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PREVALENCE OF PAST-YEAR ALCOHOL,
DRUG ABUSE, AND MENTAL DISORDERS

About 52 million people age 15 to 54 have had some type of alcohol, drug abuse, or mental health
(ADM) disorder in the past year.

About 8 million people have had both a mental disorder and substance abuse/ dependence in the
past year.

Overall, 30 percent of persons, age 15 to 54, have had at least one alcohol, drug abuse or mental
disorder with varying severity in the past year.

Persons With Alcohol, Drug Abuse, or Mental Disorder inthePast Year
U.S. Population, Age 15to 54, 1991

Number

W th Per cent
Al cohol, Drug Abuse and Mental Di sorder W th
Health (ADM Disorder (mllions) Di sorder
Any ADM Di sorder 52 29. 5%
Any Mental Disorder 40 22.9
Any Substance Abuse/ 20 11.3
Dependence
Co-exi sting Mental Disorder 8 4.7

and Substance Abuse/ Dependence

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry 51:8-19, Table 2, and unpublished data from the survey. These estimates are from the National Comorbidity
Survey (NCS). The survey was based on interviews administered to a probability sample of the noninstitutionalized U.S.
civilian population. The NCS sample consisted of 8,098 respondents, age 15 to 54 years. This survey was conducted
from September 1990 to February 1992. DSM-III-R criteria were used as the basis for assessing disorders in the general
population. A random sample of initial nonrespondents was contacted further and received a financial incentive to
participate. A nonresponse weight was used to adjust for the higher rates of ADM disorders found in the sample of initial
nonresponders. The Composite International Diagnostic Interview was modified to eliminate rare diagnoses in the age
group studied and to add probes to improve understanding and motivation. The “substance abuse/dependence” category
includes drugs and alcohol. “Any ADM disorder” includes the following: affective, anxiety, substance
abuse/dependence, nonaffective psychosis, and antisocial personality disorders.
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PREVALENCE OF SUBSTANCE ABUSE/DEPENDENCE AND
MOST COMMON MENTAL DISORDERS

In 1991, 27 percent of persons age 15 to 54 had a substance abuse/dependence disorder in their
lifetimes; 25 percent, an anxiety disorder; and 19 percent, an affective disorder.

Eleven percent of persons age 15 to 54 had a past-year substance abuse/dependence disorder.

Among persons age 15 to 54, 17 percent had an anxiety disorder and 11 percent had an affective
disorder during the past year.

Lifetime and Past-Year Substance Abuse/Dependence and Mental Disorders
U.S. Population, Age 15 to 54, 1991

ADM Di sor der Lifetime  Past Year
Subst ance abuse/ dependence 26. 6% 11. 3%
Anxi ety di sorder 24.9 17.2

Af fective disorder 19.3 11.3

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry 51:8-19, Table 2, and unpublished data from the survey. These estimates are from the National Comorbidity
Survey (NCS). The survey was based on interviews administered to a probability sample of the noninstitutionalized U.S.
civilian population. The NCS sample consisted of 8,098 respondents, age 15 to 54 years. This survey was conducted
from September 1990 to February 1992. DSM-III-R criteria were used as the basis for assessing disorders in the general
population. A random sample of initial nonrespondents was contacted further and received a financial incentive to
participate. A nonresponse weight was used to adjust for the higher rates of ADM disorders found in the sample of initial
nonresponders. The Composite International Diagnostic Interview was modified to eliminate rare diagnoses in the age
group studied and to add probes to improve understanding and motivation. The “substance abuse/dependence” category
includes drugs and alcohol. Affective disorders include major depressive episode, manic episode, and dysthymia.
Anxiety disorders include panic disorder, agoraphobia, social phobia, simple phobia, and generalized anxiety disorder.
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ALCOHOL, DRUG ABUSE, AND MENTAL DISORDERS BY GENDER

In 1991, among persons age 15 to 54, males were more likely than females to have lifetime and
past-year substance abuse and dependence disorders.

In 1991, among persons age 15 to 54, antisocial personality disorder was more common among
males than females.

In 1991, females age 15 to 54 were more likely to suffer from lifetime and past-year affective and
anxiety disorders than males in this age group.

Lifetime and Past-Year ADM Disordersby Gender, 1991
U.S. Population, Age 15to 54

Lifetime Past Year
ADM Di sor der Mal es Femal es Mal es Femal es
Subst ance 35. 4% 17. 9% 16. 1% 6. 6%
abuse/ dependence?
Anxi ety disorder® 19.2 30.5 11.8 22.6
Affective disorder® 14.7 23.9 8.5 14.1
Antisocial personality® 5.8 1.2 - -
Nonaf f ective psychosis® 0.6 0.8 0.5 0.6

* Substance abuse/dependence includes both abuse of and dependence on alcohol and other drugs.

® Anxiety disorders include panic disorder, agoraphobia, social phobia, simple phobia, and generalized anxiety disorder.
¢ Affective disorders include major depressive episode, manic episode, and dysthymia.

4 Assessed only on a lifetime basis.

¢ Nonaffective psychoses include schizophrenias, delusional disorder, and atypical psychoses.

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry 51:8-19, and unpublished data from the survey. These estimates are from the National Comorbidity Survey
(NCS). The survey was based on interviews administered to a probability sample of the noninstitutionalized U.S. civilian
population. The NCS sample consisted of 8,098 respondents, age 15 to 54 years. DSM-III-R criteria were used as the
basis for assessing disorders in the general population. A nonresponse weight was used to adjust for the higher rates of
ADM disorders found in the sample of initial nonresponders. The Composite International Diagnostic Interview was
modified to eliminate rare diagnoses in the age group studied and to add probes to improve understanding and motivation.
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MENTAL SYNDROME AND SUBSTANCE USE

In 1996, a higher prevalence of substance use was present among persons with major depressive
episode, generalized anxiety disorder, and panic attack than in the general population.

In 1996, of the four major mental syndromes, the prevalence of cigarette use was highest among
those diagnosed with generalized anxiety disorder.

Ofthose who experienced one of the mental syndromes, those diagnosed with major depressive
episode and generalized anxiety disorder had the highest prevalence of heavy alcohol use.

Past-Year Substance Use by Mental Syndrome
U.S. Population, Age 18 and Older, 1996

Maj or Ceneralized

Total adult depressive anxi ety Agor a- Pani c
Subst ance” popul ati on epi sode di sorder phobi a attack
Cigarettes 33. 2% 50. 4% 55. 5% 47. 0% 49. 2%
Al cohol (heavy
use) 18.9 23.6 23.0 14. 3 20.1
Any illicit
dr ug 10.1 20.6 14. 4 15. 7 19.9
Mari j uana 8.1 16. 2 11.0 10.1 15.1
Psycho-
t her apeuti cs 2.9 7.8 4.9 7.7 8.6
Cocai ne 1.9 5.0 4.4 2.0 4.0

*Heavy alcohol use is defined as being “drunk” or “very high” on three or more days in the past year. Psychotherapeutics
includes the nonmedical use of any prescription-type stimulant, sedative, tranquilizer, or analgesic; does not include over-
the-counter drugs.

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on
Drug Abuse. The 1996 survey employed a multistage area probability sample of 18,269 persons 12 years of age and older
in the U.S. civilian noninstitutionalized population, interviewed from January through December 1996. The survey
incorporated an over-sampling of Blacks, Hispanics, and young people. It also included a module of questions asking
adults about their mental health status during the past year. The adult mental health screening scale developed by the
Institute for Social Research at the University of Michigan was used to estimate the presence of four clinical mental
syndromes defined in the DSM-III-R (Revised Third Edition) published by the American Psychiatric Association (1987).
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LIFETIME ALCOHOL, DRUG ABUSE, AND MENTAL DISORDER

Of all persons with any alcohol, drug abuse, or mental (ADM) disorder during their lifetimes, 56
percent will have two or more of these disorders.

Of persons age 15 to 24, 27 percent met DSM-III-R criteria for two or more lifetime ADM
disorders.

About 25 million, or 14 percent, of people have had three or more ADM disorders; these persons
were the most likely to be severely impaired and to require hospitalization.

