.
Yy . t

. C .. ) DocuMENT RESOME

. ~ S
ED 206 987 v CG 015 430,
AUTHOR - 'Barr; Harriet L.; Cohen, Arie
TIILE . The Problem-Drinking Drug Addict. Services Research
" " Report. y By \
INSTITUTION Eagleville Hospital and Rehabilitation Center, Pa.

' SPONS AGENCY National. Inst. on Drug Abuse (DHER/PHS), Rockville,
: . *  Md. Div. of Resource Development.

REPORT NO DBEW-ADM-79-893
T PUS DETETTT U TFg e e .
' GRANT - - NIDA-HB1-BA-01113
NOTE 61p.

AVL;L&BLE PROM Superintendent of Documents, U.S. Govérnment Printing
o Office, Washington, DC 20402 (Stock No. ‘
. 017-024-00951-2) .

EDRS/pRICE MF01/PC03 Plus Postage. '
DESCRIPTORS *Alcoholism; Antisocial Behavior; *Bebavior Patteras;
' Crime; *Drug Abuse; *Drug Réhabilitationg

*Intervention; Longitudinal sStudies; Patients:
o Physiology; *Predictor variables
DE )

‘:,.,_; By .

-

. T : 1y
+ . An increasingly important consideration in drug abuse -
policy and programming is the growing number of multiple -substance
abusers, i.e., problem-drinking drug addicts. A dongitudinal study of
td#o drug addict populations examined drug- and alcohol usage, . : )
* psychological variables, and criminal justice and employment .
* indicators. Pindings indicated that alcohol abuse was a aighly
meaningful and clinically useful indicator of pervasive problems and:
special treatment needs of drug clients. Poor treatment outcome-was
most strongly associated with problem drinking at the time of »
follow-up. No increase in pré6blem drinking‘existed among methadon
."clients. The strongest'rehabilitdtive effects exhibited after a yea
of methadoné haintenance included control of narcotic abuse and -
improved employment records. (JAC)

3

—- ABSTRACT

%

%

.

5 \\ . ) ° iJ - - e
*i*******************i******q*y***************************m************
~% Reproductions supplied by EDRS are the best that can be made *

. from the original document. *
| R R AR RRRR AR KRR KU KRR K KA AR AR KA AR KA A A AR AR KA

‘

e el o . , -
P —— - S S NN .
; — : e B T C e——
A .
.
» -

v




'

¢
National Institute on Drug Abuse

- SERVICES
RESEARCH

ED206987

| how T king
B em-Drinkin
| - rc)Drug Addict- 9

v

S
US OEPARTMENT OF EDUCATION .
NATIONAL INSTITUTE OF EDUCATION
EDUCATIONAL RESOURCES INFORMA TION'
CENTER tERIC)
. \}\ This document has  been mnmm’n‘d as
Aoy fram the berson or orgarhzation
0Onginatng 1t

ey

Minor ghanges have heen made to :mmr)vv
Wt ton quality,

C6 015430

;
Pounts af yiw or opimions s ated in this «focu

mnm o0t necessarity roprese nt otficgl NIE ['4

DOSBOS G GOl y L4

. U.S. DEPARTMENT OF HEALTH EDUCATION AND WELFARE .
) e \, Public Health Service 5
LS

EMC . Alcohol Drug Abuse, and Mental Health Admlmstratuon




A7

. The Services Research Report's'and Monograph Series are issued by the Serv-
ices Research Branch, Division of Resource Development, NationalYInstitute
on Drug Abuse (NIDA)., Their primary purpose is to provide reports to
the drug abuse treatment community on the service delivery and policy-

| oriented findings from Branch-sponsored studies. These will include-state-
LY : .

«— | of-the-art studies, innovative service delivery models, for different client

1 populations, innovative treatment management and financing techniques, and

| treatment outcome studies. R )
o

. ’

P
.

This report was prepared under NIDA grant no. H81 DA 01113 to the Eagle\;ille'Hos-
pital and Rekabilitation Center, Eagleville, Pa. 19408.

¥ .
*

This report does not necessarily réflect the opinions, oificial policy, or posiiion of
the Natignal Institute on” Drug .Abuse of the. Alcohol, Drug Abuse, and Mental Health
_Administration, Public Health'Sfryice,, U.S. Department .of Health, Education, and’
Welfare. - . . , ' ' ) :

*o

4 » e
. y nw .
N ’ v , - .
’ ) N b ¢
R S S : | .. | :
. . - -
DHEW. Publication No. (ADM)79-893 . L1
. Printed 1979 x . .
R -
v » v s,
.
= A
-
. . .
“ > - 4 N .
3 .
‘ 4 q\ Vd .
* < ’ § . '
' ' I, ; . . . >
- . N )
- v ~ M ~ ~ ‘
p - . \
N o . P
o ¢ . N ] - _
: , ) 3
’ . . — * r :
. For sale by the Superintendent of Documents, U.8, Government Printing Office
. . - Washington, D C. 20402 . N ;
E MC ) - s ., Stock N6; 017-024-00051-2
' : © :
- e o= —— - R - - - - -




A}

i

- " "FOREWORD
. .
An increasingly important consideration in drug abuse policy and progi‘amir}g is the extent of
multiple substance’abuse as. reported in the literature. Studies of both nontreatment populatidhs’
(e.g., Abelson and Atkinson 1975; Abelson and Pishburn 1976; Johris6™1976; O'Donnell 1976}
and treatment populations (e.g., Simpson and Sells 1974; NIDA National Drug/Alcohol Lollabora-

~ 4

tive Project Fjnal Report 1977; Bourne,1974) reflect the scope and problems inherent in multiple, -

v A

substance usage, i.e., use of two or more, psychoactive .agents in congurrent, sequential, or
alternating patterns. . < . e -

This report, The Problem-Drinking Drug Addict, emphasizes the mmportance of examining a
drug abuser's alcohol history, over the individual's lifetime and most recent past. This*1s gdeen '
as of consequence for a number of r8asons. Firkt, physjologically -it’is significant to know the
impact of- alcohol by itself or in combination with drugs because of the additive, and potentially .
deleterious,. effects of taking alcohol together with other substances. Second, knowledge of

- aleohol habit$ may be important in actual treatment Planning. Direct intervention and/or super-

vision with a client may necessitate, for example, a controlled drinking or an abstinence mddel
for-dealin&Lh‘the_clienti&dpinking—problem-irr‘conc’er't with the drug problem. A drug abuser
"with a‘considerable alcohol problem may be inappropriate for certain treatment intepventions and
-dppropriate only for other interventi, ns. Third, it may be important to be pware of current as
well as past alcohol consumption ir;../z-der to be able to predict and take int& account the poten-
tial for later alcohol use and/or other treatment outcomes.

& .
Fwo different treatment populations are examined in this report'\which is

‘e

3

the use of alcohnl among drag—abusers-tirtreatment. ‘One sample 1s drawn from a treatment pop-
ulation at the E?gleqille Hospital and Rehabilitation, Center in Eagleville, .Pennsylvania. The
second sample is drawn from 10 methadohe mainten nce treatment programs located in. the greater
Philadelphia_area which agreed—to partcipate in the research study. The data are presented
for both groups for three time frames--lifetime, ' 2 months prior to adrhission? and at followup,
Variables examined for their contribution to outcome included drug use, drug problems, alcohol *
consumption, alcohol problems, Rsychological variables, criminal justice, and employment indica-
tors. There could be no direct comparison of treatment outcome between the two modalfties be-
cause of differences in the nature of the populations. alt .
L ]

In addition to examining changes over time in the two groups,, and examining the relationship ,of *
alcohol variables to other criteria, the methodology developed for defining alcohol "abuse"+is -~
instruetive. Both aléohol consumption and alcohol-related problems are operationalized as compo-
nents of alcohol abuse and are measured separately.as well as together. Based on variations in
alcohol consumption, alcohol problems, and time frames, a typology is developed for classifying
alcohol users. . .

@

. .

The data that were collected during this study also allowed the ‘investigators to examine the/is/sue
of alcohol abuse in methadone mdintenance programs., There has been considerable congefn
shown in the literature as to whether methadone trgatment itself is instrumental in precipitating _
or relieving alcohol problems (e.g., Gearing 1970; Eimpson’1973; Bihari 1974), . -

“

In, summary, ‘this report providgs a comprehensive examination of&cohol use by drug abusers B

in two modalities. In .terms of both the findings and the ‘processes -and methodologies used dur-

’.\ing‘ the study, there should be“important implications for treatment planners, administrators,

ERIC

Aruitoxt provided by Eic

researchers, and clinical personnel. This research represents a continuing effort at the Federal’
level to examine treatment and policy issues that arise regdrding combined substance abuse,
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. 1. Goals and Design of the Study

INTRODUCTION ) e .
‘The major objective of this/project was to '
systematically document and investigate the
occurrence of alcohol abuse in dryg addicts
and its effect on their treatment.and rehabfl-
ftation. * The study investigated the appear-
ance of problem drinking during and after
drug abuse treatment. . .

A principal objective was to identify features
of the pretreatment historles that can help
predict (1) which drug addicts are most likely
to ,abuse alcohol during and after treatment
for drug abuse, (2) the extent to which alco-
hol abuse may interfere with that treatment,
and (3) more'broadlg, we wished algo to de-
termine what factors ascertainable at intake
can predict different aspects'of outcome. We
were therefore concerned with the drug ad-
dict's drinking history before he or she en-
tered treatment (including the part played
by alcohol in the. person's’ lifetime subdtance
dbuse history) and the drinking pattern at
the time of admission to treatmént, as well as
its course during and after treatmeht,

la

This project provides a data important for

‘our’ understanding of two issues of national

importance. One is the problem of alcohol
abuse by methadone maintenance patients,

’ ‘ ¢ L 2
L} *

~

" terns-

viewed by many (e.&.', Maddox and Elkott
1975; Bihari 1974) as*a major cause of freat—
ment failure in that modality. How wide-
spread, is pyoblem Erinking by methadone
patients? Is it in some way created by metha-
done, at least in some patients? Can we iden<
tify _patients '‘whose alcohol histories make them

poor risks for this modality?
. < R

The second issue is that of multiple substance
' abuse, both concurrent and sequential, a phe-
nomenon whose existence has only recently |
been widely recognized. What are the charac-
tetistiz‘of those with unstable or mixed pat-

abuse,” and what do such patterns
mean for'treatment? By focusing on alcohol,
where most other studies of drug abusers
haye excluded it, and by obtaining detailed
" information about the use of all substances
of abuse and their meaning to the persan,
this project helps to fill a serious gap in our
knowledge--the intersection_of alcohol and
other substances in’the lives of substance
abusers. - . st

/
. We were interested also in whether these phe-
nomena differed in any way as a function of

“treatment mqdality. Subjécts were thexefore
drawn ‘from two major 'treatment modalities

" and compared in. certain) analysessof the data.

Two-thirds of the gubjécts were new admis-
sions ,to, outpatient methadone maintenance*

- programg in the Greater Philadelphia area,.

1




) while one-third were new admlssxons to the

. Inphtient Program of Eagleville Hospital and

Rehabilitation .Center, which is ap abstinence

-residential program with a therapeutic commun-

. Aty orientation, treating alcghol and drug pa-
tient# in a combined program and serving
the same geographic area.

o

A special strength of the study 'design is that

; . it ,was prxspective. That is, each subject.

- was taken into the study shortly after admis-
sion to treatment.and followed for at least
one year thereafter. Thus, the exploration
of relationships between pretreatment history

. and followup status do not depend, on the
subject's r%t at the time of follofvup, but

" are rather based on data collected a year ear-
liek. v . . - "&
‘ © DESCRIPTION OF
TREATMENT MODALITIES
~ % Q

3 The Methadoné' Programs ~

B

The subjects were drawn’from 10 cooperating
methadéne maintenance rfrograms.
in the dty of Philadelphia, two‘in adjacent
cofinties of Pennsylvania, and two in adjacent
cities #h New Jersey. There was some yariety
"% In the services offered, but, certain general
features ‘can be described. Ngne' provided
combined treatment ofdrug and alcohol clients,
their servides being limited to narcotic’ ad*
dicts. The major form of therapy' was, the
methadone itself, combined with an indxwdual
counseling session once a week. Only a small
percent* of the clients received other services:
13 percent had group therapy, usually once
a week, T percent had family therapy, and
10 percgnt some form of vacatidnal counseling
. or rehabilitation. Medical treatment and drop-
in recreational facilities were dffered by some
programs as well, .

: X
At tﬂe l-year followup, 31 percént had re-
mained in their original methadone program,
26 percent had been discharged and read-
mitted to methadone maintenance at the.same’
.+ clinic or elsewhere, 6 percentswere in'other
forms of ¢reatment, and 37 percent were no

longer on methadone mai\meng;ce.
. Eagleville Hospital,and
. Rehabilitation Center (EHRC)

Eaglevill'e Hospital and Rehabilitation Center

o\ (EHRC) considers itself ‘a therapeutic com-

: " munity (TC), but it differs in'significant ways
from many ot} s~ It is a fully accredited
hospital, and the staff includes both recov-
ered drug and alcohol addicts (and others)
whose training has not been through tradition-
al*academic route# as wel], as ' professionals
with traditional training, It is 4 residential

Q

ERIC ’ T

Six were _All rpsidents have at.least four -group-ses— - —

_ SUBJECTS

" contacted

¢

abstinerice program, treating drug and alcohol
abusers in combined treatment. Thus, while *
the Eagleville program is in sharp contrast
to methadone maintenance programs, caution
is necessary in generalizing these!flndxngs to-
other TCs, both because of its special fea-
tyres and the fact that only one res:ldentlal ’
program was sampled.

The Eagleville Inpatient Program-is an inten-
sive, multimodality 2-month program, located,

in a rural setting 28 miles outside of Phila-
delphia. Of those who complete the inpathnt
phase, many remain on the hospital groupds

for a transitional program for periods up to

6 months more, known as the Candidate Pro- +
gram. Of' the EHRC sample, 22 percent com-—
pleted the Inpatient Program and coptinued .

into the Candidate Program, 31:percent com-~— -————
pleted the Inpatlent Program and,left residen-

tial treatment (in many cases continuing in

outpatient aftercare), and 47 percent left

against medical advice, eloped, or were given
disciplinary discharges. . )

sions a week and ihdividual sessions 3s
needed, usually one to three times a wéek.,
There are regular community and unit meet-
1ngs, actwmes, and occupational and work
therapy programs. In this sample, 6 perce }
received family therapy and 21 percent voca
tione? rehabilitation. . .

- [ '

The study. sample consisted of 866 drug ad-
dicts, taken at the point of entering treat-
ment: 586 entering outpatient methadone main- |
tenance, and 280 admitted 'to the EHRC In-
patient Program. In addition, intak ter—
views were obtained from a sample of 243
alcoholics admitted to 'EHRC, primarily to
establish criteria for the definition of alcohol
abuse in the drug addicts, and secondarily

in order to examine the drug abuse histones

rof alcoholics,

The design was to recrujt .from each partici-
pating program all successive admissions who -
.were’ willing to give thetr informed consent.
"While “the -fefusal rate was_low, some subjects
were missqd because they “left treatmentwith? )
in a few days, or because they could not be .
within & weeks” after admission,

which was|the time limit for.the intake inter-
views. :

‘ !
Demographjic, social background, and sub-
stance abuse data have been compared with
the reportp.of the Central Medical Ihtake of
Philadelphip. This comparison. showed the .
study sample to be ;representative of all drug

e B :
. .
' i ,x‘é') - ¢
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eatment in the P‘hiladel-

-

addicts referred for tr
phia area. *

Characteristics of the Total Sample®
he sample was heterdogeheous in sex,,age, -

. and‘race; 27 percent were women, the medi-
an age was 26 years with a range from 17 to

60, and 63 percent were black, with Italian,
‘Irish, and German ethnic ‘Backgrounds most
frequent among the whites (less .than 2 per-
cent were Hispanic). _ Sixty percent did not
complete high schodl and only 11 percent had
gone beyond high school; #71 percent de-

- scribed themselves as dropquts from the last.
school they attended, 45 percent in the mid-
dle of the school year. -They reported exten-,
sive histories of truancy, Suspensions, and .
expulsidns from school. Residential and mari~
t?.l instability were greatly evident.

Al

In the 2 years prior to admission, the median
number of mbnths of employment was 6, ‘while
31 percent did not work at all in that period.
Sources of support at the time of .intdke to

treatment. (citing multiple sources) were wel-
‘fare (50 percent), selling drugs (33 percent),

-
- other illegal sources (37 percent), family and those entering the residential aBstinenge TC
+ friends (33 percent), and in fifth place, em- (EHRC) were somgwhat ‘younger (mean 25.6
ployment (20 percent)., The major single years versus 28.5), and had a more equal - ¢
sources of support wére:, 38.percent illegal, & ‘racial balance (42'percent black 'versus 72
25 percent welfare, 19 percent empl&yment, percent). While 92 percent of the methadohe
“and 18 percent various other means. The “ patients were living in the comfnunity before
most common occupations were, semiskilled or , entering -treatment, only 42 pé it of the
un gkilled labor and service ‘occupations. EHRC patients were (31 percent|from rison, .
. ‘ Ct * 24 percent from hospitals.or residential drug
Involvement with the ‘criminal justice system programs, 3 percent other), ’
was extensive. Most (87 percent) had been . : " |
arrested, Half the sample six or more times. - As measured by their educational and crim- -
*Only 27 percent had never been convicted of + inal justice histories, by their report of fami- .. R
" a erime, andl 39 percent had been convicted. ly psychopathology, and by their psycholog-*
three or gore’ times. Forty percent had spent ical instability. They began using drugs at .
° more thanf a,year in prisan, 39 percent a year a younger age (mean,of 14,2 years versus
or less, and only 21 percent had nat been in 17.0); however, the average interval between
prison;? 21 percent had spent time in a juve-a' first drug use and entrance to treatment was
nile correction facility. The means were 8.4 the same, 11 yéars. 3 .
arrests, 3.1 convictions, 29 months of incar~ . ‘ . : '
ceration. At the time of intake, 54 percent In the TC, 69 percent stated thit the pri-
. were on parole, probation, or under other .mary problem for which'they were in treat- .
legal constraint. . ment .was narcotics, while 31 percent gave - .
. “another drug (most often amphetamines) as .
The circumstances of their childhoods were their first problem. As expected, all metha-
adverse in most cases. Only 47 perceént were .done subjects gave a narcotic-drug as their
raised by both,parents until the age of 12, first problem. Most of the narcotic addicts ’
64 peréent reported parental separation, di- in both the TC and methadone programs .
vorce, or desertion, or a death in-the immedi- abused other substanges as. well as rfarcotics, '
ate family by the time they were 12, 49 per- and many of the "polydrug"~patient§ used
- cent réported having gone without necessities narcotics as well as other drugs. The greater
because of ‘poverty, and 40 percent report‘éd ., social and psychological instability of the TC
violence in’ the home, including physical abuse = * subjects suggdsts that they included a larger
of the respondent. Excessive drinking and °* proportion of those t):r};;sjyf addicts who are
bther forms of psychopathology in the family - most in need of the kifrd~of support and, sep- ? .
were freduent. *As for the respondents aration from the community that this mogdlality
themselves, ' there was much evidence of has to offer. )
3
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- one substance (including altohél), and the

psychopathology, the most ettreme being that
11 percent had spent at least 2 weeks in a
psychiatric hospital and that 30 percent had
thought’ of suicide, 15 percént having actually -
attempted it. i

Wh\ila their substance abuse histories will be
"discussed elsewhere, we_may note that, at
the time of the intake interview, the,average
time since first use of any substance of abuse
was 13.years; since first narcotic use, B8
years; and sche first® regular narcotic use,

7 years. Typically, alcohol was the substance
used and abused, first. In the 2 months be-
fore admission, 73 percent used more than

¢

t

mean number of different substances used
was 3.1. Most (78 percent) had had some
type of treatment for dmug abuse before,.
either detoxification, residential, methadone
maintenand®, 6Y other modalities, and in many
cases more than one modality. '
Differences between the -
Methadone and TC Samples‘

When compared with'‘methadone subjects, &




METHOD ~ + .

As has beer noted, the greatest methodologi-
cal asset of this study is that it was a pro-
spective study of the impact of treatment on
the drug addict. That is, each subject was
interviewed extensively at the time of admis- .
sion to treatment in order to. prdvide data .
about* pretreatment history and status at the
time of beginning treatment (Intake interview).
He or she was then reinterviewed 3 year later
(followup interview).! The infornation proe
vided by a subject in‘the intake interview of
his or her earlier history is, of course, sus-
ceptible to many sources of distortion in re-
call or~ ‘reporting. It must therefore be borfne
in vihd that, although we may, refer to such
data as if it represented the facts objectively,
this is done merely to simplify the presenta-
tion. A subject may report that his childhood
was Utnhappy; we cannot Know whether it was
expeMenced as such at the time, Neverthe-
less, the intake interview represents the kind
of information that is available to the clinician
when a-client presents himself for treatment. .

‘ Instruments and Data Obtained ’ L)
Tﬁ!\z iargest source of data was derived from
interviews, All subjects received a compre-
hensive intake interview covering demographic
data, educational and military history, em-
ployment, family, criminal justice involvemeant,
attitudes,” values, expectations from treatment, .
emotiomal state, and self-image. A very thor-
ough substance-abuise history was obtained,
dincluding motivations for the use of drugs:
and alcohol, and both good and bad effects
reportedly experiencedafrom the use of varir
ous substahces. The 12-ménth followup inter-.
view covered the same areas as well as

the éxperience in treatment and the respqnd-

* ent's view of it, and significant events in
the person's Iifg- during thé year.

In addition to thé interviews with the sub- .
jects, the following data were obtained: urine
testing for drug and alcphol use duxing the
early,stages of treatment and at each followup
interview,* and perlodic reports by counselors
of each subject's progress as long as he or
she remained in treatment. Information from.’
treatment program records about\dates, and
types of discharges, agMwell as readmissions
and transfers was also obtained. For-the
comparison sample of alcohohcs, only the in-.
take interview and tredtment program. data
were obtained, )

N .
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Procedure and Followup ,
Completion Rates

All interviews were conducted by research
staff interviewers, trained and superwsed
8y the project profgssional staff in_the ati-
ministration of lengthy and complex thterview
schedules. . Ihtei'\newers were stationed at
the partxcxpatxr}g treatment progrants, whera
all intake interviews were contducted. While
the lanI plan was to*try to recruit all sucy
cessive admissions to each program during a.
“certain time period, not all subjects could be
contacted during the 2 weeks after admission
to treatment, the time limit set for intake in- .
terviews. This wls more true of the metha-
done clients than, of the EHRC residents, since
the rate of admissions in each methadone clinic
was much less than at EHRC. As a result,
intgrviewing staff in the methadone prograrms*®
were more scattered egébgraphically,.

