were typically
alcohol-related “victimless ciimes,” such as public
intoxication, vagrancy, and drunkenness.

In retrospect, these data suggest that substance,
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abusers vary according to demographic character-
istics, extent of use, and criminality. Furthermore,
differences also seem to be manifest from one city
to another; what may be evident among tranquil>
izer cases in one area, for example, does not neces-
sarily hold true in another..Some of the discrepancy -
can be attcibuted to the fact that tue population -
bases servicad by the two hospitals are different, as,
are the availability. of drugs.and the opportunities
for committing crime. More important, however, is
the recognition that abuser cohorts (as determined
by primary drug) do indeed differ, as will be more
readily evident in the following data analysis.

& -

~

NDACP Data Base ‘

Y

The National Drug/Alcohol Collaborative Projeét
(NDACP), sponsored by the National Institute on
Drug Abusé, bégan in 1975 in an attempt to exam-
ine the extent to which drug and alcohol problems
were interrelated. The NDACP dita file contains |
1,544 cases, and while they ‘were drawn from
various areas in the country and from projects and
programs with variable selectign criteria, they nev-
ertheless provide the op‘ﬁ;rtunity for exanining
the criminality of numerous types of drug users.

From the total sample of 1544, the cases have
been grouped here into th> following 11 catggories:

4

n

1. Regular users of herain ... 451
2. Regular users of illegal methadoye . . . .. 69
- 3. Regular users of other gpiates. . . ... L 197
4. Regular users of amphetamines .. .. ..325
5. Regular u:sers of bgrbiturates . ....... 227,
6. Regular users of ininor tranquijizers . .211
7. RERular users of jarjjuana «........ 668
8. Regular users of alcokol . .. .. e W4
9. Nonexpe‘rimentaf useys of cocaine .. »..274
10. Nonexperimental users of inkalants .. 149
. o .
11. Non€xperimental users of

hallucinggens - - -« -+ +ovveres 268

.

As such, these categories are by no means mutually’
exclusive, and a reg’ular user of any given substance
tan appear in vne or more other user cohorts. In
this data file, furthermore, “regular-use” has been’. -
defined as use nearly every day for at least/ L
month”; “nonexperimental use” has been defined as
use “more than just a few times”. o -
In table 3, some basic demographic characteris-
tics of each of the 11 categories of users, can he
conirasted with 1 another and with the tot;if NDACP~

-
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TABLE 3.—Basic demcgraphic and social characteristics, in percent :
. 1legal ' . Minor
metha-  Other Ampheta- Barbit- tran- Inhal-  Hallu- Man. Total |
Characteristics  Heroin  done  oprates Cocaine  ,mines urates quilizers Alcohol ants canogens juana NDACP .
[ (n) (451). (69) (197) 279 N (325) (227 277 (9449) (149) (268) (668) (1544}
Sex: , N . - Lo
Male 803 - 768 7917 818 76.6 731 751 81.4 826 769 753 711
Female 19.1 23.2 19.8 17.5 225 26.9 24.9 18.1 16.8 216" ~-7240 218 T
No data 06 , 00 05 07 09 00 00 05 07 15 07 06
. Ethmaty: e &
White 368 - 319 675 420 738 715 66.8 574 765 851 68 7 639 .
Black’ 59.2 66 7 305 55.1 20.9 18.5 325 388 13.4 93 265 316*
Other, no data 40 14 2.0 29 52 40 07 3.8 10.1 5.6. 4.8 4.5
Age (at interview)
11-17 0.4 00 30 58 9.5 66 25 * 59 228 179 222 nd.
. 18-24 246 15.9 294 274 335 33.0 238 217 389 459 359 nd
, 25-34 49.4 60.9 40.1 427 409 419 390 31.8 315 321 293 nd.
35-49 197 145 203 ., 197 11.4 14.1 260 280 2.0 11 91 nd
. 50-68 2.0 29 ~'36 2.6 1.8 1.8 1.6 105 07 00 07 nd.
. ' Nodata 33 58 36 18 2.8 26 il 21 4.0 30 217 nd
Education- .
Less than high ]
~school 53.7 449 50 8 485 517 471 52.0 57.7 631 53.0 587 596
e e Highosghool . __....28.8....362- ----294.--—-321- .-+~ ~265 -~ -~295--—--QFt—— =257~ 174 283289 234 .
GED, trade 122 - 130 137 153 115.1 137 119 9.5 154 12.7 103 95
. College or more 18 29 41 0.7 -4.3 75 &1 31 13 26 217 34
. No data 35 29 20 33 34 2.2 40 39 2.7 34 34 41
«  Usual occupatign- .
. Professional- .
nfanager 5.8 10.1 8.1 8.0 55 110 7.6 <5.6 67 6.3 58, 59
Sales-clerical 100 159 9.1 117 7.4 106 101 8.8 67 86 75 80
" o0 Skilled- , . *
semigkilled 319 319 29.9 285 311 229 292 289 255 269 220 258
Unskilled 371 333 38.1 35.0 . 326 335 38.6 39.0 30.9 291 263 324
o Student 0.2 00 10 15 18 26 14 1.6 67 41 6.9 279
Other, no data 14,4 8.7 13.7 153 21.5 194 130 16 1 235 250 314

L4

.

nd = nodata ¢
Source NDACP Final Report. 1977 (National Institute on Drug Abuse, 1980y

file. (Differences tend to be most apparent for some
age categories.) Among the users of heroin, illegal
methadone, and cocaing, blacks are weli over-
repreb\.nted "while white} are significantly domi-
nant among users of amphetamines, barbiturates,
mhalant,s, and hallucing gens. In terms of median
age the following varjtions were observed: inhal-
ants 22 1, hallucinogens 22.3, marijuana 22,9, am-
phetammes 25.2, barbiturates 25.8, cocaine 26.8,
other opiates 26.8, heroin 27.6, 1llegal methadone
28.7, minor tranquilizers 29.1, and alcohol 29.9.

» The youngest groups includéd the nonexperimental
users of inhalants, hallucinogens, and marijuans,
while the oldest groups incorporated the regular
users of narcotics, tranquilizers, and alcohol.
Interestingly, this rank order is not altogether
unlike that of the median ages of first use of the
givén drug, as follows: inhalants, 13.5; alcohal, 13.8;
marijuana, 14.6; hallucinogens, 16.3; amphetamines,
17.6; barbiturates, 18.1; heroin, 18.2; other opiates,

"19.6; cocaine, 19.6; minor tranquilizers, 23.0; illegal

Q

ERIC

Aruitoxt provided by Eic:

methadone, 24.0. It can be seen in these data, for.
example, that nonexperimental users of inhalants

were not only the youngest group in the NDACP
file, but also reflected the youngest onset age. The
major variation in this pattern occurs with the

regular users of alcohol tvho represented the oldest -

group in the treatment population while having the
second youngest onset age. This difference might
be mitigated by the fact that among all ‘"e 11 user
groups, except alcohol, the median age at regular
use and the median age of first use were separated
by approximately only 1 year; in the case of alcohol,
the onset of regular use and the age of first regular
use were separated by 5.4 years. ,

Additional differences between the 11 groups’

ralative to multiple drug use are manifest in table 4.
Regular users of illegal methadone appear to be the
most involved with other drugs in that some 91.3
percent are also regular users of heroin; more than
half are also regular users of cocaine, alcohol, and
marijuana; and more than 40 percent are also
regular users of other opiates and barbiturates.
High levels of mixed drug use also appear with
respect to the barbiturate, other opiate, cocaine,
hallucinogen, and inhalant groups. By contrast,
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regular users of heroin, marijuana,” and alcohol -

appear to be less involved with other drugs. In
terms of this regular use of other drugs, these 11
user groups can be ranked as follows:

1. Illegal methadone
____2, Barbiturates

most of the users in all 11 groups reported illegal
_activity. These proportions have been translated
into rankings in Table 6, which provide a basis for
qomparing their alternative criminal involvement.
“'able 7 summarizes these rankings by simply adding
the ranking figures, and then working with both

the-resulting sums and -the ranke-of-the-sums—(A——-- ———

3 gz};(:i*nzplates detailed discussion of the mathem?.).tical man_ipula-
5. Hallucinogens tions in tables 5, 6 and 7 appears 1n appendix A).
6. Inhalants 'I.‘he resulting (l;ata base creates four groupings of
7. Amphetamines likelihood ot: criminal involvement, as well as an
8. Minor tranquilizers ' overall ranking of the user groups:
9. Heroin Very high likelihood:
10. Marijuana o 1. Inhalants
11. Alcohol ’ 2 Heroin .
Also evident in table 4 is that the regular ‘use of 3. Cocaine ‘
alcohol and marijuana occurs in high proportions in 4. Other opiates A
“'Tm)st'usergroups:"By“contrast;-the-regularﬂseﬂf—»«—---~5r-Iliegal‘methadone,_ e -

N

narcotics and other sedatives is comparitively low
in the inhalant, hallucinogen, and marijuana’ user
groups; the regular use of narcotics, stimulants,
-inhalants, and hallucinogens i comparatively low in
the alcohol and tranquilizer user groups; and the
use of hallucinogens and inhalants is comparatively
low in the narcotics, sedatives, and stimulant user

groups. .
Criminal Activity: Extent

While NDACP data on criminal involvement are
generally limited to arrests ancd convictions, some
distinctions are nevertheless evident. Moreover,
one cannot describe the motive for the crime (e.g.,
drug related, person, property) as is possible in the
emergency room study. As indicated in Table 5,

,High likelihood:
6. Barbiturates
7. Amphetamines
. Lower likelihood:
8. Hallucippgens  \
9. Minor tranquilizers
Lowest likelihood:
10. Marijuana
11. Alcohol

Thus, when one considers not only reported crimi-
nal activity but also degree of involvement with the
criminal justice system, the range of offenses resulting
in conviction, and extent ¢f early criminal in-

5]

* volvement, the rankings.are somewhat different

than might be apparent at first. Most notably, the

T;\BLE 4 —Muitiple drug use: regular (or nonexperimental) use of other drugs, in percent’

Hlegal Minor
Drugs used metha:  Other Ampheta- Barbit tran- Inhal- Hallu- Man-  Total
regularly Herom done opates Cocaine mines urates quihizers Alcohol  ants cinogens Juana NDACP
(n} (451) (69) (197 274 (325) 227 277 (944) (149) (268) (668)  (1544)
Heroin 91.3 619 70.1 44.3 480 422 289 329 363 38.3 292
‘{llegal methadone  14.0 147 16.8 52 123 94 53 67 34 7.0 45
: Olflexfopiau:s v 271 42.0 255 243 401 300 130 235 239 175 128
Cocaine . 426 T 667 355 283 370 249 19.5 26.8 23.6 28.7 173
Amphetamines 319 246 40.1 36 493 36.8 212 38.3 522 343 210
Barbiturates 242 40.6 46.2 307 345 36.5 157 ° 349 351 234 147
Mipor tranquilizers 259 317 421 252 314 445 L 203 25.5 257 195 179
Alcohol 605 725 G624 67.2 615 652 693 N 65.1 619" 588 611
Inhalants 109 145 178 146 175 229 126 103 2817 16.0 9.7
Hallucinogens 217 130 325 328 431 414 249 176 517 32.2 174
Maryuana 56.8 68.1 59 4 761 705 66 7 4_6 9 416 78 806 433
Mean percent using N
any other drug
regularly 315 471 413 3817 361 42.7 334 193 3117 38.2 276
Percentages add to more than 100 percent due to regular use of more than one drug "

ource NDACP Final Report. 1977 (National Institute on Drug Abuse, 1980

PAFulToxt Provided by ERIC

LUy -




A

O

E

oo v

e —

RIC

. ' ‘ [ 4 ’
104 . -t . DRUG AND ALCOHOL ABUSE - '

TABLE 5.—Extent of criminal involvement, in percent’

. lllegal Minor
Crniminal metha- Other Ampheta. Barbit- tran- ' Inhal-  Hallu-  Mari-
N involvement Heroin done opiates Cocaine mines urates quihizers Alcohol ants cinogens juana
(n) 450 69) 19N 274 (325) 227y @21 1944) (1490 €268)- -~ 668
Bver Co o '
Picked up 931 94.2 914 938 877 863 841 823 933 . 866 813 .
Arrested . 902 954.2 893 ° 901 91 815 769 779 846 76.5 71.1
Convicted 794 841 7117 781 680 692 66 4 G49 691 601 53.9
Incarcerated 76.5 826 66.5 741 606 630 617 60 0+ 62.4 496 49.7
By age 17. ,
Picked up 623 58.0 64.5 675 ° 646 643 - 556 479 839 709 635
Arrested 48.1 493 508 540 492 524 433 375 671 530 45 4
Convicted : 45.5 34.8 360 365 363 374 314 250 483 362 26.9
Incarcerated | o 299 290 264 296 280 269 253 209 34.2 239 214
Currently: .
On prybation 26.8 20.3 29 4 288 292 286 278 236 369 325 26.2
On parole 193 159 193 131 151 106 108 71 101 63 8.2
Awaiting trial 78 29 122 99 717 84 90 64 94 104 ° 84
Mental C: legal 75 14 76 36 52 40 43 4.8 27 34 4.3
Mental C. voluntary 98 29 107 88 | MIebtb—1267TTHE T 107 112 9.3
Nelegalstatug’ e - — ==-435"594" 350 449 397 45 444 501 342 396 485
Convicted of' - —_
Narcotic possession 395 3717 381 398 274 30 4 206 1600 2217 239 228
. Driving while intoxicated 62 1.4 107 80 138 137 152 156 107 119 15
Drunkenness 51 72 137 77 114 137 116 162 114 82 7.0
Disorderly conduct 16 6 174 223 201 197 220 199 172 221 16 8 12,1
Weapons offense 169 188 198 135 132 115 141 108 174 90 93
Assault 129 11.6 147 120 126 123 90 103 16 8 10.5 79
Larceny N 353 377 360 328 252 273 238 183 302 ~+» 205 20.2
Stolen property 184 217 188 164 126 145 126 102 154 119 103
Parole violation 204 130 208 186 172 167 148 107 154 119 108
Reports no illegal activity 60 72 14.2 66 132 132 292 285 114 93 16.2
'will not add to 100 percent because of overlapping categonies *
Source NDACP Final Report. 1977 (National Institute on Drug Abuse, 1950) <
[}
TABLE 6.—Extent of criminal involvement, ranked (from table 5) highest (1) to lowest (11)
Range,
llegal Minor ’ based on
*  metha- Other Amphet-  Barbit-  tranqui- Inhal-  Halluein- Man-  table 5
Criminal involvement  Heroin  done  oprates Cocaine amunes  urates hzers Alcohol  anta ogens juapa In percent
-
Ever —
Picked up 4 1 5 2 6 8 9 10 3 7 11 942-813
Arrested 2 1 4 3 v 7 6 9 8 5 10 11 94.2-71.3
Conwvicted 2 1 4 3 7 5 8 9 6 10 11 841-539 .
Incarcerated 2 1 4 3 8 5 7 9 6 11 10 826-496
By age 17: ° .
Picked up 8 9 5 3 4 6 10 11 *1 2 7 839-479
Arrested 8 6 5 2 7 4 10 11 1 3 9 671-315
Cosivicted : 2 8 7 4 5 3 9 1 1 6 10 483-250
Incarcerated 2 4 7 3 5 6 8 11 1 9 10 342-209
Currently some
Iggal status 5 11 2 8 4 7 6 10 1 3 9 658-40.6
Convicted of .
Disorderly conduct 10 7 1 4’ 6 3 5 5 2 9 JI1223-121
Weapons offense 4 2 1 6 7 8 5 9 3 11 10 198-9.0
(Other) assault 3 7 2 6 4 5 10 9 | 8 11 168-9.0
Lafceny 3 ) 2 ¢ ' 7 6 8 1 5 9 10 377-183
Stolen property 3 1 2 4 75 6 75 il 5 9 10 21.7-102
Parole violation 2 8 1 3 4 5 7 11 6 9 10 208-107
Reports no illegal . ‘ -
activjty (reverse order; 1 3 8 2 65 65 1} 10 5 4 9 60-292
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inhalants group moves from a rank order of 5 (table  than one would expect to find by chance. lf one
6) to a rank order of 1 (table 7),"and the hallucino-  divides these scores by, 31 (the minimum - possible
gens and other opiates groups change places; the  score), the result is an average ranking as follows:
other opiates group appears to be about as likely to

be involved in crime as heroin and illegal metha- ; g\:;lia:ts AAARRAAAE RS ;?
done users, while the hallucinogens group appears ‘; Cocain(; """""""""""" '.;'(;
only about as involved as the minor tranquilizers < eI o
users 4. Other opiates. . .......covvsvrvsrs 4.1
The broad range of items included in this ‘(); gl:icr%a;ltg::::done """"""" o f—)%
assessment makes it clear that there is a considera- 7' Amph tam'ne“s """""" S G. 0
able range of variation between drug use categories ; pRELAmInes - v vvvrr e rrrrr y
. . AR 8. Hallucinogens .........c...ovenvr- 6.8
in the matter of how involved in crime drug users 9. Minor tranquilizers 8.3
may be. If all illicit-drug users were highly involved 10‘ Marijuana q S P
. in orime. the rankings on these various indic: o Marijuana ... eee e
& g se various indicalors 11 gjeghgl L. L. 10.0

would-be expected to vary more or less randomly; ‘

hence, the.sums.of the rankings would be relatively  This is the same ordering as given by the overall
egual for the 11 user groups. But whatrtable 7  rankings stated previously, but what has been
shows is a distinctly nonrandom pattern of rankings. added here is a specification of how close—or far
Hence, on a “final score” which could range from 31 apart—some of the user groups are. Thus, for
(if a user group were ranked 1 on each and every example, the seemingly greater criminality among
item included in the score) to 341 (if a group were inhalants users as compared to users of herom or
ranked 11 on each and every item). we find an cocaine becomes less important than the high scores
actual range of 94 to 309—much greater-variation  for all three of these groups.

TasLe 7.—Extent of criminal involvement, ranked (from table 6) highest (1) to lowest (11) percentage
involved, and totals

Hlegal Miner
Criminal metha-  Other Amphet- Barbit-  tranqu- Inhal-  Halluan.  Man-  Possible
involvement Heroin  done opiates Cocaine  amines urafes hzers Alcchol  ants ogens juana  points

Totals (sams! isum of ranksin each of the five categories!