Prevalence and Comor bidity of Lifetime ADM Disorders, 1991
U.S. Population, Age 15to 54

Nunber
Nunmber of ADV (in
Di sorders mllions) Per cent
Tot al 176.0 100
None 91.5 52
Any 84.5 48
One 37.0 21
Two 22.9 13
Three or nore 24.6 14

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry 51:8-19, Table 3, and unpublished data from the survey. These estimates are from the National Comorbidity
Survey (NCS). The survey was based on interviews administered to a probability sample of the noninstitutionalized U.S.
civilian population. The NCS sample consisted of 8,098 respondents, age 15 to 54 years. This survey was conducted
from September 1990 to February 1992. DSM-III-R criteria were used as the basis for assessing disorders in the general
population. A random sample of initial nonrespondents was contacted further and received a financial incentive to
participate. A nonresponse weight was used to adjust for the higher rates of ADM disorders found in the sample of initial
nonresponders. The Composite International Diagnostic Interview was modified to eliminate rare diagnoses in the age
group studied and to add probes to improve understanding and motivation.
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CO-EXISTING MENTAL AND SUBSTANCE ABUSE DISORDERS

About 14 percent of the population age 15 to 54 years has had both substance abuse and a mental
disorder in their lifetimes.

About 5 percent of the population experienced both types of disorders during the past year.

About 21 percent of the population has had a mental disorder with no co-existing substance abuse
disorder during their lifetimes.

About 13 percent of the population with a substance abuse disorder had no co-existing mental
disorder during their lifetimes.

Lifetime and Past-Y ear Substance Abuse” and Mental Disorders, 1991
U.S. Population, Age 15to 54

Duri ng
Type of Disorder Lifetine the Year
Any substance abuse or nental disorder 48. 0% 29. 5%
Only substance abuse 12.9 6.6
Only nental disorder 21. 4 18.2
Bot h substance abuse and nental 13. 7 4.7

di sorder

" Substance abuse includes both abuse of/dependence on alcohol and other drugs.

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry 51:8-19, Table 2. These estimates are from the National Comorbidity Survey (NCS). The survey was based
on interviews administered to a probability sample of the noninstitutionalized U.S. civilian population. The NCS sample
consisted of 8,098 respondents, age 15 to 54 years. DSM-III-R criteria were used as the basis for assessing disorders
in the general population. A nonresponse weight was used to adjust for the higher rates of ADM disorders found in the
sample of initial nonresponders. The Composite International Diagnostic Interview was modified to eliminate rare
diagnoses in the age group studied and to add probes to improve understanding and motivation.

12 Substance Abuse and Mental Health Statistics




CO-EXISTING SUBSTANCE ABUSE AND MENTAL DISORDERS

disorder.

About 35 percent of the population age 15 to 54 years have had mental disorders in their lifetime.

Of those with a mental disorder during their lifetimes, 39 percent also have a substance abuse

Of those with mental disorder during the year, 21 percent also have a substance abuse disorder.

Mental Disorder With and Without Substance Abuse,” 1991
U.S. Population, Age 15to 54

Persons with

Ceneral Popul ation Ment al Di sorder
Duri ng Duri ng
Type of Disorder Lifetine the Year Lifetine the Year
Any nental disorder** 35. 1% 22. 9% -- --
Only nental disorder 21. 4 18.2 61% 79%
Bot h substance abuse
and mental disorder 13.7 .7 39 21

" Substance abuse includes both abuse of and dependence on alcohol and other drugs.

** Does not include persons with only substance abuse.

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry51:8-19, unpublished data fromthe survey. These estimates are from the National Comorbidity Survey (NCS).
The survey was based on interviews administered to a probability sample of the noninstitutionalized U.S. civilian
population. The NCS sample consisted of 8,098 respondents, age 15 to 54 years. DSM-III-R criteria were used as the
basis for assessing disorders in the general population. A nonresponse weight was used to adjust for the higher rates of
alcohol, drug abuse, and mental disorders found in the sample of initial nonresponders. The Composite International
Diagnostic Interview was modified to eliminate rare diagnoses in the age group studied and to add probes to improve
understanding and motivation. The survey included the following categories of disorders: affective, anxiety, substance
abuse and dependence, nonaffective psychosis, and antisocial personality.
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CO-EXISTING SUBSTANCE ABUSE AND MENTAL DISORDERS

About 27 percent of the population age 15 to 54 years have a substance abuse disorder in their
lifetimes.

Of'those with a substance abuse disorder during their lifetimes, 52 percent also have had a mental
disorder.

Of those with a substance abuse disorder during the year, 42 percent also have had a mental
disorder.

Substance Abuse” With and Without Mental Disor der
U.S. Population, Age 15to 54, 1991

Persons with Substance
Ceneral Popul ation Abuse Di sorder
Duri ng Duri ng

Type of Disorder Lifetine t he Year Lifetine the Year
Any substance abuse
di sor der 26. 6% 11. 3% -- --
Only substance abuse
di sor der 12.9 6.6 48% 58%
Bot h substance abuse and
nent al di sorder 13.7 4.7 52 42

" Substance abuse includes both abuse of and dependence on alcohol and other drugs.

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry51:8-19, unpublished data fromthe survey. These estimates are from the National Comorbidity Survey (NCS).
The survey was based on interviews administered to a probability sample of the noninstitutionalized U.S. civilian
population. The NCS sample consisted of 8,098 respondents, age 15 to 54 years. DSM-III-R criteria were used as the
basis for assessing disorders in the general population. A nonresponse weight was used to adjust for the higher rates of
alcohol, drug abuse, and mental disorders found in the sample of initial nonresponders. The Composite International
Diagnostic Interview was modified to eliminate rare diagnoses in the age group studied and to add probes to improve
understanding and motivation. The survey included the following categories of disorders: affective, anxiety, substance
abuse and dependence, nonaffective psychosis, and antisocial personality.
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CO-EXISTING SUBSTANCE ABUSE AND MENTAL DISORDERS BY AGE
About 14 percent of the U.S. population age 15 and 54 years will have co-existing mental and
substance abuse disorders during their lifetimes.

About 2 percent of the population age 45 to 54 years had co-existing substance abuse and mental
disorders during the year.

About 6 percent of the population age 15 to 24 years experienced co-existing substance abuse and
mental disorders during the year.

During their lifetimes, about 10 percent of the population age 45 to 54 years have had co-existing
substance abuse and mental disorders.

About 17 percent of the population age 25 to 34 years have had co-existing substance abuse and
mental disorders during their lifetimes.

Lifetime and Past-Month Prevalence of Co-Existing
Mental and Substance Abuse” Disor dersby Age
U.S. Population, Age 15to 54, 1991

15-24 25-34 35-44 45-54

Cccurrence Tot al yrs yrs yrs yrs
Lifetime 14% 12% 17% 15% 10%
During the 5 6 5 4 2

* Substance abuse includes both abuse of/dependence on alcohol and other drugs.

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry51:8-19, unpublished data fromthe survey. These estimates are fromthe National Comorbidity Survey (NCS).
The survey was based on interviews administered to a probability sample of the noninstitutionalized U.S. civilian
population. The NCS sample consisted of 8,098 respondents, age 15 to 54 years. DSM-III-R criteria were used as the
basis for assessing disorders in the general population. A nonresponse weight was used to adjust for the higher rates of
alcohol, drug abuse, and mental disorders found in the sample of initial nonresponders. The Composite International
Diagnostic Interview was modified to eliminate rare diagnoses in the age group studied and to add probes to improve
understanding and motivation.
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SUBSTANCES OF ABUSE

People are more likely to use legal substances (alcohol and tobacco) than illegal ones.

About half of the U.S. population age 12 and older currently drink alcohol..

About 30 percent of the U.S. population age 12 and older currently smoke cigarettes.

About 6 percent of the U.S. population age 12 and older currently use an illegal drug.

Marijuana is the most commonly used illegal drug. About 5 percent of'the U.S. population age 12
and older used marijuana in the past month.

Prevalence of Past-Month Alcohol, Cigar ette, and Other Drug Use
U.S. Population, Age 12 and Older, 1997

Nunber Usi ng Per cent
Subst ance (1, 000s) Usi ng
Al cohol 111, 071 51. 4%
Cigarettes 64, 056 29.6
Any Illicit Drug” 13, 904 6.4
Mari j uana 11,109 5.1
Psychot her apeuti cs (nonnedical use) 2, 665 1.2
Cocai ne (i ncludes crack) 1, 505 0.7
Hal | uci nogens 1,632 0.8
I nhal ant s 883 0.4

* Any illicit drug includes marijuana or hashish, cocaine (including crack), inhalants, hallucinogens (including PCP and
LSD), heroin, and any prescription-type psychotherapeutic used nonmedically.