Subjects-in methadone clidics were paid $10
per interview; EHRC subjects were not paid
for intake interviews, but were paitl foryfol-
lowup interviews since .they were no longer
in residence at that time. The refusal rate
of . poteritial clierits wh® were contacted was
very low. Insofar as there was a systematic
bias in the recruitment of subjects it was to
underrepresent chents who left _treatment with-
in the first 2 weeks. Of the intake ifiter-*
.views obtained, several were unusable because
of language difficulties, and one or two were
incoherent, apparently becausg of a psychotic
state. . . -
X \

All subjects for whom a valid intake inter-
view was obtained were then sought for fol-
lowup. The importarnce of d high rate of suc-
-cessful. followup cannot be overemphasized. *
. Studies that fall far short of 100 percent loca-

* tion of subjects introduce a bias that seri- ~

oysly, limits the validity of intarpretation from
the data. :

Special emphasis was therefore put in this
study on firding respondents for the 12-month
interview. Some were easy to find. One
hundred ninety-seven of the methadone sample
were still in treatment at the same clinjcs.
Interviewers were’sent as far as 200 miles
away, 106 interviews were conducted in prisg
ohs, and a few interviews of reSponaents as
far away as California were conducted by tele-
phone. While the goal was to cdgduct followup
interviews 12 months after intake, this was
not always possible. Elapsed time ranged
from 11 to 25 months; 73.8 percént of the
interviéws were completed by 13 months, 88:7
percent by 15 months, and 95.5 ,percent by
I8 month% after intake. .Table 1 shows the .

results of these fol]owup efforts. o~




TABLE 1. —Followup rates for 12-month interview

’

EHRC

L No. $
Interviewed ' . h 242 86.4
Deceased 4 1.4
% Contacted and refused b 2.1
Not contacted . - _28 ‘10.0
Total " . 280 100.0

+ Successful followup= . )
) interview + deceased * Z4§ 87.9

’

METHADONE . ALL CASES
NG. % No. %
525 | 89.6 aBT* 88,6

12 2.0 16 1.8

6 1.0 13 1.4

rd ) ¢

43 7.3 7 8.2
586 100.0 866 1000 ,
537 9.6 3, 9.4 g

[

¢ ' e

I3 .
*Three of these cases are not included in subsequent analyses; one was received too late, and
two were lost in the course. of data editing and keypunching, i . N\ -

> M .

The rate of successful follbwup- was consi-
dered’'to be very high. The slightly (but

‘not . significantly) higher rate for the metha-

done sample is due té the fact'that so many *

still at the initiaNgclinic were interviewed in
confrast to 83.8 pePtent of those who had

were- still in tregﬁizg 99.5 percent of those- 3

" been, discharged. Those not interviewed were

4T e

-

ey

2: If there are, in fact, a substanti%l num-

compared with those interviewed on the major.
intake variables, : The interviewed and non-_~
interviewed subjects did not differ signifi
cantly on any of these measures, suggesting
that no major bias was introduced by the fail-

K]

ure.to interview all cases.

ISSUES AND QUESTIONS'®
The remainder of this report addresses issues
stemming from the basic obfective: of inyesti-
gating.alcohol abuse in dkug addicts and its
implicatioris for'their treatment and rehabili-
tation. . ; - .

. /J, The first fssue is that of’thj}revalence

of alcohol abuse among the set”of individ~
uals identified primarily a abusers,
How manysshow evidence of a significant
level of alcohol abuse at any given- time?
How\many’ drug ‘abusers have a history of,

colpl abuse, whether currently or not?
A sulgrdinate but related issue, at least
within- the framework of this study, is that
~of the prevalence of drug abuse among
those idenfified as alcoho}ics.

-

ber of drug abusers with a history of alco-
hol abuse, it would. be important to i
- N

3. The prim'ary focus- of the study was to

- -

determine’ whether they differ from dru
abusers with no-dlcohol abust history in
such areé§ as early histories, 'demographic
“feat ». or- psychological statuges. At . .
the tipe’ they-enter treatment, is there -~ * .
evidedce (other than’their drinking his-
tories) that they are a sp@cial kind of pa-
tiént, with special needs for treatment and
rehabilitation? Again, the same questions

may be asked about.the alcoholic with a
history of drug abuse, broadening the

i

[issue to"that of multiple substance abuse . .

without regard to_which substance is seer . °
as the primary pr{)blem at a given mement, ;¢
eyt

determine how knowledge obtained .at intake
enables us to understand and predict what
happexg after, treatment begins add once’
treatmkht ends., The expectation is that
alcohif abusé “has an adverse effect on
treatment -outcome. While it is not possi-

. Ble,(}i-';d‘ establish causation’ within such a |

stu
alcohol abuse %nd poor;.treatment outcome
will be.explordd, both concurrently and
over the course of time. Three broad

Questiong are asked of the - data.’

{, the degree of association between’

(a) The_first questioon has to do with the

relationship«between alaohol abuse ob-
+ served ‘after admission to treatment,

at the time of followup, and other .as-
peats ‘of the person's ‘behavior and
cOndition at the sanje time. Are those
subjects who are abusing alcohol at .
intake and at the time of followup, likely




to have poorer outcomes in other re-
spects, such as drug abuse, employ-
‘ment,~involvement with the criminal
justice system, and psychologlcal sta-
tus? 5
(b) The second question is concerned with
relationships over time. I$ a history - -
of alcohol abwge prior to the time that
a drug abuser enters treatment for C
his or her drug problem’ associated
with a greater likelihood of ‘alcohob
bbuse at the time of follbwup, as wel]
as with less successful oytcome status
in' regard to grug abuse, employment,
involvement with the criminal- justice.
.system, and psychological status?’®
Although we can not establish that
pretreatment alcohol abuses cause later
treatment failyre, can it help to identi-
;)otentlal failure and. those in need
special treatment ~ planning?

{c) Beyond our primary concern with the

jmplications of alcohol abuse, we are
M:terested in finding out to what ex- -

4.

é

‘N

5.

I tent different aspects of outcome can
be predxcted from an intake interview,
as well as in determining just which
items "of information obtained at the

. point of intake can besfk predict each
aspect of outcome., The analyses deal-
ing with this issue must be considered
exploratory, and no hypotheses'are °
advanced concerning them. |

4

“Since the subjects of this study.were drawn

from two very different modalities, it is!

‘tempting to speculate about differences

\between modalities in treatment effectiveness,

either overall or for special types of clients.

Valid direct comparisons cannot be made,

howeves, since clients involved in the

study were not assigned to treatment pro-
grams randomly, and since the two types

of treatment programs differ in very signif-

icant ways.

While direct comparisons will therefore not

be made “between the followup status of

the methadone and EHRC subjects, certain
of the findings will be presented separately
for the two trea?ent groups, whenever ¢
there are differerdces!between them that
are interesting and informative. Intenpre-
tation of these differences, however, ust

be made with caution..

b [

Finally, an important questlon on which ’
the data can ‘shed sonilight is in regard
to_ alcohol abuse by methadone client$, in
particular, whether there is evidence that’
the abusive drinking seen among methadone‘_

. socially disapproved behavior.

-to relieve anxiety and t

.

clients can be attributed to the effects of
methadone itself. .

~

2. Definitions, Measures, and Hypothese$
AN

.

DRINKING BEHAVIOR

.AND HISTORY .

The criteria for the Hiagnosis of alcoholrabuse
include both high le¥®ls of alcohol consumption
and adverse effects on the person's life from
that consumption. The adverse effects may
be seen i various areas of functioning:
health, employment, psychologxcal status,
interpersonal relationships, illegal or otherwise
In addition,
loss of control‘over drinking is a classic be-
havioral sign. A .related but{somewhat dis-
tinguishable set of signs is concerned with
the psychological or motivatioral basis ‘for
drinking--the extent to which a:ohol is used
ion, td forget prob-
lems, to feel better ablgq to cope with social
situations. * 0 ’

, .
These three major aspects of a person's drink-
ing behavior and their implications were meas-
ured in this study; two of them were used

, as the basic criteria for the classification 'of

drinking history patterns. The two variables
used to classify subjects were "Alcohol Con-
stimption” and "Alcohol-Related Problems";
the third variable that was examined was
"Motivation for Alcohol Use."

Much of the thinking that went into the devel-
opment of these drinking measures was stimu-
lated by the work of Cahalan and his associ-
atés (Cahalan et al. 1969; Cahalan 1970), and
mafiy of the items were borrowed from their
work. Our measure of Alcohol-Related Prob-
lems corresponds to their Symptomatic Drink-
ing score, while our measure .of Motivation
for Alcohol Use corresponds to their measure
of Psychological Dependence.

* -
Alcohol Consumption )

. : \
In both the intake and follbwup interviews,
subjects were,asked "Did you drink any whis-
key, gin, or other hard liquor in the last 2

months?" If the answer was "yes," the sub~
ject wag then asked "How frequently did you
drink?" ang "What wag the amount on a typi~
cal day wl'?in you were drinking?" These
questions w¢re then repeated in regard to
winesand beer. The average daily consump-
tion of alcohol during the preceding 2-month
period was then determined by multiplying
the frequency (e.g., 1.00%for daily drinking,
.14 for once a week) by the number of ounces
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-

¢

' difference of .30, or a ratio of 2.
- wof'ds,'s subjects in each category reported

. .
&

per(occasio’n and by the percentage of alcohol
in the beverage in questidn (.45 for liquor,
.15 for wine, and .06 for beer), The result-
ing quantities for each’ beverage were then

summed to obtain the total alcohol consumption/

on an average day in the 2-month period in
Yuestion. . ‘

®
<

In addition, on the intake interview, subjects

were asked "Was there ever a time when you -

drank more than you do mow?" 1If the answer
was "yes," the interviewer then said "Think
back to the time when your drinking was the’
most it has ever been: At that time, how
often did you drink each of the following,
and how much did you drink on a typical day
when you were drinking?" Responses for
liquor,: wine,. and beer were then computed

. and summed in the same manner to yield a

* ounces of 90-proof whiskey.

* of followup.

-

E

Aruitoxt provided by Eic:

measure of the person's lifetime maximal level
of alcohol consumption.

%

The distribution of the resulting scores was
extremely positivelly skewed, even when tota
abstainers are ignored.“ Because "the means
were much higher than the medians, the pres-
ence of a few extreme cases, particularly in
a small subgroup, could unduly distort the
picture: - -

°
v

; ;
A logaffthmic transformation was therefore .
applied to all alcohol consumption scores
greater than zero.! The resulting scores
were then grouped to form an index, with
scores ranging from 0 to 12. A zero score
was given to subjects reporting no consump-
tion of alcohol; for the other categories, suc-
ceSsive ‘intervals correspond to a logarithmic
In other

twice as much alcohol consumption as those
in the preceding category. .

‘The effect of the transformation of scores

was to provide more nearly. normal distribu-
tions, gatisfying the requireménts of the _sta-
tistical procedures used and, in parttcular,

minimizing the distorting effe? of a few ex-
treme stores. For ease of ¢ mprehension,

all .2}®hol coltsumption data reported here

has”been cbnverted'back to the .equivalent in
It should be

,noted, however, that the effect of the score
transformation is to producé geometric, rather
‘than algebraic, means. . .

Three méasures of average daily alcohol *con~
sumption were tKus derived: lifetime maxi-
mum, ‘on admidsion to treatment, and af timé
It "shogld be pointed out that
‘the use of a strictly quantitative mgasure of
alcohol consumption does not give special
weight to” binge drinking, i.e., very high
cgnsumption on”.a less than daily basis.

~ ) . ' v P
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Cahalan's method of classifying alcohol intake
does give extra weight to high levels on a
less frequent basis. One hundred cases were
classified by both methods, and several that
were classified as heavy drinkers by his cri-
_g;x:]a were not by ours. Nevertheless, we

ided to use.the strictly quantitative meas-
ure because of its ad¥%antages for statistical
manipulation, with the understanding that it
fails to identify a certain number of binge
drinkers, T

!

Alcohol- aﬁ Drug-Related Problems °°

. N
In the intake interview a set of 51 items was
asked each subject about” his or her drig

use. It consisted of 13 items about drug-using

behavior, 14 items about bad reactions to
drugs or to withdrawal, 14 items about posi-
tive effects experienced from drugs, and 11

+ items about the adverse effects of drug use

in the person's life. Following this, the same
items were asked in regard to alcohol use
(with the addition of an item about delerium
tremens).
er each effect had ever been experienced in
relation to alcohol. For items that were an-

iwered affirmatively, the interviewer then

‘
.4

sked whether it had been experienced within

the last 2 months. The same set of- questians
was repeated in the followup interview, first
in relation to drug use, and then the entire
list rspeatqd in relation to drinking.

Thus, the same set of questions (with ‘the
deletion of the item about delerium tremens
in relation to drugs) was asked within five
distinct . frames of reference: _at intake in

relation to lifetime ertime alco-
hol use, in relation to . alcohol" use,

on followup in relation to current drug use
and to current alcohol use. . R
Four parallel factor analyses were performed
on these items, ‘together with an additional

13 items abouf motivations for drug and alco-
hol use (described below), Twelve subscales

~were derived in this way; the' procedure and

L

the item content of the scales are presented
in the appendix.

Certain of the subscales were very highly

. intgrcorrelated, although logically and statis-

-

7

tically distinglishable. One set clustered to
form a broader scale of "Bad Reactions,%-and
another set clustered to form a scale of YLife

Consequences." These two scales, together
with a four-item sczﬁb{f'\“Loss of Control"™~

The subject was first asked wheth-

and the response .to the item "How many times

have you stayed intoxicated for a .full day or
more (ever; in the last 2 months)?" had an
average intercorrelation of ~70 for the lifetime
history, and .68 for the 2 months prior to
intake. They were -therefore combined,

“ e ¢
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recoding the raw scores for each scale so as
to give the four components eqyhl weight.’3
The resulting scale is the Alcohol Problems -
score; its components, wwith the recoding,
are shown graphically in figure 1. Three
Alcohol Problems scores were obtained for
each subject: "Lifetime Alcohol Problems (pre-
treatment)," "Current Alcohol Problems (at
intake),” and "Followup Alcohol Problems.”
Drug-related problems were a8sessed in the
same way, using a different recoding because
of the piling up of all drug-related scores in

. the intake interview at the high end of the
scale, and without a component analogous to
the intoxication item for drinking. The two
scores that were obtained .were "Lifetime Drug
Problems (pretreatment)"” and [Follbwup Drug
Problems." '

Motivations for”Alcohdl and Drug Use
‘ »
The 13 items concerned with motivations for
drug or alcohol use were introduced by "Here
are some statements people have"made about
why they take drugs (drink beer, wine, or
liquor). Think about each statement and tell
me how important each of the following is to
you ag a reason for taking®drugs (drinking)."
The response options were: "very important,.
"fairly important," "not at all important,” or
"does not apply" (the last for nondrinkers -
only). All 13 items weré first asked with
regard to drugs, and then repeated with re-
gard to alcohol. . -
Four of these items clustered into a scale of
"Social Reasons for Drinking/Using," which
preliminary analysis indicated was of little
utility for the issues under investigation,
Four of the "reasons for drinking/ using"

.« TN

items, together with 10 of the ifems previously ~

cited describing positive effe(':.ts experienced
from drinking or using, fell into three highly
intercorrelated subscales.
egpbined, with the addition of two motiva-
t1d :al items and two positive effect. items that
were related to.the subscales generaHly but
to none specifically. The resulting 18~item -
scale is called "Motivations for Use"; its con-
tenf®is given in the appendix. Four frames
of reference were scored: Motivations for
Alcohol Use, pretreatment and on followup,
and Motivations for, D¥ug Use, pretreatment
and on followup. - :

r

. s
The Motivations for Use Scales form a logical
contrast to the ProblemsiScales. Whi
latter represent loss of control and the nega-,
tive effects of substance use, the Motivation
for Use Scales describe the subject's per-

- teived benefits from and positive motivations
“for substance use. Typical items are: drink-
ing helps you to forget your worries and

Aruitoxt provided by Eic:

These scales were ¢+ of alcohol tonsumption and pr

troubles; makes you feel happy, calm, trelaxed;
ptovides relief from pain, anxiety, and tem-
sion; helps you to have fun, relate better to
people, overcome shyness, and relax socially;
helps you to be more alert mentally and ex-
press your ideas and opinions, The distinc-
tion is that the Problems Scales measure what -
drinking (or drug-taking) does to you, while
the Motivation for Use Scales measure what
drinking (or dru,\g-taking) does for you.

Logical though this distinction may be, it did
not hold up in practice, Each of the Motiva-

s tion for Use scores was highly corrélated with
the corresponding Problems score* and had a
similar pattern of correlation with other meas-
ures as well, Thus, the person for whom a
chemical substance is very, important as a

. way of solving life's problems and meeting
psychological needs is very likely to be in
trouble with that substance. .

Although all of the analyses of data were per-
formed for the Motivation for Use scores as
well as for the Problems scores, the findings
essentially Tplicated each other. Results
are therefor

scores only.

presented for the Problems °

@riteria for Classifying
Alcohol Use and Abuse Patterns

We wished to develop criteria for identifying
patterns of alcohol use that can justifiably
be considered to represent alcohkol abuse.
-The sample of residents admitted to EHRC
for the treatment of.alcoholism was used as
the reference group for selecting the criteria
for 1 abuse.® At the other extreme,’
Cahalan's published studies.cf drinking behav-
ior in samples of the general population were

s compared’ with our data., These comparisons
Zhowed that, while the®total drug addict, sam-/(
ple did not equal the alcoholics‘u their levels

ms, both

thejr cons [nption and alcohol-related problems’
were gréatly in excess of those reported by
Cahalan's’ general population samples (Barr
et al. 1974). gLhese differences must be inter-
preted cautiw_é‘fy, owever, since}ur samples
were not mifched with Cahalan's%n demo- ‘&
graphic characteristics. Large differences
remained when our sample was compared with
appropriate breakdowns of his data by race,

", economic level, and region of the U.S..

The criteria for the classification of "problem
drinkers” and "heavy drinkers" were based
on the distributions of the Alcohol Consump-
tion and Alcohol Problems Scores in the sam-
ple of alcoholics. That is, the cutoff points
for classifying scores as "high" were placed
at the lower end of the range of scores re~
ported by the alﬁglics. It should be
. * “
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pointed out that this 1s a very stringent cri-
terion, since the EHRC treatment population
includes a larger proportion of those in ad-
vanced stages of alcoholism than would be
found 1n most other residential alcoholism pro-

, grams; very few have even partially intact
warking or family lives. The cutoff points
that were usetbare: ,

(a) Aloohol Consumption. The cutoff point
above which alcohol consumption reported
: in*the intake interyiew was labelled
"high" corresponds to 3.82 ounces aver~
age daily consumption of 90-proof whis-
key. When we apply this criterion to
o/ the lifetime maximum alcohol consumption,
virtually all of the alcoholics fell above
the cutoff point by definition, averag-
ings 36.62 ounces of whiskey daily or
’ the equivalent in other alcoholic bever-
ages. The drug addicts whose lifetime
maximum consumption was above the cut-
off point averaged 17.56 ounces of whis—,
key or the equivalent. (These means
would have been much higher'if the log-
arithmic transfor-mation had not been
used--67.33 ounces of whiskey ‘for alco-
* holics, and 25.59 buntes for drug addicts
in the high score range.) Thus, al-
though the cutoff point may not seem
very high, those above it had, on the
average, consumed large quantities of
lcohol. By comparison, t drug ad-

: j‘licts who reported some drinking (i.e.,’
who were not abstainers) but, below the
cutoff point for high consumption, had
a lifetime maximum of 0.68 ouncegr of

- Awhiskey dailyf )}
(b) Alcohol-Relatéd Problems. éThe cutoff

point for a high Alcohol Problems Score”
was 5 or more of a possible 13 points.

. The mean for alcohofics above this point

* (again, virtually all, by definition) was’
10.0, and for drug addicts above the
cutoff point the mean score was 8.1.

. o
Having described the measures to be used to
* characterize the drinking histories of our sub-
jects, and the criteria.for classifying Scores
as high, we can now proceed to define the
. terms that will be used in the remainder of
this réport to describe the drinking histories -
of our subjects.

[ * .

-
DEFINITIONS OF TERMS 5 ‘

-
The terms used to characterize patterns of
altohol use and abuse are:

Problem Drinker: A problem drinker is‘ de-.
fined as one who has a high Alcohol Problems
Score (5 or more):e The overwhelming major-

Emcxu;. AN

Aruitoxt provided by Eic:

T R

ity of problem drinkers are also "heavy drink-
ers," but this need.not be the case.®

Heavy Drifiker: A heavy drinker is defined ™ *

as one with a high level of alcohol consump-

tion (averaging above 3.82 ounces of 90-proof

whiskey daﬁy)\ A heavy drinker may or may

not, describe himself as a problem drinker..
<

Moderate”Drinker:  As moderate drinfler ‘is
one who /reports. some consumption of alcohol,
but at a level below that classed as heavy .
drinking (aveYaging bdlow 3.82 bunces daily).
A moderate drinker is unlikely to repory a
high level of alcohol problem3, but he may.
Abstainer: Abstainers are those who report
no alcohol consumption., It should be noted
at this point that no distinction will be made
in the analysis of data between moderate
drinkers and abstainers; that’is, comparisons
based on alcohol consumption are only made
between heavy drinkers and those who are
not heavy drinkers, since our primary con- -
cern is with alcohol abuse.

Each of these terms will be used to charac-
terize the drinking behavior of subjects with
reference’ to the different time frames re-
ported, i.e., lifetime, current as of intake,

- pnd at followup. The drinking history obe
tained in the intake interview will be identi-
fied as past or current.

Current problem drinking refers to a high
Current Problems Score_(within 2 months of
admission). Current heavy drinking refers
to a high level of alcohol consumption re-
ported for the 2-month period prior to admis-
sion.

’

A past problem drinker is one with a high -
Lifetime. Alcghol Problems Score,ut not a

high Current Problems Score. A past heavy
drinker is one who reports a high lifetime

maximum .level’ of alcohol consumy'tion, but

not a high level in the 2 months prior t6 ad-
mission. :

'

Y

NONDRINKING OUTCOME MEASURES )
ND THEIR PRETREATMENT COVARIATESS

In addition to alcohol consumption and alco-
hol problems, four other major domains of
functioning were studied: dryg use and drug-
relatad problems; psychological status; in-
volvement with the criminal justice system;
and employment. %ach” of these areas” was
assessed:at intake as well, so that pretreat-
ment statys could be L@l_(}en ‘into account‘. .

-

The use of parallel intake and followup meas-

ures makes it possible to (a) assess change

during the year since entrance to treatment
lf .

10 . . . i
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and- (b) to obtain a "purified" measure of

v change during the postintake year, using

Sjx
wwere used in the analysés:

e

covariance techniques to partial out the ef-
fect of pretreatment status in a given Area
on relationships betwken status on followup
in that area and.‘other measures.