Ever 10 [ 11 28 24 33 36 20 38 43. 1 44

By age 17 20 29 24 12 = 21 19 37 44 ] 20 36. 4-44
Status 5 11 2 8 4 7 6 10 1 3 9 1-11
Convictions 25 26 9 . 27 355 33 425 59 22 55 62 6 66
No illegal activaty 1 3 8 2 65 65 11 10 5 4 9 1-11
A. Sum of totals - 61 71 60 60 95 895 1295 159 \ 52 120 159 16- 176
Total rankings (rankings on totals from above) . \
Ever 2 1 4 3 7 6 8 9 5 10 . 11 1-11
By age 37 45 8 7 2 6 3 10 1 1 45 9 111
Status . 5 11 2 8 4 7 6 1 1 3 9 1 1l
Convictions 4 K 1. 5 7 6 8 i0 2 9 11 1ol
No illegal activity 1 3 8 2 65 * 65 n 10 5 4 9 1-14
B. Sum of total . .
rankings 166 26 22 20 305 285 43 50 14 305 19 5-45
“Final rankings®
on sim of

Total (sums) 4 5 25 25 7 6 9 105 1 8 105 1 1

Total rankipgs 2 5 4 3 75 6 9 11 1 75 10 1-11
C Both. comhined 2 5 4 3 7 6 9 11 1 8 10 11
Fina) score’ 1105 149 126 120 - 186 5 175 2585 309 94 2115 306 3]'3‘41
{akelihood . Ven

Group® Very high * * High Lower lowest  high lower lowest

'Ranking on ~Totals (spms)” Line A runks ax if each entry hine te g “Faer picked up”t were equally important Ranking on “Tutal rankings™ Line B wnks as of each

catego/ te . ~Ever”) s eyually impurtant Since each method hat obrious disadvantages the two are combined 1n hine C a5 well ax 1n the final score tsee fout tote Pl

3he fina] score 18 the line A sum prus the line B aum after the latter was muluphied bv 3 to give 1t approximately the same range a» the ine A sum The results
showdhe relatits hikelihood of crimital involvement of the 11 yxroups . '

o 3 skelthood of cnminal ins ohvement based on final score See appendix A for & more defailed explanation
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TABLE 8.—Effect of drug use on criminal behavior, in percent

—

. Minor
. Illegal Other Ampliet- Barbit-  tran- Inhal- Halluci- Mari-
Drug-use effect Heroin methadone oprates Cocaine amines urates quilizers Alcohol ants nogens juana
n (451) (691 (197) (274 (3250 (227 (2711 (94  (149)  (268).  (668)
Amount:* ) i )
Increase 725 58.0 66 5 64.6 64.3 66 5 92.7 474 617 66.8 60.9
No effect 20.8 29.0 26.9 27.0 28.0 251 40.8 45.1 289 23.5 31.6
Decrease 4.9 72 3.6 62 34 a1 " 4.0 18 67 5.2 48
No deta 1.7 5.8 30 2.2 43 53 25 28 27 45 2.7
Violence:*
.. Yes: alcohol 755 4.3 10.2 5.5 98 137 108 100 134 10.1 8.1
Yes: drugs 7.8 72 : 12,2 8.4 ‘102 12.3 112 50 8.7 10.1 6.9
No , 184 116 / 188  17.9 246 , 216 ° 213 233 208 “239 175
No data 68.3 76.8 , 589 68.2 55.4 52.4 56.7 61.8 570 560 . 675
Crime:® ,
Under drug :
jnﬂuence 47.2 50.7 48.7 48.2 366 38.3 29.2 0.2 295 34.0 28.3
Under
. alcohol
3 influence 23.1 26.1 26.9° 255 269 28.2 3i0 389 35.6 25.0 216
To support ?
habit 44.1 55,1 40.1 409 5 8 29.1 22.0 196 228 19.4 21.6

and therefore wall not add to 100 C percent .
Source NDACP Final Report. 1977 (National Institute on Drug Abuse. 1980+

Overall, it appears that the opiate groups show the
- greatest involvement with the criminal justice sy»-
tem, compared to other substance categories.

Criminal Activity. Char;ges

Additional information on the various user groups’
criminal involvement appears in table 8. All re-’
spondents in the NDACP were questioned: “At the

~ time you fejt that drugralcohol use was an impor-
tant part of your life, did your illegal activity at that
time increase, decrease, or stay the sante?” The
highest proportions indicating increased criminal
activity appeared with respect to herojn users; the
lowest were in the minor tranquilizer group.
Interestingly, the incidence of violence while under
‘the influence of drugs, also indicated in table 8, was
reported most often by persons in the barbiturate,
other opiates, and minor tranquilizer groups. How-
ever, these figures must.be viewed cautiously due
to the large number of nonresponses.

Criminal Activity. Under the influence of Drugs

Finally, kigher proportions of users in the vari-
ous narcotics subgroups reportedly committed crimes
while under the influence of dnugs, followed by the
stimulant groups, with the lowest proportions in

Q
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Ttem “At the time you felt that drug alcohol use wss an important part of vour hﬁ& vour illegal activity at that time
= ltem "Have you ever gotten angry or «wolent and sertoush injured someone needed medical attentior + while urder the influence of -
30{feuses-convicted-of, only for “the firnt reported uffense” in all cases Hence wniis J0U 0 pervent, but tht responies pefteniages an separate yes answers for each line

A

the alevhol cohort. Huwever, v hile under the influ-
ence uof alcohol, the aleohul users cuhort indicated
the highest proportions committing crimes, followed
by the inhalant and minor tranquilizer gvoups.
Lastly, the commission of crime for the support of 3
substance abuse habit was most prevalent among
narcotics and stimulant users, ranked as fullows:

Percent '
1. lllegal methadone ........... 53.1
. 2. Heroin. .. ... T 44.1
3. Cocaine ............ ...... 40.9
4. Otheropiates. .............. 40.1
5. Barbiturates ............... 29.1
6. Amphetamines.............. 25.8

7. Inmhalants . . ................ 22.8 .
8. Minor tranquilizers .......... 22.0
9. Marfjuana ............. T...21.6
10. Aleohol ......... ... ..., .. 19.6
11. Hallueinogens ... .......... 19.4

While no strong generalizations can be made
from these data, it is nevértheless apparent that
differént user groups reflect varying patterns of
drug taking (i.e., multiple drug use) and differential
involvement with crime. Furthermore, since each
of the 11 user groups examined here is contami-
nated by inclusion of respotidents from one or
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more other groups, even greater differences would
likely emerge from more mutually exclusive sam-

ples.
A
FIELD STUDIES .
: As stated in the Research Perspectives section,

the aims of this chapter include the discussion of
active street. users as well as those in tre 2ment.
Certainly, emergency room patients (Miami, Denver)
and clients in tréatment (NDACP) are-tseful in
- formulating large data bases for the studyof crimi-
nality among drugfalcohol abusers. A further ad-
'vantage, however, is offered by field studies; though
necessarily limited in scope, they offer a more
complete picture of the criminal/abuser in his/her
natural, operational setting.

The vast body of literature describing the way of

widespread use of opium and heroin among pick
pockets, shoplifters, and other types of professional
thieves. In addition to those professional offenders
who, in their autobiographies, make reference to
their own use of narcotics, the high incidence of
drug use among such thieves has been noted in
numerous other sources (Inciardi 1975). Meurer
(1964) suggested that addiction among pickpockets
was greater than in any- other “racket,” and the
pickpocket’s spouse as well was often addicted. And
" finally, numerous authors have noted that many
professional thieves resorted to drugs as\a relief
from the pressures of their occupation akvd that
such drug use also was a manifestation of one’s “loss
of nerve.” Sutherland (1937) too, who provided the
first comprehensive analysis of the social organiza-
tion and occupational structure of yhe profession of
theft, has also commented on this relationship.

CRIME AND PATTERNS OF SUBSTANCE ABUSE

life of the professional criminal has documented the -
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The study of the relationship between crime and
drugs within a functioning subgroup of the criminal
population was therefore initiated through an anal-
ysis of drug-using pickpockets. During January
1975, 10 active professional pickpockets from Miami,
Florida were interviewed regarding their drug
taking .and criminal careers (Inciardi 1977). As
indicated in Table 9, all had begun their drug use
subsequent to their criminal activity. All of these
individuals were committed to a criminal lifestyle
and had underworld involvement years prior to the
onset of drug use. Most importantly, these individ-
uals s¢w drugs as instrumental in furthering their
caregrs; in most instances, the pickpockets had
begun to “lose their nerve” while stealing, and
drugs provided them with the perceived stability
felt nécessary for consummating a theft.

- Using the professional thieves as a point of
ihquiry, the question arises whether there may be
certain relationships between drugs and crime that ’
are specific to given subpopulations. Three addi-
tional samples of substance abusers were therefore
identified and analyzed by way of a pilot informa-
tion base to address this issue. Tt should be empha-
sized here that the various substance-abusing co-
horts described do not represent cross sections of
any particllar user groups from which generaliza-
tions can be drawn. Rather, it is intended primarily
to illustrate that user groups do indeed vary, and
that analyses of criminal involvement must address
these variations.

Since these were pilot studies, sample cases were
not drawn on a random basis, and all inter-
viewing—which occurred in July 1977—was under-
taken in an unstructured manner. The samples
included 20 black heroin addicts from the Brownsville
section of Brooklyn, New York; 9 amphetamine and
barbiturate users from a motorcyle pack traveling
through the Maryland peninsula; and 20 whites

-

TABLE 9.—Selected characteri}stics of 10 drug-using pickpockets, Miami, 1975

DNy

-

Age at onset | ~2 .
v of criminal , Age at onset of Drug of Total
Z  Age activity _ ! drug use abuse Addicted \ arrests

47 13 P 26 Heroin Yes \\ 20
62 25 . 26 Heroin Yes . i 86
51 24 30 Barbiturates Yes 30
49 30 b 40 Codemne - No 25 -
66 . 15 46 Heroin Yes 40
50 19 21 Cocaine N> 25
49 13 21 Cocaine No 35 7

" 48 ' 12 : 23 Heroin No 12
5 - % 16 33 ' Codeine No 17
50 16 29 Heroin No 22

Source Inciards. Jam

.

s A and Russe, Brian R Professional thieves and drugs, Inlcrpal:anal Journal of the Addictions, December 1977, p 1093. Copyright 1977 by WA
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with mixed addictions from New York City’s “West
Village.” '

The 20 black heroin addicts were located in
Brooklyn’s Brownsville, 2 multiethnic low income
areaof some 200 square blocks characterized by high
rates of poverty, crime, slum dwellings, and drug
addiction. This sample was based on a restricted
quota draw rather than one derived through the use
of a more sociometrically oriented model. The
first respondent was selected from a street corner
group on the basis of his willingness to participate
in the research effort. During the course of this
initial interview and all subsequent interviews at a
time when interviewer-respondent rapport was
deemed to be at its highest level, each respondent
was requested to identify any other current heroin
addicts known to him. These individuals, in turn,
were located and interviewed until a quota of 20
was reached. This method, while nonrandom, nev-
ertheless restricted the pool of potential respond-
ents to “current” heroin users who were active ina
given subcultural area and who were available for
interview within the free community. The tech-
nique eliminated former users, recent users who
were only peripheral to the mainstream of the
subculture, and any users who were recent admis-
sions to residential service or control programs.
The sample of 20 heroin users consisted of males
reflecting a median age of 19.3 years, with careers
in drug use beginning prior to~age 13. Their drug
use typically began with codeine cough syrup,
alcohol, and'or inhalants, followed by marijuana
and sedative use by age 15. The median age of onset
of heroin use was 16.7 years, with heroin addiction
occurring at 17.5 years. At the time of interview,
these individuals primarily used heroin combined
with a high incidence of alcohol, marijuana, and
cocaine.

All but two of the respondents reported criminal
behavior occurring prior to any drug abuse. Crimi-
nal behavior as such was typically of a predatory
nature, including purse snatching, shoplifting, and
varieties of gneak theft. Only one reported violent
crime prior to drug use. These addicts als> maintained
that their criminality remained at a relatively low
l~vel during these early years, although 14 of them
were picked up by the police and 9 had juvenile
records by age 12. During this preaddiction period,
the level of criminal involvement remained rela-
tively unchanged, with only three exceptions. Two
individuals became involved in a series of armed
robberies for which they were uitimately arrested,
perpetrated for the purpose of going into business
as operators of a record store. The third became

DRUG AND ALCOHOL ABUSE

involved in a street robbery (mugging), which he
stated was unrelated to his use of drugs,

With the onset of heroin addiction, criminal be-
havior began to increase primarily for the purpose
of supporting ihie drug habit. During the 30-day
period prior to interview, three respondents indi-
cated no criminal involvement and three stated that
their criminality was limited to drug sales. For the
remaining 14, crimes were reported as follows:

foy

Total
Offense offenses Reporting

Percent n
Burglary 33 86 12
Shopliftin 30 - 79 11
OtheEr;}ék thefts 15 71 10
Vehicte thefts 3 7 1
Purse snatching 3 21 3
Armed robbery 2 7 1

Street robbery .
(mugging) 2 7 1

As such, during the 30-day period, a total of 88
crimes were committed by these 14 subjects, the
vast majority of which could be termed as “drug
related” in that they were committed in order to
secure funds for purchasing drugs. None of these
respondents was arrested for the crimes indicated,
although 18 of the 20 had arrest records. \

In terms of alcohol histories, such usage began at
a median age of 12 vears, but heavy drinking on a
regular basis did not begin until after the onset of
heroin addiction in the majority of cases (17). All of
the respondents maintained that alcohol was not a
contributing factor to their criminality. In,fact,the
majority agreed that the heavy use of alcohol often
interrupted their typical courses of iilicit drug-
seeking behavior. It did appear, on observation,
however, that the heavy use of alcohol combined
with other drugs had increased their level of social .
dysfunctioning. Almost tw o-thirds of the group (13)
used heroin, alcohol, and marijuana on a daily basis.
Most admitted that the use of heroin generally
occurred early in the day, followed by the heavy
use of wine and marijuana which effected a heavily
sedated state for the balance of the day. These
individuals seemed totally unmotivated regarding
employment, improvement of family or other social
relations, or treatment.

Tre nine members of the motorcycle pack were

. interviewed in southern Delaw are. They were from

a larger group of bikers (1 =30) who alternatively
spent their time un the Maryland peninsula; Suffolk
Connty, New York (eastern Long Island); and
Weirs Beach, New Hampshire, and were approached

»
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-by the authdr as they crossed the Delaware/Maryland

border. Entry to the group was obtained through
one of its former members. .

The group was composed of white males with a.
median age of 29.1 years, originating primarily
from New York's Long Island. Their'drug use
began at considerably varying ages, with a median
of 17.7 years and ranging from 13 to 27 years. Drug
use in this group most often began with alcoho} at
age 15 followed by marijuana. At the time of
interview, seven individuals were heayily into bar-
biturates or other sedatives, and two were primary

. amphetamine users. All were also using alcohol and

marijuana, and two were involved in the sporadic
use of heroin. None reported addiction to any drug.

.Of the nine motorcyclists, only two admitted
erimina! involvement prior to drug use. Furthers
more, while all indicated that they had committed *
crimes at ong time or another subsequent tq drug
use, such crime seemed to be related to their
membership in a motorcycle culture. Criminal ac-
tivity was usually done in a group setting;-it
included such events as hijacking, burglary, drug
sales, and assaults on rival gangs; and it was
undertaken either as a peer grpup activity or for
the purposes of general financial gain. During the
30 days prior to interview, only 2 of the 9 indicated
criminal activity; this involved the breaking and
entering of a car to obtain a CB radio. All indicated
that sporadic work as opposed to criminal activity
was their primary source of support. ’

The third sample consisted of 20 subjects with
mixed addictions. The subjects were all white, 80
percent (n = 16) were male, and they ranged in age
from 21 to 34 with a median age of 25.2 years.
These individuals are best described as former
members of the “new underground” of the 1960s;
several were would-be avant-garde types who entered
thé Greenwich Village area after the onset of its
decline as a bohemian enclave. This sample was
selected in the same manner as the black heroin
users. Of the 20 respondents, two were musicians,
three were students, three were shopkeepers, and
the balance (12) were unemployed—supported ei-
ther by their parents, spouses, public assistance, or
panhandling. )

All of these subjects had mixed addictions and
.were attending local drug treatment programs on
an ambulatory basis. Their addictions included tran-
quilizers and barbiturates (n = 6), heroinandbarbitu-
rates (n=4), and sedatives (of various types) with
alcohol (1= 10). Drug use in this group had begun
with alcohol or marijuana at a median age of 16.9
years, followed by addiction to a primary drug or

drug combination at a median of 20.2 years.

Of the 20 subjects, only 6 reported having ever
committed a crime other than a violation of the
drug laws. All of these six had committed crimes
before drug use, maintaining that their rates of
crime commission did indeed increase subsequent
to the onset of their addiction. Furthermore, five of
these six reported having arrest records; this in-
cluded the four persons claiming heroin addiction.

These six individuals also reported high levels of
criminal involvement during the 30 days prior to
interview. Three subjects indicated that they en-
gaged in at least one burglary per day, two engaged
in prostitution, and one reported frequent thefts
from vehicles. All reported illegal activity as a
source of drug support.

The 10 subjects using sedatives in combination
with alcohol seemed to have the highest levels of
social dysfunctioning as a result of their drug
involvement. None .were employed and most (8)
exhibited skid row-type behavior. Living adjacent
to the northern end of New York’s Bowery, these
individuals regularly pravitated to this social half-
world for the purposes of panhandling, drinking
with local bottle gangs, and sleeping in sedated
states while protected by the anonymity offered by
the visible disorganization of the area. All claimed
to be “in treatment” for alcohol use, but upon
further inquiry it was learned that “treatment” as
such amounted to no more than weekly contacts
from outreach workers of the Salvation Army and
the Alston Wilkes Society. ' ’

DISCUSSION

In retrospect, the data in these analyses clearly
suggest that the relationship between drugs and
crime is indeed a complex one. Some general obser-
vations can be made with respect to the two large
data bases presented in this study. Among drug
emergency patients, criminal involvement was
reported least often by the tranquilizer cases and
most often by the narcotics cﬁlses. While the alcohol
users in this data set reported proportionately
more arrest histories than did the drug cohorts,
these arrests were typically for alcohol-related
“vietimless crimes.” Among the NDACP clients,
the users of inhalants, heroin, cocaine, other opi-
ates, and illegal methadone had the highest likeli-
hood of criminal involvement; the users of alcohol

1ij
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and marijuana had the lowest likelihood. The highest
proportions of the NDACP population indicgging
increased criminal activity after addiction ocgfirred
among the heroin users; the lowest raj® was

. represented by tranquilizer users. The commission
of a crime in support of a substance abuse habit was
most prevalent among narcotics users.

Inspite of the above general observations derived
from large data bases, it is evident that any hy-
pothesized link between drugs and crime can be
assessed more significantly within the context of
drug and criminal subcultures. TBhe lifestyle of
professional pickpockets, for example, may indicate
the use of drugs as a mechanism for enhancing
performance. The pickrockets examined here had
been heavily involved in the underworld many
yeaii‘prior to their ‘initiation into drug use; as

TasLe 10.—Correlation of opiate use rates with rates of selected social casualty Statuses for 30 health

center districts, New York eity, 1967

DRUG AND ALCOHOL ABUSE

property offenders',\they felt that drugs serveu a
spe.ific purpose—that of Steadying their nerves.
As such, while their dr.ig use was related to crime,
their particular choice ogcriminal career might be
considered as a “cause” ot such use.

