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EXECUTIVE SUMMARY 


In 1991 there were from 4.410 4.9 million persons in need of treatment for drug 
problems. These estimates use methodologies developed respectively by the National 
Institute.on Drug Abuse (NIDA), and the Institute of Medicine (10M). Estimates are presented 
using both methodologies, although the 10M estimates seem more plausible .. 

The 4.9 million persons in need of treatment included 3.67 million individuals in the 
"general" population, 723,000 persons on probation or parole. 424.000 persons incarcerated in 
prisons or jails and 110,000 homeless individuals (table A). 

The' population in need of treatment··using the 10M methodology..apparently declined 
from about 5.4 million in t988 and 5.3 million in 1990 to 4.9 million in 1991. a 9 percent drop 
over three years (table AI. Using the NIDA approach treatment need lell from 5.8 million in 
1988·to 4.35 million in 1991. for a 25.3 percent decrease (lab Ie B). Based on trends in other 
measures the 10M trends seem mOre plausible: in NHSDA current use only fell 13 percent and 
past year use declined by 6.9 percent from 1988 to 1991. The Drug Abuse Warning Network 

. (DAWN) and the Drug Use Forecasting (DUF) system only found modesl declines. if any. 
between 1988 and 1991. 

NHSDA estimates covered 2.5 million persons that had been on probation or parole in 
the prior year ..a population known to be at high risk for drug problems. This is 50 percenl 01 
the roughly 5 million persons criminal justice data indicated had such a statius in 1991. About 
15 percent (369.000) of the 2.5 million persons met the NIDA criteria for needing treatment; 34 
percent indicated they had used illicil drugs in Ihe past monlh; 52 percent In the past year; and 
60 percent had ever used IIlIcil drugs. 

While these findings show that NHSDA does cover a significant number of high risk 

individuals who are forthcoming about their drug use. it also shows that a large number Of 

these persons are not captured in NHSDA estimates. There is no good methodology to 

estimate the number of criminally active individuals that are not supervised by the criminal 
justice system. 

NHSDA·based estimates of treatment need are probably conservative (even ignonng 
the issue of poor coverage of high·;;skindividuals) because the survey does not Include all of 
the information that diagnostic criteria require. The lack of certain information probably causes 
the estimates from the survey to be biased down. 

The moslfrequently abused substances in NHSDA (using the NIDA criteria, which are 
specffic to particular drugs) are marijuana (2.1 million people), cocaine (1.0 million people), and 
stimulants (344lhousand people). Approximately 100 to 200 thousand people each met 
clinical criteria 'or stimulants, tranquilizers, sedatives, anaigasies. hallucinogens. heroin, other 
oPtates and inhafants. . . 
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TABLE A, 
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About 45 percent of those needing treatment (again using the NIDA criteria) only meet 
clinical criteria for marijuana (although they may also use other drugs). The remaining 55 
percent have problems or clinical severily wilh other drugs, ot whom 25 to 35 percent also 
have a problem with marijuana. One quarter of those meeting the NtDA criteria were no tonger 
current users at the time of the survey. They had stopped using drugs alleas! 30 days prior to 
the survey. 

This study estimates that about 1.15 million persons or the roughly 5 miltion persons 
under criminal justice supervision in t 991 were in need of treatment, of whom 723,000 were on 
probation or parole, and 424,000 were in prison or jail. Studies have found that well over 50 
percent of the 1 million prison and jail inmales have a history of iIIicil drug use, and Ihal 
conceivably about 30 to 40 percent or inmates might meet clinical criteria for needing 
treatment, although studies have not been performed for this purpose. 

The 10M estimates represent 'past month' prevalence (current users) and are very 
sensitive to poly-<lrug use. In contrast, the NIDA estimates are 'past year' prevalence. but 
appear to miss poly-drug abuse except insofar as an Individual meets the separate crileria for 
dependence or abuse or more than one drug. • 

, . 
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I. Introduction 

Until 1989 there had been virtually no attempts to estimate the need lor drug treatment 
services in the United States. There have been several efforts which have examined different 
aspects 01 the topic since that time (Office of National Drug Control Policy, 1989; Institute of 
Medicine, 1990; and Office of National Drug Control POlicy, 1991). The objective 01 this study 
is to develop a current set of estimates for the need for treatmenT, building on 'the wor!< 
previously performed. 

The several studies have used alternative criteria and data sets to' develop their 
estimates. We shell briefly review these alternative approaches, before presenting a 
recommended approach. Specifically, this study attempts to apply 'clinical·llke' criteria to the 
detenninatlon of how many persons need treatment, examining the relatively distinct 
populations and concordent deta sets available for this purpose. 

The following sections of thiS study examine the need for heatmen1 among the 
'general' population, the criminal justice population and th. homeless. First, we discuss prior 
estimates of the need for drug abuse treatment. Then, we examine the clinical criteria for 
determining need for treatment. Third. we present Our estimates of the need tor treatment in 
the United States based on an analysis of NHSDA and other sources of data. 

II. Prior Estlmales ollhe Need for Treatmenl 

The first attempt to apply clinical criteria to a general population (but not a nationally 
representative sample) was In the 1980·1984 Epidemiologic Catchment Area stUdy sponsored 
by the Nationallnslltute 01 Mental Health. About 20,000 adults (age 18 and above) In 5 
metropolftan areas were administered a rigorous set of interviews that attempted to apply. the 
clinical criteria from Ihe Diagnostic and Stalistical Manual·1I1 (or DSM·III) for a broad range of 
mental disorders, including dependence and abuse of alcohol and drugS. It was estimaled that 
across three oIlhe areas there was a lifetime prevalence of approximately 1 percenl for . 
dependence on iIIlcil drugs, and 1 percent for abuse (Robins et al., 1984). This is equivalent to 
a natlonallotal of about 1.6 million persons each, for a lotal of 3.2 million persons in need of 
drug abuse treatment over their lifetimes. 

The firs! widely used estimate of the nead for drug treatment In the United States was 
developed lor the OIIlce of National Drug Control Policy (ONDCP) for the 1989 National 
Strategy. A special analysis of the 1988 National Household Survey on Drug Abuse (NHSDA) 
found tha! about 4 million persons hed used drugs over 200 times in the preceding 12 months. 
eased on unstlpulated clinical judgment, it was estimated that about one quarter of tIlesa 
might stop using drugs without treatment, and another quarte, might not respond 10 treatment, 
and thel the remaining half of these were good candidates for treatment. 
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An eslimate of 5,5 million was developed by the Institute of Medicine (10M, 1990), The 
10M attempted to develop estimates applying 'quasi-clinical' Cliteria to the 1988 NHSDA, and, 
recognizing the coverage limitations 01 NHSDA, supplementing these estimates with data on 
populations under criminal justice supervision and the homeless, The 10M study recognized 
that the 1988 NHSDA did not fullY,correspond to established sets of clinical criteria, and 
lunhermore, that poly-drug abuse is more the norm than abuse of a single substance, 
Determinations 01 'need for treatment' were based on ascenainment 01 symptoms and 
consequences across the lull spectrum of illicit drug use, rather than attempting to make a 
determination on a 'drug-by-drug' basis, 

In 1990 the Depanment of Health and HUman Services convened a working group 
chaired by the National Institute on Drug Abuse (NIDA) to develop new estimates of the need 
for treatment Unpublished estimates lrom NHSDA estimated thal in 1988 about 5,1 million 
persons met the criteria for dependence or abuse of one or more illicit drugs, In this analysis 
NIDA attempted to apply the DSM-III clinical criteria (discussed below), In contrast to the 10M 
estimates, NIDA did not include separate estimates lor the probation/parofe population on the 
theory that this group must have a place 01 residence in order to be supentised and would 
therefor be included in the survey sample lrame, 

An ONDCP Technical Paper (What America's Users Spend on Illegal Drugs,-1991) 
estimated Ihat in 1990 there were about 1,75 million haavy cocaine users and 700,000 heavy 
haroin users, with some overlap between the populations. Thet study did not publish 
estimates 01 heavy users of other drugs, nor did it attempt 10 make judgments about the 
number 01 persons in need 01 treatment, although one could construe these estimates in that 
manner. 

III. Clinical Criteria for Diagnosing Need for Drug Treetment 

Not all drug users reqUire treatment in order to stop using drugs. In lact, masl drug 
users stop without any professional assistance. While this point has not been widely 
recognized in public policy circles, substance abuse treatment professionals have been forced 
to recognize this reality because public treatment programs have often been confronted with 
more persons seeking treatment (either voluntarily, or due to criminal justice coercion) than 
could be treated with available funding. In this situation, the question becomes who needs the 
help 01 treatment in order 10 stop using drugs. The field has developed sets of diagnostic 
criteria which distinguish these most difficult cases from less severe cases. Such crileria 
should be used when attempting to study how many persons 'need' drug treatment. 

Diagnostic criteria distinguish drug 'uso'lrom drug 'abuse' and 'dependence'. 
Dependence Implies that !he individual would experience great difficulty in stopping due to 
either physiological (e.g., withdrawal) or psychological (e.g.. 'craving') phenomena, and the 
individual bfalso experiencing some impairment in sodallunctioning. Abuse Implies a different 
level 01 need lOr treatmerit, and means thai sociallunctionlng is impaired, but that 
physiological and/or psychological compulsion has not yet become a major aspect of their drug 
use. Such distinctions are based on information about the level and pattem 01 drug use and 
the level and severity of both symptoms and consequences 01 drug use. 
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Initially developed for use on individuals in clinical settings, diagnostfc criteria are also 

applied to large-scale population sludies of the use and abuse of drugs. The three most 
recent diagnostic criteria i.nclude: 

• 	 the Inlemalional Classification 01 Diseases-10th Revision Diagnostic Criteria lor 
Research (ICD-l0 OCR; World Health Organization, 1992); 

• 	 the Diagnostic and Statistical Manual of Mental Health Disorders, Third Edition. 
Revised (DSM-III-R: American Psychiatric As.ocation, 1987); and 

• 	 the Diagnostic and Sialistical Manual of Mental Health Disorders, Fourth Edition, 
Draft Criteria (DSM-IV Draft Criteria: American Psychiatric Association, 1993). 

Exhibits 1 and 2 provide a ootalled description 01 each classification system's criteria 

lor'substance dependence and abuse (abuse is termed 'harmful use' in ICD-10). 


The basic approach of these cnteria Is to establish the presence Or absence 01 a set 01 
'symptoms', which include both clinical manifestations (e.g., withdrawal, tolerance, craving) 
and social consequences (drug relaled problems with family, friends. job and/or the criminal 
justice system): To be assigned a particular diagnosis requires thai an individual meet 
predetermined counts of such symptoms. Dependence cnlena include both clinical 
manitestations as weU as·social impacts. while abuse generally means that social impacts are 
paramount, and there are few It any physiological symptoms of dependence. 

There have been several previous versions of each classification system. Indeed. 
DSM-IV replaces DSM-III-R and ",presenls an aftempt to more specificaJly define the criteria 
for abuse and dependence. Through extensiVe literature reviews. field trials and feedback 
trom professionals in the field, both ICD and DSM have been improved in terms of clarity, 
accuracy, consistency, and applicability to survey research. The ICD-10 Diagnostic Criteria for 
Research is a more detailed version of the lCD-tO used for clinical purposes. 

There are some differences among ICD-10, DSM-III-R, and DSM-IV in their criteria. 
With the exception 01 duration, their criteria for dependence vary minimally in the symptoms or 
problems covered or in the degree of detail uSed fO ooscribe symptoms/problems. DSM-IV hes 
more e><plicit detail, making it simpler to count symptoms/problems. However. because of this, 
it requires more symptoms/problems to add up to the required minfmum of three for a 

'dlagnosis of dependence. The three diagnostic criteria di"er more significantly in their 
definition of substance abusell1armful use. Again, all three criteria diner in their duration 
requirements. ICD-10 has the least number 01 symptoms and is the most vague and DSM-IV 

appears to be the most developed in terms of clarity and applicability to research instruments. 
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Exhibit 1 

Diagnostic Crltsrla of Substance Dependence 


(Continued) 


~ 

Pa!'!loistlng with $l.Jbsaance U50 despite claar e:viOOnce Of 
hamlIlJ~, lUI ~ooedbycontlnuad 1.1$8 

~ the pel'W'lwas ~ swam oi, or ()I,lUId be 
e~ to have beBo awere oIlhe nahJre ~ QXtM1 Of

"""'. 