Source: SAMHSA, Office of Applied Studies. 1998. Preliminary Results fromthe 1997 Household Survey on Drug
Abuse, Tables 5A and 5B, pp. 66-67. The 1997 survey employed a multistage area probability sample 0of 24,505 persons
12 years of age and older in the U.S. civilian noninstitutionalized population, interviewed from January through
December 1997.
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CURRENT ILLICIT DRUG USE

Marijuana is the most commonly used illicit drug in the United States. In 1997, about 11 million
people age 12 and older used marijuana in the past month; about 6 million used it on at least 51
days during the past year.

About 1.5 million people used cocaine in the past month. Abouthalfofthe current cocaine users
were frequent users, that is, they used cocaine on at least 51 days during the past year.

More people used hallucinogens in the past month than used inhalants. Current hallucinogen users
also were more likely than inhalant users to be frequent users, that is, used it on at least 51 days
during the past year.

Number of People (in Thousands) Currently Using Illicit Drugs
U.S. Population, Age 12 and Older, 1997

Used on
Used in 51 or Mre Days
Illicit Drug Past Mont h in Past Year
Mari j uana 11, 109 6412
Cocai ne (Includes Crack) 1, 505 682
Hal | uci nogens 1, 632 269
I nhal ant s 883 163

Source: Past-month use: SAMHSA, Office of Applied Studies. 1998. Preliminary Results from the 1997 National
Household Survey on Drug Abuse, Table 5A, p. 66. Past-year frequency: SAMHSA, Office of Applied Studies. 1997.
National Household Survey on Drug Abuse: Population Estimates 1997, Table 20A (marijuana) and Table 21A
(cocaine/crack); and unpublished data. The 1997 survey employed a multistage area probability sample 0f 24,505 persons
12 years of age and older in the U.S. civilian noninstitutionalized population, interviewed from January through
December 1997.
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TRENDS IN FIRST USE OF CIGARETTES

The annual number of new cigarette users age 12 and older increased during the 1960s and early
1970s, peaked in the mid-1970s, decreased through the early 1980s, and remained relatively stable
from the early 1980s to the early 1990s. Recently, however, the number of persons who began
smoking cigarettes has begun to increase again.

During the peak of new smokers in 1974, about 3.7 million people age 12 and older began
smoking cigarettes.

In 1995, about 3.2 million people age 12 and older used cigarettes for the first time.

Estimated Number (in Thousands) of Persons
Who First Used a Cigar ette by Year, 1965-1995
U.S. Population, Age 12 and Older

New Users New Users
Year (1, 000s) Year (1, 000s)
1965 2,974 1981 2,735
1966 2,843 1982 2,750
1967 3,229 1983 2,739
1968 3,166 1984 2,679
1969 3,362 1985 2,816
1970 3,574 1986 2,782
1971 3,472 1987 2,566
1972 3,794 1988 2,484
1973 3,395 1989 2,503
1974 3,708 1990 2,645
1975 3, 650 1991 2,567
1976 3,492 1992 2,707
1977 3,428 1993 2,897
1978 3,031 1994 3,178
1979 2,997 1995 3,263
1980 2,753

Source: SAMHSA, Office of Applied Studies. 1998. Preliminary Results from the 1997 National Household Survey
onDrugAbuse Table 44, p. 109. The 1965 to 1992 data were estimated based on 1994 to 1997 NHSDA data. The 1993
data were estimated using 1995, 1996, and 1997 data. The 1994 data were estimated using 1996 and 1997 data. The
1995 data were estimated using 1997 data. The 1997 survey employed a multistage area probability sample of 24,505
persons 12 years of age and older in the U.S. civilian noninstitutionalized population, interviewed from January through
December 1997.
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TRENDS IN FIRST SMOKING CIGARETTE DAILY

The annual number of persons age 12 and older who began smoking cigarettes daily increased
during the 1960s, stabilized between 1971 and 1977 with a peak in 1974, decreased through the
early 1980s, and has remained under 2 million thereafter.

The peak year for new smokers was 1974 when about 2.4 million people age 12 and older began
smoking cigarettes daily.

In 1996, about 1.8 million people age 12 and older became daily smokers.

Estimated Number (in Thousands) of Persons Who First Used Cigar ettes Daily
by Year, 1965-1996, U.S. Population, Age 12 and Older

New Users New Users
Year (1, 000s) Year (1, 000s)
1965 1, 606 1981 1, 757
1966 1,716 1982 1, 586
1967 1,741 1983 1, 527
1968 2,268 1984 1, 547
1969 2, 055 1985 1, 497
1970 1,910 1986 1,561
1971 2,175 1987 1, 482
1972 2,004 1988 1, 384
1973 2,276 1989 1, 436
1974 2,403 1990 1, 503
1975 1,811 1991 1, 464
1976 1,976 1992 1, 651
1977 2,284 1993 1,578
1978 1, 984 1994 1, 747
1979 1, 955 1995 1, 797
1980 1,704 1996 1, 851

Source: SAMHSA, Office of Applied Studies. 1998. Preliminary Results fromthe 1997 National Household Survey
on Drug Abusg, Table 45, p. 110. The 1965 to 1993 data were estimated based on 1994 to 1997 NHSDA data. The 1994
data were estimated using 1995, 1996, and 1997 data. The 1995 data were estimated using 1996 and 1997 data. The
1996 data were estimated using 1997 data. The 1997 survey employed a multistage area probability sample of 24,505
persons 12 years of age and older in the U.S. civilian noninstitutionalized population, interviewed from January through
December 1997.
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TRENDS IN FIRST USE OF ALCOHOL

The annual number of first-time alcohol users increased from the 1960s to the late 1970s,

decreased slightly through the late 1980s, and appears to have increased again somewhat in the
early 1990s.

Since 1965, more than 3 million people each year used alcohol for the first time; during the peak
of first time drinkers in 1977, 4.5 million people began drinking for the first time.

In 1995, about 4.3 million people used alcohol for the first time.

Estimated Number (in Thousands) of Persons
Who First Used Alcohol by Year, 1965-1995
U.S. Population, Age 12 and Older

New Users New Users
Year (1, 000s) Year (1, 000s)
1965 3,121 1981 3,627
1966 3,663 1982 3,627
1967 3,734 1983 3, 600
1968 3,768 1984 3,509
1969 4,231 1985 3,335
1970 4,022 1986 3, 640
1971 3,638 1987 3,285
1972 4,488 1988 3,373
1973 4,420 1989 3,071
1974 4,425 1990 3,431
1975 3,988 1991 3,477
1976 4,060 1992 3,595
1977 4,575 1993 3,713
1978 4,512 1994 4,150
1979 4,048 1995 4,318
1980 4,074

Source: SAMHSA, Office of Applied Studies. 1998. Preliminary Results from the 1997 National Household Survey
on Drug Abuse, Table 43, p. 108. 1965 to 1992 data were estimated based on 1994 to 1997 NHSDA data. The 1993
data were estimated using 1995, 1996 and 1997 data. The 1994 data were estimated using 1996 and 1997 data. The 1995
data were estimated using 1997 data only. The 1997 survey employed a multistage area probability sample of 24,505
persons 12 years of age and older in the U.S. civilian noninstitutionalized population, interviewed from January through
December 1997.
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AGE OF FIRST MARIJUANA USE

In 1997, the average age of first use of marijuana in the United States was 16.4 years.

Females first used marijuana at a slightly younger age than males.

On average, non-Hispanic Blacks first used marijuana at an older age than non-Hispanic Whites
and Hispanics.

People living in the Northeast first used marijuana at an older age compared with people living in
other regions of the United States.

Average Age of First Use of Marijuana by Selected Demographic Characteristics
U.S. Population, Age 12 and Older, 1997

Denogr aphi cs Mean Age
Tot al 16.4
Cender
Mal e 17.2
Femal e 16.8

Race/ethnicity

Non- Hi spanic Wite 16.8
Non- Hi spani ¢ Bl ack 18.6
Hi spani c 16.4
O her 16. 2
Popul ati on density
Large netropolitan area 16.9
Smal | metropolitan area 17.0
Rural area 16.9
Regi on
Nor t heast 18.1
North Central 16. 4
Sout h 17.1
West 16.5

Source: SAMHSA, Office of Applied Studies. 1998. Unpublished data from the 1997 National Household Survey on
Drug Abuse. The 1997 survey employed a multistage area probability sample of 24,505 persons 12 years of age and older
inthe U.S. civilian noninstitutionalized population and incorporated an over-sampling of Blacks, Hispanics, and young
people. The survey also included a module of questions asking adults about their mental health status during the past
year. The adult mental health screening scale developed by the Institute for Social Research at the University of Michigan
was used to estimate the presence of four clinical mental syndromes defined in the DSM-III-R (Revised Third Edition)
published by the American Psychiatric Association (1987).