By contrast, thebikers interviewed indicated that
their joint involvement with «rime and drugs was
more related to membership in a Jeviant subculture
than to any other relationship. »n the group with
mixed addictions, few reported c.'minal activity;
those who did, however, reflected a f;ather complex
involvement. Crlme was apparent bemre their ad-
diction, but as drug use increased, crine similarly
escalated—f‘ér the reported purpose of drug use
support.

The data describing the 20 black heroin addicts
suggest even further complexity in the drugs, crime

~

-

Rank order of sevenity

New York City Opiate Financial Juvenile Out of wedlock Male
health center districts use assistance delinquency births unemployment Poverty

Manbhattan: ) .
Central Harlem 1 8- 1 1 3 1
East Harlem 2 6 85 3 4.5 2
Kips Bay-Yorkwille 20 28 29 17.5 19 T
Lower EastGide -7 12 . 12 11 1 3
Lower West Side. 4 17 15 16 2 P
Riverside 3 13 14 9 4.5 v 5
Washington Heights 8 16 L 13 15 15 15

Bronx: '
Fordham-Riverdale 22 20° 26 23 23.5 20
Morrisama 5 2 85 6 8 8
Mott Haven 6 1 7 4 6.5 4
Pelham Bay 18 23 27 175 25 22
Tremont 12 10 11 10 16 14
Westchester 16 » 21 25 22 21.5 18 )

Brooklyn: . ’
Bay Ridge 27 27 24 30 20 23
Bedford ' 11 7 2 5 10 65
Brownsville 15 3 5 7 12 11
Bushwick 14 5 4 8 13. 13
Flatbush 26 25 20 27 28 26
Fort Greene 10 4 3 2 11 9
Gravesend 23 18 19 25 17 17
Red Hook-Gowanus 9 11 6 13 9 65
Sunset Park 17 14 17 20.5 14 ) 16
Williamsburg 13 9 10 14 65 10

Queens:
Astoria-L.L.C. 21 22 23 26 23.5 19
Corona - 25 26 21 205 21.5 28 !
Flushing 30 29 30 28 30~ 30 “
Jamaica East 19 15 16 12 26 27
Jamaica West 24 19 , 18 19 27 24
Maspeth.Forest Hills 29 . 30 N 28 29 29 29

* Richmond 28 24 22 24 18 25
r 078 075 0.81 0.88 0.92 .

.

Source James A Incia di, The Vilificat
Copynght 1974 by Add.:tive Diseases

n

of Euphoria Some Perspectives on sn Elusive lssue, Addictive Diseases, 1 252, 1974
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issue. The overwhelming majority indicated preda-

tory offense behavior prior to their careers -in
drugs, with increased criminal activity occurring
only after the onset of addiction. This would sug-
gest that crime was indeed related to drug use (asa
source of drug support) after thdt point—but this
conclusion leads to further inquiries. Initially, since
their crime increased after addiction, what explains
their original criminal Behavior? Secondly, had they

not been criminals prev1ously, would they have
suddenly begun to commit crimes at the onset of

. drug use? -Would they in fact have begun to use
drugs at all? This brmgs us to that “third factor” in

S~ the drugs/crime issue, one which suggests that
perhaps substance abuse and crime are less related

- to each other than to one or more other ph notena.
In a previous study (Inciardi 1974), %tes for

use, financial assistance, juvenile delinquency,
out-of-wedlock births, male unemployment, and
poverty were ranked for each of New York City’s
30 health center districts (Table 10) (aggregatxons
of contiguous census tracts). As indicated in Table
J10, opiatgise was correlated with each of the other

* various social casuglty statuses including opiate

CRIME AND PATTERNS UF SUBSTANCE ABUSE ' m

social problems to indicate unusually high statisti-

cal relationships: - o
. ' r
Opiate use/povertye .........c.ovunnn 0.92
Opiate use/unemployment ....... feean 0.88
Opiate usefillegitimacy ........ REERREE 0.81
Opiate use/financial assistance ......... 0.78
Opiate use/delinquency ......: e r. 0.75

This does not suggest that opiate use i8 the “cause”
of any or all of these phenomena nor does it
necessarily signify any reverse causation. Rather,
it strongly suggests that these social casualty statuses
tend to exist side by side, that the presence of one
indicates the presence of the others, and that
within given regions drugs and crime may be
related aspects of general social disorganization.

Within this context, it must be emphasized that
longitudinal studies must be undertaken on defined
Substance-abusing populations, with a concentra-
tion on criminal career patterns. Research at this
level must be initiated before we can begin to
further assess the impact of drug use on the nature
and extent of crime. .
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APPENDIX A

The data in tables 5, 6, and 7 represent a series
of mathematical manipulations involving the ranking
of proportions, summations and rankings, and then
the ranking of summations for the purpose of
inditating the relative likelihood of criminal in-
volvement as' suggested by the additive effects of
numerous variables. For heroin users, for example,

.

93.1 percent reported being picked up by the police,

90.2 percent reportedjhaving been convicted, and
76.5 percent reported having been incarcerated
(Table 5). Furthermore 56.5 percent of the heroilt
group were in some active legal status—either
probation,“barole, awaiting trial,. and/or mental

commitment. Only-6 percent of this cohort reported

no illegal activity.

The proportions in table 5 appear as rankings in
table 6. Coqtinuing with the same ¢xample, heroin
users, when- compared with the other user groups,
rank fourth in terms of “ever picked up,” while
jllegal methadone users ranked highest in the pro-
portion “ever picked up.” The other four gategories
in table 5—criminal justice system contacts by age

»
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17, preéent legal status, convictions, and no illegal
activity—are similarly ranked ‘n table 6.

Table 7 begins by accumulating the table 6 rankings
into summary form. Heroin users, for example,
show a total of 10 in the “ever” category—a sum

.based on the ranks of 4, 2,2, 2 from table 6. The
“gum of totals” (line A) of 61 for heroin users is then
the sum of all the totals (10 for “ever,” 20 for “by
age 17,” etd.). In the second segment of table 7, the
previous sums (“ever,” “by age 17,” “status,” ete.)
are ranked for each user group. Thus, the heroin
users’ sum of 10 for “ever” ranks third (after illegal
methadone and cocairz) and as such, is designated
‘the rank of 3 in this second segment of the table.
These rankings are again summed, giving heroin

users a value of 175 in the “sumof total rankings” | =~

(line B). The,final rankings of sums are based on
lines A and B, with C representing the combination
of lines A and B for each user group. :
The “final score” is the line A sum plus the line B
sum, after the line B sum was multiplied by 3 for
the purposes of giving it the same general numerical
range as the line A sum. This “final score” suggests

the relative likelihood of criminal involvement of

the 11 user groups, with inhalant users designated
as highest (score = 94) and alcohol users as lowest
(score = 309).
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- Alcohol and lllicit Drug U
National Followup Study of Admissions to Drug Abuse

—substitute for illicit drugs,
. some to be a more important substitute as drug use

S€e .

i

Treatments in the DARP During 196971 _

D. Dwayne Simpson .
Michael R. Lloyd » = ¢

#titute of Behavioral Research
Texas Christian Urliversity

A

INTRODUCTION

_Alcohol corisumption by drug users has begome a

. matter of major congern in the study of drug

treatment outcomes. As a legal'substance, alcohol
apparently fills in oc¢asionally as a convenient_
but it is also believed by

> is decreased during and after drug treatment. It

also appears to have a place of its own in the
pattern of multiple drug udse. Alcohol use before

admission to drug treatment programs has gener- |

ally been higher among older drug users and males
‘than other types of clients, but the higher drinking"’
rate among. multiple drug users is even more strik-
ing (Jackson and Richman 1973] Simpson 1976).
Jack on and Richman (1973) also noted that heavy
drinking occurs more frequently. among long-term
addicts and -readmissions to drug treatment thaf®
among first-time admissions.

The history of drug use among op?ﬁ(i' addicts has
indicated that in some cases excessive alcohol use
preceded the addiction to opioid drugs (Brown et al.
1973; O'Donrell 1964, 1¢69; Weppner and Agar
1971). Brown et.al. (1973) cited evidence suggesting

-
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* that alcohol use decreased when addicts initiated

their opioitl use and, that subsequent entry into

drug treatment (methadone maintenance in most

casgg was not accompanied by increased drinking,
he

habfts from pretreatment to the treatment process
for methadone.maintenance clients has also been
supported by othex studies (Gorsuch et al. 1976;
Siripson, 1974). Alcohol and illicit drug use during

- treatment are positively corréfated (Neman and .

Demaree 1976), however, and alcohol use has beer
cited as a frequent treatment problem and cause. of
discharge in methadone maintenance programs (Gear-

ing 1970, 1972) >
! 1

Long-term followup studies of admissions to the

Federal narcotic hospital in Lexington by 0'Donnell
(1964, 1969) and Vaillant (1974) have indicated that
alcohol.plays a significant.role in the lives of ad-
dicts, especially if they were heavy alconol users
before opidid adciction, and 4f" increasing role as
they advance-in age beyond 35—40 years. These

studies weke baséd on addictsadinitted: to~ the-
Lexington Hospital prior to 1960, and the sample _

clients were relatively old at admission compared to
those in more recent treatment programs. Inevita-
bly, the drug abuse treatment system and the types

17
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of drug users being treated have changed consider-
ably in the years since these studies were initiated.

The present study is based on followup interview
data for a sample of 1969—71 admissions (cchort 1)
in the’ Drug Abuse Reporting Program (DARP)
sponsored by Texas Christian University of Fort
Worth, Texas. This was a nore “contemporary”
drug treatment sample than those examined by

O’Donnell and by Vaillant and involved a shorter’

interval between discharge from treatment and
followup interview. The time span between DARP
treatment admission in 1969-71 and the followup
interview in 1975—76 wcs typically 4 to 6 years, and
for most eof the sample it included at least 3 years
since DARP treatment was terminated. The objec-
tive df this investigation is to explore in more detail
some of the general findings reported previously by
Simpson and Lloyd (1976) in a study based on these
same data and concerned with the development of
alcohol criterion measures for DARP followup evalu-
ation research.

This study focuses on alcohol use and its relation-
ship to illicit drug use and treatment, and it in-
cludes twtzc major sets of analyses. The first set of
analyses Involves the since-DARP period, from
DAR? termination up to 2 months before the
followup interview, It investigates drug use in
relation to post-DARP changes in drinking levels
and examines variations in alcohol consumption in
relation to drug use and time spent n treatment
during the post-DARP years. The second set of
analyses focuses on alcohol use at-interview, that
is, during the 2 months immediately preceding the
followup interview. It explores variations in alcohol
consumption associated with drug use and treat-
ment status at the time of interview, along with
demographic characteristics and measures of pre-
vious alcohol use, drug use, and treatment experi-
ence.

Description of the Followup Sample

From the 11,383 admissions to 23 agencies that
participated in the DARP between June 1969 and
June 1971 (DARP cohort 1), a stratified random
sample of 1,853 former clients was selected for the
followup study. These individuals were selected
from four DARP population groups that had suffi-
cient numbers of clients to be included, namely:
methadone maintenance (MM), therapeutic com-
munity (TC), outpatient detoxification (DT), and
intake only (10). (For further decails on the general

design and sample .selection for the cohort 1 fol-
lowup study, see Simpson and Joe 1977.) Overall,
87.6 percent of the total sample of 1,853 were
located: 1,423 (76.8 percent) of the total sample
were interviewed; 133 (7.2 percent) were deceased;
8 (0.4 percent) were out of the country and_not

, interviewed; and 60 (3.2 percent) refused-to be

interviewed. The remaining 229 (12.4 percent) could
not be located. The total numbé1 of completed
interviews was 14428, but for technical reasons (see
Simpson and Jp€ 1977), only 1,409 were included in
the current féHowup study.

Sources of Data = | d

The data in this study were obtained from client
reports submitted by DARP treatment agencies
from 1969 to 197:2 and followup interviews conducted .
in 1975 and 1976."' These data represent four time
periods,.defined as follows:

1. Before-DARP refers to the last 2 months
before admission to DARP, based on the
admission record completed in 1969—71.

2. During-DARP refers to time during treat-
ment in the DARP up to 1974, based on
bimonthly statas evaluation records through-
out the first treatment episode in the DARP
(for cases of later readmission to the ‘same
agenvy. the later episodes are not. reflected in
this category). -

3. Since-DARP refers to time from termination
of DARP treatment to 2 months before the
followup interview (ranging up to 6 vears),
based on data obtained by 1-month periods in
the activities chart of the followup survey.

4. At-interview refers to the last 2 months befere
followup interview, “based on the followup
survey completed in 1975-76.

The term “post-DARP,” as used throughout this
text, is meant to include both the since-DARP and
the at-interview time peribds.

Measures of llicit Drug Use

Illicit drug vse was reported in categories of 5 to _
7 Cays per week (daily); 1 to 4 days per 1"eek
(weekly); less than once per week (weekly); and no'

! Checks of internal consistency as well as comparisons of self-report information
with crimenal Justice records of post-DARI tncarcerations and treatment reentry
records supported the rehiability and validity of the data Se=e Simpson et al 1976
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use at all. These frequencies were recorded separately
for each of nine drug classes: heroin, illegal metha-
done, other opioids, barbiturates, cocaine, amphet-
' amines, hallucinogens, marijuana, and other non-

" . opioids. This-information on drug use was collected

for each of the four time periods described above;
however, drug use information during-DARP in-
. cluded actual number of days of use for each drug
class, rather than the general frequency categories
used in the before-DARP and post-DARP periods.

The different -classes of drugs have been com-
bined in the present study into the categories of
opioid use, nonopioid use (not including marijua-
na), and marijuana use. Each measure reflects the
highest frequency of use reported within that par-
ticular glass of drugs. Opioid use is based on heroin,
. illegal methadone, and other opioids; and nonopioid
use is based on barbiturates, cocaine, ampheta-
mines, hallucinogens, and other nonopioids (other
than marijuana). These measures of drug use were
defined and examined in more detail by Savage and
Simpson (1976).

e

Measures of Alcohol Use

One of the principal alcohol measures used in the

. present study is a composite variable, average daily "

80-proof liquor equivalent, defined for all four time
periods on the basis of the reported consumption of
beer, wine, and hard liquor combined. The same
measure has been used in previous evaluation re-
search in DARP (Neman and Demaree 1976). The
computation involves a transformation of consump-
tion levels for each of the three alcohol beverages to
a common unit of measurement; the metric used is
80-proof liquor equivalent, sometimes referred to
simply as 80-proof alcohol. For each time period, (1)
an average daily rate of beer, wine, and liquor us-.
by an individual was calculated; (2) the amount for
each beverage was multiplied by a conversion fac-
tor to yield average daily ounces in 80-proof alcohol,
and (3) the three scores were then summed to

" obtain the composite measure. The conversion fac-

tors are as follows: Each can (or bottle) of beer was
converted to 1.80 ounces of 80-proof alcohol, each
pint of wine to 6.50 ounces, and each drink (or shot)
of liquor to 1.75 ounces. Because unusually high
amounts of 80-proof alcohol were sometimes reported,
~ the procedure recommended by Neman and Demaree
(1976) for scaling alcohol use was followed. Thus, the
analyses in the present study are based on a
four-point index score of average daily 80-proof
- dlcohol use, representing (1) no use, (2) 0.1 to 4.0

’
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ounces, (3) 4.1 to 8.0 ounces, and (4) over &.0
ounces. )

Another alcohol-related variable obtained for all
four time periods is alcokol problems, referring
client-reported incidents of medical, legal, job, or
family problems due to the excessive use of alcohol.
In contrast ,to most of the -alcohol and drug use
variables used in this study, the before-DARP
measure of alcohol problems refers to lifetime his-
tory, rather than to just the last 2 months before
DARP admission.

A composite measure of alcohol consumption
across each of the four time periods is the average
daily use of 80-prodf liquor equivalent described
above. This is a frequently used and readily under-
stood measure, but there are some instances in
which useful information concerning alcohol use
may be overlooked when using it. Particular refer-
ence is made to the potential for discriminating
between light but frequent drinkers and heavy but
relatively infrequent drinkers. The followup infor-
mation obtained for the at-interview period pro-
vided a basis for further analysis by means of a
measure that combines this information. This mea-
sure was referred to as the level of alcohol «se and
was defined in part by average daily alcohol use,
but also recognized the heavy episodic drinker in a
classification scheme similar to that used earlier by
Cahalan €t al. (1969). Four levels of alcohol con-
sumption at-interview were defined as follows:

® Abstainers. Persons in this category did not
drink in the last 2 months before the followup
interview.

® Light drinkers. This level includes indi* iduals
who had at least one drink in the 2 months
previous to interview, but whose average con-
sumptionlevels on days used did not exceed two
cans of beer, 1 pint of wine, or two drinks of
liquor..and whose average daily 80-proof liquor
equivalent for total alcohel use was not more

" than 4.0 ounces.

® Moderate drinkers. Persons in this category
averaged up to 8.0 ounces of 80-proof liquor
equivalent per day during the last 2 months, but
with infrequent (less than weekly) excessive
drinking of any beverage. (Excessive amounts
were defined as over six cans of beer, 2 or more
pints of wine, or over two drinks of liquor on

. drinking days.)

_ ® Heavydrinkers. Personsso classified consumed
excessive amounts of one or more alcoholicbever-
ages on an average of at least once a week and
usually averaged over 8.0 ounces of 80-proof

i1y
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liquor equivalent per day during the 2 months
previous to interview.
Each of the alcohol measures used in the present

study has been defined and examined in more detail
by Simpson and Lloyd (1976).

SINCE-DARP ALCOHOL AND DRUG

USE :

It was reported in a'previous study by Simpsun
and Lloyd (1976) that alcohol use by the DARP
cohort 1 followup sample, as recalled retrospectively
in the folluwup interview, tended to remain stable
over time after DARP treatment. Approximately
14 percent of the sample abstained from alcohol
use, but 23 percent of all persuns intery 2wed drank
an average of vver § ounces of 80-proof liquor
equivalent per day during the since-DARP period.
Nevertheless, there were times when drinking
levers fluctuated. Periods of a month or longer
during which drinking was either much higher or
much lower than at-interview were repurted by 40
percent of the sample. At least une episude of
“more” drinking was repurted by 19 percent, “less”
drinking (not counting time jailed or otherwise
confined) was reported by 12 percent, and both
“more” and “less” drinking was repurted by an
additional 9 percent of the samnple.