Pre0c04)a1lon wiIh sub$la1'!C8 \1$4, as JlINliIestoo br. 
~ aIIetnetWe ~ or inlerasl$ boeing 
I1vl)n up Of reduC.tld because of Stbstance use, or e 
gteElt d6aI 0I1tme betng apenl Ft 8CtMIies 0808SS8ry 
to ablain 1M !;Ubslen.ce. tak$ Ihe sub$.t~, or 
t&C:OYef lrom it! efl8d$. 

I~ social. OQQ~ or reaaaliMal adMI.iu 
givM I.lP Of ~ beca\..1$6 01 ~ l.t$(I. ' 

"gnlIIIaeal oIl1'ne spoen'lin ~~ to gal the 
subftnce (8,g" thBfI). taIdng tha substaoce (8 g., d'IBln 
1ii/TICIking}. Of fOCOVeMg from its elled.$, 

ItnpoItanI: soda.!.,~, or reaeaLOnaladMtilJ.$ 
given up or fOOuced beot:I:.tuso 01 SWStant.8 use. 

A grut d6eJ of time ls :lp$l1Ilr! activilies necessary to obtain 
Ih& StIbstance (e.g., Wiillng rnuIIip1e doct0f3 or dri'lAng 
lOng: distance}> use U'ie sub$lel'lC8 (e,g.• chain· 
6ITltQldng), Of teCQ\lQf lrom itt (lffocU.. 

. 
CooUnuod 6l.DSlanCe O!MI despite ~ 01 having e 
pet$iSI~Ofr~soQal,~,Oi~ 
problem tha11$ calJSed Of ftBODlbeled by the tIS8 of 1M 
SI.bs1ance (e.g., keeps using MrDIn do$pite 1am!ty 
OfgtlmeniS ebQU it, OOC8~ OOptflS$ion, or 
having an ulCer made W"ClB8 by drinkingl, 

Continued ~ use ~$plte koowtedge 01 ha\lll'lg had 
II pGf$lsIeffi -or leQ.ll'Jent ph)'$ical (It ~ 
prditem lhat was Iifo.:eIy 10 ha'l/e boon caused Of 
e~ by the SUbS1B.nce (~Lg.• currenl oocaitI6 
use despite raeogn~1oo of eocaine-lnduc:&d depression, 
or continued ~ de$plte recognllion lhat an ulcer 
was mada wocse by aJooI'd coosomptlOn). 

FlaquflOlInloXic:alloo or~~ when 
e~od to MIll,.. rofe 0llIigIlUals at wont. $ChooI, 
at home (e.g... tbosoolgGto WOrk~hungOVOf, 
ooes 10' /IIChooI or work "tIlgIl, • Ir\to.llcated ¥IhIIe \afiIlnQ 
C<.\rlll of his Of her dliIdroo). Of Wheo Sl.b$lance use is 
physicaly haLaldcul (e.g•• DRS when inIodcplod). 

IlntemalIOnaI ClassiflcaliQn of Oisee$e$ - 1Ottt ~, Diagnostic Crtena tOf f'tesean::t1 (WOOd Health Organilalioo, 10 ptaSS) 
~~11c aM Statisllca1 M<muaI of ~nlal HaelUl OIsoi'dars, Third Ed~loo, Rqwisoo (American Psydllalric AssodaUon, 19B7) 
-~1lOlil1ic and StalilfiUcaJ Manual of ManleJ HaaM Disorders. Foorlh EQiOOn, Dfafl Cfllooa (Amarican Psydlia!oc A$$I)daIloo, 1993) 



Exhibit 2 

Diagnostic Criteria for Abuse or Harmful use of a Substance' 


-, , 

The disonter don not moot the crlIetIa Jo.r 8ITy mental or 
bIilhMoral disotder telal9d to !he '$.iII'lMli dr1.Q ... II'Ie 
S/U'IW) lImIa peMd (a.c:ept lor acute inlOllIcatIQn). 

HH....W" 'Va", '" ' '.q' 'f' .... , so' '.".',. ""¥",,,n 

EItllef oontint.Ied usa des(Xte kOOwIedQei at Mvhg 8 
pef'SlgQfll or AICl.Ifl'ef'd sodaI, ~, recunern sodal or interper$Ont\! prtblems caused or 
~or~ problem thet tr. caused or exacelbetDdbyttle eHed$d the subslance (tLQ.<, 
er.acelba'tadbylhe usa of h ~~ ergum9f1tS wiIh spouse abot4 ~ 01 

IntQO:::etion, physical fights), 

Never mellhe atene tor~~ 
Oeperldeocelor!hls s~. 

role ttiiga!Ions at WOIk. SChXll. or home (8.g.,-;~-;i 
abseoces or poor WOJk perfonnance related to 
substance use; sUl5ta.nce-f9latad ab$enc;es, 
~or~fromschOOl; neg10d 01 _.._. 

Has nfMlf mel Ih6 criteria lor ~ Dependence 10r 
Ihis d.aM 01 $Wstance. 

i,H.am'II'ut Use" is the JCO.1Q tf,lm'l lor thiS ealogory and 'Subslal1(a Abuse" is the DSM·IlI·R and OSM·IV lerm. 

2,ntemolionaJ ~Ilcation 01 Clis&ases -10m R9\Ii$Ioo, DiagnosUc Cril:aria lor Research (World Health OrganIZation, In pl/im) 

30iagnostic end Stalistirol Manual of MaNel Health Disorders, Third Edilion, Revised (American PsydUatric Associaloo, 1987) 

40iagnoslic and Slatistical Manual o! Manlal H88lttl Disorders, Founh EdlUOIl, Draf! Crileria (American Psychiatric Association, 1993) 




IV. The Need lor Treatment In the Household Population 

General population sU/veys 01 the extenl ot drug abuse in the United States have been 
conducted since 1971, beginning with the National Household Survey on Drug Abuse. Five 
general population surveys, including NHSOA, have attempted to apply standardized 
diagnostic criteria to more accurately determ~ne the pravaience of drug problems. 

However, to date, only NHSDA comprehensively measures the problem. Three ot the 
surveys are limited in their ability to estimate the need for drug abuse treatment for two primary 
reasons. First, each survey covers a different population and, most importantly, misses 
several critical populations in which the prevalence ot drug abuse is known to be high. 
Second, each survey asks a different sel 01 queslions on drug use and, with a lew exceptions, 
tails to capture diagnostic criteria in those questions. It should be noted thal a new survey, the 
National Longitudinal Alcohol Epidemiologic SUlVey, has included questions about Ihe tull 
range 01 illicit drugs that will allow need lor trealment to be determined using the complete ICD 
andior DSM cnteria. This sUlVey has been sponsored by the National Institute on Alcohol 
Abuse and Alcoholism, and should begin producing results in late 1993. Appendix A includes 

. an ovelView of the lour general population sUlVeys, excluding NHSDA. 

A. OvervIew of the National Household Survey on Drug Abuse 

The NIOA National HousehOld SulV6Y on Drug Abuse is the most comprehensive 

nationally representative sUlV6y of drug abuse in the United States. Conducted periodically 

since 1971, NHSDA is a sUlV9y of the American household population ages 12 and older. 

PartiCipants tor the study are selecled using a mulli ..tage area probebility sampling method, 

with OVer sampling for specllic racial and efhnic groups. Alter selection, respondents are 

interviewed In person in their homes by trained intGlViswers . 
. 

NHSDA has several strengths. 'Since the 1988 sUlVey, it has collected information on 
some items that are part 01 the ICO-l0 and DSM-III-R ctiteria for drug abuse and dependence. 
Furthermore, while NHSOA islim~ed in that it surveys only the American household 
population, since 1991. the SUlVay sample has included pelSons living in group quarters; such 
as civilians living on military installations. students living in college dormitories, and, more 
specifically, those sleeping in homeless shellers. A final strengfh 01 NHSDA is that because it 
was the firsi national sUlVey on drug use, it provides long-term trend intormation. , . 

The major weaknesses of NHSDA are that: (1) it does not adequately measure drug 

abuse in the homeless and the criminal justice populations and (2) it does not include the 

complete diagnostic criteria for drug abuse and dependence. As illustrated in Exhibit 3, 

NHSDA questions do not provide the complete information required to diagnose substance 

dependence. 'NHSDA only tully captures one 01 the OSM-IV dependence criteria; partially 

captures most or the OSM·I\!, OSM-III-R and ICO-l0 dependence criteria; and does not 

address at least one dependence criteria from each classification system. As illustrated in 

Exhibit 4, the correspondence 01 NHSOA questions with the critena tor substance abuse or 

hannful use is similarly limited. 
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Exhibit 3 

Correspondence of Questions from the National Household Survey of Drug Abuse 
.wIth Diagnostic Criteria for Substance Dependence 

Criteria 

Duration 

lack of Control 

Withdrawal 

Tolerance 

Preoccupation 

Use Despite Consequences 

Compulsion to Use 

Impelnsd Social Rol .. 

./~ FulCon~ 

'" paiuaf ComISf)OIldenCe 

o 1\10 ~8llCe 
foliA Not ApfMcebIe 

ICD-l0 DSM·III-R DSM·IV 

-I' 

-I' 

-I' 

-I' 

0 

-I' 

0 

NlA 

-I' -1'-1' 

-I' -I' 

-I' -I' 

-I' -I' 

0 0 

-I' -I' 

NlA NlA 

-I' NtA 

-... 




~ - ExhlbH4 

Correspondence of Quesllona from Ihe Nallonal Household Survey of Drug Abuse 
wllh Dlagnoallc Criteria lor AbuselHarmlul Use 

Crllerla lCD-tO' OSM·II~R DSM-IV 

Duration .,( .,( .,(.,( 

PhyslcoUPaychologlcal Harm .,( .,( .,( 

Use Despite Consequenceo NlA .,( .,( 

Impaired Social Roloa NlA NlA .,( 

legal Consequence. NlA NlA .,( 

,,~ FullCon~ . 

.t PettlaI Correspond6noe 

o 'No~e 
NlA NOI AppicabIe 

~ 

In 



NHSDA questions are based on the past twelve months which, while corresponding 

well with DSM-IV, ccntrasts with the one-month duration criteria oplion in DSM-III-R and ICD· 

10. Furthermore, NHSDA questions are not able to provide information, as needed for an lCD­
10 and DSM-III-R diagnosis, on whether problems occumed togelheror repeatedly. NHSDA 
questions fall short 01 providing sufficient information to address the symptom, 'oontinued 
substance use despite knowfedge 01 having had ......... a variety 01 social problems, which is 
integral to all three diagnostic systems. While ~ examines whelher negat,ve social, physical 
and personal problems have occurred, NHSDA's questions do not indicate whether use was 
continued despite knowledge that it would cause or exacerbate these problems, Finally, no 
questions in NHSDA adequately address the ICD-l0 symptom ot 'a strong desire or 
computsion to take the substance' or the DSM-iII-A symptom of 'frequent intoxication or 
withdrawal symptoms when expected to fulftll major role obligations....,... ' Provided in 
Appendix B Is a list at the NHSDA questions which correspond wilh dependence criteria and 
abuselharmtul use criteria. 

While NHSDA is the most comprehensive survey available, it's limitations mean that it 
yields conservative or low estimates of the number of persons in the household populalion that 
need treatment. It only partially covers the criminal justice and homeless populations, groups 
that are at high risk for drug problems, More fundamentally, NHSDA only asks a subset 01 the 
diagnostic items necessary to make ICD or DSM diagnoses. It is unknown how significanlly 
this affects the estimates ot numbers of persons with dependence or abuse at illicil drugs. 
However, the NLAES discussed above may make it posslble to analyze the extent of bias 
introduced from an a«enuated set of diagnostic items. 

B. Analytic ApptOSCll and Findings 

This analysis employs computer algOrithms and programs developed by the Institute Of 
Medicine (10M, 1990) and the Nationallnstltute on Drug Abuse (personal communication from 
Mark Brodsky, 1993) to estimate the number of individuals that are likely to need drug 
treatment. Specifically, separate estimates at the need for drug abuse traalment are mede 
applying both the 10M and the NIDA modelS to the 1986, 1990 and 1991' National Household· 
Survey on Drug Abuse, The estimates are then ccmparad and cross-analyzed. 