30 Substance Abuse and Mental Health Statistics




TRENDS IN FIRST USE OF MARIJUANA

The annual number of new marijuana users age 12 and older increased during the 1960s, peaked
in the 1970s, decreased in the 1980s, and resumed rising in the 1990s.

In 1975, the peak year for new marijuana users, about 3.2 million people age 12 and older began
using marijuana..

In 1996 an estimated 2.5 million people age 12 and older used marijuana for the first time.

Estimated Number (in Thousands) of Persons Who First Used Marijuana by Year, 1965-1996
U.S. Population, Age 12 and Older

New Users New Users
Year (1, 000s) Year (1, 000s)
1965 617 1981 2,218
1966 900 1982 2,080
1967 1, 467 1983 2,044
1968 1,590 1984 1,994
1969 2,218 1985 1,767
1970 2,668 1986 1,871
1971 2,799 1987 1,817
1972 2,897 1988 1,526
1973 2,782 1989 1, 413
1974 3,008 1990 1, 401
1975 3,185 1991 1,376
1976 2,824 1992 1,701
1977 2,884 1993 1,949
1978 2,879 1994 2,393
1979 2,585 1995 2,406
1980 2,492 1996 2,540

Source: SAMHSA, Office of Applied Studies. 1998. Preliminary Results fromthe 1997 National Household Survey
on Drug Abuse, Table 38, p. 103. The estimates for 1965 through 1967 have low precision and are not reported. The
1968 to 1993 data were estimated based on 1994 to 1997 NHSDA data. The 1994 data were estimated using 1995, 1996
and 1997 data. The 1995 data were estimated using 1996 and 1997data. The 1997 survey employed a multistage area
probability sample of 24,505 persons 12 years of age and older in the U.S. civilian noninstitutionalized population,
interviewed from January through December 1997.
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TRENDS IN INCIDENCE OF COCAINE USE

The annual number of new cocaine users age 12 and older increased during the 1960s and 1970s,

peaked in the early 1980s, and decreased in the 1990s.

year.

Duringthe peak years in the early 1980s, about 1.2 to 1.4 million persons began using cocaine each

In 1996, more than a half-million people used cocaine for the first time.

Estimated Number (in Thousands) of Persons
Who First Used Cocaine by Year, 1968-1995
U.S. Population, Age 12 and Older

New Users New Users
Year (1, 000s) Year (1, 000s)
1965 * 1981 1, 383
1966 * 1982 1, 389
1967 * 1983 1, 220
1968 77 1984 1, 230
1969 180 1985 1,174
1970 296 1986 1, 210
1971 343 1987 961
1972 270 1988 776
1973 477 1989 762
1974 673 1990 631
1975 808 1991 480
1976 646 1992 488
1977 950 1993 553
1978 1,041 1994 537
1979 999 1995 653
1980 1, 345 1996 675

*Low precision; no estimate reported.

Source: SAMHSA, Office of Applied Studies. 1998. Preliminary Results from the 1997 National Household Survey
on Drug Abuse, Table 39, p. 104. The estimates for 1965 through 1967 have low precision and are not reported. The
1968 to 1993 data were estimated based on 1994 to 1997 NHSDA data. The 1994 data were estimated using 1995, 1996
and 1997 data. The 1995 data were estimated using 1996 and 1997data. The 1997 survey employed a multistage area
probability sample of 24,505 persons 12 years of age and older in the U.S. civilian noninstitutionalized population,
interviewed from January through December 1997.
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DRUG USE BY AGE AND GENDER

Young adults age 18 to 25 are more likely than any other age group to report illicit drug use in the
pastmonth.

Amongyouthage 12 to 17 years, females are almost as likely as males to use an illicit drug in the
pastmonth.

Among the age groups age 18 and older, males are about twice as likely as females to have used
an illicit drug in the past month.

[llicit Drug Usein the Past Month by Age and Gender
U.S. Population, Age 12 and Older, 1997

Age Tot al Mal es Femal es
Tot al 6. 4% 8. 5% 4. 5%
12-17 years 11.4 12. 3 10.6
18- 25 years 14. 7 19.6 9.6
26- 34 years 7.4 9.6 5.2
35 years and ol der 3.6 5.0 2.3

Source: SAMHSA, Office of Applied Studies. 1998. Preliminary Results fromthe 1997 National Household Survey
on Drug Abuse(NHSDA), Table 19. The 1997 survey employed a multistage area probability sample of 24,505 persons
12 years of age and older in the U.S. civilian noninstitutionalized population, interviewed from January through
December 1997, and incorporates an over-sampling of Blacks, Hispanics, and young people.
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HEAVY ALCOHOL USE BY AGE AND GENDER

Young adults age 18 to 25 are more likely to report heavy alcohol use in the past month than
persons in other age groups.

Among youth age 12 to 17 years, females are almost as likely as males to drink heavily in the past
month.

Males are more likely to be heavy drinkers than females, especially in the older age groups.

Heavy Alcohol Use' in the Past Month by Age and Gender
U.S. Population, Age 12 and Older, 1997

Age Tot al Mal es Femal es
Tot al 5. 4% 8. 9U 2. 1%
12-17 years 3.1 3.8 2.4
18- 25 years 11.1 17.5 4.5
26- 34 years 7.5 12. 1 2.9
35 years and 4.0 6.9 1.4
ol der

* Past-month heavy alcohol use is defined as drinking 5 or more drinks per occasion on each of 5 or more days in the last
30 days.

Source: SAMHSA, Office of Applied Studies. 1998. Preliminary Results fromthe 1997 National Household Survey
on Drug Abuse (NHSDA), Table 29, p. 92. The 1997 survey employed a multistage area probability sample of 24,505
persons 12 years of age and older in the U.S. civilian noninstitutionalized population, interviewed from January through
December 1997, and incorporates an over-sampling of Blacks, Hispanics, and young people.
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CURRENT DRUG USE BY RACE/ETHNICITY

In 1997, about 8 percent of non-Hispanic Blacks and about 6 percent Hispanics and non-Hispanic
Whites used at least one illicit drug in the past month.

Because non-Hispanic Whites comprise about 75 percent of the general population in the U.S.,
most of the current drug users are non-Hispanic Whites.

The percent of each racial/ethnic group who are current illicit drug users is similar to the percent
distribution of each group in the U.S. general population.

[llicit Drug Usein the Past Month by Race/Ethnicity
U.S. Population, Age 12 and Older, 1997

Per cent
of
Nunber Per cent of Tot al Per cent
Who Used Race/ Ethnicity Dr ug of U. S
Race/ Ethnicity (1, 000s) G oup Wio Used Users Popul ati on
Tot al 13,904 6. 4% 100. 0% 100. 0%
Non- Hi spani ¢ 10, 330 6.4 74. 3 75.0
VWite
Non- Hi spani ¢ 1,824 7.5 13.1 11.5
Bl ack
Hi spanic 1, 264 5.9 9.1 9.5
O her 486 3.6 3.5 4.0

Source: Drug use. SAMHSA, Office of Applied Studies. 1998. National Household Survey on Drug Abuse:
Population Estimates 1997, pp. 11, 17-19. U.S. Population: Estimated 1997 data for the U.S. civilian,
noninstitutionalized population 12 years and older: Bureau of the Census, Population Division. 1997. Report PPL-57,
Appendix A. The 1997 survey employed a multistage area probability sample 0f 24,505 persons 12 years of age and older
inthe U.S. civilian noninstitutionalized population, interviewed from January through December 1997, and incorporates
an over-sampling of Blacks, Hispanics, and young people.
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HEAVY ALCOHOL AND ILLICIT DRUG USE AMONG MINORITIES

In 1996, the prevalence of heavy drinking among Hispanics (6.2 percent) was about the same as
that among American Indians and Alaskan Natives (6.4 percent).

Puerto Ricans had the highest prevalence of heavy drinking among Hispanics.