The reasuns given in the fullowup interview for
these drinking changes were varigd, but frequently
they reflected reactions tu life events that involved
positive experiences and persvnal satisfactivn or
negative experiences and unhappiness. However,
one of the three must common reasons given for
episodes of more, as well as less, alcohol use
since-DARP involved illicit drug use. 15 percent of
the episudes of more drinking W ere remembered as
being during a simultancous drop in illicit drug use,
while 22 percent of the episudes of less drinking
.were reporteu during times of increased illicit drug
use. The type of illicit drug referred to was not
specified. Tu verify these simultanevus changes in
alcohol and drug use and to examine the types of
illicit drugs involved in the apparent alcuhol-drug
use substitutivn reported, these data were ana-
lyzed in more detail.

ERIC

IToxt Provided by ERI

DRUG AND ALCOHOL ABUSE

Drug Use Before and After a Chénée in
Drinking Habits g

The measures of opivid use, nonopivid use, and
marijuana use were compared for the 2 months
immediately btefore and for the 2 'months after a
reported change in alcohol use during the since-
DARP period whenever drug use was given as the
reason for the change. Separate comparisons (using
paired sample T tests) were made for episodes
involving more and less drinking, and the compari-
sons were restricted to only those pevsons with
data in both of the 2 months before and after the
drinking change occurred. When the drinking change
was to more aleohol, means for all three measures
of illicit drug use decreased fromn before to after
the change, although only the difference for vpioid
use was statistically significant (T = 3.89, df = 24,
p = .001). When the drinking change was to less
alcohol, means for all three measures of dlicit drug
use ncreased from before or after the change, but
again vnly the difference for vpivid use was statisti-
cally significant (T = -2.35, df = 14, p - .03). Thus, the
data supported a relationship involving substitutions
betw een alcohol and illicit drug use in this subgroup
of the DARP followup sample, but the association
with alcohol use primarily involved opivids.

Although these results suggest that alcohol and
opivid drugs were used as substitutes for one
another on occasion, these data imvolved only a
small portion (less than 10 percent) of the total
fullow up sample. To examine the generalizability of
this relativnship further, other episudes invohving
changes to mobe and less drinking were alsv cunsid-
ered. These episudes of drinking changes were
reported to be for reasoffs not associated with the
patterns of illicit drug use such as life stress and the
influence of friends, but might nevertheless have
imolved a relativnship between aleohol and drug
use and were therefore examined.

The same ty pes of comparisons described pre-
vivusly were made, they were based un measures of
drug use in the 2 months before and after changes
to more and to less alcohul use, involying reasons
répurted which were not related to drug use. TheSe
cumparisons revealed low levels of use (averaging
less than weekly) for each of the three drug use
measures befure and after a change in aleuhol
consumptien. The differenees were near zere and
not significant.

The overall results indicated, therefure, that
alcohol and illicit drug use pust-DARP were
interrelated in some instances, but increased or
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decreased drinking episodes generally were not
accompanied by changes in levels of drug use.

Aicoho!l Consumption During Periods of
Drug Use and Treatment

The previous analyses’ were based only on
short segments of time when there were post-
DARP changes in alcohol consumption. As already
noted, however, such changes in drinking levels
involved about 49 percent of the following Sample.
In order to yse more of the information available
relevant to alcohol and drug use, a reverse strategy
was used in which average level of alcohol con-
sumption since-DARP was analyzed in relation to
changes in levels of drug use§ffhe analyses addressed
the general issue of whether average daily alcohol
use was different during months in which eny illicit

drug use was reported in comparison to months in.

which no drug use was reported.

Procedurally, each of these analyses was conducted
in-four steps. First, two conditions of.drug use
were specified for making comparisons of frequency
of use. Second, the followup sample was searched
for all persons who reported both of the specified
levels of drug use at some time in the since-DARP
period (that is, within-subjects comparisons were
made). Third, averages were computed for alcohol
use based separately on the months in which each of
the two levels of drug use were reported, adjusted
for time at risk (that is, only months when the
person was not confined in a jail, hospital, or
therapeutic community were included in the com-
putations). Finally, the measures of alcoho! con-
sumption during the different conditions of drug
use were compared using paired sample T tests.

Based on the subsamples with appropriate data,
comparisons of alcohol consumption were made for
intervals of any illicit drug use versus no illicit drug
use (n = 810), daily opivid use versus less-than-daily
or no opioid use (n=>582), and any marijuana use
versus nomarijuanause ( = 441). None of the results
for these three tests was statistically significant,
although the differences associated with marijuana
use approached significance (T'=1.76, df=440,
n=.079); alcohol consumption was slightly higher
during periods of marijuana use.” The gener»] rela-
tionship between drug and alcohol use suggested by

L7y ) panson of alcohol use during ths of any empleyment versus
« mw employment since-DARP (n =948) also resulted in statistically insignificant
differences. .

“ these findings wes therefore low. Additional analy-

ses of clients’ alcohol use during months in outpatient
drug treatment compared to months while not in
treatment (» =594) also resulted in no significant
differences. N

It is important to note that these comparisons
\vere based only on subsamples of individuals who
used drugs or were in treatment at some time
since-DARP; members of the sariple.who never
used drugs at the specified levels or who used
continually at those levels were excluded, as were
persons who were either not in treatment at any
time or continually in treatment. As a result of the
exclusions, none of the preceding analyses were
based on more than 57 percent of the total followup
sample. The data suggest, nevertheless, that among

* these subsamples reporting some fluctuation in

post-DARP drug use and in outpatient drug treat-
ment status, alcohol consumption generally did not
change significantly in relation to either of these
factors.

ALCOHOL CONSUMPTION BY
PERSONS IN DRUG TREATMENT
VERSUS NOT IN DRUG TREAT-
MENT POST-DARP -

In a previous study based on“the present fol-
lowup data, Simpson and Lgoyd (1976) found that
aicohol consumption was lower for persons in drug
treatment than for those mnot in treatment at-
interview. Because of the emphasis on develop.nent
of alcohol criterion measures in that study, this
particular relationship was not analyzed in detail.
The yelation of treatment status to alcohol use is
important, however, especially in view of the re-
sults presentetl above, which show that alcohol use
by persons spending post-DARP time “in and qut”
of drug treatment generally was not associated
with treatment status.

Further study of the relationship between alco-
hol use and drug treatment was therefore pursued.
First, all -persons in the fellowup sample were
categorized according to whether or not they had
any post-DARP tréatment, and a comparison was
then made of average daily use of 80-proof alcohol,
adjusted for time at risk. (Alcohol consumption in
previous time periods is discussed later.) These
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recults revealed significant group differences (T'=
2.44,df=1,272,p = .015), indicating that perscns who
never reentered drug treatment after DARP re.
ported higher average daily use of alcohol than
thase who did (approximately 61 percent of the
sample had post-DARP treatment). Cemparable
analyses conducted separately for each of the first
three years of the since-DARP period showed simi-
lar results; the differences for the first year after
DARP were just short of statistical significance
P < .079), but those for both the second and
third years were highly sngmﬁcant (p < .01).3 These
additional findings are generally consistent with
those reported by Simpson and Lloyd (1976) for the
at interview period.

The importance of these resufts is that in the
analyses restricted only to persons who moved in
and out of post-DARP drug use and treatment,
alcohol use showed no significant relationship to
treatment status or illicit drug use. On the other
hand, when the total followup sample was exam-
ined, entry into post-DARP outpatient drug treat-
ment was significantly associated with a compara-
tively lower rate of alcohol use. The use of marijuana
and of other nonopioid drugs was also found to be
associated with post-DARP alcohol consumption;
betw‘n-subject comparisons of drinking rates by
users versus nonusers of marijuana and of other
nonopioids during each of the first 3 years since-
DARP showed the nonusers drank significantly
less alcohol (p < .01). No differences were found

" between opioid tsers versus nfnusers in terms of

alcohol consumption. Thus, post-DARP rnonopioid
drug users and persons with no post-DARP drug
treatment tended to be heavier drinkers than their
counterparts. These relationships in the at-interview
data are aralyzed in more detail in the next section,
taking into account demographic classification as

well as previous drug use and DARP treatment

experience,

ALCOHOL AND DRUG USE AT
FOLLOWUP INTERVIEW

As i the case of the since-DARP analyses, the
: .

‘Additional analyses of these data for each of the first 3 years post-DARP ind,
Catsd that alcohol use was the lowest for persons continually in trestment through

out the year, and highest for those never in treatment and for thoss who reported
some time in a8 well a8 some Ums out of treatment during the year
r

.
«
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 aleohol and drug use data for the at-interview

period took into account confinement and treatment
status of the sample because of the obvious limita-
tiéns on consumption imposed by full-time stays in
residential and institutional settings. The finai
interview ed sample of 1,409 was therefore divided
into five groups Acurding to status at-interview:

® [n alcohol treatinent—34 petsons (2 percent of
the sample) who were in outpatlent alodhol -
treatment at the time of the int

® [noutpatient methadone mamtenance (MM)
—317 persons (23 percent of the sample) who
were in outpatient methadone maintenance drug
treatment at the time of the interview.

® In outpatient drug free (DF)—5T persons (4
percent of the sample) who at the time of the
interview were in outpatient drug treatment in
which they did not receive any mdintenance
drug. -

® Not in tréatment—T172 persons (55 percent of

. the aample) who were not confined or receiving’

any drug or alcohol treatment at the time of the
interview.

® Confined—229 persons (16 pergent of the sam-
ple) who spent most of the 2 months prior to the
interview in a hospital, jail, or therapeutic com-
munity.

Table 1 presents the distributions. of these five
groups by age, sex, ethnic groups, before-DARP
drug use, DARP treatment type, days in DARP
treatmenc. and reason for DARP termg}atlon Chi-
squares for each \’d!’ldble are shown in the right
hand column of the table, for every variable, there
were statistically significant differences (p < .001)
betw een the groups defined by status at-interview.

Several notable differences stand out betiween
ﬁtﬁese groups. Compayed to the distributions based

all groups combined (total), the alcohol treat-
ment group was older, included more blacks, and
was more likely to have quit DARP treatment.
Persons in MM and DF were more likely than other
groups to have been MM clients in DARP and to
hay e used opioids daily before-DARP, With respect
to the reason for DARP termination, a relatively
high percentage of the not-in-treatment group com-
pleted DARP treatment (20 percent) and a rela-
tively high percentage of the confined group were
terminated frum DARP treatment because of being
incarcerated in jail (11 percent). In addition, the
confined group was composed almost entirely of
males and included a lelatwely high percentage of
Mexican Americans.

J:'ZC’
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TaBLE 1.—Confinement and tredtment status of followup sample by age, sex, ethnic group, and DARP
treatment and tenure . .

Status at interview .

Outpatient drug
Alcohc. treatment Not 1n
Characteristics treatment MM DF _ treatment Confined! Total - x%(dN

»

) . . Age at interview, in percent .
Under 23 3 4 12 8 9 8

Y 2::1-25 3 16 19 . 21 20 19 40.9°
26-~30 29 28 27 , 31 33 30 (20)
31-35 24 23 19 15 20 18
36-40 15 13 12 13 9 12
Over 40 26 16 11 12 9 13

Total ) ) 100 100 100 160 100 100 o
. Sex, in percent )
Male ) 82 85 84 88 97 88 24.9°

\ Female . 18 15 16 12 3 12 (4)

Total 100 100 100 * 100 100 100
‘ Ethnic group, in percent T
Black 65 42 54 47 51 . 47
Puerto Rican 3 5 9 4 3 4 42.52
Mexican American . 6 17 5 5 ! 14 7 12)
White 26 46 32 44 32 42
Total 100 100 100 100 . . 100 100 T_'
Before-DARP drug case, in percen \
Daily opioids only 29 40 26 © 35 36 36
Daily opioids plus ‘ 47 45 55 37 43 41 40.52
Less-than-daily opioids . 12 8 7 16 10 12 2.(16)
Nonopioids only . ) 9 3 - 7 7 4 6
Other ' - T 4 5 5 7 5
Total 100 100 100 100 100 « 100
DARP treatment, 1n percent ° *
Methadone maintenance (MM) 59 70 74 53 53 58 .
Therapeutic community (TC) 32 16 17 33 32 29 48.0?
Outpatient detoxication (DT) 6 7 7 8 7 7 (12)
Intake anly (10) 3 7° 2 6 8 6
_ Total 100 ) 100 100 100 100 100
, 5 Days in DARP treatment, in percent .
None ’ 3 7/ 2 5 8 6 -
1-90 days 27, /8¢ 17, 25 a 24 28.52
91-~360 days 38 37 51 34 35 36 (16)
361-720 days 18 23 ‘16 23 16 21
Over 720 days 14 15 14 13 . 10 13
Total . 100 100 100 100 100 100
Reason for DARP term:nation, in percent
Quit 79 62 60 58 62 61
Expelled 3, 9 14 9 10 9 84.9%
Jailed 3 ) 5 3 11 5 (20)
Other 0 1 5 1 4 2
Completed treatment 6 10 4 20 7 - 14
Referred 9 13 12 9 6 9
Total 100 100 100 100 100 © 100
. Sample size .
No. in group ' 34 317 57 772 229 1409
Percent of tceal . 2 23 4 55 16 100

IMont of these individuals were 1n a jail or prison duning most of the 2 months before interview
%5 less than 001 -
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TABLE 2.—Frequency distributions and mean scores of alcohol and drug use, at interview, by treatment

status at interview

Treltment status at interview

Alcohol ° Outpatient drug treatment Not in x?
Categores of use treatment MM DF treatment Total p
Average daily 80-proof liquor equivalent. n percent
‘No use 29 22 19 10 14
0.1-4.0 oz. 9 51 44 54 51 75.3!
4.1-80 oz. 12 11 25 17 16 9
Over 8.0 oz. 50 16 12 19 ‘9
Total 100 100 100 100 100
Mean score 282 220 230 245 239
Alcohol use level. 1n percent
Abstainer 29 22 19 - 10 14
Light 0 27 21 26 25 61.8
Moderate 15 29 37 35 33 (9
Heavy . 56 22 23 29 25
Total 100 100 100 100 100
Mean score 297 2.51 2.63 2.83 274
Opioid use, n percent
No use 79 64 68 82 76
Less than weekly 12 16 12 9 11 45.4!
Weekly 3 9 .9 5 6 9
Daily 6 11 11 4\ 7
Total 100 100 100 100 ~ 100
Mean score 135 168 1.61 132 144
Nonopioid use. in percent?
No use 82 (3! 84 80 78
Less than weekly 3 17 ¢ 7 14 14 25.9}
Weekly 15 8 5 : 5 6 9
Daily 0 4 4 1 2
Total 100 100 100 100 100
Mean score 132 1.45 . 128 128 133
Marijuana use. in percent
No use 62 42 32 44 43
Less than weekly 9 22 21 17 18 15.11
Weekly 12 20 30 23, 23 9
Daily 17 16 17 16 16
Total 100 100 100 , 100 100
Mean score 185 210 233 212 212
Number 1n sample
34 317 57 772 1.180
" tess than 001

Excludes maryuana

Alcohol and Drug Use by Treatment Status

Measures of alcohol and drug use at-interview
are presented by treatment status groups in table
2. The table shows percentage distributions of the

four treatment status groups by levels of alcohol .

and drug use, as well as mean scores fur each
vanable (based on the index scores of 1 to 4 that
precede each category in the table). Because they
v.ere not considered at risk to u..€ alcohol and drugs

v

as were the other groups, the confined group was
excluded from these distributions. Chi-squares based
on the distributions of the alcohol and drug use
measures for the four treatment groups are presented
in the right-hand column of table 2.

Alcuhul consumption is presented in terms of
indices of average daily 80-proof liquor equivalent
and level of use in the first twu sections of the table;
the results were similar for buth measures. The
chi-syuares indicate that the group differences in
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aleohol uge were significant. The MM Drug Treat-
ment group had the lowest use and the alcohol
treatment group had the highest use. Although
over half of the alcohol treatment groups was
included in the heaviest category of alcohol use, 29
percent were abstainers. Thus, some individuals
were apparently controlling drinking while in alco-
vhol treatment, and¥thers were not.

nonopioid use, and marijuana use in the lower
sections of table 2. The chi-squares indicate signifi-
cant differences between treatment groups for opioid
and nonopioid drugs, but not for marijuana. For
both opioid and nonopioid drug use, the MM group
had the highest use and the not-in-tfeatment group
had the lowest (the DF Drug Treatment group also
reported low use of nonopioid drugs).?

Table 2 thus indicates that treatment status
at-interview was clearly associated with the use of
alcohol as well as illicit drugs. Most, of the persons
in the alcohol treatment group were heavy drink-
ers, but their use of other drugs was relatively low.
As noted previously, this group tended to be older

—thantheothersand-included a-higher percentage of

‘blacks. It was also a small group (» =34), however,
and the type and duration of their alcohol treatment
were not recorded in the followup interview. The
alcohol and drug use of the rather small group in
DF drug treatment (n = 57) was generally similar to
that of the MM Drug Treatment group. The two
largest groups (MM Drug Treatment and not in
treatment) showed some interesting differences,
and both included samples which were large enough
to be examined in greater detail.

a

Differences Between Not i}x Treatment and
MM Drug Treatment Groups

In analyses reported above, measuresygf alcohol

and drug use were considered separately Tor groups~

defined by treatment status at interview. The
present analysis examines the joint relationships
among the three variables by a series of two-way
analyses of variance (ANOVAs) in which alcohol
consumption is the dependent variable, and treat-
ment status and illicit drug use are the independent
-variables. Four ANOVAs were computed using
average daily 80-proof alcohol use as the alcohol

‘One-way analyses of vanance on mean scoreaffor ajcohol and drug use by the
four treatment groups were also completed. the results were the same a3 for the
chi.annares and therefore are not reported
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TaBLE 3.—Summary tables for analysis of variance
on average daily use of 80-proof alcohol
at interview

Degrees of ~+ Mean | F
Source freedom squares ratio
Opioid use:
Treatment' 1 1778 20.94°
Opioid use® 3 1.62 191
Interaction 3 073§, 114
“Within cell terror) 1,081 0
Nonopioid use:
Treatment' 1 17.94 21.562
Nonopioid use® 2 10.43 12.53%
Interaction * 2 1.58 1.89 .
Within cell (error) 1,083 083
Marijuana use:
Treatmbnt! 1 15.38 18.95%
Marijuana’® 3 14.57 17.96%
Interaction 3 1.39 1.71
Within cell (error) 1,081 0.81 -
Combined drug use:
Treatment! 1 19.20 23.372
Combined drug use®* 5 8.62 10.49°
Interaction 5 1.04 1.27
Within cell (error) 1,077 0.82

*Treatment 18 & dichotomous vanable distinguishing between not tn treatnient
and n qelhudone maintenance

25001 .-

IDrug use{refers to frequency of use and 13 scaled as follows Nouse = 1 less
than w = 2, weekly = 3.daily = 4

4Combined drug use ts of the following categories no use maryuana only
other nonopioids only. less than daily oprords (with or without other drugs and
daily oproids (with or without other drugs)

Note These analyses were based on the Classic Experimental Approach solution
available in the Statistical Packoge for the Soctal Sctences {Naie et al 1975)

measure.” These are summarized in table 3. In each
ANOVA, the first factor was Treatment (nut in
treatment versus MM drug treatment) and the
second factor included opioid use, nonopioid use,
marijuana use, and combined drug use, respective-
ly. -

Table 3 shows that the main effects for treatment
were highly significant, reflecting higher alcohol
use by persons in the not-in-treatment group, as
observed previously. The associations between fre-
quency of drug use and alcohol consumption
represented by the main effects for the second
factor arg ﬁlso interesting. The ANOVA including
opioiff use(first section of the table) reveals that
frequency of use for opioid drugs was not significantly
related to alcohol consumption. For nonopioid use,
the main effects were statistically significant; ex-
amination of the group means showed that infre-
quent (less than weekly) nonopioid users were the

SLevel of use was subjected to the same analyses, but the results were exactly the
same as for 80-proof alcohol snd are therefore not reported
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heaviest drinkers, compared to the nonusers as
well as the most frequent users (weekly or daily).®
Significant main effects were also found for mari-
juana use, to the effect that drinking amounts
increased with more frequent use of marijuana.
None of the three ANOVAs for the drug use
measures, however, revealed significant interac-
tions between treatinent status and drug use fre-
quency. That is, alcohol consumption at-interview
_was not differentially related to drug use as a
function of whether or not the person was in drug
treatment.