Drug Use i<

On*both the intake and followup interviews,
subjects were asked how pften they had used
each of a list of 14 substances during the

preceding 2 months, ix drug categories

, narcotics (com-
bining the categories of heroin, illegal meth-
adof®, and other opiates and synthetics), '
sedatives (includimg barbiturates and metha-
qualone), cocaine, amphetamines (including

other stimulants), marihuana (including hash-
ish), and tranquilizers "(i.e.,. the"so-called

"minor" tranquilizers, such as ‘chlordiazepox-
ide (Librium) and diazepam (Valium) 7

For the intake data, (’f\wo additional
were created to sumrﬁarize the degr
use. "Number used®fs the number of drug
categories, in which any use occurred during
the 2-month period befowe intaké. "Nurgber
used regularly" is the number of categories
used more than occasionally, defined as at
least once a week for narcotics, gedatives,
médrihuana, and jtranquilizers, and at least
twice a month foL' amphetamines and cocaine.
Greater weight was given to daily use in the

variables
ed

™ six drug Categories, and-these measures we

measures of frequency of use of each of th
r
analyzed as well. %

DEVELOPMENT OF A DRUG UYSE INDEX

" -Since a‘large number of statistical analyses

-\-assigned to them are inevitably somewhat arbi-
“trary, and a case could be

®

wére conducted for each ‘outcome measure, a
comprehensive Drug Use] Index was felt to be
useful. The particular way in which drug
categories were combined and the weights

5 made for a differ-
ently constructed index. The presént one
has provide useful, however, for a general
screening- of relationships, Where a signifi-
canf relationship with the Drug Use Index is
reported, the particular drug category or
categories responsible for the relatiorship
will be noted. .

The most commonly uged drug “on followyp,

other than alcohol, was marihuana, followed.
by narcotics. Sedatives, tranquilizers, am-
phetamines, "and cocaine were each used ap-
preciably less ofteh, altholigh their tombined
Mse approached that of narcotics. Accord-

ingly, the first step in constructing

wwasg to devélop a measure for the combine

use of sedatives, tranquilizers, amphetamines,
. . 4
B T 3
S
- Y .t

of drug

the ingex' .

Drug Problems

. interview.

and cocaine, taking into acco t. the total
frequency of use of any of the four types of
drugs. From this was derived a measure of
the use of "other drugs" (i.e., other than
narcotics and marihuana). If all use was re-

ported as by prescription, it was not counted

.in the index. Regular use of "other" drugs

was given 4 points, and irregular use re-
ceived 2 points. Marihuana use was not
counted if the person received a score for
the use of uppers and downers, but, if he
or she reported o illicit (nonbrescribed) use
of "other" dmugs, then 2 points was given
for regular marihuana use and 1 point for
irregular use. Thus, the use of nonnarcotic
drugs could be scored as 0, 1, 2, or 4,
Added to this was a score of 2 points for
regular narcotic use and 1 point for irregu-
lar narcotic use,
from 0 to 6.° ’

>
A reasonable objection might be raised that
narcotic use should have been given greater
weight in the Drug Use Index.
est, therefore, that when the index js corre-

lated with its components, the highest corre-"

lation is nevertheless with narcetic use. The
correlation coefficients of the ?ug Use Index
with 'the component drug categories on follow-
up are, in older of magnitude:
.653; with aMiphetamines, .556; -with marihya-
na, .551; with tranquilizers, .494; with seda-
tives, .367; and with cocaine, .279. The
average interrelation of the categories with
each other is ,197. ~

<
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The Prug Problems Score is directly analo-
gous*to the Alcohol Problems Score, based
on All but gne of the same items, and has'
described. ' It was scored in
ay on the intake interview (for
rug Problems) and the followup

.

Lifetime

. Q
Psychologiéal St -

Pgychological status was assessed in both in-

‘terviews by a set of 52 questions. Twenty-

-

eight were about feelings and emotions, and
24 y‘lere framed as self;rimage items (i.e.,
"How much like you is the kind of persor
who...."). A factor analysis ‘was, performed,
yielding 8 scales that used 37 of the items.
The scales included from two to seven items,
and, their reliability coefficient (based on
mean item intercorrelations, usifig

yielding a score with a range

-

It is of inter- *

‘with narcotics,

.Y

‘

—_—

t
Spearman-Brown formula) ranged from}ROS » -

to .781.
ly of self-imagq jtems:
ence on others¥" and "ability to cope.” A
scale labelled "resistance to authority" con-
sisted of two i{tems from each list. The

Three of the scales consisted entire-
"sociability," "depend-

.
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i
o
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-remaiming four ‘scafes “consisted entirely of
items concerned with feelings: "depression,"
"mistrust," "phobic anxiety,” idnd "happiness.
Prehminary ahalyses showed that the. three
scales of depression, phobic anxiety, and
happiness were intercorrelated and had simi-
lar patterns of correlation with other meas-
ures. Accordingly, they were combin®ed to
form a ‘single 18-item scale labelled Dyspho-
ria, measured in the same way on intake and!
Tollowup. _Its reliability coefficient was .848.
! The possible range of scores is from 0 to 723
the actual range was frop 1 to 60.

The questions weresintroduced by the state-
merit "I am going to ask you some questions.
about different feelings you may have had in
+ the last 2 months.
like vou to tell me how often you have felt
that way, that is, have you felt that way all
of the time, most of the time, fairly often,
once in a‘while, or never?" Thus, each item
was scored frem 0 (never) to 4 (all of the

time).
: .

The six items in the Depression scale were:
feeling bad or worthless; blaming yourself
when things went wrong; feeling that noth-
ing turns out the way you want it to; hav-
ing had trouble getting started on the things
you have to do; feeling unhappy, depressed,
blue; and feeling weak, tired, or worn out.

The seven items in the Phobic Anxiety scale
were:
rels or start arguments with you; frightening

dreams; afrald of being left alone, abandonéd,

or losing someone important to you; afraid of

any particular thing, such as drowds, heights,

or animals, even though you knew that there
was no real danger; attacks of sudden fear
or panic; feeling apart and alone even among

- friends; and feeling different from other peo-
ple. In addition to the phobic element, there

1s @ paranoid tinge to some of theSe items.

" JThe scoring was reversed for.the five items
exprgssing Happiness, with ¥never" scored
as 4 and "all of the tifpe" scored as 0. The
items were: feeling happy, cheerful, con-
tented; feeling energetic and. lively; feeling
satisfied with yourself; feeling calm and re-
laked; afhd enjoying being with other people.

Thus, a low score represents feeings, of psy- ,

chological well-being, while a high score rep-
resents feelings of ill-being, or: dysz:oria.

o‘QInvolvement with thg Criminal Justice ystem

. Three highly correlated asures.wer'e com-
bined to provide an indg& of involvement with
* the criminal justice systlem during the follow=
. ]

P

Q . ’

\ } :
M .
.

For each of them, I would

feeling pe¢ople were trying to pick quar-

up year: number of arrests, number of con-
victions, and amount of time spent 1ir} prison.
These vaiiables differ from the other outcome
variables in that they do not represent daily,
ongoing behavior, but are sporadic in their
occurrence evensin the life of a person to
whom they have happened comparatively often.
Furthermore, in the short run they may pre-
clude each other. For example, if we were
to look only at the 2 months prior to admis-
sion, a person who was in prison the entire
time could therefore not hayve been arrested
during that pecnod.
\ .

It was therefore decided to represent each
subject's pretreatment experience with the
criminal justice system by his or her lifetime
number of arrests, convictions, and number
of months spent in jail, and to base the out-
come measure on the entire year since intake.
Whale this is necessary to prdvide an adequate
time sampling, it makes directgpbre-post com=
parisons impossible. It is possible, however,
using govariance techniques, to say that the
postafhission criminal justice involvement of
“one subgroup of subjects is greater or less

<

than that of other subjects when preadmission ,

history 1s taken into account, and it is also
possible to make direct compamspns of the
preadmission or postadmission histories of
different subgroups.
For thé year of followup, the Criminal Jus-
tice . Index was computed as follows. *For both
number of arrests and number'of convictions,
none was scored as 0, one as 1, and two or
more were given a score of 2; no time in pris-
on was scored as 0, 1%to 30 days as 1, 31’ to
180 days as 2, and 181 days or more as 3.
The sum of these three components could thus
"range fregm 0 to 7. . -

-
v

Empl(?y ment

Preadmission employment was measured by
the number of months employed in the 2 years,
prior to admission to treatment. The outcome
measure used was the number. of months of
employment ‘in the year between intake and *
followup. Thus, ,a direct comparison is pos-
sible by dividing the pretreatment measure
by two. .
\ ’ >
It should be noted that the conditions of treat-
ment. in the two.types of programs sampled
affect the possible length of employment.
/S‘ince the EHRC Inpatient Program is a 2
month resdidential program, it is not possilfle
for anyone who stayed in the program for at .
least a month to be credited with 12 months
of employment. On the other hand, EHRC *¥
ex-residents who continued into the Candidate
Program were counted as employed during
that period, since Candidates are employed

12 ' .
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by the hospital and pay for their room and covariance. They may also be categorized,
board from their earnings, Adequate work - and groups of subjects compaf‘ed with each
» performance is one of the conditions of their other, * . . . v O
staying in the program, and the Can®idate T s
period was judged as valid a form of employ- A case in point 'is the 1ssue of whether or
ment as the participation of a methadone client not, jn comparing the status of different sub-
in a work training or vocational® rehabilitation jects or groups of subjects on each outcome
program. . . . . variable, the effect of pretreatment status on
. - . that variable should be controlled. If the
. RHE ANALYSIS anD < portion of the variance in the outcome measure
PRESENTATION OF DATA that is attributable to.its correlation with the
. . ' ‘ intake covariate-is rémoved, the resulting
"The major varidbles used’ to assess followup residudl score is a'purified measure ©of out-
status and the corresponding intake varia- come status, uncorrelated with intake status
bles are summarized in table 2. These meas~ by definition, It is a cleaner measure of
ured lend themselves to a variety of statistical “treatment effect" than the raw outcome score
approaches., The measures may be treated would be, and measures only the variance
as continuous variables, and subjected to cof- across subjects not attributable to their pre-
rei-!ationa.l methods, analysis of variance and . treatment standing. It must be kept in mind
' & ¥ . ' . »
TABLE 2.—Major variables used in the analyses
.. Pretreatment - Status on Followup
\ %% Status and History (Outcome Measures)* .
Maximum Alcohol Consumptién * Followup Alcohol Consumption -
- i . (2 months preinter¥iew) .
' ~, Current Alcohol Consumption - S 4
4 e
. . -
" Lifzg_time Alcohol Problems Followup Alcohol Problems - ’
\ %? : S (2 months preinterview) K
“Current Aldohol Problems /" - : - - .
L h i \ :
) N Frequency of use of drug cate '
: gories in 2 months preadmissio Followup Drug Use
<. (2 months preint®rview) ' L .
Number of drugs used regularly; - e 7 o,
" ,number of drugs used in 2. months ‘
preadmission ‘ '
[ «
w© Lifetime Drug Problems t Followup, Drug Problems - o] . ’
N . } o (2 ‘months preinterview) .
S g Dysphoria R Followup Dysphoria . ) .
. (2 months preadmission) (2 months preinterview) .
Lifetime arrests, convictions, ’a ‘Followup Criminal Justice Index :
-~ - and time spent in‘prSson . (for entire year since intake) i . i
' Months employed, 2 years,pre- ', ) . ?':‘?r? .
R admission . . p Foﬁowup Months~Employed . "
* \ ’ - *  (for “entire year since intake)
o . - Employfnent‘gatus. 2 months pre- . L . .
‘o . . e > B
’5«&. ., admission C . | ’ . .
*, v&h .@, . - _ = . . R . :
- g ‘“":. . y g‘“ . N . )
,:;".H N . A N Led D
Vo oL ) : g \ - .
*For the sake of gimplicity and literary style, ‘the term "followup" will be omitted in -discussing
these measures wherevgr it is evident from t};e context that outcome meagures are refdérred to. o
IS .»“ ". -
- ) ‘ ' \13‘ »
. e —— "s,\ . » -
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‘scores, two subjects with t

*.

that the remaining variance 1s ndt necessarily
the result of treatment, since it refldcts the
effect of other events or experiences that
have impimged on the person in the interven-
ing year, as well as "random" or unexplained
sources of vari®nce. ’

An example may clarify thegssue. The r*
between intake and, followup dysphoria scores
is .399; thus, the level of dysphoria at intake
accounts for 15.9 pervcent (i.e., r’) of the
variance among subjects-in dysphoria on fol-
lowup. If this variance is removed by anal~
ysis of .covariante or by the use of residual
ame resporses
on-followup will be assassed di tly. If
both have an average -score on followlyp, the
one who was previously very dysphoric will

be assessed as less .so on followup, when com-
pared with the one who had reported little
dysphoria on intake.

For some pufrposes this 1s useful and appro- .
priate, particularly when the goal is to learn
how muth predictive power a different vari- -
able, su¥h as problem drinking,.gan add to
the predictive power of the preadhiksion sta-
tus on the same variable as that belgg as-
sessed at oytcome. \

The covariance -score, however, no longer
has tHe direct. meaning that the raw score
has. Furthermore, 1n practice, when we have
to deal with an individual, we are likely to
be more interested in being able to predict,
for example, how likely the addict with a his-
tory of problem drinking is to be dysphoric
later on, than we are in purifying that pre-
diction by the elimination of the role of pre-
treatment ¢ysphoria.

3

Size of the Sample in
the Data Analyses

The data reported in chapter 3 are based-
entirely on the intake interview, and so in-
clude the full sample of 866 drug addicts (280
EHRC subjects and 586 methadone subjects) .
All subsequent analyses, however, are of out-
come measures, and so are reduced by the
102 cases for whom follbwup data are not-avail-
able (83 not 'followed, 16 deceased, and 3,
cases not entered into the data base). They
thus include 764 cases, consisting of,242
EHRC residents and 522 methadone <clieftts.

In -addition, four of the sgven outcome meas-

- ures ,are concerned with alcohol and drug

-do so)¥ To include th

use and associated prob®ms. Subjects who |
are imprisoned are not free to drink br use
drugs (although some ?parently manage to
m in the analyses pro-
duces very misleadinf results, since someone
who igPabstinerit béc‘ﬂkuse he is. in prison is

.
- !“.("

)
=g

g :
?.'rs

»

quite different from the person who is volun~

-~

tarily abstinent. Accordingly, 106 subjects .
whéée followup interviews were conducted in
prison are removed from all data analyses
involving the four substance use variables.
The regulting sample of 658 cases includes .
1 j 8 bjects.
90 EHRC ‘sub]is;tst and 44)\ mgihado‘r}q subjects
HYPOTHESES o

The following hypotheses Wwere tested in this
study: PR ’

-

Subjécts who, are abusing alcohol at the ?ime
of followup will have’ poorer outcome status
than other subjects in regard to other aspects
of functioging~ _ o

Hypothesis 1

™ . e ) .
Prediction 1: Subjects Wwho are problem drink-
ers at the time of followup will, when com-
pared with other subjects, have at the same
time o s

“a NPRS S
highér Drug™Use scores,
. higher Drug Problems scores,
higher Dysphoria seores,
. higher Crimipal Justice Index scores, and
fewer months of employment since intake.-

OQ.OU‘_N’

Prediction 2: ~ Subjects who are heavy drink-
ers but not problem drinkers at the time of
follbwup will, when compared with subjects

who are neither heayy drinkers nor pioblem
drinkers, have’at the same time -

. ~

o »
a . »

b /higher Drug Problems scores,.’

. higher Dysﬁﬁhoria 'scores,

d. higher Criminal Justice Index scores, and

e. fewer monthg of,employment since intake. =~

gher Drug Use scores,

Yo ) A
“

Hypothesis I i
®

’ 4 ’ - J‘ L4 Q
Subjécts with a history bf alcohol abuse prior

to the time that they enter treatment for drug
abus@\will-have poorer outcome status than
other Yubijects in regard to alcohol abuse and °.

othrer dspects of fuhctioning.
4 I .
Prediction 3: Subjects whd report a history
of pFoblem drinking in<%he irftake interview
will, when compared with sybjects without a

history of problem drinking, be .characterized .

at the time of followupsby | ¢

Higher’?@ohol Corisumption ‘$cores,

. higher”Aléohol Problems scores,

. higher Drug l[sef scores, ’
. higher Drug Problems sc_ox:esi 7-% . -
higher Dysphoxja scores,

higher Cximinal Justice Index scores, and

. fewer months of employment since intake. -

14 . T . :
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Prediction 4: Current problem drinkers as and the procedures for developing scores of
determined in- the intake ifiterview, .when com- these dimensions with good statistical meas-
pared with past problem drinkers,’ will be ~ urement properties have been described _in
charactérized ‘'at the time of followup hy . some detail. The scores will enable us.to

: i . relate drinking behavior at one time with that
a. higher Alcohol Consumption scores, . at another time, ahd to relate drinking be-

- b. higher Alcohol Problems scores, ¢ havior to other tyres of behavior by various .
c. higher Drug Use scores, i'° “statistical measures of associatién. It is impor-
d. higher Dfug Problems seores, tant, however, -not anly to measure dimen-

N e. higher'Dysphoria scores, sions but to attempt to categorize individuals
f. higher Criminal Justice Index scores, and- as well., . .

g.-fewer months of employment since intake,
To answer “these questions, a preadmission

Prediction 5: Subjects who report a history empirical typology .of the drinking histories
of heavy drinking but not problem drinking obtained was developed. The resulting typ~
in the intake interview will, when compared ology has three dimensions: (a) level'of alco-
with subjects who have no history of either hol consumption, (b) level of alcohol-related
heavy drinking or problem drinking, be char- problems, and (c) the time dimension, whether
acterized at, the time of followup by o a given pattern of cpnsumption and problems
£ ’ e Wwas currently active on admission to treat-
a. higher Alcahol Consumption scores, . ment or existed only’ in the past.
b. highrer Alcohol Problems scores, *
c. higher Drug Use scores, |, Not all combinations of these three dimensions®
d. higher Drug Problems scores, —- are logically possible, since a high problems
€. higher Dysphoria scores, \ s¢Qres cannot océur with zero consumption,
f. higher Criminal Justice Index scores, and and the current versus past distinction ap-
.@« fewer months of employment since intake. plies only to those whose.lifetime maximum
. . ' consumption was in the high range. As.a
Prediction 6: Current heavy drinkers~ with result, there are seven possible types. .
no past history of problem drinking, when . } -
compared with past heavy drinkers with no - THE TYPES AND THEIR PREVALENCE
history of problem drinking, will be charac- ¢ .
terized ;at the time of° followup by " « The distribution of alcohol types is presented
. . ’ ’ ' in table 3. S
"a. higher Alcohol Consumption scores, N .
. b. higher Alcohol Problems scores, i : Figures 2 and 3 show graphically, for the
" c. higher.Drug Use scores, h drug addicts only, the average alcohol con- -
d. higher Drug Problems scores, sumption and Alcohol Problems Scores for both

e. higher Dysphoria scores,

. lifetime and the current period for each type,
f. higher Criminial Justice Index scores, .

s
"Types I and II represent those wiMstory

and )
g. fewer months of employment since intake, of problem drinking, past or current,, and ,
- ’ ’ included 24.5.pe t of the drug addicts
In addition to issues tested by the hypoth- and 95.6 percenf of the alcoholics, Types )
’ eses @jome firther study questions were ad- II1 and IV reported high alcohol consumption
dresstd., They are: (1) How prevalent is a (past or current), but few or no problems
history of alcohol abusé 3mofig drug addicts related to drinking, and-afiuded 25.8)percent
entgring treatment? . (2)° What are the pre- of drug’addicts and 3.1 percent of aléoholics. ¢
treatment charactristics of drug addicts with The presence of a few alcoholics in these two
a history of alcohol abuse? and (3) How well % groups (seven cases) suggests that some sub-
can different aspects of treatment outcome be jects in these groups did in fact have prob-
: prediéted at the time of intake? Ths remain- lems but either denied them to themselves or
) -ind two issues .are concerned with treatmgnt mdrely failed to report them in the interview.
r4 modality, They are:. (4) What changes were _/ijes ‘1, II, 111, and IV ‘thus include all sub-
observed in both modalities from intake to Jects whRo reported that they had ever been
follbwup?  (5) Does methadone maintenance heavy drinkers--98.7 percent of the alcoholics
lead to, alcohol abuse? 'QL and 50.3 percent of the drug addicts.

Typ8s V and VII consist of moderate drinkers,
s O ) and includé 27,1 percent of the drug addicts
3. Types of Pretreatment Drinking Histories and 1.3 percent of the alcoholics. Mast of

! y .- g the moderate drinkers did not report a high

: . level of alcohol problems (Type V),/\but a
Two major dimensions of alcohol use and abye few did (Type VII). In all, 7. percént of ,
have_been -defined-~consumption and probleffis-- 15’ v F ‘ .
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. ‘ TABLE 3.~+Preadmission piri::al typology of drinking hisfories '
- . Alcohol . Lifetime, ~ Pépcent . Percent . Percent Percent
Consump tion* Alcohol of of All of EHRC of MM
PR Type Max | Current . ‘/‘P'ﬁmﬁms Alcoholics Drug Addicts Drug Addicts Brug Addicts
) ‘ , L —_— . . ) ’ - . . ~ ‘i 5 -
1 High High High 77.6 13.7 ~11.4( ¢ ‘ 14.8] -
- . ' ) - 595.6 - 24.5 2%.9 . 229 .
11 ~ High | Mod,None High * 18.0 10.7 16.4 v 8.0
. . Al
JI1 High | _High Low, None - 1.8 . 114 7.5 13.3]
. R , %’3.1. ' 25.8 - 21.4 27.8
g IV High{ Mod,None Low,None 1.3 14.3 13.91. 14.5
v Mod Mod,None Low,None .4 . '/’ . 25.3 . 25.4 25.3
. ' .4 . 47.9 % 47.9 < 48.Q
) Noffe Nohe ., , © NdMe -- 2.6 22.5 22.7
- LT , /2 1|
ViI Mod Mod,None . High . : .9 1.8 2.9 1.4
. . ¢ . . \ .
. - g : ' . .’ . N=228 . N=866 N=280 N=586 °
e . . , LABELS: I. Current P'roblem Drinkers (and Heavy Drinkers) . o . .
: - L vy ' II. 'Past Problem Drinkers (and Heavy Drinkers) . . .
¢ BN III. Current Heayy* Drinkers (no history of problems) ..
» R B IV...,P t Heavy Drinkers (no history of problems) ‘ ’
2 erate Drinkers (no history of problems) ) " .
. ' Abstamers
. . : - VII/ Moderate Drinkers with Problems '
N i . []
[ - .