In general, each model examines symptoms and pattems of drug use acknowledged by 
respondents and determines whether a particular case meets crireria for dependence or 
abuse, or otherwise might be considered to be in need at treatment. Since NHSDA is a 
sample, the Indicated cases are weighted by the multiplicative inverse of their probability ot 
inclusion in the sample to yiald a national estimate of the number of persons with the defined 
set of characteristics. The NIDA and 10M models differ in two ways: 1) the 10M model 
ccnsiders the frequency and liming of drug use (the NIDA model Ignores these factors); and 2) 
the NIDA model ccnatders dependence for each drug separately while the 10M model makes 
no dlStinction betw.... n which drug Is used and which drug is causing the symptoms or 
problems. 

The 10M model bases assignment of need for treatment on the respondent's frequency 
and timing of use and on the number ot symptoms and problems reported. Symptoms 01 
dependence are coded into three ranges: no reported symptoms flOm any drug; one reported 
symptom from any drug; and two or mora reported symptoms trom any drug. Problems, or 
consequences, of drug use are similarly coded, The symplom and problem counts {each with 
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values of 0,.1, or 2) are summed to yield a symptcmlproblem scale wilh values of 0 through 4. 
Based on their symptom/problem coont as well as their frequency of use, respondents are 
assigned to one of four categories of need lor treatment: "clear,' "probable," 'possible,' and 
"unlikely." For example, "clear" need lor treatment is defined as a symptom/problem count ot 3 
or 4 and a consumption lrequency. exceeding twice weekly, Reier to the 10M (1990) report tor 
specifications of the other categories of need lor treatment; a list of the specific NHSDA 
questions used to indicate symptoms and problems: and a more detailed description at the 
10M model. 

The NIDA model, as indicated previously, determines dependence or abuse on a drug­
by.<frug basis and does not factor in the respondent's frequency or timing of use. In addition, 
assignment to dependence or abuse for a perticular drug is not mutually exclusive (i.e., a 
respondent Can be categorized as both dependent on and abusive of a drug). The NIDA 
model defines dependence as two or more symptoms and/or problems and abuse as one or 
more probtems. Because the NtDA model closely parallels DSM criteria, the Diagnostic 
Statistical Manual (American PsychiatriC ASSOCiation, 1967) should be consulted for a more 
detailed description of the criteria. 

The NIDA and 10M models differ in Iheir trealment of nonresponse to particular critical 
items. The 10M model treats item nonresponse as indicating a negaUve response, while the 
NIDA model includes an adjustmenl for non-respense, or missing data. Missing data' for some 
'recency-of-use' or "frequency-of-use' questions were replaced with logically or statistically 

. imputed values, as was data on particular symptoms and problems. The imputation procedure 
essentially entailed replacing missing data with responses based on the distribution of 
completed responses. For example, lor non-responses on drug-related probtems Ihe model 
made imputations based on the respondent's level of use and on the problems reported by 
those with similar levelS of uSe. For non-responses on drug use in the pest year. the model 
eslimated probeble past year use based on respondent's tevel of use in the pest month and in 
their lifetime. NIDA estimates are presented both without imputations (unadjusted estimates) 
and with imputations (adjusted estimates). The adjusted estimates heve been used and 
reported by NIDA and DHHS, and are used for purposes 01 most 01 this report. The 
unadjusted estimates are included in appendix C, 

Besed on the NtDA criteria about 3.5 million people met conservative definitions lor 

drug dependence or abuse of one or more Illicit drugs in 1991 and were probably in need 01 

drug abuse treatment (table 1). The two leading drugs were marijuana (2,1 million) and 

cocaine (1.0 million), with other substances having fewer than 350,000 persons meeting 

clinical criteria. From the total. 929,000 met both dependence and abuse criteria, 1.7 million 

only met dependence criteria, and 836,000 only met abuse criteria. This analysis also finds 

that Ihe number of persons in the household population meeting dependence or abuse crileria 
(in need of treatment) declined Significantly between 1966 and 1991, from 5. I million to 3.5 
million. Discussion of these trends is offered in the following section~. 

About one quarter of those meeting clinical crileria for 1991 were not actually using 
drugs for at least the monlh prior to the survey (table 2 and exhibit 5). Moreover, out of the 3.5 
million about 1.7 million (52%) only met criteria for dependence or abuse of marijuana (table 3 
and exhibit 6), Cocaine was the major drug for 99 percenl of the 1.8 million individuals who 
were not -marijuana. only· abusers. . 

.. 
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TABLE 1. 

Adjusted EsUmales 01 Dependence Ond Abuse 


(In tl!oU$(lnds) by Yeor 01 Survey (1988, 1990, 1991) 


Abuse anellor Oep""dene8 

1988 1990 1991 
1ormo,._!IV.. 
T~ 
SHmulanto 
Ana_co 
_Juana 
Innalants 

. Cocaine 
HaIIucInogonI

He"""
0tIMIf 0pIat.. 

5,089 4,300 
m 135 
476 191 
561 J66 
352 334 

3,393 2.793 
27 124 

1.437 1.194 
243 1J9 
150 92 
120 93 

3.507 
211 
232 
:}dol 
191 

2.145 
117 

1.018 
164 
126 
155 

~: L....,.iMI~o' tqaa. 19':10. on.1l~l NlCANQf!Qnci 
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TABLE 2. 

Adjusted EsHmates 01 Dependence and Abuse (In thousandS) 


by Year 01 Survey (1988, 1990, 1991) and by Last TIme Used (Used In the 

Past Month and Used In the Pasl Year Bul Nolin the Past Month) 


_V­- .. 	
1988 

_Month PcstYear 
I"' ....... 3.9:lS 1.154 

100 109 
, Tn:mqu1il8,. 222 254 
SIImulanh S05 56 
Analgeol.. 2111 71 
M9ItlUona 2810 583 
"'hal"",, 2.2 5 
CocaIne 1,147 m 

HoIludnogem 182 61 


137 13 

0Ih0f 0pI01el 70 &) 
-

1990-- Pasty_ 
3.057 	 1.249 

127 8 
155 l6 
30'1 57 
172 162 

2141 652 
89 35 

813 3Il1 
116 23 
56 l6 
78 15 

1991 
Past Month 

2.622 
142 
1&1 
215 
117 

1.723 

100 

760 

114 

113 

1:;0 


885 
iii 
<IS 

129 
74 

422 
17 

258 
&) 

13 
35 

SooIxce. ~VHI~oI 1900. 19'OU 19f11 NlDA.NaliondH~S<.I'¥tWttlCruQAtxJse 

NfA NQt CNdIQt;ie 

Low P'~ no es!Imafe reported 

TABLE 3. 

Adjusted E.Hmate. at Dependence and Abuse (In thousandS) 


by Year at SUrvey (1988,1990,1991) and by Drug Used 


01' mol'$_e. 
Ti"anqulUzen. 
Sttmulanh 
Analgeolco 
Malljuana
In_c_
Hat_, 
HerOIn 
Other Opiate. 

-
•• .. .. 

2.24' 
•• .. 
•• 
" .. 

<:md/orany 

210 
477 
561 
360 

1.033 
27 

I,Ml 
245 
154 
12.2 

Marijuana 

.. 

2.138 
••.. 

<:md/otan.,. 

1 
135 
194 
l66 
334 
614 
124 

1,195 
139 
92 
93 

.. .. 
•• 

1,675 

.. 

.. 

ardIo<any 

2l! 
232 
S44 
191 
44() 

m 
1.018 

164 
126 
ISS 

Soutce~ 1.e\loil'l.\IHI (:11~ 0' 198a 1990. 1991 NIDA NofIortQI HCiU5GhQd~rvey on t:ruQ Abuse 


"fA 
 NoIOllO_abIo. 


lOIN prec:lSon. no esIIf'MI'& ~ 


AroatvstI. eKduded t!"!O$e 0I:W\"Ig dItJQ1 QIho( tI1a1 maI).JCf\O. 


_I 
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Exihibit 5 

Percentages of Those Using in the Past Month or 

Using in the Past Year (but not the Past Month) 


Among Those in Need of Treatment 


. 1991 

Uaed Past Year 
Used Past Month 75% (Excluding Past 

Month) 

. Exlhlblt6 
Percentages of Those Using MariJuana or Other 


Drugs Among Those In Need of Treatment 


1991 

Marijuana Only 
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· Recency of use, and drugs of choice are important because of their implications for the 
treatment system, ~rijuana dependence and abuse is less associated with abuser 
involvement with violent and predatory crime, and may imply that a lower level of treatment 
intensity and supervision is necessary than for other major drugs (e.g,. cocaine and heroin). 

Second, an appreciable number of drug users appear 10 stop and start their use. It will 
be necessary to gain a greater understanding of to wihat extent external pressures such as 
employers. family. friends and the criminal justice system influence the ... starts and stops. and 
the extent 10 wihich individuals access treatment or other forms of assistance in order to stop. 

Estimates of need lor treatment using the tOM methodology yield somewhat different 
conclusions than the NIDA methodology (table 4), In 1991 there were an estimated 4.04 
million persons with a clear or probable need lor treatment (to use the terminology ollhe 10M 
report). This is somewhat greater than the estimate of 3.5 million that are drug dependent or 
abusers accon:ling to the NIDA methodology, Moreover, in contrast to the NIDA estimates. it 
represents only a 13 percent decline in need lor treatment lrom 4.6 million in 1988. versus the 
31 percent decline in the NIDA estimates. 

C. Dlscuulon of Trende 

The NIDA and 10M estimates demonstrate different trends over the 1988-1991 period. 
The NIDA estimates of dependence and abuse deCline 31 percent from 1988 to 1991. In 
contrast, the 10M estimates of need for treatment decline only 13 percent over the same 
period of time. Whiie it is not immediately apparent which trend is more valid. some light can 
be shed on this by examining other indicators of drug use. 

In genenal, NHSDA has shown a steady decline in illicit use of cocaine since t985, and 
of most other drugs since 1979. Between 1988 and 1991 there was a decline 0113 percent in 
current (past month) uSe, and only a 7 percent decline in past year use. These are very 
modest changes compared to those producad by the NIDA methodology. and relatively 
consistent with lhe trends from the 10M methodology, Furthermore, the findings from NHSDA 
are not dramatically different from trends in the Drug Abuse Warning Network (DAWN) over 
the period 1988 to 1991. DAWN emergency room rates reached a plateau lasllng one year in 
mid 1988. followed by about a one year decine in rates in 1989-90, with a resumption of 
increases among caMain segments of the nation, notably central cities, but no significant 
trends in suburban and nonurban areas. 

The newer trend survey, the Drug Use Forecasting (DUF) system, does not offer 
sufficient data or rigor to reach strong conctusions about trends in drug use. However, one 
can reasonably conclude that DUF does not support the contention that use by arrestee. 
(believed to be a major proportIOn of those in need of treatment) has declined significantly. 

The analysis reported in the next section does indicate that NHSDA does a poor job of 
covering the population believed to be at highest nsk for significant drug problems-those that 
are criminally aClive. The evidence in the following section supports the hypothesis that 
NHSDA primarily reflects behaviors 01 the mainstream population, and should not be taken as 
an accurate indicator 01 behaviors in marginalized populations such as those lhat are criminally 
aClive, under superviSion of the criminal justice system. and that are most heavily inVOlved with 
illicit drug use. 
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TABLE 4. 

EsHmotes 01 the Need lor Treatment 

by Current Drug Users (In thousands) 


Unlikely 

Possible 

Probable 

Clear 

7.307 

2.539 

3.125 

1.506 

5.998 

2.514 

2.650 

1.786 

6.358 

2.246 

2.682 

1.360 

Sum of Cleor and Probabl 4,631 4,436 4,042 

Source: lewon-VHI analysis of 1988. 1990, 1991 NIOA Notional HOU5ehoid SUr:--sy on Drug Abuse 
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D. Comparison of the NIDA and 10M Results 

Some comparison 01 the NIDA and 10M melhodologies is warranted. While it must be 
acknowledged thai the NIDA approach adheres to DSM and ICD criteria more closely than 
does Ihe 10M approach, the 10M approach has a conceptual advantage in dealing with poly. 
drug abuse. Specifically. while the NIDA cntena periorm a 'drug-by-drug' analysis of 
dependence and abuse criteria. allowing a dinicai determination to identity and focus on a 
particular substance. Ihe 10M approach is more likely to identify Individuals wilh poly-drug 
problems. The NIOA approach can only make a diagnoslic determination when an individual is 
capable of attributing a number of symptoms and consequences specifically to a particular 
drug. If the individual uses mulliple substances. as well as has an alcohol problem. they may 
weJl subscribe 10 as many symptoms and consequences overall, but because they are 
attributed to several different substances the individual may nol meet the thresh hold for 
dependence or abuse 01 a particular substance, although they are experiencing slgnilicant 
problems from the totality of their substance abuse . 