The fourth ANOVA in table 3 includes a variable
referred to as “combined drug use” (see Savage and
Simpson 1976). It is defined on the basis of combi-

. nations of opioid, nonopioid, and marijuana use
at-interview and inciudes no use, marijuana only,
other nonopioids only, less-than-daily opioids {with
or witnout other drugs), and daily opioids (with ot
without other drugs). The analysis for this variable
resulted in significant main effects, but as in the
other ANOV As the interaction was not statistically
significant. Comparison of the group means indi-
cated that the marijucna only and ether nonopioids
only categories included the heaviest drinkers.’

The anclyses confirmed the differences noted in

alcohol use accerding to drug treatment status _

at-interview, but they also identified marijuana and
other nonopioid drug use at-interview as the drug
use patterns that werz significantly associated with
{l?‘?(ing. However, since there are obviously many
actors not included in these analyses, such as age,
drug use history, type of DAPP treatment, etc.
that could have an influence 'vn the interpretations
of these findings, another linear model analysis was
carried out described below. In this further
analysis, statistical control was provided for some
of these uther facturs befure addressing the rela-
tionships of drug use and treatment with drinking
at-interview.

REGRESSION ANALYSIS USING
BACKGROUND VARIABLES

A large number of background and followup
variables were available for analysis, but in selecting

v

1n contrast to the analyses of op101d use and maryuana use, the analydis for non.
opioid use required that the two highest frequency-of-use categories (weekly and
daitys be combined into one because of the low prevalence of each

"The same set of analyses conducted separately for beer, wine, and hard hiquor

/ generslly reveula.i the same resulta
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the variable to be included, careful account w.
taken of the specific ways in which the Stmtl@
sampling design of the followup study (Simpson and
Joe 1977) affected certain classification variables.
For example, sex and ethnic groups were not
fully represented in all DARP treatments included
in the followup study. Further, some variables,
such as the during-DARP criterion measures, were
not appropriate for certain subsamples, such as the
DARP TC and 10 treatment groups. These consid-
erations made it clear that a %gle comprehensive
analysis, including all possible predictor variables,
would be inappropriate and that the procedure
indicated was to employ a series of more focused
analyses. These analyses involved a modified hier-
archical procedure for muitiple regression (Nie et
al. 1975) and were based on alcohgluse at-interview
(as the criterion variable) by persons in the not-in-
treatment and MM drug treatment groups com-
bined. The predictor variables included subsets of
demographic, before-DARP, during-DARP, since-
DARP, and at-intervicw measures, which were
examined in an ordered sequence.

The results of the first set of analyses are presented
in table 4. These are based un the sample of 821
black and white males from all four of the DARP
treatment groups included in the fullowup samgle
(MM, TC, DT, and I0). The table shows the
zero-vrder correlations between predictor and cri-
terivn variables and also the multiple correlations
with the criterion of significant predictur ariables
(p <~ .05) that were identified and incorporated in the
linear prediction equation. The results for the twos~
alcohol cunsumption measures were very similar;
the multiple correlation was .35 for the measure
based on 80-proof alcuhol and .31 for level of use.
The importance of these findings is that the rela-
tiunbhipb nuted previously of drug use gmarijuana
and other nonopivids) and treatment with drinking

at-interview were statistically 31gmﬁc it even after
removing the effects of the other factors included in
the table. Except for before-DARP alcohol use and
since-DARP alcohol problems, almost all of the
other variables considered were not significantly
related to alcohol use at-interview.*

The results of the second set of analyses are pre-
sented in table 5, based on 435 black, Mexican-
American, white. and Puertu Rican males in the
DARP MM treatment group. This treatment sample

A sumilar analyss based on alcohul problems in the at interview period was also
wndutted. but the highly skewed distribution uf this measure .unly 8 percent ¢f the
semple reported one or more problems) hmited the ute of these results i
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.

allowed the inclusion of duQ'ng-DARP aleohol and  Alcohol Consumption in Pravious Time
drug use measures. as predictor variables. As the  Pgriods- :
_table shows, however, alcohol use was the only . k\
significant during-DARP predictor identiffed. Other L
thanthe indication of heavier drinking among Mexican The preceding ar.alyses have indicated that drink-
Americans, the results were generally comparable  ing tended to be heavier at-interview in the not-in-
to those observed in table 4. Thét is, the measures  treatment group than in the MM drug treatment
of alcohol use and problems for time periods before  group, even after varigus background factors were
the followup interview were the principal variables  taken into account. Drinking “habits in previous
associated with drinking at-interview. After taking  time periods were found to be associated with
_these variables into account, the relationships of- * dr: kingat-interview, but the results stopped short
__status. in-drug-treatment_and_marijuana use (but  _of answering another important questiofj—namely,
not other nonopioid use) with drinking at-interview  whether alcohol use by these same two groups of
were still significant. The aultiple correlations of  individuals also differed in any previous time peri-
all predictors with the criterion measures were .42 ods. Comparisons of 80-proof alcohol measures for
for 80-proof alcohol and .40 for level of use. these persons during the before-DARP, during-
A third set of analyses was performed involving  DARP, and since-DARP periods revealed no signif-
these same variables based on black and white - icant differences. Thus, variations in amount of
males and females in DARP MM. Males were found  drinking at‘interview between these groups appearéd
to be heavier drinkers than females, but the results  to be directly related to current drug treatment
in general were unchanged from those in table 5 status, since the differences observed did not exist

3Cumulative multiple correlation coefficients associated with significart predictor vanables (p < .03).

\‘l
i2y -

-~

-and therefore are not presented. in earlier periods. o
. i
TABLE 4.—Summary of hierarchic@l regression analyses of alcohol use at interview for all DARP
— e treatment groups’ - . o - *
- Average daiw , Level of .
Y e . 80-proof liquor equivalent alcohol use
Predictor :
variables ’ r* R? r? R®
Demographic:
A?e at interview -.04. - -.06 -,
ack i .01 — -.01 —
Befo?e DARP:
Opioid use -.04 . - -.05 -

" Nonopioid use .07 - .03 —
Marijuana use .07 .07 .06 -
Alcohol use .18 .18 .14 ’ .14

¢ Alcohol problems .04 — .02 -
*Treatment modality during DARP. .
Methadone maintenance(MM) . -.06 ) - -.05 -
Therapeutic community (TC) .05 - 04 —
Outpatient detoxification (DT} . .03 - .03 )
Timesn treatment -.06 — ~.02 -
Since DARP: .
Any drug treatment -.01 : — ~-.04 -
Alcohol problems : .20 2€ 17 22
At interview: % ’

Indrugtreatment (MM) . -.13 .28 -.16 27
Opioid use .05 .- .00 -
Nqnopioid use 13 31 08 .28
Marijuana use | .20 . .35 17 31

Multiple correlation (r) * .35 31
Predicted variance (%), in percent . , 12 ‘ 9
Number of persons . 821 821
YThese analyses are based on black and white males only, since other ethnic groups and females were not represented in all DARP treatment groups, persons confined at-
interview (1n jail, hospital, or therapeutic ) were also excluded because of their imited access to alcohol N
2Zero-order correlation betw een predictor and critenon vanables. .
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TaBLE 5.—Summary of hierarchical regression analyses of alcohol use at interview for DARP MM treatment

groups’
° Average daily alcohol Level of
Predictor 80-proof liquor equivalent alcohol use .
variables r? R® r? R?
- Demographic: b )
“ JAge at interview -.04 — -.07 V-
Ethnic Group
Black -.03 - — -.08 —_
Mexicap-American .13 13 af . 17
White -.08 — . =07 . —
Before DARP: ) o
Opioid use 04 —_ .07 —
Nonopioid use -.01 - -.04 ! -
Marijuana use 1 18 .05 —_
Alcohol use 24 * .29 .18 26
Alcohol problems .05 - .08 —
During DARP:
Time in treatment -.01 - —_ .01 —_
Opioid use -.06 —_ -.06 -
Nonopioid use -.03 — -.08 -
Marijuana use .00 \ — -.02 —_
Alcool use .28 35 .24 32
Alcohol problems . 12 —_ 15 —_
Since DARP: .
Any drug treatment N -.07 _ -.09 —_—
Alcohol problem .19 38 .16 34
At interview:
In drug treatment (MM) -.16 N 40 -8 38
Opioid use -.01 — -.07 —
Nonopioid use ' .01 — -.02 —
Marijuana use .18 42 14 . 40
Multiple correlation (R) ) 42 40
Predicted variance (R%) “17% 16%
Number of pérsons 435 435

!These analyses are based on black. Mexican American. white, and Puerto Rican males in DARF MM treatment. but persons wnfined at interview ‘in jasl hospral, or

therapeutic communsty) were luded b of thesr d accese to alcohol

2Zero-order correlation between predictor and cniterion vaniables

Yumulative multiple corvelation coefficients associated with sigificant predictor vanabies (p < 05)

CONCLUSION

The present study was based on followup data on
1,409 persons interviewed 4 to 6 years after admis-
sion to drug treatments in the Drug Abuse Reporting
Program (DARF). The admissions to DARP oc-
curred in 1969—71, and for most persons the fol-
lowup data included 3 or more years after termina-
tion of DARP treatment. The study focused on
variations in alcohol consumption associated with
drug use and treatment status for a sample of
clients after they left DARP. The major findings
were that (1) substitution of use occurred in some
instances between aleohol and opioid drugs for a
small segment of the sample; (2)° persons who

_returned to drug treatment after DA™P generally

tended to use less alcohol than persons who did not;
and (3) the use of alcohol tended to accompany the

use of nonopioid drugs (particularly. marijuana), but_"|

not opioid drugs.

The evidence suggesting a substitution of use
involving alcohot and apioid drugs was limited to a
small portion of the total sample (less than 10
percent) and therefore was restricted in its gen-
eralizability. The relationship between alcohol use
and return to drug treatment after DARP was a
more general, but also more complex, finding in the
present data. Persons with post-DARP drug treat-
ment (61 percent of the sample) presumably returned
to treatment because they continued to have drug
problems; this is consistent with the finding that
drug use at the time ‘of the followup interview,
especially 0p10|d use, was hxgher for persons in

\treatment than for those not in treatment. (See
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Savage and Simpson 1977, for further analysis of Several investigaiors have found evidence that
the relationship between drug use and treatment.)  some opioid addicts had histories of excessive drink-
Drinking was more prevalent among persons Who ing before beginning their careers in narcotics use.
had no post-DARP treatment than among those A chronic need or dlesire for the psychological
who did, but the differences in drinking between effects of drugs by-some individuals, whether from
these groups were not great; the differences'in  alcohol or other drugs, may explain in part the
average consumption rates reflect the fact that the  results of the present study. As suggested previously -
group which did not return to treatment had a  byJackson and Richman (1973) and Simpson (1976),
somewhat higher proportion of moderate as wellas  alcohol can be considered as one of a number of
heavy drinkers. In summary, persons who did not  agents involved”in multiple drug abuse. Indeed,
return to treatment after DARP termination had alcoho! use was higher among persons who used
lower opioid drug use, but slightly higheralcohol -nonopioid drygs, particularly—-marijuana; -in- the -
consumption, than those who did reenter treat- . present study. However, it is important to empha-
ment. The use of marijuana and other nonopioid size that the majority of the DARP followup sam-
drugs also tended to be associated with higher  ple, including persons‘who were treated for drug

drinking rates. use after DARP as well as those who were not,
Although the findings of this study.showed that  cannot be_ regarded as heavy or excessive alcohol

nonopioid (particularly marijuana) users and per-  users. .

sons with no drug treatments after DARP tended

to be heavier drinkers than their counterparts, it is Although excessive drinking may eventually be-

interesting to note that there was a general lack of come a problem for somé persons following a drug

“within subject” drinking variations associated with  use career and treatment. the present data suggest

‘ these factors. That is, individuals in the followup  that its' probability is not as great as sometimes
study who experienced one or more treatment  expected. Furthermore, it should be noted that

.. . episodes after DARP and whose levels of druguse  drigking and illicit drug use do not occur indepen-

" Tuctuated over this period reported no significant™— deiitly of other-life events—This-broader-context- —

drinking differences related to these treatment involving substance abuse in copjunction with other

reentries or fluctuations in drug use (especially  behavioral indices is addressed in research now in

opioid and nonopioid drugs). progress based on the DARP followup data.
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Characteristics of Combined.Opiate and Alcohol
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edge base, for immediate purposes, were as fol-
lows. ; R

" Prevalence estimates of combined alcohol and

_ There has been substantial interest in the se-
quential, concurrent, and interchangeable patterns
of alcohol and opiate abuse since the latter half of
the 19th century. Epidemiological and clinical ref-
erences to these phenomena can be found in the
professional litérature of the 1880s (Goldstein 1373,
O’Donnell 1863). In spite of a professional concern
which has spanned a hundred years, our dembdn-
strable knowledge is still limited to rudimentary
prevalence statements. The prevuiling attitude in
this countfy—that alcohol abusers ware substan-

abusers—prevented-inquiry focused upon -perva-
sive substance-abusing behavior which includes the
intake of both opiates and aicohol.*However, recent
epidemiological assessments indicating a high
prevale..ce of such combined opiate and aleohol
abuse, coupled with clinical-determinations of spe-
. cial medical hazards, have pointed to the need for
knowledge in this area.

This chapter has been writien to provide the
reader with descriptive findings regarding those
» persons who have abused or continue to abuse both
alcohol and the opiates. A review: of the literature
established a knowledge base from which to pro:
ceed. The more relevant components of this know!-

tially different from all other types of substance

opiate -abuse-included-references -to-alcohol-abus
(1) before opiate addicticn; (&) during opiate addic-
tion; (3) during treatment for opiate addiction; and
(4) after treatment. Conclusions, as indicated in
table 1, are as follows:

1. Among persons who have histories of com-

bined alcohol/opiate abuse, the abuse of alco- ’

hol most frequently precedes the abuse of the
opiates. Studies in the literature indicate that
13 to 68 percent of all opiate addicts being
treated for their drug habit have histories of
alccho! abuse which predate their opiate ad-
diction. .

2. The, concurrent abuse of both alcahol and
apiates appears to involve from 4 to 39 percent
of all opiate addicts. ,

3. The substitutive abuse of alcohol during
treatment for opiate addiction appears to
involve from 8 to 27 percent of all opiate-
addicted patients. )

4. The substitutive abuse of alcohol after treat-
ment for opiate addiction appears to-involve
from 5 to 27 percent of all addict-patients who
have terminated treatment.

Unfortunately, the general understanding of what
these prevalence numbers really mean is severely
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——— terms, variations in design- methodologies,—and—- - -during-treatrnent.——--

disparities in study populations. Highly significant

is the fact that such assessments have often been

conducted and/or reported incidentally to the major
- focus of a.study.

In spite of the obvious limitations to the prevalence
estimates in the literature, the various “costs” of
combined alcohol and opiate abuse are significant:

v ® Greenand Jaffe (1977) have reviewed the medi-
cal literature discussing persons with dual ad-
dictions as opposed to those with one, and have
found higher mortality rates and increased mor-
bidity, including evidence of more serious liver
disease and intensification of electrocardiogram
abnormalities. In additiun, these reviewers sum-
marized the numerous reports indicating that
alcohol consumption frequently plays a role in
the death of active narcotic addicts. For exam-
ple, alcoholism has been cited as a contributing
factor in 7 to 64 percent of addict deaths,
including deaths resulting from “overdose” (also
see S. Cohen, this volume).

Mezritz et al. (1974) found alcohol cvasumption
clearly presented a greater threat to successful
detoxification than did the continued use of
opiates. Alcohol consumptionshowedathreefoid
increase during detoxification; thosc ‘who con-
tinued heavy involvement after treatment

s @

;e‘wta B o \‘\'-~ - ?
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TABLE 1.—Prevalence estimates of combined alcohul/opiate abuse, in percent

Alcohol abuse L
) Before = - during During After
Reference addiction addiction treatment treatment

Babst (1971) - 4 12 — ’

Chambers et al. (1970 13 — —_ —_

Chambers and Inciard: (1974) : - - — 27

Cohen (1976) 50 33 — —

Gearing (1970) — — 8 —

Goldstein (1973) 17734 8-17 — —_
- — _———Jackson and Richman (1973)  _ _ . _.— . 2739 . oo s
o _Kolb(1962) _ 39 20 _ . - _ ]

Kreek (19:3) 20 — — —_

Linget al. (1973) 25 . . 17 -+

Maddux and Elliott (1975) — - - 27 —

O’Donnell (1963) — - , —- 97

O’Donnell (1964) - - - 17

_ O’Donnell (1969) 57 6 - 5

Richman et al. (1973) —_ 10 9 —

Rosen et al. (1975) 68 22 — —

Sample (1977) - 7 —_ -

Scott et al. (1973} - 5 27 -

Taintor and D'Amanda (1973) - 16 — —

Vaillant (1966) . — - s 23

limited as a result of inconsistencies in defining - tended to‘have started having alcohol problems

® Chambers and Inciardi (1974), stpdymg a major
therapeutic community program,found that al-
cohol was more associated with posttreatment
problems than was heroin.

@ Babst et al. (1971), studying methadone main-
tenance programs, found that drinking during
treatment was a significant predictor of client
retention in programs. Fcr example, those who
drank terminated treatment prematurely.