In 1996, American Indians and Alaskan Natives had higher prevalence of illicit drug use than
Asian/Pacific Islanders or Hispanics.

Asian/Pacific Islanders had the lowest prevalence of illicit drug use (3.7 percent) and heavy
alcohol use (1.3 percent).

Past-M onth Heavy Alcohol” and Illicit Drug Use Among Selected Racial/Ethnic Groups
U.S. Population, Age 12 and Older, 1996

Heavy I1licit
Race/ Ethnicity (Sanple Size) Dri nkers Drug Users
Anerican Indian/ A aska Native (n=121) 6. 4% 11. 3%
Asi an/ Paci fic |slander (n=454) 1.3 3.7
Total Hi spanic (n=4,841) 6.2 5.3
Mexi can Anerican (n=3, 241) 6.8 5.3
Puerto Rican (n=504) 7.3 5.4
Cuban (n=202) 5.1 5.3
O her Hi spanics (n=894) 3.9 5.1

* Heavy alcohol use is defined as having 5 or more alcoholic drinks on the same occasion on each of 5 or more days in
the past 30 days.

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on
Drug Abuse. The 1996 survey employed a multistage area probability sample of 18,269 noninstitutionalized civilian
respondents 12 years and older interviewed from January through December 1996 and incorporates an over-sampling of
Blacks, Hispanics, and young people.
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CURRENT HEAVY ALCOHOL USE BY RACE/ETHNICITY

Heavy alcohol use in the past month is defined as drinking five or more drinks per occasion on
each of five or more days in the past 30 days.

In 1997, about 6 percent of Hispanics, about4 percent of non-Hispanic Blacks and about 6 percent
of non-Hispanic Whites reported heavy drinking in the past month.

Because non-Hispanic Whites comprise about 75 percent of the general population in the U.S.,
most of the current heavy drinkers are non-Hispanic Whites.

The percent of non-Hispanic Blacks who are current heavy drinkers is less and the percent of
Hispanics is slighter more than their percent distribution in the U.S. general population.

Heavy Alcohol Use™ in the Past Month by Race/Ethnicity
U.S. Population, Age 12 and Older, 1997

Nunber
VWho Were Per cent of
Heavy Race/ Ethnicity Percent of Percent of

Dri nkers G oup Wio Wre Total Heavy u. S
Race/ Ethnicity (1, 000s) Heavy Drinkers Dri nkers Popul ati on
Tot al 11, 249 5. 4% 100. 0% 100. 0%
Non- Hi spanic Wite 8, 846 5.7 78.6 75.0
Non- Hi spani ¢ Bl ack 887 3.8 7.9 11.5
Hi spani c 1, 319 6.3 11.7 9.5
O her 197 2.3 1.8 4.0

* Heavy alcohol use in the past month is defined as drinking 5 or more drinks per occasion on each of 5 or more days in
the last 30 days.

Source: Alcohol use: SAMHSA, Office of Applied Studies. 1998. Preliminary Results from the 1997 National
Household Survey on Drug Abuse (NHSDA), Table 17; and NHSDA: Population Estimates 1997, p. 11. Estimated
1997 data for the U.S. civilian, noninstitutionalized population 12 years and older: Bureau of the Census, Population
Division. 1997. Report PPL-57, Appendix A. The 1997 survey employed a multistage area probability sample 0f 24,505
persons 12 years of age and older in the U.S. civilian noninstitutionalized population, interviewed from January through
December 1997, and incorporates an over-sampling of Blacks, Hispanics, and young people.
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CURRENT ILLICIT DRUG USE BY AGE

Overall, between 1979 and 1997, the percent of the population who used at least one illicit drug
in the past month decreased.

Between the mid-1980s and 1992, past-month illicit drug use decreased in all age groups.

Amongyouthage 12 to 17-year-olds, past-month illicit drug use doubled between 1992 and 1995,
decreased significantly between 1995 and 1996, and increased significantly between 1996 and
1997.

Estimated Percentage Reporting Illicit Drug Usein the Past Month by Age, 1979-1997

Year Age 12-17 Age 18-25 Age 26-34 Age 35+
1979 16. 3% 38. 0% 20. 8% 2.8%
1985 13.2 25.3 23.1 3.9
1988 8.1 17.9 14. 7 2.3
1990 7.1 15.0 10.9 3.1
1991 5.8 15. 4 10.0 3.4
1992 5.3 13.1 11. 4 2.5
1993 5.7 13.6 9.5 3.0
1994 8.2 13.3 8.5 3.2
1995 10.9 14. 2 8.3 2.8
1996 9.0 15.6 8.4 2.9
1997 11.4 14. 7 7.4 3.6

Source: SAMHSA, Office of Applied Studies. 1997. Preliminary Results from the 1997 National Household Survey
onDrugAbuse, Table 11. The NHSDA employs a multistage area probability sample of about 24,000 persons in the U.S.
civilian noninstitutionalized population. In 1994 the survey questionnaire and editing procedures underwent major
changes that may have affected the reporting of substance use. An adjustment procedure was developed and applied to
the pre-1994 estimates.
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CURRENT ADOLESCENT ILLICIT DRUG USE

In 1997, about 11 percent of youth age 12 to 17 reported using at least one illicit drug in the past
month, representing a significant increase from 1996.

Youth age 12 to 17 were more likely to report current use of marijuana than of any other illicit
drug.

In 1997, youth age 12 to 17 were as likely to report current non-medical use of psychotherapeutics
as use of inhalants and hallucinogens.

[llicit Drug Use in the Past Month
U.S. Population, Age12to 17, 1994-1997

Il'licit Drug 1994 1995 1996 1997
Any Illicit Drug” 8.2%  10. 9% 9. 0% 11. 4%
Mari j uana 6.0 8.2 7.1 9.4
Cocai ne (including crack) 0.3 0.8 0.6 1.0
I nhal ant s 1.6 2.1 1.7 2.0
Hal | uci nogens 1.1 1.7 2.0 1.9
Her oi n 0.1 0.2 0.2 0.2
Psychot her apeutics (non-nedical) ™ 1.7 1.6 1.9 2.1

* Any illicit drug indicates past-month use of marijuana or hashish, cocaine (including crack), inhalants, hallucinogens
(including PCP and LSD), heroin, and any prescription-type psychotherapeutic used nonmedically.

" Nonmedical use of any prescription-type stimulant, sedative, tranquilizer, or analgesic; does not include over-the-
counter drugs.

Source: 1995, 1996 and 1997 data: SAMHSA, Office of Applied Studies. 1998. Preliminary Results fromthe 1997
National Household Survey on Drug Abuse (NHSDA), Table 7. 1994 data: SAMHSA, Office of Applied Studies.
1997. Preliminary Estimates from the 1996 NHSDA, p. 69. The survey employs a multistage area probability sample
of about 24,000 persons in the U.S. civilian noninstitutionalized population.
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ALCOHOL USE - AMERICAN INDIAN STUDENTS

A national survey of alcohol and other drug use by American Indian students on reservations has
been conducted since 1975.

In general, the percent of American Indian students in grades 7 to 12 who used any alcohol in their
lifetime steadily declined from 1980 to 1994.

The percent of American Indian students who drank to intoxication at least once in their lifetime
has increased over the past decade.

Trendsin Percent of American Indian Studentsin Grades 7 to 12
Reporting Alcohol Use and Intoxication in Lifetime, 1980-1994

Al cohol 1980-82 1982-84 1984-86 1986-88 1988-90 1990-92 1992-94
Use n=2,159 n=1,411 n=1,510 n=2,683 n=5,300 n=1,710 n=2096
Any Al cohol 85% 81% 79% 81% 75% 75% 68%
Al cohol NA NA 46% 49% 55% 62% 51%

| nt oxi cati on

NA = Not available

Source: Beauvais, Fred. 1996. Trends in Drug Use Among American Indian Students and Dropouts, 1975 to 1994.
American Journal of Public Health 86(11):1594-1598. This is a national representative survey of American Indian
students in grades 7 to 12 residing on or near reservations. The Tri-Ethnic Center for Prevention Research at Colorado
State University has conducted this survey since 1975. Students complete the questionnaire anonymously in a group
setting. Tribes are stratified by demographic, cultural, and geographic factors. A sample of five to seven tribes is selected
each year and the data aggregated over several years to produce stable estimates.
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DRUG USE - AMERICAN INDIAN STUDENTS

In general, the percent of American Indian students in grades 7 to 12 who used illicit drugs in their
lifetime has declined from 1980 to 1994.