. Analysis reveals that the NIOA and 10M measures capture someWhat different 
phenomena. To examine the similarities and differences, we compare how individuals ar,e 
respectively classified by the two systems. Under a close correspondence of the two 
approaches it would be expected that those found to need treatment under one system would 
also be dassiried as needing treatment under the other syslem. This comparison is presented 
in table 5. ACrOss the three years studied, only about 50 percent 01 those diagnosad with 
dependence and/or abuse under the NIOA criteria are classified by the 10M criteria as in dear 
or probable need ot treatment. In converse, only about 43 percent 01 those the 10M classified 
as in clear or probable need of treatment meet the NIDA dependence or abuse criteria. 

There are two distinct differences in the two systems that account lor the relatively low 
level 01 correspondence between the two classifications. First, as noted above. the 10M 
system is highly sensitive to poly-drug abuse, recognizing that expariencing symptoms (even 
infrequent) trom several different drugs may be as indicative of a need lor treatment as 
experiencing several symptoms from a single drug. The NIDA system completely ignores this 
dimension 01 poty-drug abuse. 

Second, the NIOA system includes non-current drug users in ii's estimates. which the 
10M approach excludes. Non-ourrent users (who have not used in the past month) make up 
over 25 percent 01 the NIDA estimates, while they are excluded lrom the 10M estimates , . 
(exhibit 5). The NIOA system is inlemally consistent in that it develops twelve month period 
prevalence measures, examining both use and symptoms and consequences in the past 
twelvemonth period. However. the 10M system. while fOCUSing on past month users, 
examines symptoms and ccnsequences from the prior 12 months, The 10M measure Is thus a 
hybrid of a one month period prevalence measure (use in the past month) and a twelve month 
period ·prevalence measure (symptoms and consequences experienced over this time). 

Ultimately, each of the measurement systems has particular advantages and 
disadvantages. The NIDA system is more int.emally consistent in use of lime periods, 
however, it does not appear to account lor poly-drug use. The 10M system is very sensitive to 
poly-<lrug use. but only examines current (past month) users. and does not provide a count 01 
users that have stopped within the past year, 
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TABLE 5. 
Correspondence of 10M with OHHS Estimates 01 

the Need for Drug Abuse Treatment (In thousands) 

Clear Probabl. Possible None 

,, ". ,,. " 

r_ 

,, 

328 

J08 

1<10 

516 

57 

193 

347 

631 

872 

1,648 

262 178 94 252 767 

899 834 344 1.231 3,307 

461 1,649 1.902 

1,J60 2.683 2.246 



·E. Summary of the Household Populallon Eatlmates 

II would appear precip~ous to conclude that the need lor treatment declined by 31 
percent among the household populalion between 1988 and 1991. While this is the estimate 
produced from the NIDA model applying the DSM clinical criteria, it i. not consistent with other 
measures. The 10M system estimates only a 13 percent decline In ..ear or probable need for 
treatment over this time period. This is consistent with the overall trend in drug use prevalence 
trom NHSDA indicallng a 13 percent decline In current use and a 7 percent decline In past 
year use of any illicit drug. 

Both the NIDA and 10M systems have strengths and weaknesses. The NIDA estimates 
are more internally consistent In use time periods (all measures reference past year), but it 
does not account lor poly-drug use. The tOM system focuses on current (past month) users 
that have experienced symptoms or consequences within the past month, and is highly 
sensilive to poly-drug use. It is not oblllous why the NIDA methodology would indicate an 
excessive reduction In the need lor treatment (dependence and abuse) between 1989 and 
1991, unless poly-drug use were becoming relallvely more prevalent and single drug use 
relatively less prevalenl over this time period. Final estimates are presented using both 
methodologies. 

V. The Need lor Treatment In the Criminal Justice Population 

Sludies 01 arrestses and 01 incarceraled papulatlons have found much higher rates of 
drug use than surveys reveal for the general population. There has been disagreement over 
how studies 01 drug users should deal with tha criminally active population. On tha one hand, 
.overal Sludies (Inslltute of Medicine. 1990; Office of National Drug Control Policy, 1991) have 
estimated drug use by this population ind.~pendently of household survey results. and have 
added the estimates togolhar, with only a modest adjustment for over1apping coverage. 
However. NIDA maintains lhat NHSDA successfully covers Ihls population (in thaory), and has 
chosen 10 omit any addilion 10 household population esllmates. 

This study, based on spacial analyses of NHSDA and criminal justice system data. 
concludes that NHSDA does cover about half altha population under probation or parole 
supervision. and that those IndiViduals have a slgnilicanl rale of nsad for drug treatment. 
Unanswered is Ihe question 01 the nature or extent of drug problems among Ihe other 50 
percent of th098:\l8lng suparlllsed in the community. In developing estimates. first we present 
data on the n....no.r 01 persons supervised by the criminal justice syslem. and then examine 
data on the potenli;ll need for treatment by this population; 

The criminal justice system supervises over~.4 million persons on a given day (U.S. 
Deparlment of JustiCe, 1992). In a given year another 1.8 million persons are released from 
supervision, tor a lotal.of over 6.2 million persons supervised for some perl of the year (nol 
adlusllng for reddlvism among the 1.8 million thaI are released). On a given day in 1991 there 
were 1.2 million adults and juveniles incarcerated in jails or prisons serving sentences or 
awailing arralgnmenl (U.S. Doparlment of Justice, 1992). Another 3.2 million were on 
prObation or perole. There were almosll.8 million releases lrom probation and parole, and 
55,000 unconditional releases lrom prison (i.e .. they were not put into probation or parole). 
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A. The Probation and Parole Populallon: 

In theory household surveys cover the probation and parole populations (or the criminal 
justice system, CJS, supervision population). Criminal justice authorities require thai all 
individuals on probation and parole have a residence on record. Hence, the rigorous nationally 
representative design of NHSDA should capture this population, to the extent that they 
participate in the survey when requested to do so. 

Analysis of the 1991 NHSDA indicates that at besl it captures 51 percent of the 

population that has been on probation or parole during the year before the survey. The 1991 

NHSDA asked respondents (confidentially) whether they were or had been on probation or 

parole in the past 12 months. Tabulations at NHSDA reveal that respondents representing 

2.53 million individuals answered in the affirmative to these questions. Based on Department 
of Justice (DOJ) data there were about 5.0 million persons on probation or parole during 1991. 

Amcng the estimated 2.5 million reporting CJS supervision, 369,000 (approximately 15 
percent) met the NIDA criteria for needing treatment. Current (past month) drug use was 
reported by 869,000, or 34.2 percent of this population, white 446,000 (17.6 percent) 
acknowledged illicit drug use in the past year, but not in the past month, and 746,000 (29.4 
percent) indicated that thay had used illicit drugs in tha past. but had not used them in the pasl 
12 months. All together 2.06 million (81.2 percent) 01 those reported to have been on 
probation or parole hed a history ot current or past illicit use of drugs. Table 6 prOVides a 
breakdown of drug abuse amcng Ihe criminal justice populalion. 

II is deany justilled 10 adjust eslimales of need tor treatment to account tor those on 
probation or parole that are not covered by NHSDA. The conservative approach is to assume 
that the 2.5 million not covered by NHSOA estimates behave similar to the covered population 
(Le.. that 14 percent require treatment). White this approach is taken lor purposes of Ihese 
calculations. it should be emphasized tMn! is reasonable to assume that the under 
represented population may have even more severe problems with current drug use, and a 
greater need tor treatment. 

These findings have fainy significant implications for public policy. First, it is clear that 
despile the supervision (of often minimal nature. and often without drug lesting) provided by 
probation or parOle. over a third of this poputatlon is currenlly using drugs. Also, it appears 
that almost 15 percent 01 this population Mas a current need for treatment. 

Finally, NHSDA has only sucoeeded in representing 50 percent of a very well defined 
population of major policy import. This is despite the over sampling of major uman areas in 
recent NHSDA surveys (where this population is believed to be over represented), and the 
statistical adjustments to attempt to compensate for refusal by individuals to participate in the 
survey. In some respects it is remarkable that the survey covered this much 01 the 
probation/parole population, and pemaps even more remarkable thaI they acknowledged any 
current drug use. much less as much as was disclosed. However, the remaining fifty percent 
of this population can be reasonably hypothesized 10 be at even higher risk of usingillieit drugs 
than those represented in the survey. 



TABLE 6. 

The Probation/Parole Populallon in the NHSDA: 


Drug Use and Need for Treatment 
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I or more 
Sedatlves 
Tranqulll..... 
Sflmulanls 
AnalgesIC. 
Marijuana 
Inhalanls 
Cocaine 
Hallucinogens 
Heroin 

81.2% 
17.0'1\ 
22.3'1\ 
25,1'1\ 
21.8'1\ 
78.3'1\ 
20.5'1\ 
45.0'1\ 
32.7'1\ 
10,3'1\ 

51.8'1\ 
7.9'1\ 
8.6'1\ 
8,4'1\ 

13.4'1\ 
44,3'1\ 
10.3'1\ 
22.5'1\ 
13.4'1\. 
4.8'1\ 

34.2% 
5.0'1\ 
4.8'1\ 
1.4'1\ 
5.1'1\ 

28.1% 
3.9'1\ 
8.3'1\ 
4.3% 
1.2% 

14.5% 
1.6'1\ 
0.4'1\ 
1.7'11 
1.7'11 
8.7'1\ 
2.6'1\ 
6,7'1\ 
1.8'1\ 
2.9'1\ 

Source: lewin-VHf onolV$s ot1t',f) ,991 NIOA No;!cnol 

~Id Survey on Dn..IQ Abuse 



B. Incan;eraled Populations: 

There were almost 1.1 million adults and juveniles serving sentences, in jails or prisons 
In 1991 and nearly another 200.000 awaiting arraignment Drug abuse among those in the 
criminal iusHee system has been shOwn to be a serious problem. Many have long histories of 
drug abuse or dependence and are likely to be in need of treatment. However, there have 
been few studies applying clinical criteria to this population. In a confidential 1966 survey of 
state prison inmates it was found that 43 percent had been using drugs daily at the time they 
committed the crime for which they were incarcerated (Innes. 1968). It is likely that virtually all 
of these individuals would meet the critelia for dependence or abuse, and would be judged as 
in nead of treatment. or run signillcant risk of relapse to drug use and crime upon release from 
incarceration. ' 

The U.S Department 01 Justice (1991a) reported thai 24 percent (94.753) of all 
convicted jail inmates in 1989 had previously participated in a substance abuse lreatment 
program and almost 5 percent (19,346) were in a program in the month before thair current jail 
admission. Furthermore, in t 969 nearly 30 percent 01 convicted iail inmates had used drugs 
daily in the month belore their offense (U.S. Department Of Jusfice, 1991b), again indicating a 
probable need for treatment. 

'In addition. there were over 200,000 persons in jails awaiting arraignment, triat. or 
sentencing. While most of these individuals would Iheoretically fall into a household survey 
sampling frame (since the jall is not yet their official domicile), it is unlikely that this population 
would be represented in the survey. It is assumed that 30 percent of this population is in need 
01 treatment (Ihe same as lor those in jails serving sentences). 

C. Summary on Criminal Justice Populations: 

Altogether it is eslimated that in 1991 there were 1.15 million persons in need of 
treatment under supervision by the criminal justice system, na,ooo in probation or parOle, and 
424,000 in prison or jail. estimates are also made lor 1988 and 1990 and presented in table 7, 
using data on the size of the correctional populations lor those years, but the same estimates 
01 the rate of need for treatment. Given the resistance of many drug users to enter treatmenl 
voluntarity. the criminal justice system offers a mechanism through which society can influence 
these individuals to act in a manner that would be both beneficial to themselves and to SOCiety. 
There has been no complete or rigorous study of the exlenl to which the criminal justice 
system acts to either make treatment available voluntarily. or to coerce drugs users to enter 
treatment. However it is known that these practices vary ~dely across juriSdictions, 
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TABLE 7. 