‘
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FlG.UREZ.;-Mean diily averagé aldohol consumption by drug addicts in each ‘drinfing
« history -#ype (expressed in equivalent ounces of whiskey) . )
N~y . ” . During 2 Months = _ .
" Type N Lifetime Maximum . Preadmission . !
B .- 4 25.5 oz. s 13.4 oz.
= - - T
I « 19.Loz. '+ - ’ ] 0.2 oz. X
. ’. . e i .
.om - 13.2 0z, °_ I 9.5 oz,
v 13.5 oz, . ] 030z, 7 .
7 p . ) ’ N ) . Q
-y 7 0.7 oz. . E U 0.3 oz. 3
vi T None - l None
Vil . . 1.7 oz. Coo ’ D 9.5 oz.
» * ‘ L;)l .
- » e - 4 .
. FIGURE 3.—Mean Alcoho!l Problems Score of drug addicts in each drinking history type
+ - 1Y ° ’ '
‘ .
- ( ’ . . During 2 Months
Type ° : Lifetime Preadmission
—_— Vad <
. S 8.3 5.2 -
e,
? Ay -
‘ u 7.9 ) 1.1 :
. . .
. I - e 1.9 " p) 0.8 s
v . 1.8 ? ‘ “ﬂ 0.3
L .
. ,
v © . 0.9. ” 0.2
L] ! ~ '
/ v
VI w , * 0« o . .
. I — s - \ }
v 7.1 , . b 1.5 .
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the drug addicts who claimed that their alco-
hol consumption had never exceeded a moder-

« ate level, according to .our definition, re-
ported a high level of alcohol problemsy} Low
though this figure is, one wonders why there

are any such cases; the fact that the maximum

alcohol™@onsumption & Type VII was somewhat
higher than that of Type V (see figure 2)
does not seém sufficient explanation. Some
of the findings suggest a tentative interpreta-
tion. which will be proposed at the end of this
chapter.

v .

Type VI consists of subjects who claimed that
they had never consumed alcoholi¢ beverages,
and includes 22.6 pergent of the drug addicts
and no alcoholics,

The distribution of subjects over the types
sheds light on the nature of the relationship
between problem drihking and heavy drinking.
If we examine the lifetime alcohol histories of
the drug addicts, it can be seen that-close
to half (48.7 percent) of those who have.been
heavy drinkers (Types I, II, III, and IV)
have also been problém drinkers (Types I
and II). If, however, we consider all who
have been proMem drinkers (Types I, II,
and VII), virtually all (93.0 percent have
also been heavy drinkers (Types I any II).
It would appear that, with rare exceptidbgs,
heavy drinking is a necessary but not suffi-
cient condition for the oggurrence of a high
level of alcohol-related problems, . .

The concentration of alcoholics in Types I
and II follows, of course, from the fact that
s the criteria were based on their responses.
By definition, then, Types I and I{ indicate
_a history of problem drinking. ,[1f so, about
a quarter of the drug addicts in this sample
had, at some time in their lives, resembled
the EHRC alcoholics in their drinking behav-
jor and ifg effects. At the time that their
drinking was at its maximum, they drank an
averfage of 22.4 ounces_of whiskey daily, or
than 1% pints of 90-proof alcohol. Those
e‘l averaged a fifth of whiskey at their
Of subjects in these ;two types,
56.1 percent of the drug addicts and 81.2
percent’ of the alcoholics were still drinking
“at alcoholic levels at the time they entered
treatment. : . .

* Analyses of the study sample indicated that +
a number of the addicts had reduced or stop-
ped their drinking. as they began to. abuse
other drugs, The same was true of the drug

addicts in Types III and IV. Close- té balf
of those who.had once consumed large quanti-
tles of *alcohol,  but denied problems, had
_.reduced or stopped their drinking, most often
after beginning to abuse other drugs. One
might, expect that drug'addicts who once
. - ’
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drank excessively would be at higher risk
for developing drinking problems during or
after treatment for their drug problem than
those without such a history. This issue
will be explored by examination of the 12-
month followup data. *

The types were compared in regard to age,

rage, and sex, and did not differ significant-

ly on_any of these variables. The EHRC and
methadone samples did differ significantly

however (X?=22.017; dfs6; p < .01) in their '
distributions over the types. As is shown

in table 3, the two.treatment groups did not
differ in the proportions claiming lifetige mod-
erate drinking or abstinence. Of those who
had been heavy drinkers*at:some time in their
lives, however, more of the EHRC subjects
fell into Type II, while methadone subjects
were more likely to fall into" Types I and III.
In other words, the EHRC residents were
more likely to have been past problem drink-
ers, while the methadone clients were .more
likely to be current heavy drinkers,” with, or
without_problems. As has been noted in chap-
ter 1§ slightly more than half (55 percent)

of the EHR'C subjects entered treatment from
prison, hospital, or other residential programs,
compared with very' few (6°percent) methadone
subjects. Correspondingly, 32 percent of
the Type II subjects entered treatment from
prison, hospital, or residential treatment,
versus only 14 percent of those in Types™,
III, and IV, These differences suggest that
at least some of ~the _abstinence or reduced
drinking of the past heavy drinkers was in-
voluntary, even though subjects were asked
to respond on the basis of their last two
months "on the street.” The somewhat greater
proportion of problem drinkers (Types I, II,

ez

.and VII) overall in the EHRC sample is in

keeping with the evidencd cited in chapter 1 -

of greater pathology in this treatment popula-

tion. . .
. P .

CORRELATES OF. THE DRINK- .

ING HISTORY TYPOLOGY .

The next question to be addressed isywhether
this typology has implications beyond the
clients' drinking behaviors. ° Three broad
ateas werk _examined: childhood and social
characteristics; drug use and its consequences;
and psychological characteristics. -
. -
When the seven drinking types were compared
on a number of measures relevant to these
three areas, it became apparent that consist-
ent differences in pretreatment weasures were
associated with a broad” dichotomization of
subjects: problem drinkers, past or present
(Types 1 and II), and those with no history

’,

. 'of problem drinking (Types 1II, IV, V, VI,

and VII). Differences within each of these
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. had had unhappy childhoods.
claimed closeness to their mothers while grow-

RO A v 7 provided by ERiC N I3
e i S .
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two groupings were minor and, overall, were
item-specific or within chance probabjlities, .
Thus, the most important feature of the drug
addict's history of involvement with alcohol,
in terms oféits implications for other aspects
of his life prior to intake, is whether or not
he or she has ever manifested symptoms of
problem drinking, and not merely the quanti-
ties of alcohol consegmed. All findings re-
ported in this section represent differences
between the two groups, unless otherwise
noted, - ' .

Childhood and Social Differences between
Problem Drinkers and Nonproblem Drinkers

There were no significant differences between
the two groups in general measures of social .
class' while growing up, such as parents' edu-
cation and parents' occupations, or in,race,

sex, or age. -

v

When asked about their school experiences,
the problem drinkers' responses indicated
that they had experienced significantly more
difficulty concentrating on what the teacher
‘was saying than the nonproblem drinkers
“(p < +01), they more n made -mistakes
through doing things too fast"(p < .001),
they, more often got into fights at gchcol (p <
.01), and they more often skipped school
(p <.01). There was no difference between
problem drinkers and others in more objective
statements about difficulty in school, such as
being expelled, having ‘to -repeat a grade, or
being suspended. The problem-drinking drug
addicts in our sample seem to have had signif-
icantly (p < .05) more internal and behavior
problems in school than the nonproblem drink-~
ers, with hyperactivity a major feature, *
though they do not seem to have experienced
any more official negative sanction for their
deviant béhavior. t .

Problem-drinking addicts’ claimed significantly -
(p < .05) more often than others that they
Both groups

ing up, but they differed on the issue of

closeness to fathér, The nondrinkers claimed
to have been closer to their fathers than did
the problém=drinkers -(p < .01). These data
suggest that the problem drinkers come from
‘less cohesive families than the nonproblem

drinkers, and were less able .fo identify with
a close father figure, T
The problem drinkers reported significantly
more, deaths in the family during their child-
hoods, especially death of the mother (p ¢
.01). They reported significantly more often
that someone in the.family was often violent
(P < .001), that they wgre abused or beaten

as children (p < .01), .and that someone in )

-

{ other

3

°

breakdown,,

2

their fi*ildhood home had a mental
or ibited bizarre( behavior of some kind
(p <.02).+ Thus, thin a sample which
comes largely from broken, unstable homes,
and whose childhood experiences were poor
by general standards, those who have had
problems with alcohol, in addition to other
drugs, have'had even more chaotic childhoods
than the drug addicts without this complicat-~
ing problem.

The subjects were then asked about attitudes
toward alcohg‘j in their childhood homes.

likely than other addicts to have come from
homes where parents either clearly approved
or clearly disapproved of alcohol; in other®

Prob-
» lem drinkers were significantly (p < .05) more

\

words, from homes where alcohol was an issue. |

The nonproblem drinkers, tended to report
that they either dd not‘know their parents'
attitudes, or that their parents neither ap-
proved nor disapprovéd of alcohol. Further-
more, problem drinkers were more likely than
addicts to report mothers, fathers, sis-
ters, and brothers who used alcohol exces-
sively during their childhood.

clear that more of the
*dicts had alcohol-abusing role models, .
Assessment of the subjects' adult_lifestyles.
indicated that the problem-drinking addicts
had significantly less stable lives. They had,
on the average, moved more often in the last
2 years, and were significantly more likely
to report having been “on the bum," with no .
regular place t6 live (p < .001), en que-
ried_about their sources-of-
problem-drinking addicts significantly (p <
.05) more often than nonproblem drinkers
reported income from selling drugs and other
illegal activities,

Their arrest records reflect this différential
involvement in criminal activities. Problem -
rinkers were more likely to have been ar-
rested at all (p <.02), they had spent more

time in jail (p < ,001), had been charged with °

more crimes agé’fsﬁst individuals and crimes
against property, as well as more charges of
drunkennes$ and disorderly conduct (p<
.001), driving'under the influence (p <.01),
and other motor -vehicle violations (p X.OZ).

\

Thus, it séems
problem drinking ad-

support, the

~

e

—As—for-their—current socigl interactions, pre-

" dietably, the' addicts who reported current
problems associated with drinking reported

L3

significantly (p < .05) more often than the .

other groups that they currently had friends
who drank excessively. All in all, the adult
lifestyles of the problem-drinking drug ad-.

dicts were even more deviant and unstable

than those of the non-profplem-drinking drug
addicts, ‘
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The, data indicate that addicts who, _have a
drinking probleg in addition to their primary
addiction to a drug have *had more chaotic
childhoods -than addicts who do not report a
- - drirking problem, as well as more deviant
‘ and unstable hfestyles as adults,
‘ \ . ¢
The dafa support the notion that a major prob-
lem with alcohol, over and above another
° substance abuse problem, is not a result or
symptom of heavier invélvement with a drug-
abusing subculture.
drinking appears to be associated with early
' childhood factors which predate .invo]lvement
with such a subculture.

N B Differences in Drug Hisfories s

-

For the proposed typology of drug addicts to
be of maximum- interpretive an/d predictive

value, its types should be differentiated by —— more-complications-of drug use, such as over-

variables that aré related to drugs other than
alcohol. Measures of gurrent drug use and
the Drug.Problems score were _both related
to the typology beyond the>.001 level, but
with a notable difference which is probably a
function- of the -time span covered by each
measure.

o When we exam'in\ the measures of drug use
in the 2 months before intake, we find that
they, corresp?nd to the pattern of current
alcohol use (with the striking, exception.of
the small number in Type VII,” which must
be discussed separately). Types I and III,
. those with a currently high level of alcohol
—— _ _consumption,_ were also uging a larger number
of drug classes than other subjects: —Table———
4 shows that, of the seven types that include
all but a few of the ‘subjects, Types 1 and
111 reported using drugs in more of the six
drug categories,” while those in Type VI, who
had never been drinkers, used the least num-
. ber of other drugs as well: The former heavy
drinkers .(Types Il and IV) and the moderate
drinkers- (Type V) used an intermediate nam-
‘. ber of drugs. If the heavy alcohol use of
Types I and III is added to the list of other
drug categories used regularly byzsg‘\em (last
column of table 4), it is seen that thHese sub-
jects regularly used about twice as many
kinds of psychoactive substances during the
. 2 months before entering treatment as did
* in Types II, IV, V, and VI. .

®
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Instead, the problém .

-

t -

The groups with the highest Drug Problems
scores were, however, Types I, II, and VII
(with Type VII the highest); these are, ofy:
course, the three types with high Lifetime
Alcohol Problems scores. It should be kept
in mind that the Drug Problems Score obtained
at intake resemb‘led the Lifetime Alcohol Prob-
lems Score in that it too was based on the
lifetime history. Types I, 1I, and VII dif-
fered significantly from the dther drug ad-
dicts in regard to all three components of
the Drug Problems Score--loss of control,
bad reactions, and life consequences. The
problem-drinking addicts also scored higher
(p < .001) in Motivation for Drug Use, giving
more weight than other subjects to such rea-
sons for using drugs as "need it when tense
and nervous," "to forget everything," and
"help® my mind work better." Furthermore,
the problem drinkers reported sigmficantly

dose, crash, and bad trips.

The strong relationship between the Alcohol
Problem and Drug Problem Scores might sug-
gest that subjects had difficulty in differen-
tiating between alcohol and drugs as sources
of their problems. However, the questions
and the order in which they were asked were
designed so as to minimize such confusion.

A tenable alternative hypothesis is that the
kind of person who experiences loss of con-
trol, adverse psychological and physioldgical
reactions, and negative.life consequences from
the use of one substance is highly likely to
experience the same kind of effects from the
use of another substance. It should be kept
in_mind that subjects in all of the types re-
ported a high level of drug-related problems+
Nevertheless,_thése 'with a history of problem
drinking exceé\d}d eyen that high level of
drug-rﬂated problems.

Pjyc\holoéic al Differences

The types were cothpared with reﬁard to the
eight personality scales (see earlier section
on Psychological ,Status). The problem-
drinking addicts scored significantly higher
than the_ other addicts on "depression,”

‘"Shobic-anxiety," "dependency on others"

(all p < .001), "resistance to authority;" and
"sociability" (both p <¢.01), and significantly

As regards the specific drug categories,, the

. current heavy drinkers reported significantly
—greatér current ‘use of narcotics, ampheta~
mines, marihuana, and tranquilizers than the

. other subjeets. Their use of the other two
categories, sedatives and cocaine, was some-

- what, but\not significantly, greater than that
of the other subjects.

"happiness." They there-

1 {
IOWCI™Y

»

fore were significantly higher (p < .001) on
the Dysphoria Scale; “the most dysphoric -
group was the small number of subjects in
Type VII, the problem drinkers vy)were
not heavy drinkers. They did not/differ in
"mistrust" or "ability to cope." These find-
ings are compatible with the literature on alco-
holism which is réplete with descriptiong of
the problem ‘drinker as dependeht, anxious,
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TABLE 4. —Number of drugs used and number used regularly in the 2 months. beforez‘intake ‘ B
s by drug addicts with different drinking histories l’
& A -
.o, a , o - . . Incl%ing Heavy
) Excluding Alcohol . Al% hol Use
‘ ) Mean Number " Mefn Number
Mean Number of Drug f Drug
N of Drug - «(asses Used ,| ., Classes Used
Type N- " Classes Used ' Regularly egularly
1 107 2.83 , . . 2.22 . 3.22
W \% 2.86 # 2.24 © 3,24
195 S - 88° 2.90 1 228l 3.26 1N
< o T
- 11 86 - 2,23 ) - . 1.60 1.60
109 2.40 2.32 1.72 1.66 1.72 > 1.66 -
. R - - R N e R L T rnesT
- : \4i T168 T 1.89 ' 148 ., 1.48
Vi1 14 3.21 . 2.36 2.36
_ | All Cases - 764 "2.38 _ 1.78 2.04 o
' (Standard . . © .
Deviation) ! (1.42); (1.18) / (1.34) . ‘
r with current N
alcohol consumption - : .303% s .300*
. *P < .001 ; \ . e . .~ - -,.. .
;" NOTE: The Ns in this table include only subjects for whom folbwup data is available since this

table was generated for comparison with drug use on followup

1
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depressed, and resistant to authority ported having had many problems stemming
: (Hanfman 1951; Jones- 1968; Singer et al, from algohol in, the past, although they claimed,
. 1964)% Theré is conflicting evidence as to never to have consymed large quantjties of
; th¥ Sisoclability of problem drinkers. * aléohol.” Their meat Lifetime Drug Probleths ~
. . ’ - . . Score was thé highest of any type, and in
Sujcidal thoughts and attempts represent the the 2 months before admission they reported
extrame manifestations of depression and anxi- using more types jof drugs than any other
i, ety. The proportions reporting that they . group, but not drge amounts of alcohol.
’ had thought about taking théir lives (37 per- Several additional/ facts may help in‘under-
~pcent versus 26 percent), or had actually standing them. '/They were the most dys- .
attempted suicide (21, percent versus 11 per- phoric of the types; their suicidal history
. cent) *ere greater :among problem-drinking was particularly/ noteworthy. They also had .
. addicts (p  .001). Problem drinkers also by far the highest Motivation for Drug Use
i, - showed significantly less "worry" abqut 14 scores—o : ; MOTE -
K3 items, Including: money, jobs, sex, drugs,. . ¢lasses qof drygs than any other type (see_
% +.—. and life in general (p~ ,001) - than -did-non-— — table 4). - Fufthermore, while their current’
' problem drinkers, use of all drligs except marihuana was above’"
I ‘ : . average, anfl they were daily users of nar--
Type VII“-A Special Type - cotics, it was their use of tranquilizers and
5 of Problem-Drinking Addict sedatives jthat was most distinctive.
. . 7 ’
There were 16 subjects in Type VII who re- - . oo .
L B . ©o21 :
- : \ LY : *
® , N
? :‘\) , - 7
[+ ’ -
LR |

w
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™ Type*VII thus appears to be a particularly

‘ ditturbed group of drug addicts, severely
depressed and using a variety of drugs, pos-
sibly as a form of self-medication. The fact
that they use sedative drugs particularly may,
in fact, add to their depression. As for their
unusual alcohol histories, one hypethesis 1s
that they react badly to small doses of alco-
hol, or that they have used alcohol 1n combi-

. nation with_other sedative drugs, with adverse
effects” Since ‘their alcohol problems are re-
ported as being in the past, it is possible
that an early period of experimentation with
alcohol was abandoned in favor of other
anxiety-reducing drugs that these syfjects
found more agreeable to them. Both their
drug histories and their psychological charac-
teristics are reminiscent of those labelled
"polylirug - users" by other reskarchers,

< . N

'--Summary——— Yy T Tt e T TS T

1

. We have,, then, demonstrated that an empir-
ically derived typology of the drinking his-
tories répdited by drug addicts is descrip-

* tively useful, and that the correlated phe-
nomena show problem-drinking drug addicts
to be different from other drug addicts. The
most striking finding is the high incidence of
problem drinking in the histories of individuals
whose presenting problem on entering treat-
ment was identified as drug abuse. A quarter
repofied histories that could be taken as suffi~
cient clinical evidence of alcoholism, past or
present.  An fadditional quarter had ingested
excessive quantities of alcohol, although asso-

‘“ciated problems were denied. For half of

lict sample. it seems. li that the
problem is substance abuse as such, not the
abuse: of a particular substance. ‘

. Current heavy drinkers, regardless of alcohol
problems, used greater numbers of drug
classes than did other subjects. ‘
The problem-drinking drug addicts had more
pathological early histories and more deviant
adult behavior and personality than other
subjects. This suggests that the problem-
drinking addict is a different type of addict

_ to bégin with, one whose addiction is more
diffuse and general in nature, possibly deeply
rooted within his total personality structures
If this gpeculation is correct, then the prog-

—nosisfor the problem—drinking addict is likely -
to be poor, unless he receives treatment de-

“signed o meef his special needs.

“ »

* ’ .

4. \Chang'e Over fhe Year of Observation

It was important to determine whether there
had been any consistent change during the

«w

- " gories” except marihuanal —Although EHRC 7 . |

e stuldy's

year of observation for each-of
hd .

outcome criteria. !
. : } ’ '

The procedyre involved a separate analysis

for the EHRC sample and the methadone main-

tenance sample, as well as including treatment

retention in work programs‘to examine, differ-

.ent outcome statuses. . i

faen

Table 5 shows the change from intake' to fol-

lowup status for each of the outcom¢ vari-

ables, and tésts the significance of change v
by t tests for correlated means, ; .
It is apparent that clients in both freatment
modalities showed higﬁy significant ‘reduc-

tions in drug use, drug-related problems,

and dysphoria., In both modalities, therse—

were very great and highly significant (p <«

.001) reductions in the use of all drug cate-

subjects. reduced marihuana use significantly.
(p <.01), methadone subjects showed no
change in marihuana use on the average. It
is worth ngting that there were significant
pretreatment differences between the two sam-
ples in their drug use patterns, with EHRC
subjects reporting more use of sedatives and:
amphetamines, while methadone subjects re-
ported more use of narcotics and cocaine. A
year later, the ‘only “significant differences in
drug categories were the lower use of mari-
huana and cocaine by EHRC subjects. As a
result, the differences between methadone
and EHRC subjects in the Drug Use Index -
was reduced, but remained statistically sign\fi-

cant. Average months of employment per —,
r-did-ndt-change among subjects, g

while for methadone subjects there was a sta- .

tistically significant but seemingly small reduc- <

tion in months wox_‘ked. R
Most notable, perhaps, is the lack of change

in alcohol-related problems, and the fact that
.alcohol consumption dropped from the level
current on admission only for methadone sub-
jects. Prior to intake, conSlmption was 4
higher for methadone than for EHRC subjects

(p <.001). ,On followup, the level of con-
sumption of methadone subjects had dropped
although it remained still higher than that of
EHRC subjects. ¢

Table 6 shows the relationships between each

of the ; tiorr itm —— ]
treatment. Since the two modalities differ
both in the nature of their prdgrams and the
populations that they serve, ‘cji%ta are pre- b3
sented separately for the EHRC’and metha-

done samples. )

For EHRC, retentipn in treatment was meas-
ured by successful completion of the 2-month
inpatient phase of the program leading-to a
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"treathent completed® discharge; 53.3 per-
cent of the EHRG residents achieved that sta-
tus. For the méthadone programs, those who
remained in Areatfient contin sly for the
entire yeal/of observation (31:4 percent of
one clients) were compared with
were discharged at least once,"
ey were readmitted to treatment or

whether th
not.*

Retention
rior status/on a majority of the seven outcome
medsures jn eath modality, althotigh the meas-
ures are Mot the same for each. Clients who
in treatment in either modality

d significagtly less involvement with
the criminal justide system and more months
of employment. A% EHRC, it should be re-
called, those in the Candidate phase wer

considered to be employed. .

EHRC «<clients wéo remained in treatment -
showed reduced but not: statistically signif-
icant use of drugs, M;thadone clients who
had remained in the saMe pfogram for the
entire’ year were using drugs significantly
less®on followup than were those who had
left treatment.. The drug categories respon-
sible for the decrease in the methadone clients
yere narcotics, sedative-barbiturate drugs
both at ‘the .001 level), and tranquilizers
(.01 level). N ' ¢ .

Dysphoria was significantly greater: among
EHRC ex-residents who failed to complete the
inpatient program than for those who did ‘so.