Recognizing the impact’ that alcohol consumption
has on client health and treatment, this chapter
attempts to correct some of the infopmation deficits
concerning prevalence estimates and to increase
knowledge in areas previously unexplored. The,
reader will be presented with general descriptions
of those pérsons who abuse both alcohol and opiates
on a regular basis. Of particular interest to this
chapter are data relative to general patterns of
combined alcohol/opiats use, the sequences of such
use, and the general lifestyles associated with
alcohol/opiate users. It was decided that data bases
most responsive to these demands would be (1) a
diverse and nationally representative sample of
substance abusers immediately prior to the treat-
ment experience (NDACP); (2) a smaller, regional
sample capable of yielding detailed data on clients
in treatment (South Florida residential clients in
trea-:‘inﬁnt); and (3) interviews with an at-large,

Lo ©
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" “street” population regularly abusing opiates and

alcohol (a randomly selected cohort of active users

“in five selected Florida cities). Virtually all of the
opiate abusers in the three study populations were
primarily users of heroin, or heroin addicts who on
occasion would also use other opiates.

COLLABORATIVE PROJECT

-~

Clients Interviewed at‘Intake

As mentioned previously; the NDACP (the Na-
tional Drug/Alcohol Collaborative Project, described
in the introduction to this volume) was chosen for
analysis as a nationally representati' samplz of
multiple substance users currently inl treatment.
As a large-scale data collection effort (n=1,644) it
provided information on (lemographics, eln#gtionalh

stability, and living situation, as” well “as other
individual characteristics, by questioning clients
during a pretreatment interview. Analysis of NDACP
for the first part of this chapter concentrated on
these three variables as a result of the following
hypotheses:

1. Demographics. It was felt that demographic
characteristics—particularly age, sex, race,
and education—would effectively discriminate
between those who regularly abuse both alco-

* hol and opiates and those who do not. Specifi-
cally, it was supposed that the former group
would be older, have a greater proportion of
males, have a greater proportion of blacks,
and tend to be less educated. (These tenden-
cies have been supported by previou§ research
in the fields; see Green and Jaffe 1977 and
O'Donnell 1969.) .

2. Emotional stability. Greater emotional
instability—as evidenced by records of
suicide attempts and prior treatment

experiences—was predicted on a subjec-’

tive basis to be more typical of regular
opiate/alcohol users. ,
3. Preadolescent living situation. Although sev-
eral living situation variables were available,
the author concentrated on those which best
described the subject’s childhood upbringing:
father’s occupation, mother’s occupation, eco-

»

nomic level of community, type of community
(urban versus rural), and presence of siblings.
+ Assuming—along with most social-analysts—
that such criteria may be predictors of preadult
stability, the author hypothesized that lower
status of parental occupation, upbringing ina
poorer community and an urban environment,
and fewer brothers and sisters would charac- *
terize regular opiate/alcohol users. (Green and
_ Jaffe (1977) have found such trends for father’s
" occupation_and neighbortiood income level.)

Methodology

Within the total NDACP population of 1,544, 625
(40.5 percent) reported the prior use of both alcohol
and opiates. Virtually all of these combined substance
users preferred hercin as the opiate of choice (99.4
percent). For purposes of this chapter, it was
decided to divide the combined user group into two
subpopulations for.comparison. Classifications and
their distributions are as follows:

e _Persons_who.used heroin and alcohol.on an ir-

regular basis—352 (56.3 percent)

e Persons who regularly used both heroin and
aleohol (i.e., nearly every day for at least a
month)—273 (43.7 percent)

It is of interest here to note that progression
beyond the irregular use of both heroin and alcohol
was quite high. Progression of those who had ever
used alcohol to the regular use of it was almost two
out of three (62.9 percent). Progression among
heroin users was slightly higher (70.9 percent).

Demographic Characteristics

Age

Age was established for each respondent at the
time of admission for treatment (see table 2). As
predicted, the comparative analysis showed that
the regular users of both heroin and alcohol were
significantly older than those who used both but not
on a regular basis.'

Sex

As is commonly seen in other treatment pro-
gram admissions, men predominate in both sub-

'A chi-square comparisen test of those 25 «nd under with those over 25 revealed
the ugnificance of ths difference (x* = 2769.p = < 001
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TABLE 2.—Opiate and alcohol l{(SB by age, NDACP sample

Regular use of both . Irregular use of both Total users
Age group n Percent n Percent n Percent
Less than 16 0 - , 6 1.7 6 1.0
16-18 1 0.4 26 74 27" 4.3
12-21 19 - 7.0 43 12.2 62 9.9
22-25 62 22.7 100 28.4 162 25.9
Over 25 181 66.3 167 474 348 55.7
No data 10 3.6 10 2.8 20 - 3.2
" Total 273 100.0 352 99.9! 625 100.0
Pe do not actuelly tota! 100 becsuse of rounding
>
TaBLE 3.—Opiate and alcohol use by sex, NDACP sample
Regular use of both Irregular use of both Total users
Sex group R Percent n Percent n Percent
Men 226 828 284 80.7 510 81.6
Women 44 © 16.1 67 « 19.0 111 17.8
No data 3 1.1 1 0.3 4 6.6
Total‘ 273 100.0 352 ) 100.0 625 * 100.0

[N

pepulations (table 3). Quite unexpectedly, howev-
er, sex was not seen as a variable distinguishing
between levels of abuse.

Race

Race was found to be a sthtistically significant
variable distinguishing those who were regular
heroin/alcohol abusers from those who did not use
heroin and alcohol on a regular basis (table 4).
Black involvement in the regular use of both heroin/
alcohol is significantly greater than among non-
blacks.?

Education

Education was not found to be a variable which
would distinguish between those who regularly
abused- heroin/alcohol and those who did not, al-
though siigitly more irregular users did graduate
from high school. (See table 5.)

Emotional Stability Measures

Suicide Attembts

Suicide attempts were nrevalent in both groups
of heroin/alcohol abusers, as shown in table 6, but

’-

2A chi-square companson test revealed the significance of this difference (x
6613, p = < 001}

/

such behavior was not found to distinguish between
those whc used both substances regularly alfd those
who did not.

Prior Treatments for Emotional Probleins

Prior treatments for emotional problems *.ere
also quite common in both groups of heroin/aleohol
abusers (see table 7). While it was expected that
this variable would be more typical of those who
abused both substances regularly, the direction of
this occurrence was unexpected. Prior treatments
for emotional problems were significantly greater
among those who used neither substance regularly
than those who did.?

Preadolescent Living Situation

As indicated: previously, the NDACP data base
contains several variables which individually and
collectively provide an insight into preadolescent
periods for the two study cohorts, i.e., the regular
and irregular users of opiatés and alcohol. These
variables, based on the respondents’ lives through
age 12, include parental occupation, economic level
of community, urban versus rural environment,
and presence of siblings. A omparative analysis

oféu dsfYe ix? -

%A chi-equare companison test revealed the signifi
450,p = < 05) /
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TABLE 4—Opiate and alcohol use by race, NDACP sample
‘ . Regular use of both Irregular use of both . Total usars
Race group n Percent n Percent n Percent
* White 80 29.3 221 62.8 301 - 48.2
’ Black 181 66.3 119 338 300 48.0
. Other 9 3.3 9 2.6 18 2.9
No date . 3 1.1 3 0.9 6 0.9
Total 273 100.0 352 100.1} 625 100.0
Percentages do not actually total 100 because of rounding N *
. TABLE 5.—Opiate and alcohol use by leve! of education, NDACP sample
Education Regular use of both Irregular use of both Total users
group n Percent n Percent n Percent
Less than
high school 169 61.9 199 56.5 368 58.9
High school 70 - 25.6 92 26.1 162 259
Post high school 34 12.5 61 17.3 95 15.2
Total 273 100.0 352 99.9' 625 100.0
1percentages actually do not total 100 becaure of rounding
TaBLE 6.—Opiate and alcohol use by incidence of suicide attempts, NDACP sample
Regular use of both Irregular use of both ~otal users
Suicide
attempts n Percent n Percent n Percent
Yes 44 161 . 67 19.0 111 17.8
No 229 83.9 278 79.0 507 81.1
No data —_ _ 7 2.0 7 1.1
Totas . 273 1000 -* 352 100.0 s 625 1000

TasLE 7.—Opiate and alcoho! use by incidence of prior treatment for emotional problems, NDACP sample

Regular use of both Irregular use of both Total users
Prior treatment o
for emotional .
problems n Percent n Percent n Percent
Yes 65 23.8 110 31.2 5 Q80
No 208 76.2 239 67.9 447 71.5
No data_ — . — 3 0.9 3 0.5
Total : 273 1000 352 100.0 625 1008,

[ S
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TABLE 8.--Opiate and alcohol use by parental
gccess, NDACP sample

Regular use Irregular use Total
of both of both users
Parental -
access n Percent n Pércent n  Percent
Both parents - 136  49.8 .226 642 362 58.0
Mother only 88 2 718 222 166 26.6
Father only 6 2.2 8 23 14 22
Other relatives 31 114 26 74 57 9.1
Stepparents 2 0.7 4 1.1 6 09
Othets 5 1.9 2 06 7 1,1
No data 5 18 8 23 13 2N
Total T 273 1000 352 b1’ 625 100.0

'Percentages do not actuilly total 100 because of rounding

TABLE 9.—Opiate and alcohol use by presence of

siblings, in percent, NDACP sample

Use of both heroin/alcohel

Regular use Irregular use
Siblings tn=273) (n=352)
Yes—brothers 71.1 73.3
Yes—sisters 57.9 63.6
Yes—either or both 94.1 96.6

TABLE 10.—Opiate and alcohol use by economic -
level of community, NDACP sample

Regular use Irregular use Total

Economic of both of both users
level of g
community n Percent n  Percent n Percent
Low income _ 167 61.1 139 39.5 306 49.0
Mid income 99 36.3 193 5.8 292 16.7
High income 6 2.2 15 13 21 3.3
No data 1 0.4 5 1.4 6 1.0

Total 273 100.0 352 100.0 625 100.0

%

TABLE 11.—Opiate and alcohol use by type of
communily (rurallurban), NDACP

samgle
Regu\ﬁr use Irregular use Total
Type .f of both of both ‘users
community n  Percent n Percent n  Percent
Urban :78 65.2 203 §7.7 381 61.0
Suburban 39 14.3 73 207 112 18.0
Small town 43 167 51 14.5 94 15.0
Rural 13 48 21 6.0 34 54
No data - - 4 1.1 4 0.6
Total 273 1000 352 1000 625 1000

N

Aruitoxt provided by Eic:
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was also made with regard to parenting access
(uring these formative yeais (table 8), indicating
that “broken homes™ were ‘prevalent throughout
the study group. Those hevoin/aleohol abusers who
used both substances irregularly often spent their
preadolescent years in .amilies where both natural
parents were present.? Regular users were more fre-
quently raised by their mothe-s alone than those
who did not progress to regular use.?

Siblings

Almost all of the study population. regardless of
frequency of consumption, had been reared in set-
tings where brothers and sisters were present
(table 9). Differences were not statistically signifi-

cant. ( .

Economic Level of Community

Without question, the nine National Drug/Alcohol
Collaborative Project programs serviced popula-
tions in which lw-incume families were overrepre-
sented (see table 10). Based on self-reports “of
neighborhood descriptions, one of every two pa-
tients lived in low income neighborhoods during the-
formative preadolescent vears. Type of neighbor-
hood was found to distinguish between those
heroin/alcohol abusers who use both substances
regularly and those who do not. Persons who abuse

.both regularly more often were reared in low

income neighborhoods.®

Type of Community (Rural’Urban)

The National Drug/Alcohol Collaborative Project
programs are primarily located in or adjacent to
large metropolitan settings. Consequently, the popu-
lations serviced in these programs reflect the lo-
cale, with most clients being from urban or suburban
settings, as shown in table 11. Controlling for this

- factor, it was evident that a higher percentage of

regular users came from urban areas thaa did
irregular users.

Parental Occupation

The principal occupations for the fathers of these
heroin/alcohnl abusers were found to be remarkably

‘A chissquare companson test reyesled the significance of this difference (x? =
1393.p = < 00D

3A chi-square companson test revealed the significance of this difference (x3 =
786,p = < oh -

A chi-square companson test revealed the significance of this difference (x? =
2777.p = < 001)

-
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TasLe 12.—Opiate and alcohol use by father's
occupation, NDACP sample

13

Total
users

Regﬁ’lnr ‘use  Irregular use

Father's of both of both

occupation n  Percent n Percent n  Percent
Professional  20- 7.3 33 94 53 185
Manager 15 55 47 13.4 62 9.9

Clerical .5 18 10 28 15 24
Sales - 4 15 18° 51 22 35

. Craftsman ., 53 19.4 60 17.0 113 18.1 -
Operative 29 106 46 131 75 12.0
Service 24 88 26 74 50 8.0

. *Laborer 41 151 44 125 85 13.6
Other . 5 1.8 3 0.9 8 1.3

- No data 71 28.2 65 185 142 2217
Total 273 1000 352 100.1' 625 100.0

1Dercentages do not actually total 100 due to rounding

diverse. (See table 12). Given the respondents’

appraisal of the income level of the neighborhoods

in which they resided, the distribution was even

more unexpected. Assuming a correlation would

exist between neighborhood and father's occupa-,
tion, the expectation that father's occupation would

distinguish between levels of use was correct. Per-

sons who did not abuse heroin/alcohol on a regular

_basis more often had fathers who were specifically

professionals/managers and/or generally white col-
lar workers.”

As 2 significant number of the combined regular
users of heroin/alecohol repoited they were reared
by their mothers alone and/or that their mothers
were employed outside the home during this pread-
olescent period, mother's occupations were also
.compared (table 13). While being reared by one's
mother alone was associated with regular use,
" neither the incidence of her working outside the
home nor her specific occupation further elaborated
upor this relationship.

-

Comment

For the most part, the expectations concerning
the demographic characteristics of this study group
vrere borne out. Those who regularly abused heroin
and alcohol were significantly older and had propor-
tionately more blacks than those who irregularly

-

A chi-squsTre comparison test revealed the mignificance of these differences Re

)y ively the two tests were x* = 644.pt 02andx? = 1218.p = 001
LS

ERIC
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used both substances. However, education and sex
variables did not distinguish between the two co-
horts, although men were disproportionately repre-
sented in both.

Data from emotional stability measures emerged
in an unexpected direction. Suicide attempts were
proportionately'frequent for all subjects, and prior
treatments for emotional problems were, surpris-
ingly, greater for those with irregular use of heroin
and aleohol. One explanation for this finding is that
individuals more heavily involved in substance abuse
may be more prone to overlook or denigrate the
rehabilitative opportunities available to them— pos-
sibly because ‘of gygater identification with the
drug-using subculture.

Preadolescent living situations tended to discrim-
inate between levels of .abuse in predicted direc-
tions. Regular users of heroin/alcohol ‘more fre-
quently came from kiroken homes, were reared in
low-income neighborhoods in urban settings, and
had fathers who worked in low-status occupgtions.
Neither the presence of siblings nor the mothel’s,
occupational status diseriminated between the user
groups. It seems reasonable to assume that many of
the living conditions mentioned here are experi-

enced by blacks in the major urban settings where
the collaborative project was implemented.

TaBLe 13.—Opiate and alcohol use by mother's
occupation, incidence of employment,
and type of occupation (NDACP

samplej
Mother Regular use Irregular use Total
employed of both of both users *
outside *
home n  Percent n Percent n Percent
Yes 140 51.3 173 491 313 501
No 112 410 154~ 438 266 426
No data 21 717 25 71 46 74
‘Total 273  100.0 .52 1000 625 100 1"
Occupation
type )
Profes- )
sional 20 143 27 15.6 47 150
Manager 5 36 6 3.5 11 35
Clerical n 7.9 26 150 37 118
Sales —_ —_ 7 4.0 7 22
Craftsman 9 6.4 8 46 17 54
Operative 23 16 4 25 145 48 153
Service 22 15.7 37 214 59 188
Laborer 17 121 10 58 27 86
Other 33 236 27 15.6 60 19 2
Total 140 1000 173 1000 313 99 8

1percentages do not actually total 100 due to rounding
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'CLIENTS UNDERGOING
TREATMENT: SOUTH FLORIDA

In view of the fact that the NDACP analysis was
based on intake data, in order to achieve some
diversity, the author interviewed a contemporary
post-intake treatment population of regular users
of opiates with respect to their levels of alcohol
consumption. Subjects were obtained from two
therapeutic communities and two reentry facilities
in South Florida. The data which resulted provided
incidental information on demographics, and_par-
ticularly psychological/physical dependence patterns,
preferred patterns of substance abuse, sequence of
alcohol/opiate use, and arrest/incarceration data.
These variables were used to reflect on the follow-
ing hypotheses:

1. Psychological and Physical Dependence. Tak-
*ing cognizance of clinical experience with al-
coholics, the author hypothesized that addic-
tion to alcohol would more likely be psycholog-
ical than physical among alcohol/opiate abusers,
and that race and sex might impact on these
proportions. Further, it was predicted that
drinking in most cases preceded the regular
intake of heroin (as concluded in the NDACP

DRUG AND ALCOHOL ABUSE

Final Report, National Institute on Drug Abuse
1980). )

2. Preferred Patterns of Substance Abuse. The
author assumed that given the potential of
opiates for producing euphoria, substance users
would come to prefer these drugs to alcohol.
The high incidence of concurrent alcohol/opiate
use described in the literdture also pointed to
the likelihood of the continued use of alcohol
following drug addiction either for enhancement,
as a substitute, or for other purposes.

3. Sequence of AlcoholiOpiate Use. Sequencé‘“i

patterns were explored in order to further
elaborate upon the hypothesis—already ad-
vanced in (I)}—that drinking usually precedes
significant drug abuse. )
4. Arrest/Incarceration Records. It was predicted
that the economit demands and unstable lifestyle .
inherent in regular alcohol/heroin abuse would
result in a higher frequency of confrontations
with the law. :

-

Methodology

As almost all of the contemporary abusers admit-
ted to regular (daily for at least a month) use of
opiates—usually heroin—but not all similarly uged
alcohol, the subpopulations were defined somewhat

TABLE 14.—Regular heroin/alconol users versus ragular heroin users by f\ex and race cohorts,

South Florida in-treatment sample

- .