Marijuana, inhalants, and stimulants are the most frequently reported illicit drug use by American
Indian students.

Psychedelics is the only drug category that more American Indian students have used in the 1990's
than in the 1980's.

Trendsin Percent of American Indian Studentsin Grades 7 to 12
Reporting lllicit Drug Usein Lifetime, 1980-1994

[llicit 1980-82 1982-84 1984-86 1986-88 1988-90 1990-92 1992-94
Drug Use n=2,159 n=1,411 n=1,510 n=2,683 n=5,300 n=1, 710 n=2096
Mari j uana 74% 70% 57% 61% 55% 56% 50%
I nhal ant s 30 31 21 24 24 25 21
Stinmul ants 24 22 21 25 17 18 13
Cocai ne 11 6 7 8 9 12 9
Sedati ves 9 7 10 11 7 6 4
Her oi n 5 2 5 5 4 3 3
Psychedel i cs 9 6 9 10 13 22 19
Tranquilizers 6 3 7 7 3 2 2
PCP NA NA 10 10 7 3 3

*NA = Not available

Source: Beauvais, Fred. 1996. Trends in Drug use Among American Indian Students and Dropouts, 1975 to 1994.
American Journal of Public Health 86(11):1594-1598. This is a national representative survey of American Indian
students in grades 7 to 12 residing on or near reservations. The Tri-Ethnic Center for Prevention Research at Colorado
State University has conducted this survey since 1975. Students complete the questionnaire anonymously in a group
setting. Tribes are stratified by demographic, cultural, and geographic factors. A sample of five to seven tribes is selected
each year and the data aggregated over several years to produce stable estimates.
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TRENDS IN HEAVY DRINKING - - MILITARY

The percentage of heavy drinking decreased about 4 percentage points between 1980 and 1995
across the total military.

In 1995, the Navy and Air Force showed statistically significant decreases in heavy drinking over
the 15-year period since 1980; but the Army and Marine Corps did not.

Since 1980, the Air Force has shown the lowest rates of heavy drinking and the Marine Corps the
highest rates.

Trendsin Percent Reporting Heavy Drinking by Military Branch, 1980-1995

Year of Survey

Mlitary Branch 1982 1985 1988 1990 1992 1995
Total Mlitary 20. 8¥% 24. 1% 22. 9% 17. 0% 15. 2% 17. 1%
Ar ny 20.3 24. 7 25.2 19.5 17.2 18.0
Navy 25.6 27.7 24.9 14. 6 13.8 18.8
Air Force 14. 3 17.7 16. 4 14. 5 10. 7 10. 3
Mari ne Corps 28.6 30.6 29. 4 23.9 25.5 27.8

Source: Bray, RM et al. 1995 Department of Defense Survey of Health Related Behaviors Among Military Personnel,
Research Triangle Institute December 1995. This series of studies examines trends in substance use among active duty
military personnel. The 1995 survey is the sixth survey in the series which began in 1980. It is the most comprehensive
and includes assessments of mental health, stress and coping, cardiovascular disease risk factor, injury, sexually
transmitted diseases, and special health needs of military women. In 1995, the sample consisted of 16,193 active duty
military.
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DRUG USE - - MILITARY

In 1995, about 6.5 percent of the military reported using an illicit drug in the past 12 months

Drug users in the military were more likely to be young, unmarried, male, with a high school or
lower education, and stationed in the continental U.S.

Military personnel without any college education were over 4 times more likely to use illicit drugs
than college graduates in the military.

Per cent of the Military Reporting Any lllicit Drug Usein Past 12 Months, 1995

Any Illicit Drug Use*
Characteristic in Past 12 Months
Tot al 6. 5%
Sex: Mal e 4
Femal e

Race/ Ethnicity: Wi te, non-Hi spanic
Bl ack, non-Hi spanic
Hi spani c
O her

Educati on: H gh school or |ess
Some col | ege
Col | ege graduat e+

Age: 20 and under 1
21-25 years
26- 34 years
35 and ol der

Fam |y Status: Not married 1

Marri ed, spouse not present
Married, spouse present

Pay G ade: El- E3 1
E4- E6
E7- E9
WL- Vb
01-03
04- 010

Regi on: Conti guous U.S. (CONUS)
Qut si de CONUS ( OCONUS)

ANIPNRPRPORMMONOINWORINIO|IONDD | OO
ro|ocococvmw|roo|robro|lcoo|vwows|w

*Steroids are not included.

Source: DOD Survey of Health Related Behavior Among Military Personnel, 1995. Bray, RM et al. 1995 Department
of Defense Survey of Health Related Behaviors Among Military Personnel, Research Triangle Institute December 1995.
This series of studies examines trends in substance use among active duty military personnel. The 1995 survey is the
sixth survey in the series which began in 1980. It is the most comprehensive and includes assessments of substance use,
mental health, stress and coping, cardiovascular disease risk factors, injury, sexually transmitted diseases, and special
health needs of military women. In 1995, the sample consisted of 16,193 active duty military.
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DRUG USE BY PERSONS WITH DISABILITIES

Depending on the age group, person with disabilities were more likely to have ever used certain
substances than persons without disabilities.

Among young adults, age 18-24 years, persons with disabilities were more likely than those
without disabilities to have ever used crack or heroin.

Among adults, age 25-34 years, persons with disabilities were less likely than those without
disabilities to have ever used marijuana.

Among older adults age 35 and older, persons with disabilities were more likely than those without
disabilities to have ever used sedatives and tranquilizers.

Per cent of Persons Reporting Having Ever Used a Drugin Lifetime
(Adjusted for Sex and Race/Ethnicity) by Disability Status**

Age 18-24 Age 25-34 Age 35+
Dr ug Wth W t hout Wth W t hout Wth W t hout
Al cohol 81.7 90. 2 89.0 92. 4 86. 2 87.4
Cocai ne 26.0 17.8 21.0 25.8 10. 7 6.7
Crack 19.9 3.7a 5.8 3.7 2.5 1.0
Her oi n 5.0 0. 7a 3.7 1.8 3.1 1.4
Mari j uana 61.4 50. 4 45.7 54. 3b 25.1 23.6
Sedat i ves* 15.3 4.2 10.6 7.4 0 3. 4b
Tranquilizers* 15.5 7.4 9.5 10.0 8.1 4. 1a

aDifferences are statistically significant at p <.05.
bDifferences are statistically significant at p <.01.

*Non-medical use of these prescription-type drugs.
**Persons classified as “with disabilities” responded to the question on “present work situation” as “disabled, not able
to work.

Source: Gilson SF, Chilcoat HD, & Stapleton JM. 1996. Illicit Drug Use by Persons with Disabilities: Insights from
the National Household Survey on Drug Abuse. American Journal of Public Health, 86:1613-1615. This study was
an analysis of the 24,589 adults, age 18 and older who were respondents in the SAMHSA National Household Survey
on Drug Abuse conducted in 1991. There were 577 persons classified as "with disability." They were primarily age 35
and older (86 percent) and white (69 percent); 21 percent were black. Persons with disabilities who were working were
not classified "with disabilities" in the study and therefore may be included in the "without disabilities" group. Multiple
logistic regression was used to adjust for sex and race/ethnicity.
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CIGARETTE USE BY STATE

While 26 percent of Americans age 12 and older were current smokers between 1991 and 1993,
rates ranged from 23 to 31 percent across 26 States during the same period.

Of the 26 States for which estimates were made, the States with the highest rates of current
smokers between 1991 and 1993 were Kentucky (31 percent), West Virginia (31 percent),
Tennessee (30 percent), Ohio (29 percent), and South Carolina (29 percent).

The States with the lowest rates of current smokers between 1991 and 1993 were Minnesota (23
percent), California (23 percent), Wisconsin (24 percent), Washington (24 percent), and Kansas
(24 percent).