It should be noted (see table 5) that the aver-

in the EHRC sample than among the metQaplone
clients, Thé differences in the outcome ys-
phoria mean scores shown in table 6 arige
because those completing the EHRC program

age '°ve!-‘o{~dysphorfa“b"ﬂ"fﬂfék% was gr@er

treatment is associated with supe-

= icant drop.

a X

A . N
In thé& methaddne maintenance sample, those
in continuous treatment showed slightly higher
Alcohol Consumption and Alcohol Problem
Scor8s than those with one.or more dischargess
One of the methadone Programs in the, study,
however, was notable for the-reduction in

" alcohol consumption among its clients, whose

consumption prior to admission was well above
the averdge. It is of interest that this* pro-
gram is part of a larger facility that is well
known for its alcoholism progrdf.

‘likely that its staff is alerted to alcoho prob-

lents and is more skilled at dealing wigh them
than the staffs of other methadone s

not affiliated with an alcoholism program.’

CHANGES IN DRINKING PATTERNS

We, have just seen that, overall, there were

nd significant differences between the mean
Current Alcohol Problems Scofe on intake and
that on followup. There was also, for the
entire sample, no significant difference be-
tween Current Alcohol Consumption on intake
and that at followup, although for methadone
subjects alone theré was a statistically signif-
In addition to examining group
means, however, it is: useful to.identify types
of drinking patterns reported on followup, 'in
order to compare persons with one type of
pattern with those manifesting other types in’
regard to their outcomes on variables other.
than dkinking measures. .

The followup types ire comparable to the em-
pirical typology developed from the intake

- -data, except that the currentversus past

distinction is not relevant.. The followup typ-
olog‘m developed is indicated below:

» (4 L) ' - .
Type At Subjects who were both problem
dfffikers and heavy drinkers at the time of

4

had a greater decrease in dysphoria over the followup--comparable to Type I on intake,

year of followup than(did the EHRC Jropouts . .
L N gi_t,her of th metha%%t'reatmen’t oups. TypeiB: Subjects who reported many prob- v
.Jems,{but only moderate intake; they would .

Both alcohol consumption and alcohél-;’e‘]ated

d e comparable to Type VII, except that for
p¥bblems were significantly l3ss among- those e

most of those in’'Type VII, problem drinking

completing the EHRC program than among 4 was no longer current on intake,

Zhose who failed to complete treatment. Can ! .
this be considered a treatment effect, "since Type C: Subjects who are heavy drinkers .
table 5 showed no overall reduction in these but who reported few or no alcohol Problems--

e measures for the entire EHRC sample? That
g this may be a possibility is_suggested by-the
Lo/ ——fact thit EHRC ex-residents who c pleted
& treatment showed a decrease in both measures,

while those who did not complete treatment

+ Increased both their consumption of alcohol
and related problems. If there was indeed
reduction in alcohol use and abuse attributable
: to completirig: the EHRC program, it may be
s the product of the strong abstinence . ethic /
;\ ~  pervading EagleviMe, as well as the influence Type E:  Subjects who reported no drinking
.of befng treated together with glccholics in a_t!%r,_comparable to Type VI, with the addi<
' icombined treatment. . o )

. + 23 * . .

. comparable to Type III.

v -
Type D: Subjects who are moderate drinkers

. with few or no problems~-comparable to Type
V, with the addition of those subjects in*
Types Il and IV who were drinking at moder- «
ate levels- on intake (about 40 percent of them)

< Plus those in Type VII who were no longer .
problem drinkers 6n intake.

+
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TABLES.—Change in mean criterion lmeasures' over 1 year of observation by treatment modality
. . ‘ \ L
’ . EHRC ’ . ME}\HADONEC'
’ ) N=190/242 . .- N=468/582
o . Intake? Followup t Intake? . Followup ot
- ] . o : P -
) . { Alcohol Consumption - ) .
— - - - Scoret - 2,16 .&.4], 1.03 © 3,40 . 2,967 .3.15% .
[ o . . . \ 3 . »
(Equiv. ounces) (.26) (.33) (.79) (.55) %:
Alcohol Problems 1,22 1.18 0.16 .98 1.11 1.29
‘ [
Drug Use® ' 3.30 2.23 5,30%* 4,12 2.7 13.04**
Drug Problems ] 10.40° 388" 19.64** | 9.48 3.75 32,71%*
Dysphoria 31,27 22.76 11,25** 28.59 21.97 14.09**
Months employed . - : *
per year 4,31 4,17 0.42 4,06 3.43 2,97%
’ - N v
‘, « -
. . AN
i - ) & . . L
*p < .001 ’ :
) *4p <01 Y : ' _ ' . : ‘
T 1Cha.!’tg&' cannot be assessed for the Criminal Justice measure, because the intake measure covers =
&%+ the lifetime history, while the followup measure coyers only 1 year.

. P . . . . .
= - "ZT}_xe intake scores for Alcohdl Consumption, Alcohol Problems, and Drug Use refer to the 2
months prior to intake. Months employed is based on the two years before intake, d\yided by
2 so as to be comparable with the 1 year of followup., : - .

e

S

3Iri all subsequent analyses of data, prescribed drugs were excluded Aorﬂ'&xe Drug Use- Index.
Information about prescribed use was unfortunately not available in the intake interview, how-
ever. Drug Use on followup has therefore been recomputed without discounting prescribed use
for this table, so that intake and followup may be compareéd:’ o

e

. - . N : .
NOTE¢ The first N given for each group apples to-the four dpAg and alcohol measures, where
M only those at risk (i.e,, not in prison) were included. 'The gecond N includes all sub~,

) -/:je‘/CtB followed at.o‘!je \ye‘ar. .

14 < v . .
~  The t test for corxelated means was used. .
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with table 5,

.

s

o

‘ ‘:3.‘ N N - é '
. 4 * -
\‘{}f . ' é ) . . .
P ’ .
""}V" + -
: 1] ‘ » ~
. N ) . »
. ~
. : L ) _ e
TABLEﬁ.-——MéE\m outcome criterion measures as a function of treatment retention
by treatment modality
EHRC o . METHADON
. L One or -
! : .- Completed Did Not Continuous More'
"~ | Program  Complete t Treatment * Digcharges t
‘ * L3 1
N= 102/129 88/113 3 164 304/358
< 7
" | Alcohal Consumption, ' . R
. Score: 1.99 2.89 'o2.4m¢ *3.09 2.89 0.76
? ' - ’ h .
(Equiv. ounces) (.22) . (.57 (.62) «(.52)
Alcohol Problems - . .81 \ 1.6 2.14* 1.29 1.02 115
! Drug Uséd (prescribed ' o
drugs exgluded) . o 1.69 2.10 1.54 1,93 - " r 2.65 4,25%*
LI . . Y
Drug Use (presgribed e ‘. b .
; drugs not excluded) 2,12 ‘2.36 , 0.86 v 2,20 2.99 T o4.51%*
? Drug Problems 2.83 5.10 3.70%* 2.74 4,30 4,27%*
Dysphoria 21l.42 | 24430 2.42% —~ 21.03 22.39 21.47
‘ .| Criminal Justice N :
. Index ' 1.56 2.58 3.83% [ - 53 1.69 8.46%*
L] ¢ ‘
- Months employed - :
) . ‘per year & 4,99 3.23 3.41%* 4.62 ° 2,88 *5,44%%
t P i 2 . N « o -
) e »
f»" ' - . - . ’ 2 @
. ) :'p < .05 . ' " . ,
**p 001 ° : e
3 r . 1 . ° N . . -
. Ip~all subsequent analyses of data, the Drug Use.Index was computed with prescribed drugs .
excluded. It is'also presented here without excluding prescribed drugs to facilitate omparison

?
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tion of the subjects in Types II, IV, and VII °
who were not drinking at all in the 2 months
efore intake.

Since the criteria for "?x%avy drinking" and,
for "problem drinking" in the intake inter-
view were based on the distributions of life-
time maximum (alcohol consumption) and Alcos
hol Problems, Scores, it was f,elt appropriate
to lower the criteria somewhat for the followup
data, in which the focus was on current use
only.. The lifetime maximum consumption tends
" to be very much hjgher than it is for any
y2-month period, even a period when the per-

son is.drinking et a level that causes problems. 4

For followup data, the criterion for high alco-
hol consumption was therefore dropped one
scale point “(an equivalent of 1.85 ounces of
whiskey daily); for alcohol problems, a follow-
up score of three or more was considered to
indicate a &urrent probiem drinker.?

N

&
If We consider ohly those at risk for drink-
ing, the two treatment samples did not differ
in the proportion of prgblem drinkers on_fol-
lowup (i.e., those in Types A and B, Wwhich
included® 1.8 percent oty methadone slbjects,
at risk versus 15.8 percent of:EH subjects
at risk). The methadone sample didMgave a
somewhat larger proportion of heavy drinkers
(33.1 percent versus 23.2 percent of EHRC

Ve

subjects in Types A and C, a difference sig~ .

nificant at the .02 level). ¢

s .
“Figure 4 shows the relationshinps be&veen the

intake and followup typologies. It is oriented
so as td demonstrafe the predictive value of
* the intake data on alcohol ‘tonsumption and.
plcohol problems for identical followup data;
for each intake type, the distribution of sub-
jects over the followup types is shown. Of
the six main groups, those in,Types I and
{11, {.e., current alcohol problems or heavy
drinkers+on intake, had by far the highest,
propofjtions with alcohol problems on followup «
(.¢.,)Types A and B) as well as an above-
averafie proportion of heavy drinkers who
did “not report many problems (Type C).
The small gropp of Type VII subjects were
also more likely than other types to be prgb-
lem drinkers or heavy drinkexs.bn followtif
€ypes V and VI had few subjects who became
problem drinkers or heavy drinkersgby follow-
up; predictably, more of Type:V were moder-
-ate drinkers and more of pe VI were still
bstainers. Types II and 1V, i.e,, former
heavy drinkers %ith or without,a History of
problems, were intermedfate in their outcomes(
as regards drinking.” | '

d
Figure 4 makes it tlear that time dimengior’n
is ~very important in using the intake alcohol
history to predict the subject's involvement
with alcoktol on followup. The worst

4
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prognosis is for those wht are currently
drinking heavily (with or without problems) "'
at the time of intake, follbwed by past heavy
drinkers, and the best prognosis for those
w had no history of either problefn drink-
in® or heavy drinking. Within each|time cate-
gory, a history of alcohol problems/further
worsens the progrosis, particularly as regards
problem‘ drinking on followup, but to a limited
degree. Thus, the poorest outcomes in ré-
_gard to drinking may be expected from those
who are active problem drinkefrs at the time
of “admission to treatment, fellowed by active ..
keavy drinkers.” These pre-post relationships
are éssentiably the same for the methadone
and EHRC samples.

.

o

5."How are Problem Drinking and Heavy
Drinking Related to Treatment Outcome? -

-

o '

We ,are now able to test the hypotheses of
this study--the relationships between prob-
lem drinking, both before and after admis--»
sion to treatment, and the outcome of treat-
ment as assessed by its primary goal of teduc-
ing drug use and associated problems as well
-as the refatéd goals of alleviating- dysphoria
and criminal behavior and increasing employ-.
ment. We have already seen that a significant
degreea of improvement occurred in most of
these aspects of behavior over the coursg of
the followup year ahd, furthermore, that re-
tention in treatment was associated with bé&tter
followup status for both the methadone and
the Eagleville samples. To what ¢ t can
differences among subjects "in theif llowup °
> gtatus be correlated to their inval#ement with
alcohol at various stages of treatment? . This
chapter examines measures of association among
variables at different time -%‘ames.

d_Tab_le 7 presents, for the entire followup sam-
le, the correlations of the four alcphol ‘meas-

uregvobtained on intake and the t\é alcohal
measur‘tzs obtained on followup with each ot};er,(y
and with *the five othgr outcome measures.
It shows, first of all;*as has already begn
shown ‘in other ways; that the alcohol meas-
ures are hjghly iptercorrelated, both’ within
each ipterview and between the intake and
ﬁfollowug interviews.. 4

®

1t is the I r_portion of table 7, however,
which tests and, in most respects, ‘confirms
the hypotheses of the stud§. It shows that
four of the five dutcome medsres were each
‘sig’x’)iﬁcantly correlated with two or more of
the four intake plcohol measurés. Further-,
more, each of these four outcome measures’
was, significantly cSrrelated with both of the

outcome alcohol measurés, and they were more, °

o
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FIGURE 4.—Drinking pattern at 12-month followup ,aii/f_unction of-pretreatment drinking pattern (in percent) °
. . ~ . . .
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TABLE 7.—Correlations of intake and outcome drinking measures with othe>\ {
' ; measures of outcome and with each other
- : ' ' ' . OUTCOME
b .- . INTAKE DRINKING MEASURES - DRINKING MEASURES .
Alcohol Alcohol Alcohol Alcohol -y )
~ | Consumption, - Consumption, Problems, Problems, Alcohol Alcohol
Current Lifetime Current ‘Lifetime Cbnsumption Problems
Intake ‘. - \
: L
. Alcohol Consumption, Current T~ ) ]
- Alcohol Consumption, Lifetime 66*** S ,

Alcohol Problems, Current 54x** T 40k . ) R
Alcohol Problems, Lifetime 44%*x% 6?** LYARE

€ Outcome ~ L

« - |Alcohol Consumption gorer T ePRLL 264+ 8%+ . '
) % |Alcohol Problems . . 36%** 31 %% 434 39%* 58%%*

, Drug Use ~ PALL 1i*+ 04 04 2beer 21%4+

Drug Problems 04 X 09* 10** ? 10** 16**# 31k
"\ |pysphoria - . 09+ - o+t U U ' .08t . 29%++
4
N :
imifal Justice Index -01 09*+ 06 R S 12+ #° ©20%ex
Mopths employed e -05 ~05 -03 00 -02 -09** ]
- = . » » °
*p <.,05 - T . : )
*.*p < .01 ) ~ e ‘ ' oo ‘
*+4p ¢ ,001 ‘ . ‘
“h - ‘“"Y[‘E: Decimal points,are omitted. N=658 for all r's involving 12-month alcohol and drug measures, 764 for all other r's,’ .
. ' ' ]
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.'use of tranquilize

.

strongly related to drinking behavior on fol-
lowup than -to the drinking behavior and his-
tory reported at intake, The one outcome
measure for which the hypotheses were not
confirmed was employment which, as we have
seen in table 5, was also the only measure
that did ‘not show significant improvement
over the year of bbseryation. It must be
noted that in instances of significant correla-
tions, the correlations are sometimes indicative

weak assgeiations, and the reader must be
uarded about inferences, Significant correla-
tions of .09 and .14, for example, would ex-
plain ,01 and .02 percent of variance, respecs
tively,© . .
The -other four outcome measures differed
somewhat in their patterns of relationship to
the intake drinking variables, The drug use
index was predictable from the history of alco-
hol consumption; heavy drinkers, with-or
without a history of alcohol-related problems,
reported more drug use on follbwup than other
subjects, Heavy drinking prior to, intake
Wwas most predictive of marihuana tse on fol-
lowup, followed by other nonnarcotic drugs;
it did not predict the level of narcotic” use
on followup. The drug use index was also '
more strongly related to alcohol consumption
on followup than it was to alcohol broblems.,
Alcohol consumption at the time of followup
Wwag most strongly correlated with mamihuana
use (N=,339), but it wag significantly related
to the use of all other drug categdries as
well, including narcotics. “Alcohol-related
problems on followup, however, were more
strongly associated with the unprescribed
than with the use of other
types of drugs, ahd were related to marihuana
and barbiturate use as well, This suggests
the possibility-that problem ‘drinkers may have
been using drugs'as a means of self-medica-
tion,? ) .
The outcome measures of drug-related prob-
lems and dysphoria, in contrast to drug use,
were more strongly ‘related to alcohol prob-
léMs than to drinking, per se, on both in-
take and followup, A question can be rajsed
about the relationship of dysphoria to alcohol
problems on intake and folbwup, $ince dys-
phoric reactiohs to alcohol ar€ a component
of the Alcohol Pdoblethg Score.. Analysis of
the components of tffe Alcohol Problems Score
reveals, however, .that the comprehensive’
measure of dysphoria was more strongly
related to several ather comPBonents of the
problemg score than \it was to the dysphoric
reactions subscale,  *} .

- 3 .

Criminal justice involvement during the fol-
lowup y®ar was .also associated. with alcohol
problems, and not with heavy drinking in
the absence of such problems, It differs from

A
the other outcome measures; however, in that
it. was related only to the lifetime history of
problem drinking’, and not the problems cur-
rent in the 2 months prior to intake. This
stems from the fact that subjects who entere
trgatment directly from prison reported few
"current” problems, even though they were
asked to report on their last 2 months op
the street, *

’

Thus, the data confirm the predictions that
problem drinking on followup is associated
with poorer outcomes in regard {0 drug use
(especially..the use of tranquilizers and other
nonnarcotic™sedatives), drug-related problems,
dysphoria, and crimjnal justice involvement,
Also confirmed are the predictions that a his-
tory of problems associated with drinking be-
fore treatment is associated with poorer post-
treatment outcomes in regard to drug-related
problems, with dysphoria and with criminal |
justice inyolvement, . While pretreatment prob-
lem drinking was’ not found to be significantly
related to posttreatment drug use, pretreat-
ment heavy drinking was related to posttreat-
‘ment drug use, The hypotheses were not,,
-confirmed in regard to posttreatment employ-
ment, ° '

- Y
13

Since eutcome status has en seen to be re-
lated to retentign in tre ment” (table 6), one
ay wonder whether th€se findings are merely
.the result-of differedces in treatment reten-
tion. Were problenf drinkers, past or current
at intake, more ffkely to leave treatment prema-
turely and thus have poorer outcomes? Com-,
parison of subjects retained in treatment with
those leaving prematurely, performed sepa-
rately for the methadone and EHRC subsam-
ples, Bhowed no differences whatsoever on
any of the four intake alcoho! measures, )
Thus, both the pretreatment drinking history
and the experience in treatment (i.e., reten-
tion versus dropping out), independently of
each other, significantly improve our ability
to predict the treatment outcome of a particu-
lar drug addict. . . N
1§ HEAVY DRINKING IN ITSELF
A POOR PROGNOSTIC SIGN?

-

° b
We have seen that when alcohol-related prob-

lems and high levels of alcohol corlsumption
are considered separately, each of these meas-
ures of the person's involvement with alcohol
is associated with one or more.indications of
poor treatment outcome., This is so whether,
the focus is on the lifetime pretreatment drink-
ing history, the 2 manths just before’ intake,
or 12 months after entrance to tr atment,
Alcohol consumption and problems ake, how=
ever, closely linked. Is it possible 'to sort
out the relative contributions of problem drink-

-
.
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" TABLE 8.—Comparative outcome scores of preglg!{ drinkers, heavy drinkers, and others, based
- on lifetime pretreatment history, 2 months prior to admission to

ti-eatmgnt, and followup (in raw scores and standard scores) - .
. . Problem Drinkers Heavy Drinkers
. - : Who Are Also (Not Problem
. : M() Heavy Drinkers Drinkers) Neither
BASED ON LIFETIME PRE- A
TREATMENT HISTORY: "
Types (No. of cased*) 1,11 (168/193) 1,1v (173/197) V,VI (304/360)
. Raw . ) Raw «Raw
Mean Outcome Sgores: Scgre =z Score z Score _z
 Alcohol Consumption** . | ~ 1.08  .367 0. 169 200 -.323
Alcohol Problems i 2,38 .535 1.16 - 0013 .39 -.317"
Drug Use . 2.38 068 2.47 117 2,04~ -.113
/  +Drug Preblems . 4.45 .163 4.02 .058 . 3.25 -.133
Dysphoria . : ©23.62 140 '22.75 .053 2117 . -.105
Criminal Justice -1.99 .223 1.37 -.091 1.41 -.070
Months Employed y © 3,52 .032 3.34 073 3,80 ° -.032
; | BASED ON°2 MONTHS e
[ PRIOR TO ADMISSION: i ’
i g ¢ :
- Types (No. of cases*) . 1 (97/107) - 111 (8(‘/83)  I1,1v,V,VI (468/555)
[T . .
5. . 2/ . .
o . . d Raw . Raw _ Raw
& Mean-Qutcome Scores: Score .z +  Score 2 Score 2
< —_ —_ S - —
¢ }* Alcohol Consimption** 1.83 .628 1.26 .443 .27 -.222+
$ Alcohol Problems 3.12 - .853 1.55 .179 © .63 -.217
g‘g . . - C : .
e~ Drug Use . , 2.57 . 166 2.61 .190 : 2,11 -.072
i . .**Drug Problems > 4.90° .273 3.56 -.056 3.57 -.054 |
Dysphoria s 2460 0 238 22.83 061 21.66 =056
e Criminal Justice % 1.82 .138 1.36  =-.094 . 1,53 -,012
* Months Employed S S 6 S § (4 3.44 049 3,72 -.014
:;',' s‘ el .
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TABLE 8

N

1]
«—Comparative outcome

on lifetime pretreatment history,
and folbwup (in raw score

scores

of problem tirinkers, heavy -drinkers,
2 months prior to
s andystandard scores)—Continued ‘

e . 3 . ’ '
and others, based
admission to treatment,

-+ Problem Drinkers Heavy Drfhikers -
Who Are Also + (Not Problem
. 2 sty Heavy Drinkers Drinkers) _ Neither
’ 4 - . (‘ M 0
BASED ON FOLLOWUP; ™ : . ' ‘ v .
\ N T ~ * A
Types (No. of cases*) A (90) 2.C (190), D,E (443)
. /an‘ ) Raw Raw
Mean Qutcome Scores: - Score 2z r Score _z _ Score 2z ¢
- Drug Use - . 3.39 .pos 2.50 129 1.97 -.150
Drug Prbblems 6.51 467 3.61 -.047 3.26 -.132
. ., Dysphoria 27.49 © 540 20.56 -.142 21.19 -.080
Criminal Justice 1.63 * .3 1.06 -.013 B~ -097
. Months Employed 2.82 .20 4.32 -.126, 3.82 -.014
» i / ) . ©
. *Where two Ns are given, the firs? N'applies to the four drug and a.lcc;hol outcome measures,
" where only subjects at risk. for substance abuse (Ne., not in prison) were included. ,
. - ‘ .

-

**Alcohol consumption is expressed in the equivalent o\nces

of whiskey,
on the index score used in ‘the analyses of data,

The z-scores are baged-

>
»

NOTE: Subjects who reported high alcohpl problems but
cluded from these analyses. Those excluded from
) were Type VII (N=13/14), Excluded from the anal
’ were Type B (N=16). The means and sigmas uged t

based on all cases follbwed up, however,

ot high alcohol consumption were ex-

he analyses based on intake data

es based solely on folbwup data °
obtain the standard scores were

a positive score represents poorer treatment outcome,
superior rehabilitation,

, , . \

' : : L g

B . ing and heavy drinking to the prediction of
:’E‘% poor treatment outcome? e

pon—.