Regular users Regular heroin Total regular
heroin/alcohol not alcohol heroin users
Sex/race = N
cohorts n Percent n Percent n Percent
Sex/race:
White males 33 36.9 28 30.4 61 33.2
White females 14 +15.2 17 18.5 31 16.8
Black males 34 37.0 30 326 64 34.8
Black females 11 12.0 17 185 28 15.2
Total 92 100.1! 92 100 0 184 100.0
Sex: . ~ .
All males 67 72.8 58 630 125 67.9
All females 25 27.2 34 37.0 59 32.1
Total 92 100.0 92- 100.0 184 100.0
Race:
_..All whites  _ 47 51.1 45 489 92 50.0
. All blacks 45 48.9 47 51.1 92 50.0
Total 92 100.0 92 1000 184 100.0
!Percentage do not actually total 100 because of rounding i ;j i
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differently from the NDACP sample. The total
population of the treatment programs at the time of
interview (August 1977) was distributed as follows:

Regular users of both
heroin and alcohol

Regular users of
heroin but not alcohol. . .. 92 (7.9 percent) -

92 (47.9 percent)

All other drug/
frequency combinations .. 8 (4.2 percent)
Total ....covvvennnn 192 (100.0 percent)

o ——-A- sex/race,w’rgparison of the regular users of

heroin who did and did not drink regularly (table
14) did produce statistically significant differences:
addicts who consumed both substances rather than
heroin alone tended to be male more frequently.?

The inquiry was then narrowed down to those 92
persons who regularly abused both heroin and
aleohol. This study population of combined regular
users is characterized in table 15.

In the interest of further comparisons, NDACP

dataas presentedin tables 3 and 4 may be contrasted
with the South Florida findings. In the former
samples, there were a greater proportion of men—83
percent males to 16 percent females—and blacks
(66 percent blacks to 29 percent whites).

Psychological and Physical Dependence

This treatment sample of heroin addicts who
were also regular users of alcohol provides analysts

with some insight into the prevalence of self-

reported psychological and/or physical dependence
on alcohol among heroin/alcohol abusers. (See tzble
16.) In brief, \physical dependence was defined as
experiencing’ physical withdrawal distress when
not drinking, and psychological dependence as being
daily drinking with the person missing the alcohol
and feeling a *need” for it when not drinking every
day. The interviewers were instructed to avoid
descriptions which included additional concepts that
might require definitions. such as compulsive drink-
ing.

o Of these heroin/alcohol abusers 34.8 percent
reported they had at some time been psycho-
logically dependent on alcohol. By contrast,

~—giily 20.5 percent of regular heroin/alcohol abus-
ers in NDACP reported such dependency.

A 2 test companson revealed the significance of this difference (2 = 207,

" 02
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TasLe 15.—Age cohorts forgegular users of heroin
‘and alcohol, South Florida in-treatment

. sample
Sex/race _
cohorts Percent X Age Range
Sex/race: . '
White males (33 359 27.2 18-43
Black males (34) 37.0 252 19-36
. White females (14) 15.2 25.9 19~-37
Black females (11) 12.0 28.0 20-38
Sex: .
All males (67) 728 - 262 18-43
All females (25) 272 268 ' 19-38
Race: T - -
All whites (47) 51.1 26.9 18-43
All blacks (45) 48.9 25.9 19-38
Total sample (92) 1000' 264 1843

he total of the sexrace cohort is not 100 percent becsuse of rounding. Altotherco-
hort totals do equal 100 percent

I

o Thirteen percent of all these heroin/alcohol «
abusers reported they had at some time been
physically addidfed to alcohol. The correspond-
ing NDACP cohort reported a higher—20.5
percent—rate of physical addiction.

e White heroin/alcohol abusers in the Florida
sample more frequently reported psycholog-
ical dependence on alcohol than did blacks
(42.6 versus 26.7 percent). This difference
was statistically significant.® Self-reports of

{

TaBLE 16.—Psychological and physical addiction
to alcohol by heroin addicts, South

Florida in-treatment sample

Psychological Physical
dependence on addiction to

Sex/race cohorts alcohol(percent) alcohol (percent)

Sex/race:

White males (33) 42.4 18.2

Black males (34) 23.5 8.8

White females (14) 42.9

Black females (11) 36.4 273
Sex:

All males (67) 32.6 13.4

All females (25) 40.0 12.0
Race: .

All whites (47) 42.6 12.8

All blacks (45 26 7 133

34.8 13.0

Total sample (92)
T

—
PA z test for companson revealed the sygmificance of this difference (z = 231,
p< )
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TABLE 17.—Percent of regular alcoholiopiate

users preferring alcohol to get “high,"

South Florida in-treatment sample

DRUG AND ALCOHOL ABUSE - e

Sex/race cohorts Percent
' Sex/race: .
White males (33) 15.2
Black males (34) 11.8
White females (14) 7.1
Black females (1) 18.2
Sex:
All males (67) 134
All females (25) 12.0
Race:
All whites 12.8
T7 77 Allblacks 145y T ST 133
Total sample (92) 13.0

Ay

physical addiction to alcohol were essentially
the same for both white and black heroin/
alcohol abusers (12.8 and, 13 percent).

Female heroin/alcohol abusers in this sample
more frequently reported psychological depend-
ence on alcohol than did males (40 versus 32.8
percent). This difference, however, was not
statistically significant.

® Physical addiction to alcohol was essentially the

same for heroin/alcohol abusers of both sexes
(12 percént fernalés and"13.4 percent males).

Among those heroin addicts who reported they
had also been physically addicted to alcohol, the
following profile was determined:

Prior to any use of heroin, 58.3 percent were
regular drinkers.

Seventy-five percent were regular drinkers
prior to the regular use of heroin. .
Twenty-fivé percent were physically addicted to
alcohol before becoming atldicted to heroin, 33.3
percent became addicted toalcohol after heroin,
and 41.7 percent were addicted to alcohol both
before and after becoming addicted to heroin.
Among these addicts, .83.3 percent had been
treated for their alcoholaddiction, and 80 percent

. of these treatments occurred prior to any tresi-
" ment admission for heroin addiction.

The following mean ages for specific significant
events in the lives of these “dual addicts” were
computed:

Alcoholonget ................... 13.8
Regular alcoholuse.......... ..... 18.4
Heroinonset.................... 19.4
Regular heroinuse . .............. 20.3
First drug treatment ............. 23.6
Currentage .................... 28.3

Preferred Patterns of Combined Alcohol and Heroin
Use

The inquiry aimed at identifying preferred patterns
of combined alcohol and hercin use generated the
following results: .

® Once addicted to heroin, most heroin/alcohol

abusers come to prefer heroin to alcohol as a ¢

drug to get “high”. As shown in table 17, only 13
percent of the study groups reported there had
been any time after they had first used heroin
that they still preferred to drink to get high.
(Similarly, the majority of regular alcohol/heroin

hol.)

° Heroir( addicts, however, do continue to drink

afterbecoming addicted. Some continuetodrink
heavily. In this study group of hercin/alcohol
abusers, 67.4 percenc reported that even when
they were using heroin most heavjly they con-
tinued to drink regularly (table 18). The differ-
ence between'males and females was statisti-
cally significart (Z = 2.29, p < .01).

® The reader is referred to table 1, which
summarizes previous findings and indicates ¢

the prevalence of heavy drinking after onset
of drug addiction. This contemporary treat-
ment population greatly exceeds the drinking
levels reported by earlier investigators. The
concurrent use of heroin and alecohol was
found to be quite high in this study population,
as shown in table 19. ‘For example, 78.3
percent reported they had used heroin while
they were already high on alcohol, and 72.8

TaBLE 18.—Percent of regular alcohol/opiate users

drinking heavily, after onset of drug
addiction, South Florida in-treatment

sample
Sex/race cohorts Percent
-Sex/race: .
White males (33) 75.8
Biack males (34) " 67.6
White females (14) 64.3
Black females (11D 45.5
Sex:
All males (87) 716",
Al females (25) 56.0
Réhce: .
All whites (4T) 72.3
All blacks (45) 62.2
Total samgle (92) 67.4

140

|

«

T usersinNDACP—49-1-percent—preferred her- |
oin to alcohol; only 10.3 percent preferred alco- ,
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TABLE 19.—Percent of regular alcohollopiate users reporting concurrent use of both substances,
’Sduth Florida in-treatment sample ~

Sex/rale cohorts Used heroin while high on alcohol Drank a lot while high on heroin

Sex/race:

White males (33) 7/ 81.8 75.8

Black males (34) 735 76.5
* Whitefemales (14) 85.7 8.6

Black females (11) 727 - 45.5

. Sex:

*All males (67) 7.6 76.1

All females (23) 80.0 64.0
Race: ~ \

All whites (47) 83.0 76.6

All blacks (45) 73.3 68.9
Total sample (92) 72.8

783

YT

percent reported they had sometimes drunk
a lot while they were high on heroin. (Here
the NDACP cohort of regular opiate/alcohol
users present a conirast: Only 28 percent
reported ever using alcehol to boost the
effects of heroin.)

58.7 percent reported they drank a lot while
trying to kick a habit without entering a pro-
gram (table21). As with the preceding form-of
self-treatment, this pattern of substitution dur-~
ing detoXification was significantly more often
found among white addicts.! )

The sex and race differences shown in table 19
‘were not found to be statistically significant.
¢ The use of alcohol as a temporary substitute to

eliminate pain and anxiety wHen heroin could

. not be obtained was reported by 65.2 percent of
the South Florida study group (table 20). The

< * white addicts reported this pattern of tempo-

TaBLE 21.—Percentage of regular alcohollopiate
users reporting alcohol use as a
substitute during drug detoxification,
South Florida in-treatment sample

QURIEES e Sex/race cohorts Percent
rary_substitution significantly more than the
black addicts.’ . Sex'rage: .
: . ’ White males (33) -69.7
o ‘The use ofalcohol also has a role within another Black males (34) 41.2
context of self-treatment. In this study group, White females (14) 78.6
Black females (11) 54.5
Sex:
\e . All males (67) 55.2
TABLE 20.—Percént of regular alcoholiopiate users Ra?;lel: females (253 68.0
reporting alcohol use as a temporary All whites (47) 72.3
substitute for heroin, South Florida in- *All blacks (45) 44.4
treatment sample Total sample (92) 58.7
Sex/race cohorts - Percent : ‘.
Sex/race: ) -
White males (33) 76.8 Sequence of Alcohol and Heroin Use
Black males (34) 529 . - N
White females (14) 786 .
. Black females (I1) 54.5 Not unexpectedly, the South Florida treatment
Se:’u Les (67) 64.2 sample of heroin addjcts who had also been regular
All ;an::es (25) 68.0 drinkers confirms the earlier conclusion that regu-
Race: lar drinking normally precedes heroin use. As shown
All whites 47) 76.6 in table 22, in this study population, 77.2 percent
All blacks (45) 533 were regular drinkers before any heroin use and
Total sample (92) 65.2

“84.8 percent were regular drinkers before regular

Q A chi-square comparison test revealsd the significance of the difference = 114 chi-square comparison test revealed the significance of this difference [

737.p = < .0L.

i
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TaBLE 22.—Percent of regular alcohol/opiate users reporting regular drinking before heroin use, South

Florida in-treatment sample.

Sex}nce, cohorts

Regular alcohol use before any he;oin use

Regular alcohol ufe before
regular heroin use

Sex/race:

White males (33) 78.8 87.9
Black males (34) 76.5 85.3
White females (14) ' 78.6 85.7
Black females (11) 2.7 727
17.6 86.6
76.0 80.0
'78.7 87.2

75.6 87.2 .
Total sample 192) { 77.2 84.8

<

heroinuse. (Regular alcoholheroin users in NDACP
reported a lesser rate—54.2 percenb——of regular
alcohol use before heroin.)

A comparison of mean ages at which various
significant events occurred ,indicates a consistent
sequencing-of these events in all sex/race cohorts.
The following mean ages were computed for both
the South Florida and the NDACP regular user

populations: .
i South
Floridla NDACP

Onset of alcohol use . . 14.3 14.2
Onset of regular

alcohol use ....... 180 ~ 204
Onsct of heroin us» . . 19.6 189 |
Oneet of regular

heroinuse........ 20.1 204

® Itappears that drinking occurred quite early for
both groups and that regular drinking.also was
early—particularly for the South Florida sam-
ple.

oIt appears the lag between first heroin use and
regular use is much shorter than the lag from
alcohol onset to regular drinking, particularly
for the South Florida population. Consider the
mean ages for the SF group, by cohort (table
23); it is also of interest to note that males begin
to drmk regularly sxgmf’ cantly earlier than fe-
males. '2

4
125 chiasquare compariscn ieet between the sexes conirvlling for lees than age 18
varsus mors than 18 revealed tae significance of the difference (x? = 500,p =
1.08),
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Prevalence of Arrest and Incarceration

Not unexpectedly, a significant majority of these
combined heroin/alcohol abusers were found to have
been arrested (90.2 percent) and incarcerated (75
percent)—see table 24. (Percentage for NDACP
regular opiate/alcohol users are quite simitar: 90.1
and 78.4 percent.) When cohort comparisons were

made, blacks had been arrested and incarcerated ,

significantly more often than whites, and males had

a higher prevalence for both than females.

¢ Amongthose who had been arrested, the major-
ity had experienced their first arrest prior to
using heroin ona regular basis (table 25). (Again,
the corresponding NDACP sample was similar:
70.3 percent of regular users had such arrests
compared with SF’s65.1 percent ) As one would
expect, this saquence was more associated with
males than femalesand blacks more than whites. !

Comment

This study population yielded valuable data on
psychological and physical dependence among mul-
tiple substance users. As assumed, psychological
dependence' on alcohol was greater (35 percent)
than physical dependence (13 percent) among regu-
lar users. However, drinking remained significant
for this cohort: 58 and 75 percent drank substan-
tially prior to first and regular use of heroin,
respectively—and drinking during addlctlon remained

135 chi-square comparison reveeled the significance of the sex differences tx? =

483, p = < 05 while a z test comparison revealed the significance of the race

difference (2 = 177,p = 04)
¢ 4

-

~




3

-

<
-

. CH. .RACTERISTICS OF ABUSEkKS
TABLE ‘23.—Lag of first to regular use of substances for regular alcohollopiate users,

\
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in years, South Florida

" in-treatment sample .
. Alcghol Heroin

Sex/race cohorts Onset Regular use Onset Regular use
Sex/race: }

White males (33) 13,9 17.2 &20.8 209

Black males (34) 13.6 179 184 195

White females (14) 149 19.0 20.4 209

Black females (11) 16.2 N 19.2 18_(,8 19.2

All males (67) 13.7 17.3 19.6 * 20.1

All fe_males (26) . 15.8 19.1 19.7 20.2
Race: ,

All whites (47 . 14.2 177 20.7 N 20.8

All blacks (46) 144 1‘8.2 N 185 —— e 194
Total sample (82) 143 18.0 -20.1 22.8

R

TABLE 24.—Percent of regular alcohollopiate users

ever arrested and incarcerated, South Florida

in-treatment saimple : ,
Sex/race cohorts Percent ever arrested Percent ever incarcerated

‘Sex/race: ‘ y N

White'males (33) ¢ 87.9 75.8

Black males (34) ‘ 100.0 91.2

White females (14) 64.3 28.6

Black females (11) _/ 100.00 81.8
Sex: .

All males (67) 94.0, ’ 83.6

“All females (25) - 80.0 52.0
Race:

All whites (47) 80.9 61.8

All blacks (45) N 100.0 88.9
Total sample (82) 90.2 ¢ 75.0

AN

significantly high (67 percent). After the ofiset of
addiction, multiple substance users tend to use
alcohol as an enhancer and substitute for heroin,
rather than as a euphoria-producing substance.
This use of alcohol as a substitute was more true of

whites than blacks.

Data on age of first and regular substance use
revealed expected sequence patterns. Further, the
widespread introduction to and regular use of alco-
hol by persons prior to age 18 points to the common
access to large quantities of alcoholic beverages by
minors. Progression from alcohol onset to regular
usé appears to take about 4 years; however, the
progression from onset to regular heroin use is
about half that amount of time. These findings have
significant implication for intervention; prevention

- of aleoholism must be directed at very young popu-

lations with the thought that these individuals may

be considerably at risk to abuse other substances
“ e., heroin). Early identification and remediation

ERIC
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is probably more realistic for alcohol abusers than
for heroin abusers.

TaBLE 25—Percent of arrested regular alcohol!
opiate users arrested previous to regu-
lar heroin use, South Florida in-treatment
sample

»

Percent of arrestees with

Arrestee cohorts arrest preceding regular

by sex/race heroin use

Sex/race:

_White males (29 69.0

Black males (34) 79.4

White females (9) 22.2

Black females (11) 45.5 .
Sex: .

All males (63) 74.6

All females (20} 35.0
Race:

All whites (38) » 579

All blacks (45) T b
All arrestees (83) » 65.1

43
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While arrest rates were expectedly high for the

regular users, the majority. of arrests occurred.

before the regular use of heroin. This finding raises
theoretical questions about the impact of drug use
on crime. It also suggests that early intervention
would be applicable to law enforcement agencies as
well as personrel concerned with treatment.

o

o

ACTIVE HEROIN ABUSERS WHO
DRINK REGULARLY: SOUTH
FLORIDA

As mentloned prevmusly, descmptlons of actlve

multipl2 substance users were chosen to be the
third major component of this chapter because of
distinct advantages not available in the pre\vious
two-samples. It has often been felt by social seien-
tists that “captured” addict populations—i.e., those
in treatifient—differ in significant ways from drug
abusers at large. Active addicts can be expected,
for example, to.have different attitudes towards
rehabilitation and lesser-degrees-of-social/physical

[y

With these advantages in mind, the author obtained
substantial information on an ~ctive drug abuse
population (described under Methodology) in re-
gard to demographics, multiple drug uge patterns,
dru'g of preference; criminal behavior, adverse drug
reactions, and attitudes toward treatment. The
hypothese. were as follows:

1. Demaographics. It - -as expected that active
users have sex, race, and age characteristics
resembling users in treatment in the same
geographic area.

Multiple drug use patterns. It was expected
Sthat-Thultiple substance yse would npt be

* limited to abuse of opiates and alcohol, but
include substantial numbers of other agents as
well.

3. Drug of preference: Although opiates and al-
cohol were by definition preferred by the
subjects, it was presumed that a significant

rity of the group might prefer other
stances.

4. Criminal behavior. As the subjects
interviewed were heavily involved in & drug
subculture, the author had access to consider-
able data relating to ongoing criminality. This

"

DRUG AND ALCOHOL ABUSE

information base was searched to find evi-
. dence of (a) the prevalence of criminality; (b)
illegal activity as a pmmary means of support
(¢) drug selling as a major component of illegal
activity; and (d) the prevalenceof arrests.

5. Arrest history. Given the study population, a
high incidence of previous arrests was assumed;
it also seemed probable that such arrests
would be sxgmﬁcantly related to drug law
violations.

6. Adverse drug reactions. High frequency con-

sumption of either alcohol or heroin is nors - .
mally associated with adverse physiological |

reactions. When both substances are’ used
regularly, a significant number of adverse
reactions would be expected This expectation
would be particularly apt for active heroin

users, who are subjected to the impurity and
inconsistent availability of street drugs.