Esllmale of !he N&&d for Drug Abui& Treatmenl Using !he 

lni~tule 01 Medicine Me_logy; Numbers In Need af 


Drug Abu.e Tr~enl 


,j,;, " 
" I , ." 

NHSOA GenoI'QI HOUMhold 4,63JJlXJ 4..36.00) 4.00I3.00J 
Popul<Itlon(l) 

- .. ~~ 4,J16.0Xl .4,091.(00 3.074.cm 

'''~ondJl<Wlt~ Jl1,0x) J45"OO) ltR,cm 
• ,. Hoo. I' • ~ I,h,Irog ~.,. 

R_ng _ ond P_n_-00 -
N/A 

305.00J· 

~IA 

331.000 • 

44.(0) 

354.00J 

In(;orc$fQied Poputotlon(l) 319,CO'J 380,co) 424,(0) 

110.0XI 66.0c0 

Totol: 5.367.00J 5,257.CXXl 4.687,OCQ 

1990 ;: "'1991 ';' 

! l.e~"Hl OI"o:ltysis Cl' 1961.>. 1m Q'ld 1991 HID... Nol101"1QI HOU$OI'IOId 5u'wy on 0I\Jg AbI.JMl. 


:2lswin-VH~oi lJ.S06portmenl Q/ JUiftce ,raI1slts, 1991­

J InCludm ItNOOllM. 

• Total of ttiOI8 cO'lOfltd and nol cOlfGfed by I\"re 199\ NHSOA. 

TABLE 8. 

Esflmate of the Need for Drug Abuse _enl UsIng the 


NIDI. Methodology: Num.bert in Need 01 Drug Abuse Trealmenl 


'1:"",1:+(1)';"'1"; FI,;,d;,,;· ",."",,' ,
" " •• "," t' "I'" "l,' ",.""."""", I" 1·","" .,.", •• ':"""'''''''','" •• " 1\'00. 

NHSDA General Houtehold 5,009.00J 
Population(l ) .. ~~ 5.0&9,(00 
~-P~.ond~~ 31],1,XXI 

- - lfcIf"nMu ~\JIIng~ "fA 

~emQlnlng Parole and P'roI:x:ttion 305.00J ' 
Populatlon(2) 

tnCQfcerated Popukrtfon(l) 3l9,(DJ 

Remaining H~u , 1I0.(DJ 
PopuiOflon 

Totol: 5.S23,(DJ 

4,306.000 

."""'"
"""'" "fA 

331,00J • 

380.00J 

1I1l.OOl 

5,127,00J 

3.507,00J 

3.';)7,(W 

""= 
"""" 

354.00J 

"4,000 

66.00J 

4,351,(DJ 

llo...c;·VH~ot 1988. 19Q(l end 1991 NIOA NQt\ot"oaj~:SI.NeyonOruoI\tlwa. 

21o..,b.VH~ of USDepaltlloGflf of Juttlc& uotlshc1.. 1W1, 
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VI. The Need lor Drug Treatment In the Homeless Population 

While estimates of the numbers of homeless vary considerably (from about 200,000 to 
2 million). they nonetheless indicat~ a sizable population and one which has a high rate at 
drug abuse. Both the 10M study and the subsequent analyses by DHHS concluded that 
household survey estimates need to be supplemented t6 account for the inability of household 
surveys to study this population. 

A 1987 national survey performed by the Urban Institute and the Research Triangle 
Institute (RTI) estimated that there were between 496,000 and 600,000 homeless in March 
1987, giving a rate at homelessness 01 21 to 24.9 per 10,000 people (Burt and Cohen, 1989). 
Moreover, they estimated that more than one million persons in the U.S. were homeless at 
some time during 1987. The National Alliance to End Homelessness estimated that on any 
given night in 1988 there were 735,000 homeless nationwide and that during the course of 
1988 a range of 1.3 to 2 million people were homeless for one or more nights (Alliance 
Housing Council, 1988). More recently, the 1990 Census Bureau enumeration of the 
homeless population counted over 228,000 homeless in emergency shelters and pre-identified 
street locations in one day in 1990 (the Bureau states that this was not a count of the total 
homeless population). Smaller studies of individual cities or regions have also shown a range 
in the rate 01 homelessness. A 1986 study in Boston (City of Boston, 1986) found that 49.9 
persons per 10,000 population were homeless while a 1985 study in sixteen rural counties in 
Ohio found a rate 012.4 per 10,000 lor homelessness (Roth et aI., 1985). 

In 1991 for the first time NHSDA covered part of the homeless population, since the 
survey sampled the homeless population living in shelters (National Institute on Drug Abuse. 
1992). However, this is still a major under representation of the total homeless population. 
Only an estimated 40 percent of the adult homeless population uses shelters (Burt and Cohen, 
1989). Moreover, there is evidence that the homeless population not using such services may 
have more severe drug abuse problems (Burt and Cohen, 1989). 

The prevalence of drug abuse among the homeless is significant. The Urban 
Institute/Rrt study reported that 33 percent of homeless respondents (1,704) had at some time 
been patients in a detoxifiCation or alcohoVdrug abuse treatment center (Burt and Cohen, 
1989). The U.S. Department 01 Housing and Urban Development reported that 25 percent of 
homeless individualS havs drug problems (Department 01 Housing and Urban Development, 
1989). Smaller scale studies conducted in cities have reported ranges of drug problems 
among the homeless population Irom 10.1 percent in Los Angeles (Farr et aI., 1986) to 33.5 
percent in Boston (Mulkern and Spence, 1984). 

For this study we adopt the mid-range estimate from the Urban InstitutelRTI study (Le., 
550,000 homeless people ~n shelters or 'on the street1 on a given night). Applying the mid­
range for the prevalence of drug abuse among them homeless (20 percent) to 550,000, we 
estimate that apprOXimately 110,000 homeless are in need of drug abuse treatment. 
Recognizing that the 1991 NHSDA added shelters for the homeless to the survey, and using 
the estimate that perhaps 40 percent of the homeless use shelters (which may be an over 
estimate for use on a single night) the estimate is adjusted down by 40 percent to account for 
inClusion in NHSDA surveys. In 1991 the 110,000 homeless in need of treatment are 
estimated to included 44,000 covered by NHSDA, and 66,000 not covered by NHSDA. Before 
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1991 homeless shellers were not surveyed by NHSDA Due to tack of Irend data this same 
estimate is used for all three years. 

VII. Conclusions 

II is estimated that from 4.35 to 4.9 million persons needed drug treatment in 1991. 

Selection 01 the 10M methodology results in the higher figure, while the NIDA methodology 

rasulls In Iha lower estimale. There is good reason to believe that these estimates may be 

conservalive, becausa this study has demonstrated that NHSDA achieves only partial 

coverage of high risk populations such as those under criminal justice supervision. 


Using the 10M methodology, an estimated total 01 4.9 million persons need Ireatment in 
1991 (tabla 7). This Includes 4.0 million persons covared by NHSDA In addition to: a) 354,000 
persons on probation or parole not covered by NHSDA: b) 424.000 parsons .erving sentences 
In pnsoo or jail: c) and 66,000 homeless persons that were not In shelters. By contrast, the 
NIDA methodology provided an estimate of 4.35 million persons in need of treatment In 1991, 
3.5 million of which ara covered by NHSDA and the remaining representing populalions not 

covered by NHSDA (table 8). 


The 10M estimetes suggast Ihat Iha need lor treatmenl daclinad modestly, 9 percent, or 
about 3 percent annually, Irom 1988 to 1991. The estimates lrom NHSDA declined lor the 

, household population by 13 percent over this period, however there was a strong increase in 
the need lor treatment due to growth in the criminal justice-supeIVised population. In strong 
contrast, the NIDA methodology suggests that need lor treatment In the household population 
declined by 31 percent over three years. This seems inconsistent with the more modest trends 
in current and annual drug use estimated by NHSDA; DAWN and DUF. II would seem that the 
10M estimates are more consistent with what was obselVed In this period of time. It is unclear 
what could account lor these strong trends. 

The estimates of tmatment need from NHSDA should be considered to be 
conservative. The survey omits Questions that should be asked In order to make an adequate 
clinical assessment 01 whether a survey respondent needs tneatment. While It Is most likely 
that those indicated to need treatment based on the current Question sequences 01 NHSDA do 
need treatment, It is very possible that some current uSers lound to not meet the crileria. 
actually do need treatment, The extent 01 this bias can not be quantified 81 this time, however 
the new National Longitudinal Alcohol Epidemiologic SU!V9y (which should be available for 
analysis late In 1993) will both allow development of accurate treatment need estimates as well 
as potentially Quantify the bias in the estimates from NHSDA. 

The lindlngs 01 this study that NHSDA does successfully covar about 50 percent of the 
population on prObation and parole lends credence to the value of this .uIVey at developing 
estimates 01 need for treatment. However, it makes explicit for the first time evidence that 
NHSDA does a poor job 01 covering very important high risk populations. Batau.ethe 
questionsOn probation and parole were only first added to the 1991 survey it Is not pOSSible to 
examine trends in coverage of this population over time in order to determine if this has 
changed In a manner that might partially explain the discordance between the various surveys. 
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There have been no new lindings about either the size 01 the homeless population, or 
the prevalence of their need for drug trealment. There remains a need to reexamine the 
dimensions of homelessn"ss, wHh particular emphasis on the population (estimated to 10lal 
abOUl1 million) Ihat experience homelessness during the course of the year but may not be 
homeless on a given night. These individuals may often fall outside 01 the NHSDA sampling 
frame if they are in temporary living situations (e.g., slaying with lamily or Iriends) fcr some 
significant part 01 the year. 

Finally, il must be reemphasized that an estimate 01 the population in need cllrealment 
does not constitute the level ofseMces that a system 'should' deliver In a given year. The 
resistance of many drug users to Ireatmenl means thai only some fraction would actually seek 
seMces in a given year. This value (those seeking or accepting treatment) can be significantly 
influenced by Institutions including lhe criminal justice system, employers and Ihe general 
health system, but these policies remain to be furthi!r evolved and implemented in the future. 
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Descriptions of Four General Population Surveys on Drug Abuse 

In addition to NHSDA, there are iour other major surveys 01 drug abuse in the United 

States: 


• 
• Monitoring the Future 
• Epidemiologic Catchment Area 
• National Health Interview Survey 
• National Longitudinal Alcohol Epidemiologic Survey 

Monitoring the Future is a nationally representative survey of American secondary 
school students end young adults between the ages of 19 and 33. The survey sample is 
biased in its omission 01 secondary students thet have unexcused absences or that drop out of 
school. The latter group 01 students is partiCularly Important as It is likely to have higher rates 
of drug use than the general secondary studant population. Survey researchers estimate that 
15 to 20 percent of each age cohort drops out of high school. a percentage, they dalm, will 
make drug use estimates of young adults somewhat low for the age group as a whole 
(Johnston et. aI., 1992). 

The Epidamiologlc Catchment Area (ECA) is a series of surveys on mental heallll 
disorders end Includes a section on drug abuse. Using DSM criteria as written Into the 
Diagnostic Interview Survey (DIS), ECA surveys were conduced between 1980 and 1984 in 
five U.S. communities Including: New Haven, Connedlcut; Baltimore. Maryland; Duriham, North 
Carolina; SI. Louis, Missouri; end Los Angeles, Callfomia. ECA has several problems. First, it 
provides only community·level estimates and is. therefore, not nationally representative. 
Second, it was conducted prior to the crack cocaine explosion and is thus outdated. Third, the 
population covered does not neoassarily include those heving high rales of drug abuse. 
Finally, there are no plans for future surveys of this same panel 01 respondents. thus limiting 
the ability to look at trends in drug use. Because DSM-III criteria were applied to the survey 
instrument, ECA data do contain the information required to determine need lor drug abuse 
treatment. 