Estimated Population (in Thousands) Age 12 and Older Using Cigar ettes
in the Past Month in Selected States, 1991-1993

Nunber Nunber
State (1, 000s) Percent State (1, 000s) Percent
Total U.S. 52,444 25. 5%
Nort heast Regi on North Central Region
New Jer sey 1,581 24.5 I1linois 2,434 26. 0%
New Yor k 3,534 23.7 I ndi ana 1,123 24.5
Pennsyl vani a 2,672 26.9 Kansas 485 24.2
M chi gan 2,052 27.0
Sout h Regi on M nnesot a 807 22.6
Fl ori da 2,744 24. 4 M ssouri 1, 065 25.2
Ceorgi a 1,433 26. 3 Ohio 2,612 29.2
Kent ucky 960 31. 4 W sconsi n 945 23.5
Loui si ana 872 25.7
North Carolina 1,501 26.6 West Regi on
Ol ahorma 690 26.9 California 5,559 22.8
South Carolina 851 29.0 New Mexi co 341 28. 4
Tennessee 1, 215 29.5 Oregon 612 25.5
Texas 3,601 26. 2 Washi ngt on 971 23.7
Virginia 1, 307 25.0
West Virginia 458 30.6

Source: SAMHSA, Office of Applied Studies. 1996. Substance Abuse in Sates and Metropolitan Areas: Model-
Based Estimates from the 1991-1993 National Household Survey on Drug Abuse, Summary Report, pp. 85, 89. The
estimates were developed from data collected in the National Household Survey on Drug Abuse (NHSDA) for 1991-
1993, combined with local area indicators that were found to be associated with substance abuse. The local area
indicators include variables such as drug-related arrests, alcohol-related death rates, and block-group level characteristics
from the 1990 census. The estimates use a consistent methodology across States and metropolitan statistical areas and
are constructed so that they sum to national estimates produced by the NHSDA. The small-area estimation methodology
used employs logistic regression models that combine the NHSDA data with local area indicators. In general, estimates
for the larger States and MSAs are better than those for smaller places.
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CIGARETTE USE BY METROPOLITAN STATISTICAL AREA

From 1991 to 1993, the rates of Americans age 12 and older who were current smokers ranged
from 20 to 28 percent across 25 metropolitan statistical areas (MSAs).

The MSAs with the highest rates of current smokers between 1991 and 1993 were Boston
(28 percent), Denver (27 percent), Detroit (27 percent), San Antonio (26 percent), and Dallas (26
percent).

The MSAs with the lowest rates of current smokers between 1991 and 1993 were Nassau-Suffolk
(20 percent), El Paso (20 percent), and Miami-Hialeah (21 percent).

Estimated Population (in Thousands) Age 12 and Older Using Cigar ettes
in the Past Month by Metropolitan Statistical Area (M SA), 1991-1993

Nunmber Nunmber
MSA (1, 000s) Percent MSA (1, 000s) Percent
Anahei m Nassau-
Santa Ana, CA 419 21. 0% Suf fol k, NY 440 20. 2%
Atlanta, GA 575 23.7 Newar k, NJ 361 24.1
Bal ti more, M 498 25.0 New York, NY 1, 640 23.2
Boston, MA 865 27.5 Qakl and, CA 403 23.3

Phi | adel phia, PA-

Chicago, IL 1,232 24.7 NJ 1, 045 25.9
Dal | as, TX 550 26.0 Phoeni x, AZ 440 24.8
Denver, CC 365 27.1 San Antonio, TX 271 26.1
Detroit, M 953 26.5 San Bernardi no, CA 495 23.3
El Paso, TX 93 20. 4 San Di ego, CA 465 22.3
Houst on, TX 667 25.1 St. Louis, MOIL 507 25.3
Los Angeles, CA 1,555 21.8 Tanpa-
M ami - H al eah, FL 334 20.9 St. Petersburg, FL 466 25.6
M nneapol i s-
St. Paul, M 461 22.6 Washi ngt on, DC 756 22.6

Source: SAMHSA, Office of Applied Studies. 1996. Substance Abuse in States and Metropolitan Areas: Model-
Based Estimates from the 1991-1993 National Household Survey on Drug Abuse, Summary Report, pp. 87, 90. The
estimates were developed from data collected in the National Household Survey on Drug Abuse (NHSDA) for 1991-
1993, combined with local area indicators that were found to be associated with substance abuse. The local area
indicators include variables such as drug-related arrests, alcohol-related death rates, and block-group level characteristics
from the 1990 census. The estimates use a consistent methodology across States and MSAs and are constructed so that
they sum to national estimates produced by NHSDA sample sizes. The small-area estimation methodology used employs
logistic regression models that combine the NHSDA data with local area indicators. In general, estimates for the larger
States and MSAs are better than those for smaller places.
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ILLICIT DRUG USE BY STATE

Between 1991 and 1993, 6 percent of Americans age 12 and older were current illicit drug users.
Rates among 26 States ranged from 4 to 8 percent during this period.

Of'the selected States for which estimates were produced, those with the highest rates of current
illicit drugs users between 1991 and 1993 were California (8 percent), New Mexico (8 percent),
Oregon (7 percent), Oklahoma (7 percent), and New York (6 percent).

Ofthe 26 selected States, those with the lowestrates of currentillicit drug users between 1991 and
1993 were Wisconsin, West Virginia, and Louisiana (4 percent each).

Estimated Population (in Thousands) Age 12 and Older Using Illicit Drugs
in the Past Month in Selected States, 1991-1993

Nunmber Nunmber
State (1, 000s) Percent State (1, 000s) Percent
Total U. S 12,015 5. 8%
Nort heast Regi on North Central Region
New Jer sey 348 5.4 [11inois 435 4. 6%
New Yor k 959 6.4 I ndi ana 206 4.5
Pennsyl vani a 505 5.1 Kansas 101 5.0
M chi gan 420 5.5
Sout h Regi on M nnesot a 165 4.6
Fl ori da 557 5.0 M ssouri 210 5.0
Ceorgi a 317 5.8 Ohio 481 5.4
Kent ucky 138 4.5 W sconsi n 164 4.1
Loui si ana 148 4.4
North Carolina 330 5.9 West Regi on
&l ahoma 178 7.0 California 2,004 8.2
Sout h Carolina 147 5.0 New Mexi co 96 7.8
Tennessee 187 4.5 Oregon 170 7.1
Texas 767 5.6 Washi ngt on 248 6.1
Virginia 290 5.6
West Virginia 63 4.2

Source: SAMHSA, Office of Applied Studies. 1996. Substance Abuse in Sates and Metropolitan Areas. Model-
Based Estimates from the 1991-1993 National Household Survey on Drug Abuse, Summary Report, pp. 85, 89. The
estimates were developed from data collected in the National Household Survey on Drug Abuse (NHSDA) for 1991-1993
combined with local area indicators that were found to be associated with substance abuse. The local area indicators
include variables such as drug-related arrests, alcohol-related death rates, and block-group level characteristics from the
1990 census. The estimates use a consistent methodology across States and MSAs and are constructed so that they sum
to national estimates produced by NHSDA sample sizes. The small area estimation methodology used employs logistic
regression models that combine the NHSDA data with local area indicators. In general, estimates for the larger States
and MSAs are better than those for smaller places.
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ILLICIT DRUG USE BY METROPOLITAN STATISTICAL AREA

From 1991 to 1993, the rate of Americans age 12 and older who were current illicit drug users
ranged from 4 to 11 percent across 25 metropolitan statistical areas (MSAs).

The MSAs with the highest rates of current illicit drug users from 1991 to 1993 were Oakland (11
percent), Anaheim-Santa Ana (8 percent), Denver (8 percent), San Bernardino (7 percent), and
San Diego (7 percent).

The MSAs with the lowest rates of current illicit drug users from 1991 to 1993 were El Paso,
Miami-Hialeah, and Houston (4 percent each).