] All z-scores are oriented so that
: while a negative score represents

Table 8 compares the outcome status of three
groups of ‘subjects: "problem drinkers" who
are also heavy drinkers, "heavy drinkers®
who are not problem drinkers, and those who
did not report either heavy drinking or prob-
lem drinking (i.e., moderate drinkers and
absfainers).? These three groups are defined
for three different time frames: ' the lifetime
pretreatment history, the 2 months before ..
admission, and the 2 months before the 12-
month follbbwup interview. Omitted- from this

In trying to do this, it is necessary to deal
with the fact that the relationship between
.. alcohol problems and consumption is not sym-
" metrical, For each time frame, about half of
those reporting heavy drinking also reported
# 2 high level of problems, .while :half did not.
" Problem drinking, however, was rarely re-
* ported in, the absence of heavy drinking; for

the lifetime pretreatment history, only 7 per- table are the small groups of subjects who
e cent of problem drinkers did not report heavy reported problem drinking in the absence of

drinking. Thus, the comparison that is both héavy drinking’, since their numbers are too

useful and feasible to make is between heavy small to provide reliable: means; in general, *

their outcomes resembled
lem drinkers for the time

L4

those of other prob-

- - drin,kerq- who are also problem drinkers. and
: frame in question, -

. heavy drinkers who deny a significant number
RN . of problems ‘stemming

-

from their drinking.
31.
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- and did not differ significantly from the prob- |

Q

RIC

.
A rimext provided by ERic

ocus is on the nondrinking
_(cg_.out ome, the twoyoutcome alcohol
fes are included for tHe sake-of com-
pleteness. Tley are, however, omitted from
the comparisdn of the follbbwup drinking
groups, since these measures form the basis

' for the definition of the follbwup groups.

Such a comparison would therefore' be tau-
tological. Means are presented in two forms:
mean raw scores, and z-scores, standardized
so that all variables have a mean of zero and
a standard deviation of one. The standard
scores facilitate comparisons of different out-
come measures. T

Table 8:shows that problem drinkers, ag ex-
pected, had poorer outcomes than modgrate
drinkerl and abstainers. -

The middle column shows the effect on out-
come of heavy drinking, in itself, It shows
that a history of heavy drinking reported at
intake to treatment, without the report of a
significant number of alcohol-related problems,
was associated overall with poorer outcomes
than _the moderate drinkers and abstainers
.achieved, but somewhat better outcomes than
those of the problem drinkers. The progno-
sis associated with heavy drinking along varied
somewhat, depending on the specific outcome
variable examined. - g

Heavy drinking, without associated problems,
prior to treatment was associated with' greater
substance usedon folbwup. As regards both
alcohol consumptioh and drug use on followup,
pretreatment heavy drinkers had significantly
poorer outcomes than did nonheavy drinkers,

lem ‘drinkers.- This was true whether the
identification of heavy drinking was based on
the lifetime history or on drinking cuw at
the time of intake. Thus level of alcohal con-
sumption® prior to treatment was associated
with consumption of alcohol and drugs (espe-
cially marihuana, but other nonnarcotics as
well) on follbwup, regardless of whether or
not problems stemming from that consumption
had been reported on intake.

°
.

The only outcome measure that was related
to problem drinking but not to heavy drink-
ing by itself, was crimihal justice involvement.
While a history of problem drinking was asso-
clated with greater involvement with the crim-
inal justice system during the folbwup year,
heavy drinking alone was associated with no
greater involvement than was moderate or no
drinking, Heavy drinking was, in fact, asso-
ciated with the least criminal justice involve-
ment, although, not significantly less .than
that seen in the'moderate drinkers and ab-
stdiners. '

&

Thus, the data demonstrate that, while an
intake history of problem drinking is prog-
nostic of the poorest outcomes, even in the
absence of reported alcohol problems, heavy
drinking is also a danger sign. Heavy drink-
ing in Itself predicts heavy drinking and drug
use a year after intake, and the moderately
high levels of alcohol. problems, ‘drug problems,
and dysphoria found at 1 year postintake
among heavy drinkers (or, to be more precise,
the high levels found in a, significant propor-
tion of heavy drinkers) may continue to
increase as time goesgon, in view of the con-
tinued drug and alcohol use.

For the clinician who must evaluate a drug ‘
addict coming for treatment in order to plan
that treatment, a current high level of alcohol
consumption is a serious warning sign, the
more so if alcohol-related problems are pres-
ent. The drug addict not currently experi-
encing-trouble with_alcohol or drinking to

excess who has done so in the past shouid
+ also be watched carefully for a possible ‘return
.to problem drinking after treatment has begun.
And, finally, regardless of the pretreatment
drinking history, #ffe occurrence of problem
drinking at any time creates a high risk of
treatment failure, as does heavy drinking
that may become problem drinking.

6. Predicfing Outcome on Admission to
Treatment: A Multivariable Approach

v

The findings reported'in chapter 5 demonstrate

that heavy drinking and problem drinking,

both before an@ After admission to treatment

for drug abuse would be found to be associ-

ated with poorer treatment outcomes. Where-

as the previous chapter measured assoclations
“among variables, this chapter discusdes what

portions of treatment outcome varianees may

be explained by a series of independent vari- .
. ables.

The method used was stepwise multiple re-
gression analysis. In this technique a multi-
ple set of independent variables are correlated
with each other and with a single dependent
variable-in order to ascertain how and to what
extent the independent variables can best
predict the dependent variable in question.
The independent variables were 23 measures
derived from" the intake interview, and each
of the 7 outcome measures served, in turnm, .
as the dependent variable.

These amalyses tell how much of the variance

of each outcome measure can be accounted

for by the ‘particular set of intake measures A
used. In this way, they provide a minimal //—
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estimate of how well outcome status can be . B. O ther intaj(e variables '
. ..predicted on the basis of information obtairted ~ i .
when the person enters treatment. - They also 1. Sex, enteted as a two-point measure,
tell us which intake measures add significantly with Malé and Female given values
to our ability ¥ predict- each of the outcome 7 of 1 and 2, respectively (Sex)
measures. . .

\ ) 2. Age (Age)
Of the 23'intake measures used, 11 were pre- 1 .

treatment ' status measures corresponding to 3. Race, entered as a two-point meas- , -
the 7 criterion outcome mea ures. The other ure, with ck apd Other given
- 12 measures represented deirkgraphig charac- . values of 1 and 2, resbectively; .
teristics, personal history, and, in’one in- . fewer than 3 percent identified them-
Btance, current Psychological status. A . selves as other than klatk or ‘white,
" number of other intake measures were consid- . " 80 most of those classed “as "Other"
- ered but not_used, either because they were . were white (Race) .
unrelated to and\of the outcome measures or a . '
because what re fonships they did have with 4. Highest grade completed in schoo] .-
. outcome measures were already accounted for (Education) . é' o
" by variables included in the analysis.' The - ° . 1
intake™neasures used in the analySes (follbwed ° 5. History of disciplinary problems in
by the labels used in tables 9, 10, and 11) . school, based on report of suspen- -
ae; " T sions, expulsions, and playing hooky

- (SchDisc)
4 Q@

A. Pretreatment status measures (defined - . . .
" . in chapter 2) . 6. History of hyperactivity in school, T

N - L . . based on reports of difficalties in
/f” 1. Lifetime maximum alcohol consump- . concentration, in sitting still, and
S S tion (LifeAlcUse) : : ¢ talking too much (Hyperact) '
2. Current alcohol consumption in the 7. Parents' socioetonomic status, based"
2 months prior to admission - on reported occupation of father and/
- «(CurAlcUse) T ©oe . or mother and using the higher sta-
. ] . . tus when .both ‘were reported '
3..Lifetime alcohdl problems (LifeAlcPr) * (ParSES) - toe W
) 4. Current alcohol problems in the 2 e 8. Happiness as a child, based on three )
months prior to admissiog, (CurAlcPr) . items: self-rating of happiness,
T . clogeness to father, and closeness
5. Frequency of -heroin ‘use‘'in the 2 .10 mother. (HapChild) . =~

months prior to admission—{Hersin) < ‘ . .
: 9. Report that the subject was abused

- PR
7‘3{ . 6. Number of drugs (other than alcohol) ¢ as 3 child and/or that someone i " .
s, >  %Wsed at all in the 2 months fprior to . the home was violent (Abused) .
¢ admission (#DrugsUse) - ’ ,
¢ ‘ . . + & 10, History of complications of drug and/ .
7. Number of drugs (other than alcohol) - » Or alcohol use, such as accdental '
. used regularly in the 2 monthg prior .. or intentional'overdose, bad trips,
' to admission (#DrugsReg) crash, delerium tremens, hepatitis,
: . ’ or cirrhosis of the liver (Complic)?
. . 8. Lifetime drug problems (DrugProb) ’ '
' ’ . 11. History of psychiatric hopitalization” '
T 9. Dysphoria, as of the 2 months prior . for a period of at least 2 weeks
to admission (Dysphoria) . . (PsychHosp) : o
10. Lifetime Q;imi‘nal justice history, ' 12, Self-report o(;lienation, based on
k. " based on arrests, convictions, and - two correlated subscales, "resistance
« - time spent in prison (CrimHist) to authority" and "mistnust" (Alien-
: ,\ : aied)n .
. .11. Number of months not employeq in N - : . N
.. the 2 years prior to admission Tables'9 and 10 summarize the results of seven '
- > (MosUnempl; MosEmploy is used when multiple regression analyses for the EHRC .
greater pretreatment employment was and methadone samples respectively. In“thesge
assoclated with ~pom-er outcome status) tables, the total variance’ (i.e., R¥) attribut~

, - ablﬂe to the intake measures’ has been' parti-
33‘ i
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‘the 7 outcome criteria.

-dicted overall,

LY } -4

tioned into three components: (a) that ac-
gounted for by intake status on the same cri-
terion as the outfome measure in question,
(b) that accountéd fqr by the four intake
alcohol measures, and {c) that accounted for
by the remaining intake measures. For the
outcome measures of alcohol consumption and
alcohol problems, (a) and (b) are, of course,
the same. In addition, the specific intake
measures that best predicted each outcome.
variable are listed. .

Andther variable has been added to the in-
take measures--treatment retention, defined
as program completion for EHRC subjects and
continuous maintenance for the full year for
pethadone subjects. Since it occurg after
the point of intake, it was taken into the re-
gression” equation only after the influence of”
all 23 intake measures had been extracted:’
Thus, its R? tells us how much the fact of
eat fon—~ver 1
to the prediction of outcome.once the knowl,
edge of the persor obtained.on intake has
9

been taken into account. X
Tables 9 and 10 summarize a large amount of
information and warrant careful ptudy. Rath-_

er than repeat in the text whaf
can readily find in the table, we
trate on pointing out certain geners
letting the detail emerge from the tab
selves. ' “

EAGLEVILLE SAMPLE

Table 9 shows that in the EHRC sample the
23 intake measures predicted variances rang-
ing from 22 percent to 34 percent, for 6 of
Employment was the
only outcome measure not significantly pre-
although both pretreatment
employment and the set of "other" intake vari-
ables did achieve statistical- significance.® ”

“-The average R? Jor the seven outcome criteria

. \‘l
E
:

¥
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is 26 percent of outcome accounted for, which
is a substantial amount considering that treat-
ment and other life experiences that would
be expected to affect outcome occur after the
time of intake, Most predictable from overall:
intake measurés were the two alcohol measures
and_ criminal justice involvement (30 percent
to 34 percent), follbwed by the drug measures
and dysphoria (22 percent to 25 percent),s’

.As for the specific predlc_to'rs of each outcomg
.. measure, we see first that the intake alcohol

history predicted .only thealcohol outcome
measures when we-control for other features
of the intake interview. Dysphoria, criminal
justice involvement, and employment were sig;-
nificantly predicted by the corresponding pre-
admission: -history. The two drug outconie
measures,. drug use and drug problems, were

’
4 ]

N / * . /

4

-2
not significantly related to either the drdg
or alcohol intake history. The alcohol meas-
ures explained only 3 percent of the variance

in drug use and only 1 percent of the vari-
ance in drug problems.

-Wver ‘the total set of outcome measures, the
major, weight (about. two-thirds, overall) of
prediction was carried by the set identified
as "other intake measures." For five of the
outcome measures, the "other" variables weras
responsible for’by far the majority of variancé
accounted for. For the.remaining two, alcohol
problems and criminal justice\involvement,
they accgunted for close to half. The specific
variables predictive of each outcome measure
are listed and are of interest for further hy-
pothesis development. It should be note
that the preadmission criterion for each aspect
of outcome (indicated by being boxed) was
the best }n‘l.gd]ictor in the EHRCG sample for

ping-out—adds——only-one—outcome measure and does not appear

at all for the two drug outcome measures.
<

Relationships Between stay in treatment and
outcome must be cautiously interpreted. It
would be jumping to a.conclusion to assume
that a,strong relationship means that staying.
in treatment was, even in part, responsible
far improved outcome; it is entirely possible
that poor progress in treatment may lead to
_premature discharge. ., Undoubtedly, both
phenomenga play a part in the relationships
between treatment retention and outcome. #

The improvement in prediction by taking treat-

ment completion into account is, in fact, simi-
lar for most outcome measures to that shown
in a different form in table 6 (chapter 4).

METHADONE SAMPLE

The results for the methadone sample, shown
in table 10, are somewhat different’in their
- patterning. The average proportion dfythe
variance of the seven outcome measures ac-
counted for by the intake interview is some-
what less than in the EHRC sample--2]1 per-
cent. For methadone subjects, however, the
outéome measures are sharply divided into.
two “catggories. Three of them (dysphoria
- and the two alcohol measures) were well pre-
dicted "by the intake data, with from 28 per-
cent to 31 percent of their outcome variance
accounted for. The other four measures were
less well predicted by outcome with from 12
percent to 19 percent of outcome variance
~accounted for. . .

-

What is most striking about table 10, in con-
trhst to table 9, is the relative contributior(’a

to \rediction made*by:different types of in- .

take variables. As in the EHRC sample, alco-
hol measures_cantributed little, to ex laining

4
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TABLE 9.—Multiple regression analyses of outcome criterion measures with 23 intake measures and
treatment retention as predictors_for Eagleville sample T

-’
Outcome Criterion Measures = Dependent Varjable

* . e Criminal
Alcohol s} Alcohol . Drug Justice 4
Consumption Problems .Drug Use Problems Dysphoria . Index Unemp'ioyed
. .
N= . 161 161 T 161 © 206 206 . 206
R’=Proportion of variance M
accounted for by: '
. . " -
Criterion on Intake® >~ 086588+ > 16588+ ,0051 ¢ 0057 .0193* 216674+ 20415%*
Alcohol measures’ e * .0252 0122 0137 0167 0172
. Other intake’ measures® | .2317;‘; J137388s 1212788 19738+ 217388 | 15224+ .0836*
‘ Totai: 23 intake measures 3182ees 13031084 12429* »2152¢ .2503%%+ 13355488 ‘.1423
Rlus treatment retention .0510%8s .0308* .0147 207140 .0048 .1028%s* +0508%%*
. [t T .
Total: 24 measures 2369288+ 133398 © .2576%¢ L2866 225514+ /.4383‘“ .1931%
R with 23 intake “ .
«Measures L5648 55188 493% . 464 .500%ss 5790ss 377 °
R with 23 intake . ) .
measures plus treat- 1 “ .
. ment rentention .608%+s \578%%* .508%% 53580 ] goseee _.6620%e .439* ‘
Independent variables con- Sex(M) .. CurAlcUse f- Compli¢ SchDisc Complic CrimHist Educ(Low)
tributing most to predic- Complic (LifeAlcPr CrimHist Abused Sex(H o[ [MosUnemp!]
tion, in order:? -DrugProb CrimHist Hyperact Heroin Abused .*SchDisc ParSES(Lo
' CurAlcPr [CurAlcPr]} | = Schbisc Hyperact CurAlcPr Alienated [ SchDisc
Alienated v | Alfcnated ~LifeAlcPr MosEmpl Hyperact LifeAlcUse
-PsychHosp | SchbDisc ~DrugProb #DrugsUse | Race(B1) ‘
. -PsychHosp| .

*p < 055 *%p <.01; **sp ¢ ,001 . )

lWhlle a test of significance is available for the R? change produced by a single independent varfable at the step when it enters

the regression, as well as for the total R? produced by the sct of independent variables from Step 1 to any point, we do not

know of a test for the significance of the R’ change produced by a nonseqyential set of independent variables. Therefore,
where the entty in thesec rows issbased on such a set, the p value is that of the single most significant varfable in the set.
This procedure ylelds a, conservative estimate of the statistical significance of a get qf independent_variables,

2

. — - .
e-trdependént Varlables fisted are those that -account for at Jeast 1.7 percent of the varfance of the outcome measures for
which they are listed. The majority of those listed also added a significant amount of variance at the step whélmthey entered
the regression cquation. They are listed In the order of magnitude of their contributions to the final regression equation.
Al labels are orjented 8o as to indicate the intake status assoclated with poor outcome status; when necessary, the label is
modified to indicate thls by a minus signsor other indication. The intake variable(s) corresponding to each outcome measure
o are enclosed in a2 box. ! .

Y

NOTE: ' Listwise deletion was psed, 30 that the analyses included only subjects with no missing data. Some of the ftems on & 4 |
which intake meisures ware based were added affer the study begani in addition, 10 percent did not report either
parent's occupation. As a result, 15 percent/of the EHRC subjects and 29 percent of methadoge subjects were dropped
° from the analyses in tables 9. 10, a\nd k. Ve
. . . ’ , . .. . P

.

’ 5, \ .
N . ) } . \ i ,
. PR 4 -




.

-

’
7

and treatment retention as predictors for methaddne sample

-

Qutcome Criterion Mcasures =

TABLE 10. Multiple regréssxon analyses of outcome criterion measures with 23 intake,measures

Dependsnt Variable

‘ / . . . Criminal .
° / Alcdhol Alcohol ! Drug Justice ,
c Consumption Problems Drug Use  Problems Dysphoria . Index Uncemployed
12 N T
/
N= / 330 330 330 330 370 3 370 370
R!'=Proportion of variance
. accounted for by: . N
{ e N s L0B18%%* .0531%8¢ .1897¢8+” ', 0820%** .1505¢¢¢
¢ -2475 L Bt -0202 [0461 e -0042 10067
* ,0327 .0477%* .0259 .0604* 07384 079044+ .0314
.2802%** .3013“‘ 123784 L1337 © 309644 L1652+ .1886%*¢
.0008 0007 ,0335¢%* .0467%** .0009 ~.0605%** .0414%%+
.2810%%* .302]1%%* - 1572444 . 1804%+* .3106““ L225744¢ .2300%**
o N —— ——— _'. —— ———— ————— ———
B with 2% intake
* measures 52944+ 549844 L3524 .366** .556%¢ | -406%%% | .434%%
R with 23 intake . I A
measures plus tredt- .
ment rentention 5300+ 55004 L3964 425+ .55784s L4758 .480%**
Independent variabies con= | [CurAlcUse| }[CurAlcPr rugsReg ] | [DrugProb] | [Dysphoria] |[CrimHist] MosUnempl
tributing most to predic- LifeATcPr CurAlcUse Drugsl Dysphoria CurAlcPr SchDisc ex
tion, in order:’ [LifeAlcPr] | LifeAlcUse Age(Yng) MosUnempl! Complic .
LifeAlcUse LifeAlcUse N
v - Sex(F) .
. -
*p< .05
**p¢ .01 ) [ 8 B
se2p ¢ . 001 ~

.

lwhlle a test of significance is available for the R' change produded by a single independent variable at the step when it enters
the regression, as well as for the al R? produced by the sef™of independent variables from Step 1 to any point, we do not
know of a !es!‘for the significance of the R! change produced by a nonsequential set of independent varfables. Therefore,
where the entry in these rows ts based on such a set, the p value ia that of the single most significant variable, in the_set.
This procedure yields a conservative estimdte of the statistical significance of a set of independent variables.. .
Z'I.'he independent variables listed are those that account for at least 1.7 perdent of the varlance of the outcome mcasurc for
. which they are hsted. The majority of thoge listed also added a significant amount of variance at the step when they entered
the regression equation. They are listed in the order of magnitude of their contributions to the final regression equation.
All labels are oriented so as to indicate the intake status assoclated with poor outcome Status; when necessary, the label js
: modifiedl to indicate this by a2 minus sign or other indication. The Intake variable(s) corresponding to each cutcome measure
are enclosed in a box. \ . . ‘
& . -
.
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variances in drug use and drug problems (2 borne in mind, however,/ that the mere fact

.; percent for each). The major contribution of treatment retention iq’la crude measure df N

/ to predi‘_ction was, for each outcome measure, treatment delivered by the program and re-
made by the preadmission variable directly ceived by the client for either EHRC or meth-
corresponding to 1it, as éam-be seen in the adone maintenance. '

- listing of independent variables. The "other -
intake ‘measures"” accounted for the minor part Table 11 examines in more detail two phenom-
of the predicted variance for each outcome ena that were noted in tables 9 and 10, the
measure In marked contrast to what was found fact that the set of independent variableg
in the EHRC sample, * described as "other intake measured? accounted
‘ for a much greater portion of outcome¢ vari-
One might wonder why, 1n both the EHRC ance in the EHRC sample than fn the metha-
and methadone samples, intake information done .samp’le, and the fact that the correspond=
and, in particulars the corresponding pre- ing preadmission criterion measure wasg_the
o treatment status, was least able ~to predict best single predictor “of each of the seven
. outcomes. n regard to drug use and drug outségmé variables in the methadone sample,
problems--the very symptonts for which our whilé this was the case for only one outcome
+ subjects entered treatment. The most*likely measure (the criminal justice index) in the
\s reason 13 that this population, by definition, EHRC sample. Table 11 is based on the same
- consists entirely of pepple with high levels stepwise multiple regression analyses that
of drug use and associated problems on in- are summarized in tables, 9 and 10, but
take to treatment. The limited range of pre- groups the 23 intake measures differently so
treatment variation in drug use and problems ,as to address these issues.
thus makes 1t mpossible for these measures .
to predict very much of the substantial vari- The intake variables are divided into four
ance in drug use and problems that was seen groups: (1) Background, consisting of 10
o on followup. In contrast, while all of these demographic and early history items (gsex,

" drug addicts had presenting problems in one age, race, parents' SES, education, schoal
or more ateas other than their drug abuse, disciplinary problems, hyperactivity, happi- -
it wds not the same area for allt  As a result, ness as‘a child, history of abuse in child-
there was sufficient pretreatment variatiop in *hood, and psychiatric hospitalization); (2)
alcohol consumption, alcohol problems, dys- Five measures of drug histery and status .on
phora, criminal history, and employment "to intake (drug problems, complications of drug
make these useful variables for the prediction use, frequency of heroin ‘use, number of

. Of outcome status. drugs used, and number -of drugs used regu-

larly); (3) Four measures of alcohol history

The degree of prediction added by knowledge and status on intake (lifetime and current

of treatment retention for methadone subjects alcohol consumption, lifetime and current alco-
reveals a striking relationship not found for " hol probRms); and (4) Four other measures
EHRC subjects. As regards the three meas- of pretredtment status (criminal istory, -
" ures of outcome found-to be most strongly a months of unemployment, dysphoria)) and alien-
function of pretreatment status--algphol con- ation). .

sumption, alcohol problems, and dySphoria--

there was no effect attributable to treatment The most striking and consistent difference
retention whatsoever, Taking into account between the EHRC and methadone samples in
the overall reduction n dysphoria and, to a the predictive power of the four gets of intake
lesser extent, alcohel consumption (see table - variables is ‘that the early background vari- -
5; chapter 4), 1t 1s possible to predict fairly ables played a greatér role in the prediction
well at thq time of admssion to methadone of each outcome variable for EHR subjects
mainten'am;z both the average level of these than for methadone subjects, rarfging from
measures Y-year later, as well as the relative - twice as greak\to 24 times as great. The spe~
standing of an individual within the group, cific demogvhphic and early history variables
without having to know whether or not the more predictive of outcome among EHRC sub- .

client will remain in treatment. - jects varjed from one outcome measure to

’another, as can be seen in the lower portion’

As regardd drug use, drug problems, crim- of table 9.
inal justice involveinent, and employment, how- ! . -
ever, the situation is quite dffferent. These As regards the sets of intake measures rep=
measures were less well predicted from intake resenting drug history, alcoho] history, and .
measures, and knnwled;y: of treatment reten- "other.status measures,” there are no differ-
tion added significantly” to the prediction of - ences betweerf the two,treatment samples that

¢ JQoutcame, although the contribution of treat- are consistent across the seven outcome meas-

. mept retention in each’case was still weaker ures. Each' of - these three.sets of intake

than that of the intake d4ti. *It should be measures, howeVer, Includes the specific.pre- -

g - 37 ‘g [ .
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admisséion criterion ‘measures for two or more
outcome measures. When we examine the.spe-
cific intake measure or measures correspond-
ing to each outcome measure, as is done in
the lower portion of each half of table 11, it

is apparent that pretreatment status on each
criteripon variable predicts, outcomes much bet-
ter for methadone subjects than for EHRC
subjects. This is true’for all but one of ‘the
outcome measures, most strikingly for the
two drug measures and for dysphoria. Only
for the criminal justice index is the pretreat-
ment history a better predictor among EHRC‘-
subjects. _
For EHRC subjects, then, knowledge of the,
patient's demographic characteristics and garly
history on admission to treatment were eyl
celally useful in predicting posttreatment &
comes. Additional analyses, not reportecNg#
here, show that this is true regardless of
whether treatment was completed or.not: thus,
it is unlikely that his phenomenon is a result
of the treatment itself, Rather, the kind of
drug addict who chooses or is referred to
Eagleville .is apparently one whose current,

problems not only have their roots in the past, '

but are still very much a function of long-
standing, unresolved difficulties. We have
seen in chapter 1 that the EHRC sample in-
cluded a larger proportion of people with his-
tories of social and psychological instability,
and it was there suggested that their referral-
to an intensive residential program was appro-
priate. Thegse findings confirm that view,
by demonstrating that.for thesg drug addicts
the effects of their early backgrounds must
be overcome before they can be successfully
rehabilitated. .