The National Health fnterview Survey (NHIS) is a nationally representative household 
survey 01 non institutionalized persons. In 1991, NHIS included an additional battery or 
questions examining drug use among household members ages 1844. Because it is a 
household survey, NHIS has poor representalion of several critical drug abusing populations 
including the homeless and those. in Ihe criminal justice population. Anolller problem with the 
NHIS drug use supplement.is that it only asked questions about the use of marijuana and 
cocaine, Furthermore, because the questions were based on the 1988 Nalional Household 
Survey on Drug Abuse, they do not contain all of the criteria required to estimate the need for 
drug abuse Ireatment. 
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The 1991 Nalional Longitudinal Alcohol Epidemiologic Survey (NLAES) is a nalionally 
represenlalive srudy of alcohol and drug use among Ihe non inslilUilonaliZed population ages 
18 and older. A household survey, NLAES provides measures of drug use disorders 
according 10 DSM and ICD class~ication syslams. Hence. while ~ is limited in its coverage of 
crilical drug·abusing populations, it doas appropriately measure dependence and abuse. 
Another potential slrenglh at NLAES Is lis inlent to collect longitudinal data. although these 
plans may be canceled due to the transter ot the NLAES lrom NIAAA to SAMHSA. Findings 
from NLAES are nol currently available, as the dala is still being cleaned and refined, however 
analyses of Ihe data are expected 10 begin in Fall, 1993. 

In summary, three of these surveys are limiled in fully measuring lhe a"'ent at drug 
abuse in Ihe Uniled States. The fourth will soon be available lor analysiS and shOUld yield 
important resulls in the near lerm, allhough it will have the same limitations in.larms 01 
populalion coverage as Ihe other surveys. Covering spacial and non-overiapping populations 
and tailing to adequately apply diagnostic crileria 10 Iheir questions, lhese surveys illustrate !he 
dlHicully in determining the need for drug abuse trealment. 

While bOlh criteria attempt to implement Clinical criteria for determinlng need for 
Ireatmenl, the NIDA method is more consistent with established clinical criteria, however the 
10M meihod is very sensitive to poly-drug use, which NIDA seems to undereslimate. Both of 
these are probably conservalive eslimates, however, because the National Household Survey 
on Drug Abuse '(NHSDA), the primary source of these estimales, has significant limitations in 

. covering high risk populalions. 





AppendlxB 

National Household SUIVey 01 Drug Abuse Questions ComIIIpondlng with ICD and DSM 

Diagnostic Crllena lor Dapendence and AbuseiHarmlul Use 


National Household SUIVDY 01 Drug Abu." Questions 

1) Duriog lhe pasllwetYe months, lor whlCtl drugs have you c.oosciously llied to Cl.lI down: on YOVf 
US&, 

2) During !be past twiM mooll'lS, tor wtUch drugs h.I!IV& VOl! beetI UM.bkt 10 Ctll dOWn on your use, 
even ~ yoo Iried1 

3} For ~ drugs ha¥e you had wilhdrawftI &~ that IS. you leI 5Idl becaUs& you stopp&d or 
CUI doWn on }'OU( usa of them 00ring ItIe pu1 tweMt monIh$? 

4) I:JurlI'IQ the flIlIlI.I twe1I!elt'OOl.hs, tot 'fItfC dI\lQ$ have yoo needed larger amounts to gel: 1M: SlilmI:t 
e1Iect; rtl.at Is. tOf wIlJdl drugs COlIkI you 00 kmget gel ~ on the same amount you used to 
use? " 

5) As Q rosull at drug LISfI 81 arty EimB in yaH liIe. c:Jid you, n tha pa!ll 12 I't'lQI1ths.•• 

oj Beooma depre$SGd or lose intures! In thiflgS'f 

b) Have arguments 8tId figfrtlJ withlamily or 1080031 

ci FHf CoOOtplelaiy atcno Of lsoIaIed? 

d) H;oI vary til81"o1'OO$ am amul$;? 

8) Have healUl ~1 

t} "Fnj if dik:llIIlQ 'IhIn.k deart(l 

g) Feel kttabte end ups.at1 

til Feei ~ and distn.l$(fUl of~? 

t) Fnj • tlaIOOr to heIrldii your problem$? 

D HlMIIO gal emelQtJOCy rnedcaI help? 

6) As a resua 01 drug U$O al 8IY'/ Ume In your life, did you, in !he pas! 12 monl.h$... 

el Gel less work done \han uwat at school or on the jOb? 

b) DrMt~.wy1 

7) During tf;e past 12 mortIhs, have yoo d~n any Woo oJ v~ wtuI$ you wGte UOO8r the irdIuence 
t;i aIctJhoi or .IIIo(;aI drug$? 

1) OuringUle past rwtM'I mooth$, have you nan 8Jly Qld 01 vehid& wtli!e you wata under Ihe 
Rhlence 01 eb:ItIoI Of ibgaI dnJgS? 

2) AlIi 8 r&SUft aI drUg use aI any tfma: in your life, did you, In the past 12 monIhs 

aj Become depressed or lose Wtl'8$l in things? 

b) Have argumenJ9 end fIgtlUl WIlt! farniIV or friends? 

e} Feel ~ a:aon. or 1!Ida.!ad7 

di Feel very neM:lUS am el'lXiolJs1 

e) HaW! h&alth prlboms.? 

') Find It cWIicu110 think de.art)'1 

g) FeellrriU1ble and upset? 

h) Gtdless wor1I; dooo 1tIW1 u:!IWII allIChooI or on the jQIl? 

0 Feel $OSpiOOtIs 900 diS.lMtlUiol poopIo? 

n Fnj II hardef to handle your protlI9tl'!$? 

k) Have to QIit emergency madicaI~? 

n """'­
3) Oomg the past 12 months, 1'\.IMlt)1N told any iIIleil dlUj1;l1 

4) In the past 12month.s, 1orwhaJonanMS wets YOI.i 81Tli1$1!1d Of booked? 

a) OrMng urw:IOr the~? 

b) OrunkeM8Si8 Of ~r liquor law WlIal.ion? 

c) PO$$8$S.Ion Of $8Ie d drugS? 

SOI.Itc&; 1991 NIOA Natioftal tiou$ehtlld SUM)! 01 Drug Abuse 
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FACTORS AFFECnNO THE DEMAND FOR DRUG ABUSE TREATlilENT 

I. EXECUTIVE SUMMARY 


Tho 1994 National Drug COntrol Strategy places its highest priority on reducing drug 

UBe among hardcore drug use... and calls for funde to provide drug traatment to this targeted 

group. Although these funde would help more berdcore drug use... gain admission'to drug 

treatment programs, their high rates of drug UBe still may not be signiJicantly reduoed 

because many bardcore drug us.... do not seek treatment, delay entry ioto treatment, or drop 

out of treatment. Therefore, to develop an eJThctive drug control policy, unde...tanding the 

factors that underlie the demand for drug treatment is critical. 

This study was initiated to review research literature on factors affecting the demand 

for drug treatment and to maka recommendatiOll8 for iocreasiug the demand for drug 

treatment. The study focused on utillzation and retention rates as demand iodieators. 

Utillzation rates reflect tho relative efficiency of progrsme in attracting drug us.... to 

treatment. In this study, utilization rates ranged from 63 percent for chemical dependency 

programs to 86 percent for methadone program. and from 70 percent for private fO""profit 

programs to 84 pen:ent for publicly funded programs. Retention rates reflect the relative 

effectiveness of progrsme In holding clients long enough to benefit from treatment. Study 

findings iodieated that S-month retention rates riIllgad from 33 percent for outpatient 

non.methadone progrsme to 50 pe....nt for therapeutic communities and other types of 

residential drog traatment progrsme to 66 pereent for outpatient methadone progrsme. 

Based on our .....,arch literature review, we ronclude that tho followmg strategies 

would inere.... the demand for drug treatment: 

• 	 Attract more drug use... to traatment programs hy eliminating economic barriers; 

supporting effective outreach and education efforts; and strengtbaniug linkage. 

with 8y8tem8~ institutions, and professions that regularly come in contact with 

drug us..... 

CSR, Incorpomted 	 Page' 
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• 	 Improve retention in drug treatment programa ao that more clients stay in 

programs loog enough to benefit from treatment by addressing those ractors that 

"push and pull" clients in and out of programli. 

CSR. Incorpof1lt8d 



FACTORS AFFECTING THE DEllAND FOR DRUG ABUSE TREAlltEHT 

II. INTRODUCTION 


The 1994 National Drug Control Strategy pI...,.. its highest priority on reducing drug 

u.se among hardcore drug users and calls for funds to provide drug treatment to this tarpted 

group. Although the.e funds would help more hardcore drug users gain admission to drug 

treatment programs, their high rates of drug u.se still may not be sigcificantly reduced 

because lIlJ1lly ha:rdoore drug u.sers do not seek treatment, delay entry inlo treatment, or drop
• 

out of treatment. Therefure, 10 develop an ef!ective drug control policy, understanding the 

factors that underlie the dsmand for drug treatment is critical. 

Between 1980 and 1991, the number of treatment slots in the U.S. drug treatment 

system grew from 170,600 10 446,672.' Even the expanded system, however, left. millions of 

other Americans who had problems with drugs untreated. Nationally adjusted prevaleru:e 

estimates show that 2.3 million adults met the Diagnostit and. SIati.tital ManLUll, revised 

third edition (DBM·III·R) criteria for drug dependence or abuse from 1981 10 1983.' A recent 

national household survey indicated that 4 million people bed sigcificant drug problems.' 

Research accounting for high drug.using populations underrepresented in housabold surveys, 

such as the homelese and institutionalized, estimsted 0.0 million drug users in the Uulted 

State•. ' 

Moot drug u.sers either de nol .eek or delay admission Ie drug treatmenl programs. 

Only 30 pe...,.nt of Americans with diagnoaable drug disorders received treatment during the 

put yea:r.' About 42 perceot ofintravenous drug u.sers beve never been in a drug treatment 

program.' Thi. a major public health i ..ue due Ie the role thai drug users play in spreading 

HIV (human immunodeficiency virus), multidrug·resistant tuberculosis, and other infectious 

diseases.' 

Ezhibit 1 following this pegs .hows the utilization and retention rates for the four 

mojor types of drug treatment programs. Utili""tion rates indicate the ratio of active drug 

treatment clients Ie treatment capecity and reflect the relative efficiency of prngrsms in 

attracting drug users. In 1991 utilization rates ranged from 63 per<enl for chemical 

dependency program. Ie 86 percent for methadone programs.' Retention rates indicate the 

relative efl'""tivenOBB of prngrsms in holding cUsnts long enough 10 benefit from treatment.' 

<:SR, Incorporated Pag.3 
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From 1979 to 1981, the date. of the last national .tudy of drug treatment programs, 3-month 

retention rates ranged from 33 percent for outpetient nonmethadone programs to 66 percent 

for methadone programs. 10 

, 

Exhibit 1 , 
, 

Utilhatlon and Retention Rates for Drug Treatment Programs 
, 

Bate. I MethadOJle Therapeutic Chemical I ' Outpatient, 
, : Maintenance CommuDlde:s Dependency , N'onmethadonc 
, , 

~, Programo Programo , 
Utillution (1991)" 86% 85% 63% 83% I 

", Retention (1979-81)", 6611> 5011> - 3311> , 

Knowledge of Cactors af!'ecting utiliration rates is useful Cor addressing economic 

barriers to drug treatment and developing effective outreach strategies Cor recruitmg 

hard-to-reach drug users into treatment programs. Knowledge oCfactors af!'ecting retention 

rates is useful Cor developing effective stretegies for keeping clients in programs long enough 

to benefit from treatment, Thls study was initiated to review reaeerch literature on factors 

af!'ecting the demand for drug treatment and to make recommendations for increasing the 

demand for drug treatment. 

Mathodology 

We conducted a systematic literature aeerch on factors affecting the demand Cor drug 

treatment using MEDLINE. PSYCHLIT. and SOCIOLOGICAL ABSTRACTS retrieval 

..rvices, The.. retrieval services index English-language articles published in major medical, 

health, social, and behavioral aclence journale and allow retrieval service use", to obtain 

reC.rencea to ab.trected acticle. by using key words, The following combinations of key 

wOrds were used to identify relevant articles for the literature review: (1) drug (and a1cobol 

and subetance) use, abuse. addiction, and dependence; (2) drug treatment, rehabilitation, and 

meUtadcwe: (3) demand~ motivation, barriers, incentives, pressure, involvement, and s=ess; 

and (4) retention, termination, dW'Btinn, and length oC stay, Since the .. retrieval service. 