7. Attitude toward treatment. Active substance
abusers appeared likely to differ substantially
from their in-treatment cohorts by virtue of

negative or indifferent attitudes toward treat-

meyl

"Methodology

During the period 1974~76, the author directed a
series of studies which identified active drug abus-
ers in five South Florida cities. These subjects were
interviewed to obtain general information un lifestyle
with special reference to ongoing drug taking hab-
its and criminality. Of 1,421 active drug abusers

. interviewed, 317 (22 percent) were currently regu-

lar users of heroin and Tregular consumers of alco-

- hol. Regular heroin use’'was defined as having used

heroin at least daily for 1 week during the month
previous to the interview. Regular drinking was

. defined as drinking almost daily, but at least daily

for one week during the month previous to the
interview. ! .
Penetration into the-drug-using subculture where
persons were identified and interviewed was ac-
complished in the following manner: -

1. An.active abuser or former abuser previously
known to the interviewer was approached to
“broker” the penetration by introducing the
interviewer to a currently active drug abuser.

These definitions of regular use do differ from. those used in the NDACP and
the contemporary treatment populationt This occurred as the result of indepen.

dent désign and inquiry, and the data could not be regrouped for identical analyses.

144 :
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TaBLE 26.—Distribution for active versus in-treatment alcoholiopiate users . '
Alcohol/opiate users. in percent
- "Active v In treatment
Current age (n=31T (n=921
15-18 10.1 1.1
19-21 . 240 14.1
22-25 . 328 337 - >
26-30 * 17.4 359 -
31-40 10.7 14.1 -
Over 40 5.0 i 1.1
15-25 66.9 48.9
Mean (years) 24.6 26.4
Median (years) 23 25

ERIC

2. Upon completion of the interview, the re-

spondent was asked to introduce the inter-

viewer to diither respondent; this process

was continued for the entire sample.

4 The interviews were conducted by former

. users who had undergone extensive training
in interviewing techniques. Although no in-
tgrview form was completed during the actual
interview, a guide had been memorized by the
interviewer who filled in a standard data
recording form as soon as physically possible

, once the ix@?’view was completed.

-

These procedures, techniques, and instruxpents
had been employed by the author and his inter-
viewers in some 80 cities throughout the country
during the same general time period (1973~ 176).

While’ one must acknowledge that the repre-
sentativeness of these currenfly active but “hid-
den” driig abusers cannot be specified (a0 attempt
was made to systematically identify and interview
every drug abuser in the five communities), one can
conclude that the sample is a-valid base offering
significant numbers with which to examine the
given hypotheses.

Demographics

The currently aclive heroin/alcohol abusers in
South Florida are in most respects demographic
twins to contemporary heroin/alcohol abusers being
geen in drug treatment programs in the same
geographic arca (sée the previous section).

e The sex distribution was essentially the same in
* both groups, althoughthe active substance abus-
ers had slightly more males than did those in
treatment (77.6 percent versus 72.8 percent).

fed by ERI

[

e Afthough there was a greater proportion ¢f
blacks in the treatment versus the active popu-
lations (48.9 percent versps 39.4 percent), the
differences were not statistically significant.

o Not unexpectedly, those currently active were
significantly younger than the heroin/alcohol
abuslers who had sought treatment (see table
26).'°

Muitiple Substance Use Patterns

An overwhelming majority of respondents in
both groups were introduced to narcoties with
heroin (97.8 percent in the treatment sample and
99.1 percent among those still active). Beyond use
of this substance, one must expect along with most
analysts the multiple substance pattern of abuge,
among contemporary heroin abusers. A significant
majority (both the active and in-treatment groups)
began their drug use with aleohol (81.5 percent in
the treatment sample and 79.2 percent among those
still active). Moreover, data obtained from the
active heroin/alcohol abusers reconfirm the use of
many drugs by persons who regularly abuse heroin.
When the respondents were asked to indicate which
drugs other than heroin and 7 lcohol they had used
during the preceding 60 days, everyone reported
some additional drug use.

e Two hundred fifty-three (79.8 percent) had
.smoked marijuana and 100 (315 percent)
had used other cannabis products.

e One hundred sixty-seven (52.7 percent) had
used cocaine.

184 chi-square companson test revealed the significance of thia difference (x? -
700;p = <.01)

145
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® One hundred thirty-seven (43.2 percent) had
used aprescriptionnarcotic, and 74(23.3 percent)
had used illegal methadone. - _

¢ One hundred twenty-five (39.4 percent) had
used one or more of the barbifurates, 70 (22.1
percent) had used one of the methaqualone
products, and 62 (19.6 percent) had ueed some
other sedative.

® Eighty-five (26.8 percent') had used one or more’

of the amphetamines, and 10 (3.2 percent) had
used a nonamphetamine stimulant—usually
phenmetrazine (Preludin). .

® Sixty-nine (21.8 percent) had usea one or more

- —— —of-the-psychedelics: "

® Four (1.3 percent) had used an inhalant.

Drug. of Preference

Although all of the 317 active heroin/alcohol
abusers were almost daily users of both hernin and
-alcohol and although most of them vere using a
variety of other drugs, there was considerable
variance noted in the reporting of the drug one
would currently use if givéir@éhcice. For example,
as shown\in table 27, one in three preferred to
abuse su}gs ances other than heroin and alcohol—and
presumably did as availability and other constraints
allowed.

TABLE 27.—~Current drug of choice among active
aleohollopiate abusers

\Actlvities n' Percent
Heroin Y 203 64.0
Other narcotics 13 4.1
Cannabis products 48 16.1
Other hallucinogens 9 2.8
Cocaine 22 6.9
Sedatives 13 4.1
Stimulants’ 3 0.9
Inhalants 1 0.3
Alcohol ' 5 I

Total 317 104 0?

'Percentages do not actually total 100 because of rounding

Criminal Behavior

4

As mentioned at the beginning of this section, the
author was interested in assessing the study group’s
involvement with criminality-§particularly in re-
gard to types of illegal activity and their relation-

ship to means of support. For these purposes, two
analyses were made. The first involves the distri-
bution of recent criminal activities among the active
heroin/alcohol addicts who had recently committed
a crime; the second relates to the distribution of
recent principal illegal activities among heroin/aleohol
abusers who reported crime as the primary means
of economic support. :

Extent of Criminality

One obvious advantage to accessing active heroin
addicts in order to assess behaviors is that recall is
not a problem. Questions can be framed in the
present and behaviors can be related contempor-
aneously. Such was the case with these active
heroin/alcohol abusers when they were asked to
report all of their recent crimes excluding only
those directly related to personal drug use—e.g.,
possesSion, etc. As expected, the majority (73.8
percent, 1 =234) reported the comnussion of crimes
during the 60-day period preceding the interview.
Among these individuals, criminal activities were
distributed as follows:

Percent __

Sold drugs
Were involved iMcommercial vices (e.g.,
prostitution, procuring, gambling, etc.) . .17.5

Committed burglaries............... 16.7
Shoplifted ....................... 13.2
Committed, armed robberies . ......... 5.6
Forged checks .. ......... ........ 34
Stole automobiles .. ................ 1.3
;, Committed other property thefts ...... 6.0
Committed other rrimes against
PErSONS . ... ...ttt 6.0
Committed other crimes (e.g., ~
CONEAMES) ... vt i innnnnnnnnn.. 4.7

These data are quite conclusive: The most preva-
lent illegal means.of obtaining money or goods for
drugs or for other general support purposes by
these individuals was the selling of drugs.

Criminality as a Primary Means of Suppdrt

Not unexpectedly, when primary means of finan-
cial support were determined for the 60-day period
prior to interview, criminality was quite prevalent;

196
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in this regard, 64.4 percent (n =204) reported them=
selves as primarily addict-criminals. Further, of
~those with-legal means of support.(35.6 percent),
. only 22.1 percent were employed; the rest were
maintained by family, friends, welfare, or other
sources.

.~ -An analysis was conducted to determine what,

form of illegal activity each of the 204 addict-
criminals concentrated upon as their primary means
-of support (table 28). While there is an extensive
literature stating and implying that property ctimes
and commercial vices are the most common means
of supporting one’s “habit” or “lifestyle”, the pri-
mary illegal activity among these addict-criminals
. was selling drugs, Almost 53 percent of ‘hese
individuals reported such activity, while 34,1 percent
__of allthe combined heroin/alcohol abusers reported
drug selling as their primary means of support. It

should also be noted that offenses against property

or pergon constituted iess than 30 percent of crimes
committed for pfimary means of support.

TABLE 28.—Distribution of principal illegal activities

among alcohol/opiate abusers whose
primary means of support was illegal

e Activities n Percent
Drug selling 108 52.9
Commercial vices 36 11.6
Burglary. .. . 22 10.8
Shoplifting » 1 5.4
Auto theft - 3 1.4
Forgery 3 1.4
Other property crimes N 9 1.4
Armed robbery w2 1.0
Other crimes against persons 8 3.9
Other . 2 1.0
Total 204 100.0

percentuges do not sctually total 100 because of Funding

The professional literattre is inconclusive and
even somewhat contradictory regarding crime
specialization among addict-criminals. Data obtained
from the study sample indicate there is considera-

ble variation in at least one measure of special-

ization—viz, the degree to which a specific criminal
activity is depended upon as the primary means of
support. For those jndifiduals identified with a
specific criminal activity, the following were in-

volved for reasons of main economic support:

e Three of the automobile thieves;
O  Thirty-six (87.8 percent) of the 41 addict-

__criminals who were prostitutes, procurers,
or gamblers;--~ -

® One hundred eight (62.8 percent),of the 172
drug sellers;

o Twentv-two (56.4 percent) of the 39 burglars;
o Three ot eight (37.5 percent) of all the forgers
and 11 of 81 (35.5 percent) shoplifters; and
® Two of thirteen (15.4 percent) of the armed rob-

bers.

At least within-this population of active heroin/
alcohol abusers, 73.8 percent of the study popula-
tion were criminals (i.e., reported recent criminal
activity). Drug selling was the most prevalent
criminal activity among all of the addict-criminals,
and drug selling was the most prevalent criminal

* activity among these addict-criminals who engaged

in criminal activities as their primary means.

Arrest History

An analysis of the arrest activity among these
active heroin/alcohol abusers for the 60-day period
prior to interview indicates substantial risk for the

¥ heroin/alcohol group at large as well as individuals
identified with dpecific criminal activities:

e Almost one in five of the active heroin/alcohol
abusers had been arrested at some time during
this period {59 of 317).

o Almost one in four of those who had been -

arrested had been arrested more than once (14
of 59).

o Arrests for violations of specific drug laws were
the most prevalent (40.7 percent of everyone
who was arrested).

o Of everyone at risk for arrest for drug law
violations, 7.6 percent were arrested (24 of 317).

e Of those engaged in committing property
crimes—e.g., burglary, shoplifting, etc.—15.8
percent were arrested (15 of 95), and 6.3
percent were grrested more than once.

e Of those engdged in the commission of crimes
against persons—e.g., armed robberies, mug-
gings—22.2 percent (6 of 27) were arrested, and
3.7 percent were arrested more than once.

e Of those engaged in the commercial vices—e.g.,
prostitutes, procurers, gamblers—34.1 percent
were arrested (14 of 41).

These data would indicate the arrest liability
among active heroin/alcohol abusers is quite high.
One might expect 20 percent of this population to

o~
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be arrested in any given 60-day peried. As hypoth-
esized, arrest liability was the greatest for crimes
where drug laws were violated.

Adverse Drug Reactions

As mentioned earlier, a significant number of
adverse reactions were expected; suckh was the
case. Of the 317 heroinvalcohol abusers, 279 (88
percent) had at some time experienced an adverse
reactionassociated with neroin use, and 12 percent
had had such an experience i~ the 60 days prior to
interview. Of the recept reactions, about half were
due to overdose and half to infections, allergies,
panic, etc. .

These data suggest that during any given 60-day
period, some 6 percent of similar active heroin/alcohol
abusers could experience an overdose to the heroin,
and an additional @ percent will experience some
other adverse physical or psychological reaction.
The data also suggest that given sufficient time,
almost every heroin‘alcohol abuser will suffer some
adverse physical or psychological effect because of
their pattern of abuse.

Attitude Toward Treatment

Although preceding sections suggest that active
alcoholopiate abusers face significant risks for ar-
rests and adverse reactions that might make a
formal trectment appear attractive, such was not
the case. The findings below, on the total sainple of
active alcohol/opiate abusers, substantiate the orig-

“Ngal hypothesis of a negative attitude toward treat-

ment:

¢ One hundred thirty-four (42.3 percent) did not
believe they needed any kind of treatment.

® Seventy-eight (24.6 percent) felt they might
need treatment, but the programs available to

them were inappropriate, ineffective, or other-

wise undesirable. .

o Sixty-one (19.2 percent) indicated they would
take a treatment slot if it were offered to them,
although they had made no attempt to seek
admission into any program.

o Forty-four (13.9 percent) had requested treat-
ment, during the preceding 60 days, and 33 of
them had been placed on a waiting list; the
remaining 11 reported that their applications
had been denied.

DRUG AND ALCOHOL ABUSE.

It should be noted that the cities where these
active heroin/alcohol abusers lived offered a wide
variety of multi-modality services which were read-
ily available to the vast majority of these respon-
dents. Nonetheless, only one in seven of these
active heroin/alcohol abusers had even inquired
about treatment during the preceding 60 days.

Comment

This study was not only valuable for comparisons
with its corresponding cohort in treatment, but also
provided unique data in its own right. The active
substance abusers were demographically similar to
in-treatment abusers except for being slightly youn-
ger (one could therefore infer that substances abus-
ers tend to seek treatment only after efforts at’
self-rehabilitation had failed).

In regard to patterns of multiple drug use, the
intake of a variety of substances other than heroin
and alechol was the rule rather than the exception.
Almost 80 percent smoked marijuana, half used
opiates other than heroin, and over a third used
barbiturates. As almost one in three preferred to
use a substance other than heroin, one can assume
tnat this prevasive pattern of drug taking may be
related to availability factors.

The hypothesis concerning widespread criminal-
ity was verified. A majority of the active regular
abusers of heroin and alcohol supported themselves
primarily by crime; however the. most prevalent
crimes were victimless—i.e., the selling of drugs,
prostitution, etc. Over a third of all regular abus-
ers reported drug selling as a primary means of
support, and over half of those living through illegal
means were primarily drug sellers.

The high cost of substance abuse was substanti- -
ated through evidence of high arrest hability (some
20 percent of the sample are arrested in a given
60-day period), and high adverse reaction liability
(12 percent suffer such a reaction during the same
time frame).

Finally, active substance abusers do have sig-
nificantly negative attitudes toward treatment ef-
forts: at least two-thirds of the sample either felt
that treatment was unnecessary or that current
treatment sources were inapptopriate, ineffective,
or otherwise undesirable. It seems likely, then,
that multiple substance users as represented by
this sample are difficult to treat and motivate in
their present setting. One can only hope that,
pending remediation of the conditions that brought

L4y
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the abuse patterns into being, the experience of
multiple substance abusers who successfully com-
plete treatment and return to their original envi-
ronments will impact on their active cohorts.

CONCLUSIONS AND
IMPLICATIONS

4

In this chapter the issue of concurrent abuse of
alcohol and opiates, especially heroin, has been
addressed. A goal to describe those persons whe
regularly sbuse both alcohol and opiates has been
-accomplished. Where possible, significant- differ-
ences between those who do abuse both substances
and those who do not were established. In order to
accomplish these tasks, information was o ined
and analyzed from three separate study popula-
tions:

o Abusers in treatment as part of the National
Drug/Alcohol Collaborative Project which
consisted bf a diverse sample;

e Abusers who were currently undergomg treat-
ment for heroin abuse but who also had “drink-
ing histories” (four South Florida programs);
and s

e Active heroin abusers who were not in treat-
ment (South Florida).

Each study population was included to mitigate
possible biases in “representativeness” and to con-
_ tribute unique information which was not available
in the other two study populations.

These descriptive qnd comparative analyses
resulted in the isolation of several ¢haracteristics of
the combined alcohol and opiate abusers. Signifi-
cant among these were:

e This specific pattern of combined substance
abuse is probably much more prevalent than it
was in the past. ‘e

e Not unexpectedly, those who were found to be
regularly abusing these two substances were
older, as a group, than those who did not.

e Black involvement in this pattern of combined
substance abuse is much more prevalent than
among nonblacks.

e Sex is probably not a very potent predictor of
involvement in this specific pattern of substance

ERIC
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abuse. As expected, more males were found to .
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be combined alcohol/opiate abusers, but the sex
ratio between those who abuse both and those
who do not probably remains fairly constant.
Accepting the known bias of studying groups
who are seeking treatment in urban settings,
the data indicate that risk for such combined
abuse is higher among persons who were reared
by their mothexs alone and/or among persons
from the lower socioeconomic groups in our
large urban centers.

The sample of contemporary combined
substance abusers appeared to more fre-
quently acknowledge a psychological de-
pendence on alcohol but to less frequently
acknowledge a physical dependence on it. )
Among contemporary heroin addicts who also
acknowledge a physical addiction to alcohol,
the alcohol addiction most frequently spans a
time period before and after the onset of heroin
addiction. Onte a person becomes addicted to
heroin s/he will normally prefer herointoalcohol
but will continue his/her alcohol abuse pattern.
Infact, most will use thetwo drugs concurrently,
i.e., using the other while still high on one.
The use of alcohol as a temporary substitute to
eliminate pain and anxiety when heroin is not
available is common among all addicts but is
probably more prevalent among white heroin
abusers than among nonwhites. The shne pat-
tern is also prevalent among those trying to
“kick"” heroin habits bothin programs and onthe
street. )
The “costs” associated with combined alcohol
and heroin abuse are high. For example, almost
everyone will be arrested and three-fourths will
be incarcerated. There are indications, how-
ever, the majority of arrests occur prior to the .
regular use of heroin. Additionally, during any
given 60-day period, some 12 percent will proba-
bly experience some adverse physical or psycho-
logical reaction to this abuse. Given sufficient
time, almost none will escape the onset of these
reactions.

Although most of the crimes committed by
these combined abusers are “victimless,” the
fact remains that the criminal justice system
has the first contatt with abusers. This implies,
at least to this writer, that appropriately de-
sighed and managed programs which would
divert abusers into treatment programs early in
their careers would be the most effective.inter-
vention technique.

Of particular concern to program planners and
managers, more than 40 percent of these com-
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bined abusers who are still actively abusing
rugs do not believe they need any kind of
treatment and an additional 25 percent feel thev
need treatment but assert the current treat-
ment services available to them are inappro-
Jpriate. ineffective, or otherwise undesirable.

Il( conclusion, we seem to be faced with an

increasing problem, especially in our larger urban
centers and among our poorer citizens. They can be
expected to continue to place an ever-increasing
burden on all of our social institutions, but espe-
cially on our criminal justice system. At least from
the perspective of the abusers, we have little to
offer them in the way of treatment assistance in
ceasing their drug-abusing lifestyles. .
1
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