A} 2 .
. Since treatment outcome for the fethadone
subjects was a function of early background
to only a limited extent, treatment that fo-
cuses more on the client's ecurrent situation
and mode of functioning seems more appropri-
ate for these clients. Furthermore, while
outcome was more a function of current status,
rather than early background, it was not just
a continuation of the same behavior. ’For
example, preadmission employment pr icted
outcome status in regard to alcohol problps,
dysphoria, and criminal justice involvement -
as well as emplé%t’he criminal jus-
tice history predieted alcohol consumption,
drug problems, and-employment as well as
criminal justice involverent, e, data may

pport the ylew that cofxnse}i? in methadone

ograms may be quite- effectlve for ‘many
clients by emphasizing presen nctioning
rather than early background dynamics.

What do all these figdings about the "pre-
diction" of outcome mean to the cliniclan? In
the case of our sample, or in any of its

.

~
.

subgroups, less than 25 percent of outcome
variance could have been predicted in advance.
But there is another, fnore important, meaning
of these findings for those who provide treat-
ments Tables 9, 10, and 11 describe pretreat-
ment cRaracteristics of these pérjticular drug
addict® that played a part in their treatment
outcome$, given ‘the particular treatment that *
they were offered and able to participate in. -
Viewed in this way, these findings can be
used to improve treatment by helping us to
understand certain differences b@ween treat-
ment populations in the ways they ‘can best:
be helped. - e T

v

- "o

In a very real sense, thay ideal toward which
e aspiré in designing treatment programs is
to reduce the R between intake and outcome
variables-to zero. This would be the caci:a if
it were possible, for each individual who comes
to us for help, to achieve successful rehabili-
tation regardless. f\ his or her past. What
we have learned 'ﬁom thé multiple regression
analyses is that this ideal can be approached
only by understanding the part played by
the distant or recent “past, and by subsequént
treatment.

.~

- ”

It might seem from tables 9 and«l0 that treat-
ment made little “difference in outcome, com-
pared with pretreatment characteristics. As
has, been noted, however, the mere fact of
treatment retention provides only a crude
and very limited picture of the impact of treat-
ment. In spjte'of this, for both the EHRC
and. methadone samples, treatment retention

' accounted for a significant amount of the vari-

-

12N

ance in séveral outcome measures over and
above that accounted for by intake informa-
tion, adding as much..as a third again to the
predictive power of the intake interview.,
Treatment does indeed make a difference in
outcome, and the fgll extent of that difference
can be gauged-only by a more detailed look
at in-treatment variables than is possible in
this report. - s

7

final question could be asked, namely, do
se findings have anything to add to our
derstanding of alcohol abuse in, drug ad-
cts, or are they merely an interesting by-
product of the study? A consideration of
many aspects of the intake interview not only
broadens our understanding of the factors

' associated with good or poor treatment out-

comes.in different areas of functioning, but

_enables us to identify -which of the relation-

ships, previously seen between the alcohol
history and outcomesmeasures are the product
of the alcohol history itself and which are
produced by other factors. ~Thé result has
been to verify most of the findings presented
in. previous chapters. ’

.
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TABLF 11 —Multiple regressxo?x analyses of outcome criterian measures with 23 intake measures o
as predictors for Eagleville and methadone samples _»
Outcome Criterion Measures = Dependent Variables . ’
, \ > Criminal v, Mean of 7
Alcohol Alcol Drug Drug 4 Justice Unemploy- | Outcome
B onsumption | Probfems Use Problems- | Dysphoria Index ment Measures
e p OIS
.- . . . \
Eagleville Subjects N= . 161, 161 161 1él 206 ~ 206 L 206
% . . a
;_} Multiple R S640%* .551‘,‘%(~ 0.?93‘ .464* 500%%¢ 5T9HE* , 377 504
. R.,gProportion of vari- . 3 \e"{;«, e ' ) .
- ance accounted for ~ +3182 .3031 o | 52429 2152 . .2503 .3355 & 1423 ..2582
Proportion of variance . ‘ R I © o ee
accounted for bys < -7 - :{1 By j/;% ¢ O )
* L S R
Background. . . .1580 ¢ [%,0361 0906 1270 0972 .0984 0643 %0959
o RQrug history" N .0509 749.032«4 .0920 .0409 « 1165 .0205 40176 <0530
Alcohol history .0865 1658 0251 0122 . L0137 | 0167 0172 .0482
OtHer status measures »,0229 .0689 .0352 0351 . .0229 ~.0999 .0432 .0611
*
Total ¢ .3182° ‘ﬁ"303l - +2429 .2152 .2503 %3359 1423 A 2582
‘. >y i ~ o
. | Proportion of variance - 1, B . R N
accounfed for by cor- - . / | P
responding lntake vari— N e ) N o 27 . ,
f 1
able(s) - L0616 .1424 .005; 0057 . %&193 1667 . 0415 .0632
2 = 2
: Mcthador\e Subjects N= | 330 330 330 330 370 370 370
H ~ . s P ‘ N '
&1ultlple R \ 529ees 549%%% | 3524% "366“« 5860 | 40604 43488 456
52=Proportion of vari- e . . .'
n ance accounted for .28Q2 .3014 .1237 1337 . 43096 .1 o.1652 .1886 C.2146
. P - - T
, » Propor;é of the variance L S o ‘ .
! accounted for by: g . e
P . ° PR . . - - 3 *
- Background ' " ¢ L0065 ¢ & |, .0115 % 0088 0235 ,0387 L0502 . .0164 . 0224 ¢
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7. Summary and !;nplichﬁons

The research reported here de

a concern, both clinical and theor

the issue of alcohol abuse among druy addicts.
In this study two relgted but distinct dimen-
sions of alcohol abuse were operationally de-

. fined--alcohol consumption-and alcohol-related
problems--and tested predictions specific to
each dimension.

ALCOHOL ABUSE--PREVALENCE
AND VALUE FOR DIAGNOSIS | )

The first question addressed was that of the
prevalence of alcohol abuse amohg drug ad-
dicts.
prevalent, ,Using criteria based on a previ-
ous treatment population of seriously advaneed *
alcoholics, .it was found that 50 percent of
the drug addicts in this study sample had
- consumed * excessive quancities of alcoffol at
some time in their lives, and 25 percent re-
ported that they had experienced a signifi-
cant number of alcohol-related problems, i.e.,
symptoms of alcoholism. The criteria used
were stringent, so this must be considered a
minimal estimate of the prevalence of problem-
drinking histories in this population. For
example, fully half of the sample reported
having had -more than one symptom of alcohol-
ism at some time in their lives. In the 2
months before they were admitted to treatment
for drug abuse, 25 percent had been drinking
heavily, and 14 percent reported a significant
number of alcohol-related problems, based on
the same stringént criteria. A year later,
ataking the sample as a whole, the prevalence
' of heavy drinking and of problem drinking
were about the same’as before treatment.
Given the fact that alcohol abuse.is frequently
seen in patients coming to treatment for drug
abuse, what are the diagnostic and prognostic
implications of ‘either active alcohol abuse or
a past history of alcohol abuse? The diagnos-
* tic tssue was addressed by a thorough exami-
’ nation of other features 'of the intake history.
This reveale:{-that wvthose with a history of
problem drinking (i.e., a high level of alcohol-
. related problems) reported significantly more
pathological histories than did other subjects.
Their histories were characterized by early
trauma, behavioral and emotiongl disturbance
going back to childhood, and antisocial or
asocial behavior in the more recent past. -
Anxiety » depression, and suicidal trends were
prominent, and their drug use wds based more
on psychological needs than was the case with*
other addicts.

Q
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The data confirm that it is indeed .

Clearly, a history of problem drinking in a
drug addict must be considered a diagnostic
indicator that the patient has speécial treatment
needs. These pathological histories identified
- above, particularly those.rglating to early
experiences, were associated ‘primarily with
histories of problem drinking, and- not with
historieswof heavy drinking, per se, in the
absence of such problems.

ALCOHOL ABUSE AND

OUTCOME-~THE HYPOTHESES

The prognostic implications of a history of &
alcohol abuse obtained on admission to treat-
ment, as well as the relatibnships between

. alcohol abuse at the time of followup and other
aspects of*rehabilitation observed at the same
time, are addressed in the hypotheses artd
the predictions based on them. Table 12
shows which predictions were confirmed at
the .05 level of probability (two-tailed) and
which were not.'

Hypothesis'1 and the predictions stemming
from it are concerned with_ relationships be-
tween alcohol abuse and other aspegts of the
person's condition pccurring at the same time,
a year after admission to treatment for drug
abuse. Prediction 1 was that problem drink-
ing (i.e., a high Jevel of alcohol-related prob-
lems) would be associated with poor rehabilita-
tion in other areas, while Prediction 2 was
that heavy. drinking would be associated with
poor rehabilitation even after the outcomes’ of
problem drinkers have been tdken into account.

Prediction 1 was strongly confirmed: Prob-
lem drinkers had poorer outcomes in all five
of the nondrinking measures for the total
sample and for at least one of the modalities
sampled; for three of the five measures the
prediction was confirmed among both EHRC
ahd methadone #gbjects. Prediction 2, how-
ever, ywas not confirmed, except that heavy
drinkers without significant alcohol-related
problems had poorer outcomes than moderate
drinkers and abstainers in regard to nonnar-
totic drug use, and even that relationship
. failed to reach statistical significance in the
methahone sample.

»
Thus, with one minor exception, in assessing
different aspects of the person's functioning
a year after admission to treatment, we find
that problem drinking was agsoclated with
generally poor status, while heavy drinking -
in itself was not. §# <

A

Hypothesis II covers a substantial span of
time} in that_ it is conéerned with the ability
of a history of alcohol abuge obtained’on in- -
take o treatment to predict outcomes a year
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.TABLE 12. —Summary of findings for each hypothesis and predicted relationship
l‘ / ' i
Predictions Confirmed Predictions Not Confirmed
(p < .05) (p >.05)
HYPOTHESIS 1:
) .
Prediction 1: P
rotrlem nkers at followup a. Drug Use 2
will have poorer outcomes b, Drug Problems '
. than others c..Dysphoria (MM,Al]) ¢ Dysphoria (EH;p < .10)
d. Crim, Justice ’
- e. Employment (EH,Al] e. Employment (MM)
Prediction 2:
Heavy drinkers without a. Drug Use (EH, Al a. Drug Use (MM;p < .10)
R Problems at followlup will b, Drug Problems
have poorer outcomes than c. Dysphoria
" | those not heavy drinkers d. Crim. Justice
e < e, Employment
HYPOTHESIS 11: s \’
Prediction 3: .
Subjects with a history of a. Alcohol Consumption °
probleny drinking will have b, Alcohol Problems
"=l poorepfoutcomes than-others c. Drug Use (MM) . c. Drug Use (EH,All)
. d. Drug Problems (MM, All) d. Drug Préblems (EH)
e. Dysphoria’ (MM, All) e. Dysphoria (EH)
f. Crim. Justice (EH,All) . f. Crim, Justice (MM)

. ~ 8. Employment
Prediction 4: . §
Current problem drinkers on a. Alcohol Consumption
intake..wil] have poorer out- b. Alcohol Problems
comes than past problem ¢, Drug Use
drinkers d. Drug Problems
€. Dysphoria-
v f. Crim. Justice
- & Employment '
Prediction 5;: ‘ .. : “
Subjects with a history of a. Alcohol Consumption a. Alcohol Consumption
heavy drinking but not . (MM, All) : (EH;p < .10)
problem drinking will have, b, Alcoh% Problems (MM, Al]) b. Alcohol Problems ‘(EH) -
pPoorer outcomes than those c. Drug Use (All) €. Drug Use (EH,p < ,10;
with a history of neither - MM,p < .10)
‘ *. d. Drug Problems (All) d. Drug Problems.(EH;MM,
/"\ * P <‘010)
e. Dysphoria (MM) e. Dysphoria (EH;All,p < ,10)
) f. Crim, Justice
&£
p g Employment
. “ —
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. TABLE 12, —&mmary of findings foxl each hy-'pothesis and predicted relationship—Continued
-

.

<

Predictions Confirmed

Predictions Not Confirmed

- / ' .

(p < .05)

(p > .05)

Prediction 6: s
urrent heavy drinkers on a. Alcohol Consumption a. Alcohol Consumption (EH)
intake will have poorer omt- (MM, AlD C e
comes than past heavy ° b. Alcohol Problems (MM,All) 6. Alcohol Problems (EH)
erkers L~ . c. Drug Use *
d. Drug Problems
e. Dysphoria
. -t . f, ‘Crim, Justice
. g. Employment.

NOTE:
. was fot) confirmed for the Eagleville,
such entry, the findings were the same

a two-tailed p < .05 was required for confirmation, p values at the

- in the "not confirmed" column,

=

later. Prediction 3 predicts poorer outcomes
among those with 2 history of problem drink-
ing, and Prediction 5 predicts poorer outcomes
for heavy drinkers after the effect of problem
drinking has been taken into account. Predic-_
tions 4 and 6 are concerned with the differ-
ence between the lifetime and recent alcohol -
histories. S )

Prediction 3 was confirmed to a substantial
degrees A pretreatment lifetime history of
problem drinking did predict less successful
rehabilitgtion a year after admission to treat-
ment. As might be expected, .t predicted
both heavy drinking and problem drinking
most strongly, exceeding the ,001.level of
probability in both the EHRC and methadone
samples separately. - Problem drinkers also
had poorer outcomes in four of the five non-
drinking measures, but at a statistically sig-
nificant level for only one of the-treatment
modalities in each case. Methadone subjects
with a history of problemsdrinking reported
significantly more drug use, drug problems,
and dysphoria on followup than did other
methadone subjects. EHRC subjects with a
history of problem’drinking reported signifi-
cantly more involvement with the criminal jus-
tice system during the year of followup than
dld other EHRC subjects, Employment was
the only outcome measure unrelated to the
pretreatment fkproblem drinking history.

When those with a history of problem drink-
ing are removed from the 'an ysis, does’a
lifetime history of heavy drinking in itself

a

.

Entries in parentheses--EH, MM, and/or All--specify that.a given prediction was (or
methadone, or -total samples.

Where there is no
for each group and for the total sample. While
.10 level are cited

portend poor outcomes? Prediction 5 received
some confirmation, but at a weaker level than
Prediction 3, Among methadone subjects,
heavy.drinking in the absence of a significant
level of alcohol-related problems was associ~
ated with alcohol consumption, alcohol prob-
lems, and dysphoria on folbwup. Differences
in these outcome measures among EHRC sub- -
jecds were smaller and did not reach statistical
significance., Drug use and drug problems
were also more prevalent among those with a
history of heavy drinking than among moderate
drinkers and abstainers, bwt“these differences
reach statistical significance only when the’
EHRC and methadone samples are combined.
Neither criminal justice involvement for emp loy-
ment on followup was related to a history of
heavy drinking, per se.

Predictions 4 and 6 are concerned with the
distinction between past and current problem
drinking and heavy drinking. It should be
noted that the comparisons required to test
these predictions are made a fortiori, With
regard to problem drinking, the major set of
predictions, those under Prediction 3, are
tested by comparing Types I, II, and VI
with Types III, IV, V, and VI of the intake
drinking history typology. Confirmation of*®
Prediction 4 then requires a statistically sig-
. nificant difference between Types I and II,
'two types already above average in the preva-
-lence of poor outcomes. In the same way,
Prediction 5 was tested by comparing Types ..
III and IV (already losing the heavy drinkers
in. Types I and II from the analysis) with
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VI; Prediction 6 is then base.d

Types V an
between Types III and v,

org differenc

Thus, the predigtions regarding past versus
current alcohol abuse histories on intake have
to do with a narrower range of differences "
in a reduced number of subjects, Prediction
4 was confirmed,and that very strongly (p<
.001), only with- gard to the two drinking
outcome measures, alcohol consumption. and
alcohol problems.. Prediction &, that current
hegvy drinking with no history of problems
is more of a negative indicator than past heavy
drinking, was confirmed at an acceptable level
of probability only for methadone subjects,
and only in, regard to alcohol consumption
and problems at followup.' Differenceg among
EHRC subjects were of similar magnitude byt
not statistically. significant because of the
smaller number of ‘cades, . .

<

A history of alcohol abuse was thus found to
be associated with poor outcome on follbwup
for both the EHRC and.@ae.thad??g samples,
There were, however, some di erences in
thé types of poor outcomes most strongly asso-
clated with problem drinking in the. two treat-
ment samples, as can be geen in table 12,
Involvement with the ¢rimingd justice system

' was more strongly related to problem drinking
among EHRC subjects. This wag true with -
regard to problem drinking, on followup ag”
well as that grior to treatment. Dysphoria
at the time o ollowup was strongly.related
to!'both past and -contemporaneous alcohal
abuse only for methadone subjects. Further-
more, it was only in the methadone sample
that a pretreatment history of problem drink-
ing was related to levels of drug use and
drug-related problems. n followup, andKre- w
treatment Reavy drink g by itself predifted
both alcohol consumption and alcohol-related
problems on followup. Thus, the implications

" of | alcohol abuse and its effect on outcome
appear to be somewhat different for the EHRC
arld methadone group3 in the details, but they
are clearly' negative for both groups,

To summarize thege findingd; Poor treatment
outcome was most strongly jssocia with

problem drinking at the time of follo?up, next
with prebtem drinking current at intake, then

problems, a curious reversal of expectatién
was found. Heavy drinking at the time of
followup was not asseclated with _poor outcones
N aspects of functioning other than alcohol
fuse and abuse, while pretreatment heavy

idrinking did predict poor treatment outcome.

]It appears that alcohol-related pmblem’s ex-=
;perlenced by about half of the heavy drink-
jing drug addicts result in more pervasive

S——
o

) . "

\

difficulties than does heayy drinking in and
of itself, 1In this treatment[popuhtion. how=~
ever, heavy ‘drinking at -one point in time
had a high probability of becoming problem
drinking at a later time. If it does, and onl

* if it does, a general failure of rehabilitation.
is likely, -

It should be noted that both -of the treatment .
modalities sampled achieved their primary goal

of reducing drug abuse, Furthermore, better
outcomes were found in those who remained
0. treatment longer, Contrary to what one
might expect, those with a- history of problem
drinking were no less likely to remain in treat-
ment, Thus, treatment retention ‘and problem
drinking are independent predictors of out-
come. . *

THE PREDIC\'I\‘OQE OF OUTCOME
IN TWO TREATMENT SAMPLES -
The next two issues raised at the end of chap~
- ter 1 had to do with the predictors of ¢ come
and possible differences between the two”treat-
ment modalities from which our Subjects were
drawn. The multiple regression analyses in
chapter 6 provided some interesting and sug-
gestive information about the pretreatment
pfedictors of outcome. A major finding. was
that use of alcohol-intake measures provided

little explanation of outcome variance regard-
ing drug use on followup,

<t

DOES METHADONE MAINTENANCE
LEAD TO ALCOHOL ABUSE?

The increasing recognition in recent years of
a serious alcohol abuge problem among metha-
done-treated drug addicts has suggested to
some the possibility that methadone itself in
some way leads to problem drinking, that is,
‘creates alcghvl abuse in drug addicts who
had not previously had a drinking problem. -

The findings of this ‘study make it quite clear
that this is not generally the cage, athough

we cannot rule out the possibility that it may
occur in rare instances.? Most of the metha-
done clients who had a drinking problem ‘a
year after admission to treatment had had v
such a problem béfore beginning treatment

(as was the case with the EHRC sarple). !

Overall, there was no increase in problem
drinking, Furthermore, those who remained
on methadone maintenance’ the entfre year
were no more likely to have’a drinking prob-
lem on followup than were those who received
methadone for a shorter time. Such, a differ-
ence would be expected if the methadone were
responsible for the drinking, While a small,
though appreciable, minority (18 percent) of
" those who claimed on intake that ‘they had .
never drunk excessively or had any problems

- .
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with alcohol did report extessive drinking on
followup, the rate was the same for EHRC as
for methadone subjects. ’ '

Our data show that the &trongest rehabilita-
tive effects of 1 year of methadone mainte-
" nance were in control of narcotic abuse and
improved employment. The data point up
the need for methadone programs to be aware
of the potential of the alcohol abuse problem
in patient populations and consider methods

},ad-th'éssing this problém,

WHAT DOES ALCOHOL ABUSE
MEAN IN A DRUG ABUSER?