CSR, Incorpollltod Page 4 



FActORS AFFEC'nMG THE DElIAND FOR DIUKl AeUSE TREATlIENT 

only index articles in profeBsional journals, we also searched literature published by the 

National Institute on Drug Abuse and ",!ed many dozenB of books, articles, and monographs 

included in our files. These sources constituted the basic frame for this literatt..tre review, 

We drew most heavily on large studies and national data collection systems. 

Particular attention was paid to the fullowing: 

• National AIDS Demonstration Research (NADR) for data on drug users wbo had 

and had not been in drug treatment programs;lS 

• National Drug and Alcoholism Treatment Unit Survey for data on drug treatment 

utilization rates;" and 

• Drug Abuse Reporting Program and the Treatment Outcome Prospective Study for 

data on client retention and outcomes from drug treatment programs.11S 

We focused mostly on studies that (1) used experimental, quasi-expertmental, or 

longitudinal research desigos; (2) were not reports on baseline data or preliminary findings; 

(3) had higb respo ... rates and low suqject attrition during the foUowup; and (4) uaed 

multivariate statistics to SDalyze data. The latter feature was particularly important becauae 

multivariate statistics Berllen out weak and redundant variables and thus help to identify the 

most important factors affecting the demand for drug treatment. 

Our literature review did not focus on primary alcohol users because our main 

interest was in illicit drug abuaers and tha programs that provide treatment for this 

population. We focused on methadone programs~ therapeutic communities, chemical 

dependency programs, and outpatient nonmethadone programs beeause these are the major 

drug treatment programs in the United States. Researcb showed that C""tors _ting the 

demand for treatment varied across these programs. 

Originally we planned to develop matrices of (actors affecting the demand for each oC 

the mllior types of drug treatment for the drug-using population as a whole and Cor the 

Collowing subpopulations: (1) pregnant addicts/women of childbearing age, (2) culturally 
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specific groUpo, (3) adolescents, (4) the mentally codiagnosable, and (5) injecting drug users. 

However. our literature review found that existing studies would not support construction of 

such matrices. 1:naufficient attention'in the literature bas been given to factors afFecting the 

demand for treatment, particularly for subpopulations of drug users. Constructing these 

matrines would not have been productive due to their having large numbers of emply cells. 

Similarly. we had planned to analyze data collectod for four large nationalstudi.s to 

identify factors afFecting the demand for different kinde of drug treatment. W. canceled 

th..., plans whan we discovered that the studies did nat include sufficient deta to support 

such analysis, MOnlover. the data from the Drug Abuse Treatment Outcome Survey that we 

had hoped would be available wenl .till being collected. A monogroph on NADR was 

published after we suhmittod our workplan. The monograph includes detalled data analyses 

collected by the NADR project." We dnlw heavily on the results Pf1l8eotad in this 

monograph when reviewing the litaratUnl on factors afFecting the demand for drug treatment. 

Organization of the Paper 

The next section diecuaoao client and program factors that a.&ct the demand for drug 

treatment in general and specifically the demand for drug treatment at outpatient methadone 

programs, therapeutic communities, chemical dependancy programs, and outpotient 

nonmethadone programs, The following section diacuoses system factors afFecting the 

demand for drug treatment, including public funding, private funding, and linkage issues. 

The last section makes policy reoommendatioDS !or incl1laoing the demand for drug 

treatment, 
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III. 	 CLIENT AND PROGRAM FACTORS AFFECTING THE DEMAND 

FOR TREATMENT 

This section discusses the charw:terilltics of drug _rs who have and have not been 

in drug ""alment programs, harriers to utilizing drug treatment programs, and factors that 

push and pull clients in and out of drug ""alment programs. 

Drug Users and Drug Treatment 

NADR data indicate that 42 pereent of the 20,000 intravenous drug users studied had 

never been in drug ""alment." Those users who had not 'been in ""alment tendad to be 

young, to have f~wer years of education. and to be African~American or Hispanic. Non-Puerto 

Rican Hispanics were least likely to utilli:e drug ""atment programs. Fwthermore, 

approximately the same pereentaga of women and men had been in drug treatment programs; 

however, women who had children living with them were somewhat Ie.. likely to have been 

in drug treatment programs than women without children. Other findinge indicate that 

outreach efforts have been successful in reaching drug users who have never been in 

treatment. 19. 

Research has been conducted comparing characteristics of drug users who have and 

have nut been in treatment programs. Drug users who had never been in treatment 

programs were less likely to report experiencing negative effects from drugs, such as having 

problema with familiee, friends, and/or employers: losing control of their drug use; and 

suffering from depression," They alao were leas likely to be married or have .. full-time job, 

factors that may discourage drug use. While 30 percent of the drug users studied had been to 

emergency room. for help with diug-reJated problems, only 7 percent reca1led being referred 

to drug ""almont programs.'" Approximately 20 percent of those who sought trealment 

reported that tile, were not admitted due to leek of an available bed or been_ they lacked 

necessary identification, medicaid coverage, or other requirement. According to data 

published iri-1990, the number of drug users reported to be (lll waiting lists equaled more 

than one-fourth of the total daily enroUment at public tier drug ""alment programs," 

CSR. Incorporated 	 Page 7 



FACTORS AFFEC11HG THE DEMAND FOR DRUG ABUSE TREATMENT 

Substance abuse", gave the following three reasons for not seeking or for delaying 

entTy Into drug and aleohol treatment programs; (1) they could handle the problem on their 

own (96 percent); (2) the problem was not .erious enough to WlllTant treatment (84 percent); 

and (3) they did not want to admit thet they needed help (56 percent)." Negative attitudes 

toward treatment deter .ome drug us"", from seeking admission to treatment programs." 

Of the Intravenous drug usem In the NADR study who had been In treatment, 27 percent had 

been ~ therapeutic oommunitiea, 25 percent in methadone programs, and 17 percent in 

outpatient nonmethadone programs." Participation in drug treatment program. was lowe.t 

In the South. 

OUtp8uent Methadone Programs 

. Methedone programs were e.tahliebed in the mid-1960s to reduce heroin use among 

adelicta." The .. programs provide clients with daily methadone do•••• ooUIlSeling, and 

other outpatient .ervices. Evaluations show thet methedone programs are e1rective In 

reduclng heroin use," The daily census ofm.thadone program clients increased from 

67.000 in 1980 to 99,111 In 1991, with the utilization rate reaching 86 percent." The last 

two national .tudias indicated thet l-year retention ratee fell from 60 percent to 38 

percent." Additional findings show thet approximately one-third of the clients drop out 

during the first 3 monthe after admission." Contiouous enrollment i. important bscause 

most clients rapidly revert to heroin use soon after laeving methedone program .... 

. Barrie,.. to Utiluing Programs.-Economic barriem, .uch 88 fees for detoxification, 

admissionJ and tre8bnent services, prevent drug users from utilizing these progrmns.:n 

Coupons or vouchers have been found to promote entTy into detoxification and treatment. 

programs.all Streamlining the admissions process can significantly reduce the number of 

clients on waitiog lists for treatment." Other findings indicats thet African·Americans and 

Hi.ponies are more aJfected by funding than Coucseiuns'" and thet women are more likely 

to join programs than men." 

Misconceptions about methedon. mey ,prevent drug use", from seeking or ,toying in 

methadone programs.'" For e%8mple. some drug use'" mistakenly believe that methedone 

"rots the bon......' Women are more likely than men to be concerned about possible side 
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effeets from methadone. specifically constipation> ez:oossive sweating, and weight gain, side 

effects that, can be effectively controlled," 

Push and Pull Factors,-Mativatianal factors, BUch ... having high expectatians far 

quitting drugs and a strong de.ire for _king help, are _ated with early dropout from 

methadone programs," Patients on high methadone dose. are I••• likely to drop out of 

programs than those on low doses," Mlln1 than one-half of methadone program. currently 

prescribe methadone doses thet are judged to be inadequate fur blocking the effects af 

narcotics use.oU 

-
Program and treatment factors affecting retention include fees charged, policie. 

regerding talre-bome doses, ..... of program aa:ess, quality of social services provided, and 

availability ofindividualized treatment." 

Retention also is affected by patients' views regerding prnlonged methedone use," 
Methadone patients report that they would like to have more vocational and employment 

services provided; therefore, offering these service. may incre.... the demand for 

treatment.... 

Therapeutic CommunHIes 

Therapeutic communities are based on a self-help model that involves group 

dynamica, personal confrontation, sbared sacritines, social learning, and role modeling within 

a well-defined structure, This type of treatment service can trece its roots back to programs 

founded in the late 1950. and early 1960s," Trsditional thsrapeutie communities typically 

bave three phases: inductioo (0-2 months), primary treatment (2-12 months), and re-entry 

(13-24 months), Evaluatioos sbow thet the.e programs are effective in reducing heroin, 

cocaine, .and other drug UBe.48 The daily census in therapeutic communities and other types 

of residential programs incre ....d from 15,000 in 1980 to more than 51,575 in 1991, when the 

utilization rate reached 85 pon>lnt," About one-bel! of the clients drop out during the lirst 

3 months after admission."" 
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Barrie,.. to Utilizing ./'l-ograms.-Significant economic and psychological barriers, 

combined with too few treatment slota and long waiting times for admission, prevent or 

discourage many drug uoen from utilizing these programs. Many therapeutic communities 

do not accept women with children and clients who take medications fOr opiate. addiction or 

psychiatric di8OJ'liers. 

Push and Pull Factoro.-Retentinn rates were low during the 1960s and 1970., with 

rewer than 25 percent of the clients staying long enough to complete the program." 

Attritinn has been high.st among younger clients." Clients wbo stay the longest are thOBe 

who enroll under pressure from the legal system andlor Significant others, ·were in prison 

before admission, or were in a Treatment Alternatives to Street Crime (TASC) program prior 

to admission.lli 

Programs with difficult or demanding tharapeutic regimens tend to have high client 

attritinn rates." Clie"t retention predictors include having felt cnmrorte.ble in large groups 

of people before using drugs, • strong positive self-ooncept, and a sense of hopefulness about 

the future," Mentoring and individual counseling increaee '1'tention," 

Other retention predictors include the following: (l) clients' beliers regarding the 

length of time they need to stay in the pregram; (2) the difficulty with which clients conform 

to the behavior expected by the program; (3) the extent to which clients think it is importen! 

to stalfthet they stay in the program; and (4) clients' program evaluations on salience, 

pleasure, and goodness dimensions,'" These finding suggest that therapeutic communities 

may be able to increase retention by individuating treatment and making programs Ie.. 

demanding and more rewarding, 

Chemical Dependency Programs 

Chemical dependency or Minnesota Model pregrams are baaed on the Alcoholics 

Anonymous (AA) 12-8tep model of personal change," Although these pregrams were 

originally established in the Midwest in the late 1950s 10 treat alcoholics, they have been 

used to treat other types of substence users during the past decade, The mst three stepa of 

these programs typically take place in hospltels or other residential facilities during a 28·day 
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'period, foU"wed by weekly or more ti-equent participation in AA self-help groupe in the 

community, 

Chemical dependency programs effectively reduce drug ""d alcohol 1Ulf> among BOme 

clients," particularly those clients required to'attend by employee aasistance programs 

(EAPs)." The dsily <:enSua of chemical dependency programs increased from 2,900 in 1980 

to 9,183 in 1991, when the utilization rate reached 63 percent." More than 90 percent of 

the clients who stey at least 5 days after admission complete the tlrst three steps (28 days) of 

the 12.Step program." 

Barriers to Utilizing Progr""",.-Most of the clients of chemical dependency programs 

are white males who have graduated from high school and who were employed during the 

year before admission." Clients with this profile are more likely to have health insutllllce 

thet includes coverage for sub.tence abuse treatment than clients who are unemployed or 

employed at jobs thet do not require a high school education. 

Push and Pull Factors.-The 12-Step philosophy appeare to he a significant factor 

that attracts and reteins maay clients in chemical depeodency program .... Clients admitted 

to th_ programs with some furm of external preBBure, .uch as heing arrested for driving 

while intoxicated (DWl), are more likely to complete the program than clients admitted 

without this pressure." More than three-fourth.s of the clients reported at least BOme 

participation on the part of their families or significant others in their treatment at the 

program.e.t According to a recent survey of r.ecovering addicts. this is an important factor 

affecting the demand for treatment at chemical dependency programs. " 

Outpatient Nonmathadone Programs 

Outpatient nonmethedone drug treatment includes a heterogeneous group of 

programs that are ofUln hosed in substance abuse units, mental health centers, or oth .... 

community-based facilities. These 'programs vary in their organization, sponsorship, 

duratiun, st.a1fmg, and treatment... Although some programs""" individual andlor group 

counseling to treat drug users, other programs may use peychotropic medications along with 

. one or both types of counseling to treat .,.,...xisting psychiatric disorders. Treatment duratinn 
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may vary from a single brief treatment session to weekly or more frequent sessions over BJl 

exu.nded period of time. 

Outpatient nomnethadone programs are elfeetive in reducing use of marijuana and 

illicit psychotherapeutie drop." The daily census of these programs skytocketOO from 

86,000 in 1980 to 661,031 in 1991, when the utilization rete meched 88 pe....nt... Tw<>­

thirds of the clienta drop out of the program during the first 8 monthe after admission." 

Barriers /() Utilizing ProgramB.-A comparison of measures of access to privately 

f\mded versus publicly f\mded programs showed that, among publicly funded programs, 

(l) fewer clients were able to pay for treatment, (2) more clients paid a reduced fea, and 

(3) /'ewer clients were turned away from treatment.'" 

PWlh and Pull Fae/()rs.-Retention in outpatient nonmethadone programs is highest 

among women. Women may be more likely to seek droll' treatment at mental haalth· 

community programs than at other types of outpatient nonmethadone treatment progra.ms.11 

Clients who are either in a TASC program or involved in the criminal justice system 

tend to stay the longest in these programs." Vocational and employment services are other 

factors that may affect the demand tOr treatment at these programs." More rasearch is 

needed on factors that push and pull cuenta in and out of different typee of outpatient 

nonmethadone programs. 
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IV. SYSTEM FACTORS AFFECTING THE DEMAND FOR mEATMEI 

Differen""" in types and levels of funding aeros. treatment tie", "'" _. 

factors affecting the demand for drug treatment. This is reflected in variations in utilization 

rates, which range from 70 percent lOr private for.profit programs to 84 percent for publicly 

funded programs.H This section discusses types and levels of funding and the linkages 

needed to increase the demand for drug treatment, 

Public Funding 

Publicly funded provide", draw most of their funding from State and \ocal revenues, 

Substance Abuse Prevention and Treatment (SAPT) Block Grant (formerly Alcohol, Drug 

Abuse, and Mental Health Services Block Grant) funds, and medicaid. Differences in 

program funding affect tbe types of clients admitted, tbe levels of funding available to the 

clients, and tbe requirements placed on the programs by licensure and funding agencies. The 

demand for publicly funded treatment programs is pertly a function of supply, in which a 

mlijor limit on service utilization is related to funding. 

Block Grants and State ILocaI. General Reuenues.-Many clients join publicly funded 

programs because they are not insured or are unable to afford tbe Illes charged by privately 

funded programs. ThUB. financial support availability is a factor that affects the demand for 

drug treaIIDenl." For clients 'who are not eligible for mediCaid, funding for drug treatment 

is derived .!.Im...t solely from local and State revenue. (i.e., general funds or fee fur service) 

and the SAPT Block Grant. 

Treatment availability for indigent and other clients served in tbe public tier is 

aflllctad by tbe true costs associated with care. Of\en tbe only costs over which a program 

bas control are the numbers of staff employed andlor the numbers of clients served. If 

funding reaources are changed. the intensity. quality, and numbers of services provided are 

likely to change as well. 
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Incre...d requirements have been placed on public programs that receive SAPT Block 

Grant funds .. a result of their role in addressing public health problems, such as IllV/AIDS 

(acquired immune deficiency dise ..e) end tuberculcsis." The implicetions of th.... 

requirements are twofold. First, the increa&ing number of requirements may eonstrict the 

ability of programs to admit drog us.... or provids other services. Serond, the recenUy 

revised SAPT Block Grant regulations enhance treatment""""'"' for injecting drug use ... and 

pregnant women or women with dependent childean. This suggesbi. that aerea. to treatment 

at publicly funded programs may become 1 ... of a problcm for injecting drog users end 

women. 

Medicaid.-Medicaid i. an important potential reimbursement mechanism, providing 

12 percont of program revenues among publicly fundad programs." Medicaid reimburses (or 

may reimburse) a wide ranga of ..rvi.... n..dad to treat and rehabilitate drog use .... '" All 

States are required to rover inpetient hoopitalization, which may include detoxificatioo 

services. Because medicaid is jointJy administered by the Federal and State G<Jvernmenbi, 

conaldsrable variation exisbi across State... to what ..rvices may be covered.'" All States 

choose to cover f<clinical- services, which may include standard outpatient drug treatmen~.80 

However, barri .... may still.xist in that the types of ..rvice. covered, length of coverage, and 

regulations about the service provieion vary and may affect wbether addicts receive effective 

treatment. 

Not all drog treatment program. are medicaid eligible. Medicaid ouly reimburses 

outpatient service. provided in "medically supervis.d outpatient programs" and only 

reimburses residential services provided in a facility with 16 or fewer beds (i.e., the Institute 

for Mental Dise ... exclusion) or tu acute care hospitals. States license and regulate 

medicaid..,ligible programs and in some cases ( •. g., New York) actually negotiate services to 

be providsd through the program. All Slates cover either bealth-related and/or treatmenl­

r.lated oosbi of drog abuse through their medicaid programs. 

To qualify for medicaid reimbursement, an tudividual must be either categorically 

needy (i.e., qualify for either Supplemental Security Income [SSn or Aid to Families with 

Dependsnt Children [AFDC]) or medically indigent (i.e., qualify for AFDC ifmedical expenses 

were factored in). AFDC eligibility acrounbi for almost 80 _Ilt of substance abusers who 
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are medicaid eligible. Most AFDC recipients are women, Recent expansions in medicaid 

eligibility allow women wbo earn between 133 po"",nt and 185 pen:ent of the Federal poverty 

level to "",eive medicaid," Men between 21 and 65 are typically eligible for the Federal­

matching funds only if they qualify for SSI dleahility, DiBability can, bowever, be attributed 

to drug ahU8e-a fact thet bas led to incre..ed services and funding for many clients in drug 

treatment prognuns," 

Prognun stsfi' need to be instructed about medicaid-eligibility screening. 

Coordination between drug treatment programs and the appropriate agencies admjnistering 

medicaid sbould occur fur eligibility to be determined Many addicts are not willing to 

traverse both pbysleal distance and bureaucratic red tape to become eligible for special 

programs, BUch .. medicaid; this fact may ""rve as a formidable barrier to addicts utilizing 

drug treatment prognuns," 

Private Funding 

Privately funded programs typically serve l ..s eoonomieally disadvantaged drug use:t8 

than publicly funded programa. Clients in privately funded prognuns often rely on private 

inslll'tUlCO andIor pay their expenses themselves, Due to recent changes in the organization 

and financing of health care, many privata prognuns have begun to e.tablieh referral 

netwnrks with managed cere organizations (MCOs) andlor corporate EAPs. MCOs and EAPs 

oRen contract with providers to maintain a number of treatment slots or beds for clients 

referred through them, 

Where.. MCOs may provide access to cere (e,g,. through a gatekeeper physician), 

they also may serve .. a barrier to treatment, MCa. were founded to help limit spiraling 

health care costs. While the pw"POSe of utilization review is to asae88 the appropriateness of 

patient care, it also has been used to discontinue care for patients still in need.IW Recent 

efforts by the Ameriean Psychologicai Associetion and the American Psychiatric Association 

have sought to raise the level of awareness of client treatment needs among MCOa_ 
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0"" important cooaideration in privately funded treatment is whether State. raqun-e 

that drug and alcohol services are eoverad hy insurance policies. As of 1991, 22 of the 50 

States had passed laws requiring that substance abuse or menta! health services be at least 

an option on private health insurance benefit packages (16 State. mandete roverage when 

needed)." Insurance roverage of substance ahuse treatment is likely to expand as similar 

laws are passed in other States and as anticipated health care reforms are implemented. 

Linkage Issues 

Institutions and individuals who regularly come in contact with drug usera can 

identify and refer them to drug treatment progrlllllll. Uofortunately, many oervi"" providers 

are not trained or experienced in identifying concomitant substance abuse problems and may 

not know where·to refer substance abusers for treatment,i4 

The strategy of establi.shing linkages with helping professions (e.g., health care, 

menta! health care, and EAPs) is based on epidemiologic findings thet roncomitant drug 

abuoe contributes to the problelll8 for wlUch clients era seeking help. School· and employer· 

based linkages are predicated on tho belicl'thet drug ahuse interfere. with individual 

performance. Finally, linkages with the criminal justice and child welfare systems era often 

used to apply pressure to ensure thet clients seek haJp. Eltbibit 2 on the fiillowing poge 

shows factors that strengthen drug treatment system linkages. 

Crimina! JU8ti<e.-Criminal justice linkages rely on referrals and pressure placed on 

clients to joiD and stay in drug treatment Pl'Ogrlllllll. The proliferation ofTASC program. and 

other mechanisms fur diverting drug uoers from the adjudication process baa been successful 

in stimulating the demand for drug treatmen~" Moreover, DWI programs often refer 

persons to treatment either as part of tho sentence or port of a diversion. Other types of 

pretrial and post-trial procedures heve been established to attract or induce more drug uoers 

into treatment programs. Drug treatment i. increasingly being requirsd or offered in 

COl\iunetion"with criminal justice BBllCtioDB, such as probation and inC8l"'Ceration. 
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Emibit2 

Factors that Strengthen Drug Treatment System Linkages 

• 	 Increasing oommunic:ation and eoon:iination between systems at the planning, management, 
and service delivery levels; 

• 	 Instituting training, routine drug use screening, end protocols to ensure that clients are 
identified and referred to drug treatment programs; 

• 	 Developing fonnalllnkages (e.g., service contracta Dr' memoranda of understanding) a& well 
as informal linkages between agencies; and 

• 	 Establishing case management to facilitate aceess to services. 

;, 

Health CaNJ.-A substantial e!lOr! is underway by many Federal and State agencies 

to identify and overrome barriers to linkages between health ca.nl and drug ahus. 

treatment," Some specific issues Cllmlntly being addressed through these ell10rts include 

(1) collocating health and drug treatment servires; (2) strengthening substance abuse 

education in medical and nursing schools; and (3) providing "gatekeepeI'B" (e,g,. physician 

case managers) in health care organizations to ensure that all patient needs are met. 

EAPs.-EAPs ha.., a dUal role in aJl'ecting the demand for drug ahuse treatment. 

First, they CaD train supervisors, union leaders, and others to identify and refer employees 

woo have problema with drugs to the EAP. Seoond. EAPs help employees obtain access to 

treatment through maintaining relationships and treatment slots at community programs. 

EAP ataJf also may serve as case manageI'B to help employees through the entire treatment 

service proces8.8~ 
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V. POUCY RECOMMENDATIONS 


TIUs study reviewed ~ literature on factors affecting the demand for drug 

treatment.. On the basis of this review, we conclude the following is needed to increase the 

demand fur drug treatment. 

• 	 Attract more drug users to drug treatment programs by eliminating economic 

barriers, supporting effective outreach and education efforts, and streng!heniug 

linkages with Syal<m1s, illstitutions, and professions that regularly come in contact 

with drug users. 

Policies are needed to lner!lase public funding and health insurance 

coverage for drug treatment. 

Education efl'orts are needed to inform drug users how treatment can help 

to addreas their prol>lema and addniss ntiaconceptions about treatment; 

outreach strategies are needed for minorities :in general. and non..Puerto 

Rican Hispanics in particular. 

IJnkages need to be strengthened with schools and employers and with the 

health care, cnmjnaJ justice, and social welfare systems to increase 

utilization of drug treatment programs. 

• 	 Improve retention in drug treatment programs by addreasing factors thet push 

and pull clients in and out of these programs eo that more clients are retained 

long enough to benefit from treatment. 

• 	 Methadone programs need to lind ways to prevent clients from dropping out of 

treatment. therapeutic communities need to lind ways to retain clients fur at least 

3 months, and all programs need to eddress the high dropout rate among younger 

clients. 
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Systems are needed to moTe effil<tively utilize external pressure. foster 

motivation, provide individualized treatment, and make drug treatment less 

demanding and more rewarding for clients. 
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