’,

The findings of this study indicate that ‘exces-
sive alcohol consumption and problems symp-
tomatic og alcohol abuse_ are prevalent in drug
treatmenf populations. The prevalence of
problem drinking in this population was high
. in comparigon to the general population

(Cahalan 1970; Barr et al. 1974). Prevalence
was high at three points in time--before their

, addiction to drugs; at the time they entered
treatment. for drug abuse, and 1 year later.

s

If one's focus is on the presenting problem
of drug abuse, problem: drinking may be seen
as a complicating problem that must bé consid-
. ered in planning an individual's treatment.
The findings confirm the hypothesis that the
drug addict with a complicating” drinking prob-
lem is more difficult to rehabilitate. Problem/
drihking. that is active on admission to’ treat-
ment for the drug problem is the poorest prog-
. nostic sign—(pr poses the greatest treatment
. difficulties}. Problem drinking in the past
history that is not currently active on intake
. b8 less of an interference"‘vﬂfﬁ treatment, but
. - should also be & matter of cancern.

L4

In viewing the person's_total substance abuse
history, problem drinking by drug addicts is
‘the most common type of ‘multiplé substance!
abuse that-has been identified in this sample:
The findings show that problem drinking drug
‘ abusers are more deeply disturbed, and their
. disturbance can be traced to the earlier per-
fods of life. The involvement of these drug
abusers with alcohol is 'not just another aspect
of tHeir substance abuse, but’ a possible indi-

_cation of serious and pervasive underlying 4 |

disturbance. Excessive alcohol consumption
coupled with alcohol-related problems, includ-
. ing loss of control over drinking, was found "
to have more serious implications. than exces=
sive consumption without the assoclated prob-
lems. From this broader viéwpoint, it is not
the problem dripking as such. that interferes
with treatment, but the underlying pathology
that is responaible for both' the problem drink-

. ing and the treatment difficulties.
| .\) | E N .
ERIC ,
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This study did not base the identiﬁ&ﬁq& of

probiem drinking on the mere consumption of
alcohol, but on the existence of alcohol-related
‘problems as well. It was thus possible to
differentiate among problem drinkers, heavy

. drinkers without reported problems; and mod=-
erate drinkers or abstainers. The data pro-
vide the basis for the same type of analysis
of drug abuse, since not only use of drugs,
but associated problems and psychological
motivations for use were studied as well.
These distinctions used in this study should
be applied to the abuse of all substances.
In this way it' will be possible to investigate
the relationship between the use and abuse |
of specific substances, rather than accepting
unthinkingly a legal or other definition of
drug use as necessarily constituting drug

+ abuse, °

c

The fact that drinking and associated symp-
toms vary widely among drug addicts enhances
the value of ‘the alcohgl history as a diagnos-
tic_tool. The ‘level of pretreatment herdih
.usé, in contrast to alcohol use, varied little
among subfetts within this treatment popula-
tion, and the slight differences that did exist
did not predict differences in treatment out-
come. - Furthermore, pretreatment differences
among subjects in their use of sedatives, am-
phetamines, cocaine, marihuana, and tranquil-
izers also did not predict differences in reha-
bilitation on followup. ’

Thus, alcohol abuse can be a highly meaning-
ful and clinically useful indicator of per vasjve

problems and ypecial treatment needs of-drug
clients. . )
'RECOMMENDATIONS FOR TREATMENT g .

The most obvious recommendation based on

. the findings of this‘study is that treatment
programs provide a thorough assessment .of
each prospective patient before a treatmeng
plan is established. Clerits at high risk of
manifesting drinking problems during and
after treatment can be identified at intake in
most cases if the proper questions are asked.
The intake history must. cover not only the
consumption of alcohol, but motives for drink-
ing, gains obtained from: alcohol; loss of
control over drinking,
iological bad effects from alcohol, and conse-
quences in the person's life of his drinking.
It is_necessary to ascertain what alcohol does
for and to the person.

Inquiry should be made about drugs as well
as alcohol, and about many other features of
the person's history and current functioning..
The data show that-tlepression and criminality
are of special diagnostic significance in treat-
. ment planning. Since there is_a high
44 *

s

v

-~

psychological and phys- '

L]




: ERI!

Aruitoxt provided by Eic:

incidence of depression and suick}; in this
Population, it is essential to identify these
problems, - M

R .
Since alcohol abuse on followup is the aspect
of outcome most predictable from the intake
alcohol history, it ig usually possible to iden-
tify the patients who most need to be watched
for the development of this complicating’ prob-
lem. Future problem drinking among drug
addicts is predicted not only by a past history
of problem drinking, but by a history of ex-
cessive alcohol consumption as wglp even when
assoclated problems have, been®™ denied,
In reviewing the intake characteristics of the
methadone clients who were in drug-free pro-
grams at 1 year and the Eagleville ex-res{dents

.

. drinking, as well as the dr

intenance at 1 year,
that these special
tment modality sam-

who were on methadone ma
one is struck by the fact
subgroups within each trea
ple were more like the typical patient in the
modality they were in at folllbwup than the
typical patient in the modality they first en-
tered,
3 ve been riore appro-
priately referred in the first place if (a) a
more “thorough ‘assedsmient of their nesds had
been made at intake and (b) a wider choice
of treatment modalities had been available to . .
them, The data suggest that the needs of ,

the drug addict with a history of problem

ug addict who is

idal, may be better

a comprehensive form of treatment,

anxious,' depressed, or suic
$ met by

~




N FOOTNOTES
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CHAPTER 1 _ . .

tWe Wwish to express our gratitude for the cooperation of the followin methadone treatment

B ’

- —programs: Mantua Halfway House; Philadelphia Drug Treatment Center; North Central Drug
Abuse_Program; St. Luke's Heléen Gotdman~Giinies—Rhiladelphia_Veterans Administration and
Model Cities, in Philadelphia; the Montgomery County Methadone Clinic in Norristowm,Paw;

- the Crozer-Chester Medical Center-Methadone Clinic in Chester, Pa.; and Mercer County

and Camden County Clinics in New Jersey.

»
. '

2The seeming discrepancy between the 27 percent never convicted and only 21 pércent never
in prjson stems from the fact that 6 percent had spent time in prison following arrest but
_were not subsequently convicted of an offense. - : :

- o ' .
3In addition, two-thirds of .the sample were sought for {terviews during.the year, at 2 and
7 months after admission, and a one-fifth stratified samp of the totdl study sample was
interviewed 18 month;s after admission. These data are not r orted here.

. .

2 4yrines were tested for alcohol by headspace gas chromato raphy. 'T'é's*tifi‘g"”?g'i"differént“*‘w' -
drugs was by fluorescence spectrophotometry, gas chromatography, and microchemical spot

tests. The results of the urine tests by and large ‘confirme the subject's own reports and \
so will not be reported here. . (
" CHAPTER 2 .
- . N
1'I.‘he’ actual transformation was to add .06 to each alcohol consumption score, and then take »
¢ the logarithm (base 10) of the resulting number. The constant was added in order to re- .

duce the number of categories at the low end of the scale; it had little effect on high scores.
<

21¢ would have'been desirable to differentiate between lifetime and current drug-related prob-
lems as well, but that distinction was foregone because of the extreme length of the intake
“interview. The possibly dublous assumption was made that since subjects were entering treat= .
ment for .drug -abuse, most of the drug-related problems would be currently active.

3In retrospect, the ﬁrllgle item about intoxication should have been omitted, since it éives
undue weight to a gle item, and there are no parallel items for drug use. The findings

(ORI

would not have been diffgrent however, since statistical analysis shows that the correlation N
between the .Alcohol ,Problem Score with and without this item is .98,

‘ 4The r's between paired Motivation for Use and Problemss scores were: for “alcohol, pret atment

- (using Lifetime Problems) it was .70; for alcohol on followup it was .66; for drugs pretreatment

o it was .35 for drugs on followup it was .67. In regard to pretreatment drug use,’ scores piled

! up at the upper limit of both scales, thus restricting the range of possible variation and there-
by reduging the correlation between them, . cT

5While 243 Alcoholics were interviewed, 15 did not provide complete data. As a result, N was

; . reduced to 228 for these comparisons. 2 b

‘ . 6The~ relationships between problem drinking and heavy drinking, both past anci current, as 7

% assessed on intake will be presented in chapter 3; the followup relationships will be presented

: in chapter 4. ' . : . .

PR 7Of the original list, substapces not incorporated into the sb{ drug categorles are: legal metha-

. done, alcoho! (better measured by other items) and, because they were searcelyused by-this_

S sample, hallucinogens, inhalants, and ovef-the-counter preparations.

“ - 8In order o assess pre-post change, an intake Drug- Use Index was computed in the same way,

' except that information about prescribed use was not available, See table 5, p. 23. ‘
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CHAPTER 4 , , . -

N

4

lAn additional 8 percerit were discharged as "treatment completed,” and might have been included

in this group. Since criteria vary from program to. program, and are often difficult to ascer-
taln, it was decided to use the unequivocal criterion of continuous treatment, "

« »

21 may' be noted that examination of the data for current problems on intake shows that those

with scores of two or more had significantly poorer outcomes than those with only one or none,
so the criterion of three (rather than five, as in 'the intake typology) is not too low.
- : k-3

v

’

‘ -

.

CHAPTER 5§ =

%

I'I_‘his interpretation is supported by the fact that dysphoria on followup is associated primarily

2

CHAPTER 6

lAmong the intake variables considered Were the frequency of use in the 2 months i);é;inﬂssion

2
~trip, hepatitis, a

with the use of tranquilizers, sedatives, and narcotics.

Although moderate" drinkers and abstainers were differentiated in the analyses of data, they
did not differ in treatment outcome, except for outcome alcohol measures, on which both never-
theless ‘had much lower scores than did ‘M€ preadmission problem drinkers and heavy drinkers.

~

of each drug category. Whatever ability the drug frequency scores had to predict outcome was
better accounted for by #DrugsUse and #DrugsReg, which are described further in the text.
Frequency of heroin use was nevertheless ‘included in the analysis because of its special impor-
tance, but did not turn out to improve‘prediction of odtcome significantly.

Four of these complications are primarily consequences of drug abuse (accidental overdose, bad
nd crash); thisrwas verified by the fact that the drug addicts were more than
three times as likely to report them as were the alcoholics. Two (delerium tremens and cirrho-
sis of the liver) are symptoms of alcoholism; alcoholics were over eight times ag likely to report
them as were drug addicts. Intentional overdose .was reported equally ofters by both addiction
groups. The two alcoholic symptoms constituted only 3 percent of all complications reported
by the drug addicts, so it is safe to consider the Complic Score as representing complications
of drug abuse for this sample. The percantages of drug addicts reporting each complication

1 er of magnitude: accidental overdose (41 percent of subjects), hepatitis (28~per-
cent) » crash (26 percent), bad trip (16 percent), deliberate overdose (7 percent), delerium
tremens (2 percent), and cirrhosis (2 percent). N

3In stepwise multiple regression analysis, one may specify the order in which variables are to

be taken. This may be done for varipus purposes, e.g., to give primacy to certain variables
or, as in this case, to reflect the actual sequence of events.

4This apparent inconsistency occurs because the criterfa for statistical significance increage

sharply as the number of predictor variables is increased.

——

CHAPTER 7 - '

lThe entries inWable 12 are all based on t-test comparisons of the appropriate groups from the

intake and followup drinking typologies. ~Space did not permit inclusion of all of these analyses
in the text; andlyses bearing on the predictions were presented in figure 4, and in tables 7,
8) and 90 - N

2It- is also possible that a l-year period of folbwup is too short to observe the effects of metha-

*

done on_alcohol use and abuge, We have not, however, identified any significant number of
cases manifesting the rapid oﬁbet of alcoholism in methadone clients described by Bihari (1974),
A recent report by Gearing et al. (1976) found the reverse to be the case, that is, that previ-
ously reported alcohol problems tendtd to disappear in patients who remained on methadone main-
tenance for 4 or more years. .
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APPENDIX ~
Psychofogy of Substance Use Scales

LA el .
,
J .

- .

How THE SCALES WERE DEVELOPED

A set of 65 items was asked, dealing with
reasons for using, behavior associated with
use, bad effects experienced, good effects,
and consequences in the person's life of his/
her substance use. The items were asked
separately in regard.to the use of alcohol
and the use of other drugs. When'a positive
response osgurred, the subject was asked to
specify the drug with which the effect had
_been experienced, as well as whether it was
assoclated with drug use or with withdrawal,
The sample included both subjects with a pri-
mary diagnosis of drug abuse (85 percent of
whom were primarily addicted to narcotics) -
and.subjects’ with a primary diagnosis of alco-
holism. - There were thus four sets of re-’
sponses, each of which was subjected to a-
_separate factor analysis. The four data sets
" were: responses of driig addicts to drug
items (N=851), ‘responses-of drug addicts to
alcohol items (N=656 who used alcohol), re-
sponses of alcoholics to alcohol (N=236), and
responses of alcoholics to drug items IN=100
who reported some illicit' drug use). "

The four factor analyses yielded similar sets
of factors. ‘An Index of Similarity was used
that, is analagous to a Pearson proddct-moment
r, with a range from, -1.00 to +1.00 and .00
Indicating no similarity. Thus, a high abso-
lute value for the index between two factors
from different sets of data means that the
same factor, or a very similar pair of factors,

has appeared in the two sets (a value of -1.00 ’
means merely that the sign of one is reversed).

The results are clearest when the analyses
concerned with each subject's. primary sub-
stance of abuse is compared, that is, alcohol-
icsstalking about their drinking and drug

+ addicts talking about their drug use. of 13

& :factors that appeared in each of these two
analyses, 11 could be paired across data sets.
The 11 indices ranged from .739 to .920, with

.

]

lgcale E-2,
married.

e

‘- as separate subscaleg

-any one subscale.

-

a mean of..895 and,a median of .871. ‘The
two analy&s of cross-use data (i.e., alcohol-
ics abdut drugs, drug addicts about drinking)
show similar factors, but less clearly dif feren-
tiated. As a result, fewer factors were ob-
tained (10 and 9 factors, respectively) and
they were more highly intercorrelated. ey
were, however, similar to,those obtained
regard to the primary substance of abuse.

The 11 factors that were found for both drug
addicts and alcoholics in regard to the pri-
mary substance of abuse form the basis for -
the folbwing scales. Some of these factors
(such as Scale A, Social Reasons for Use).
were relatively independent of the others.
Some factors were, however, substantially
intercorrelated, and these are presented both
and as cofponents-of a
larger scale consisting of the intercorrelated
subscales and additional items that loaded .
across several of the comporent subscales
and so could n¥¥Beaunequivocally Blaced jn
Scale B, Motivations for
Drug Use, is an example of this. Subscales
B-1, B-2, and B-3 were distinct but intercor-
related. In addition, four items, e.g., "It
helps cheer me up when I'min a bad mood,"
had substantial, loadings with more than one

_subscale and so belong in the combined scale,

g
The Alcohol Problems Score used in this study
{s based on four measures: Scale C, Loss of
Control Over ‘Alcohol Use;-Scale D, Bad Reac-
tions to Alcohol; ocale E, Life Consequences
of Alconol Use;' and the response to the ques~
tion "How many times have you stayed Intoxi~
cated for a full day or more?"™ The average
intercorrelation of these "four measureg was
,70. Each was converted to a four- or five-
point scale, ranging from 0 tq 3, or 0 o 4,
They were. then summed, so that the range
of Alcohol Problems Score is from 0 to 13.
The Drug Problems Score was obtained in
the same manner, with the omission of the
question about intoxication.

Marital Problems, was omitted, since fewer than half of the subjects had ever been
Scale E was therefore reduced from 10 to 7 items. 4
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For dlinical purposes, a shorter scale with
simpler scoring is more useful than the one
\ deteloped for thig research .project. . This ig
\ Presented following the gcales used in this
study. .

Scale A, Social Reasong for Use (four items)

to be sociable - .
because people I know use it
to celebrate special occasions

\ because on certain occasions, this ig
* the thing to do ‘

. )
Scale B. Motivations for Alcohol or Drug Use

(18 .items=4 general items plus 3 subgcale;)

Reason:

it helps cheer me up when I'm in a bad
mood

« 1 need it when tense and nervous

Good Effect: ’ <

»

free from-worries f

'
* that drinking (using drugs) helpsl you to
haye fun - ’

Using to Forget (3 items)

Scale B-},

N 4
. Reason: L h
, ,

when I want to forget something ,"/ -

Py

it helps me to "'}orget my worries .

Good: Effect: e

f
.

, .
that drinking (using drugs) helps yu
3 to forget b

. P
. Scale B-2, Feelin 8 _of Improved Social
’ and Mental Competence i; items)

, N

Reason;
-, Tt helps me tb relate to people better
it helps my mind to work better .

Good Effect !, ‘ N

<

felt that drinking (drugs) help(s) you
overe shyness L.

that-dpfnking (drugs) help(s) ‘you to
rejdx socially

th

A

drinking (drugs) help(s) you to

express your +ddeas and opinions”

that drinking (drugs) help(s) you to
be more alert mentally

Scale B~3,
(4 items)

3 / .

Relie§ from Dysphoria

oyt e

ERIC .

LI A i Text Provided by ERIC . . .
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Y

.
.

’ Good Effect:

'especially good or happy
relaxed, calm ¢
relieved of pain

that drinking (using drugs) relieves
_ tensions : \d

Scale C. Lgss of Control Over Alcohol or
Drug Use (4 items) R

/ jaMfave you ever tried to cut down or quit
N but fajled? , .
Have you ever kept on, drinking (using)
fter you had promised yourself not to?
Have you ever'worried a lot about your
' /drinking (drug use)? )
Have you ever fourd that once you started
' it was hard to stop before you got high?

S,é:a:le D. Bad Reactions to Alcohol or Drugs

T (llbitems=2 general jtems plus 3 subscales)

Havé you everlost-control of your emotions
due to drinking (using drugs)? /

Have you ever had contvulsions, fits (sei-
~(zures) (from drugs)?

/
* s D-1,

1 . Dysphotic Reactions to
Alcohol or Drugs (4 items)

Have you ever felt tense, nervous, or
anxious? . .

Have you ever felt' depressed, worthless?

Have you ever felt angry or cross?

Have you ever gotten intd quarrels or .

+ fights with peoplex '

Scale D-2, Visual Distortions from Alco-
hol or Drugs (2 items)

Have objects or people ever appeaged dig-
torted or different in some Wom
the way you know they really 18ok?

Have you ever seen, heard, or felt things
that yoy knew were not there?. - °

. Scale D-3. Psychophysiological Effects
of Alcohol or rugs tems) . ..

.

Have y?)u ever had memory lapses or
, "blackouts" from drinking (drugs)?
Have you ever.had the "shakes"?
Have you.ever had trembling hands, so
that it was hard to shave or tie your
shoes?

Scale E. Life Consequen'ces of Alcohol or
Drug Use (10 1tems=§ general plus 3 sub-
scales)

.

’ Have you.had problem's with other relatives
(other than gpouse) because ;
ing (drug use)?

yéur drink-

-]

’ 7, ~
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Scale E-1.

Job_ and School Problems
(4 items) ) N

o

Have you ever drunk (used drugs) on
the job or in other normal activities,
——e=g., school?
Have you ever been high or tight on alco~
hol (or drugs) at work or in ‘school?

Have ydu ever missed work when drinking’

; (using)? -
- Have you ever had trouble on a job. be-
cadse of drinking (drugs), including
losing a jobeor quitting?
4
Scale E-2. Marital Problems (3 itjms)
P
Has your spouse ever left you or threat-
ened to because of drinking (drugs)?
Has your spouse ever shpwn concern over
your drinking (drug use), or suggested
stopping or cutting down? ,
Has drinking (have drugs) harmed your
marriage? R T

)
Scale E-3. Problems in Social Relationships
(2 items) !

Has drinking (have drugs) evey been
involved in your losing 2 friendship?

Has drinking (have drugs) interfered
with your social life?

RECOMMENDED SHORT
.SCALE FOR CLINICAL USE
The Alcohol Problems Score used in this study
is based on 23 items, and they were given
Adifferent weights, For practical use in treat-
ment Settings, it is

ing equal weights to each.

«The item analysis was based solely on the
-responses of the 866 drug addicts in the main
study sample to the qluestions concerned with
alcohol use and igs effects, since its goal was
to produce a scale suitable for assessing alco-
hol-related problems in clients #ith a ry
diagnosis of drug abuse.

-~ 1., Have ept pn drinking after you had
promised yoursé}f not to? s “

2. Have, you found that once you started .it
was hard to stop before you got high?

3, Have you had the "shakes" from drin!lcing?
-

gt e it
™~ -

2
Item
lems have been dropped.

-

!
#

.
2
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* 12, Has drinking interfered

desirable to have a simplér.,
scale, so the 23 items were reanalyzed, assign= - time alcohol problems) was 9.08,

10 wag modified to include spouse among relatives,

L4
. )
4. Have %u had trembling hands %rom drink-
ing, so that it-was haid to shave or tie
your shoes? SRS

5. Have )éu felt tense, nervows, br'anx-
fous from drinking?

6. Have you ‘felt depressed’or worthl;t?
when drinking? ° - :

. .
7. Have you felt angry or cross when drink-
ing? :

, 8. Have you'missed work when: drinking?

9. Have you had trouble on a job because
of drinking, including losing a job or
quitting? nd

10. Have you had problemg with relatives

1 (includig spouse, if married) because

of your drinking??
11. Has drinking been involved in your los~
. ing-a friendship? .

@

with your social
life? . -

The regulting scale has, for lifetime alcohol
problems in the ‘présent sample of drug ad-
dicts, x mean of 1.98, a standard deviation
of 3.23, and_a reliability coefficient of .923.
1f subjects who reported lifetime abstinence
% e omitted, the meanfor the drug addicts .
who reported some alcohol use was 2.56, with
a standard deviation of 3.48,
coefficient of .914., For comparison, within *
the sample of alcoholics, the mean (for lfe- ~
with a stand-
ard deviation of 2.88,~and the reliak?y coef-

ficient was .811.

,
.

This analysis was based on questioning ori-
ented toward the entire lifetime history. It
is recommended that for each item producing
a positive response, the subject then be asked
"Has this happened in,the last 2 months?"
In this way, two scores will be obtained, for
lifetine problems and for current problems,
making the 'inquiry more use\ful clinically.

For the Lifetime Problems Score, a positive
«redponge to four or more items should be.a
matter of concern, and eight or more positive
. responses strongly suggest a history df alco-
holism. As regards current problems, two
or more positive responses suggest the pres-
erxe of problem drinking, and seven or more
suggest active alc?holism.

since the items limited {o marital prob-
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