Estimated Population (in Thousands) Age 12 and Older Using Illicit Drugs
in the Past Month by Metropolitan Statistical Area (M SA), 1991-1993

Nunber Nunber
MSA (1, 000s) Percent MSA (1, 000s) Percent
Anahel m Nassau-

Santa Ana, CA 176 8. 2% Suf fol k, NY 143 6. 6%
Atlanta, GA 142 59 Newar k, NJ 93 6.2
Baltinore, MD 100 50 New York, NY 425 6.0
Bost on, NA 212 6.7 CGakl and, CA 197 11. 4

Phi | adel phia, PA-
Chi cago, IL 275 5.5 New Jer sey 231 5.7
Dallas, TX 121 57 Phoeni x, AZ 121 6.8
Denver, CO 112 8.3 San Antonio, TX 45 4.4
Detroit, M 197 5.5 San Bernardi no, CA 158 7.4
El Paso, TX 16 3.6 San Di ego, CA 148 7.1
St. Louis, M>
Houst on, TX 108 4.1 Illinois 104 5.2
Los Angeles, CA 476 6.7 Tanpa-
M ami - H al eah, FL 60 3.8 St. Petersburg, FL 96 5.3
M nneapol i s-
St. Paul, MW 106 52 Washi ngton, DC 180 5.4

Source: SAMHSA, Office of Applied Studies. 1996. Substance Abuse in Sates and Metropolitan Areas. Model-
Based Estimates from the 1991-1993 National Household Survey on Drug Abuse, Summary Report, pp. 87, 90. The
estimates were developed from data collected in the National Household Survey on Drug Abuse (NHSDA) for 1991-
1993, combined with local area indicators that were found to be associated with substance abuse. The local area
indicators include variables such as drug-related arrests, alcohol-related death rates, and block-group level characteristics
from the 1990 census. The estimates use a consistent methodology across States and MSAs and are constructed so that
they sum to national estimates produced by NHSDA sample sizes. The small-area estimation methodology used employs
logistic regression models that combine the NHSDA data with local area indicators. In general, estimates for the larger
States and MSAs are better than those for smaller places.
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CURRENT HEAVY ALCOHOL USE BY REGION

From 1994 to 1996, heavy drinking in the past month decreased across all regions except in the
South; from 1996 to 1997 it decreased across all regions except in the Northeast.

In 1997, the West reported the lowest rates of heavy drinking in the past month use (4.6 percent).

From 1994 to 1997, the North Central region had the highest prevalence of heavy drinking in the

pastmonth.
Past-Month Heavy Alcohol Use” by Region
U.S. Population, Age 12 and Older, 1994-1997
Regi on 1994 1995 1996 1997
Tot al 6. 2% 5. 5% 5. 4% 5. 4%
Nor t heast 5.7 4.9 4.5 5.3
North Central 7.1 7.0 6.4 6.2
Sout h 6.6 4.8 5.5 54
W\ést 5.2 5.6 51 4.6

* Past-month heavy alcohol use is defined as drinking 5 or more drinks per occasion on each of 5 or more days in the
last 30 days.

Source: SAMHSA, Office of Applied Studies. Preliminary Resultsfromthe 1997 National Household Survey on Drug
Abuse(NHSDA), Table 24. The 1997 survey employed a multistage area probability sample of 24,505 persons 12 years
ofage and older in the U.S. civilian noninstitutionalized population, interviewed from January through December 1997,
and incorporates an over-sampling of Blacks, Hispanics, and young people. The following States were in each region:
Northeast consisted of Maine, Vermont, New Hampshire, Massachusetts, Rhode Island, Connecticut, New York, New
Jersey, and Pennsylvania; North Central consisted of Ohio, Michigan, Indiana, Illinois, Missouri, Kansas, Nebraska,
South Dakota, North Dakota, Minnesota, lowa, and Wisconsin; South consisted of Maryland, Delaware, District of
Columbia, Virginia, West Virginia, North Carolina, South Carolina, Georgia, Florida, Alabama, Mississippi, Louisiana,
Texas, Oklahoma, Arkansas, Tennessee, and Kentucky; West consisted of California, Oregon, Washington, Montana,
Idaho, Wyoming, Colorado, Arizona, New Mexico, Utah, Nevada, Hawaii, and Alaska.
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CURRENT DRUG USE BY REGION

The trends for current illicit drug use between 1994 and 1996 differs by region; rates have
decreased in the Northeast and South but increased in the West and North Central regions.
Between 1996 and 1997, the rates increased in all regions but the Northeast..

Between 1994 and 1997, the West has continued to have the highest prevalence of current illicit
drug use in the U.S. population age 12 and older.

In 1997, about 8 percent of persons age 12 and older in the West were current illicit drug users.

In the Northeast, the prevalence rates of current illicit drug use have remained steady at about 5
percent, the lowest of the four regions.

[llicit Drug Usein the Past Month by Region
U.S. Population, Age 12 and Older, 1994-1997

Regi on 1994 1995 1996 1997
Tot al 6. 1% 6. 1% 6. 1% 6. 4%
Nor t heast 5.1 4.9 4.8 4.7
North Central 5.8 6.3 6.9 7.3
Sout h 6.3 5.5 5.5 5.8
W\ést 6.6 7.8 7.3 8.1

Source: Data for 1995, 1996, and 1997: SAMHSA, Office of Applied Studies. Preliminary Results from the 1997
National Household Survey on Drug Abuse (NHSDA), Table 19. Data for 1994: SAMHSA, Office of Applied
Studies. 1996. Preliminary Estimates from the 1995 NHSDA, p. 62. The 1997 survey employed a multistage area
probability sample of 24,505 persons 12 years of age and older in the U.S. civilian noninstitutionalized population,
interviewed from January through December 1997, and incorporates an over-sampling of Blacks, Hispanics, and young
people. The following States were in each region: Northeast consisted of Maine, Vermont, New Hampshire,
Massachusetts, Rhode Island, Connecticut, New York, New Jersey, and Pennsylvania; North Central consisted of Ohio,
Michigan, Indiana, Illinois, Missouri, Kansas, Nebraska, South Dakota, North Dakota, Minnesota, lowa, and Wisconsin;
South consisted of Maryland, Delaware, District of Columbia, Virginia, West Virginia, North Carolina, South Carolina,
Georgia, Florida, Alabama, Mississippi, Louisiana, Texas, Oklahoma, Arkansas, Tennessee, and Kentucky; West
consisted of California, Oregon, Washington, Montana, Idaho, Wyoming, Colorado, Arizona, New Mexico, Utah,
Nevada, Hawaii, and Alaska.
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CURRENT HEAVY ALCOHOL USE BY POPULATION DENSITY

metropolitan population density areas.

population density areas.

The prevalence of heavy drinking in the past month does not differ significantly among the three

Between 1994 and 1997, heavy drinking in the past month decreased in all the metropolitan

Heavy Alcohol Use™ in the Past Month by Population Density
U.S. Population, Age 12 and Older, 1994-1997

Popul ation Density 1994 1995 1996 1997
Tot al 6. 2% 5. 5% 5. 4% 5. 4%
Large netropolitan 6.1 5.6 5.1 5.6
Smal | netropolitan 6.7 5.9 6.0 5.2
Nonmet r opol it an 5.9 4.9 5.1 5.3

* Heavy alcohol use in the past month is defined as drinking 5 or more drinks per occasion on each of 5 or more days

in the last 30 days.

Source: Datafor 1995, 1996, and 1997: SAMHSA, Office of Applied Studies. 1998. Preliminary Resultsfromthe
1997 National Household Survey on Drug Abuse (NHSDA), Table 24. Data for 1994: SAMHSA, Office of Applied
Studies. 1996. Preliminary Estimatesfromthe 1995 NHSDA, p. 87. The survey employs a multistage area probability
sample of about 24,000 persons in the U.S. civilian noninstitutionalized population. Population density is based on 1990
metropolitan statistical area (MSA) classifications and 1990 census population counts: Large metropolitan areas are
defined as MSAs with a population of 1 million or more, small metropolitan areas are MSAs with fewer than 1 million

people, and nonmetropolitan areas are areas outside MSAs.
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CURRENT DRUG USE BY POPULATION DENSITY

Between 1994 and 1997, nonmetropolitan areas had lower prevalence rates of illicit drug use in
the past month than other population density areas.

Between 1996 and 1997, illicit drug use in the past month increased in nonmetropolitan areas.

In 1997, the prevalence of illicit drug use in the past month in small metropolitan areas slightly
surpassed that of large metropolitan areas.

[llicit Drug Usein the Past Month by Population Density
U.S. Population, Age 12 and Older, 1994-1997

Popul ation Density 1994 1995 1996 1997
Tot al 6. 1% 6. 1% 6. 1% 6. 4%
Large Metropolitan 6.1 6.1 6.8 6.5
Smal | Metropolitan 6.6 6.6 6.7 7.1
Nonmet r opol it an 4.8 5.3 3.7 5.2

Source: Datafor 1996, and 1997: SAMHSA, Office of Applied Studies. 1998. Preliminary Resultsfromthe 19967
National Household Survey on Drug Abuse (NHSDA), Table 19, p.82. Data for 1994 and 1995: SAMHSA, Office
of Applied Studies. 1997. Preliminary Estimatesfromthe 1996 NHSDA, p. 62. The survey employs a multistage area
probability sample of about 18,000 persons in the U.S. civilian noninstitutionalized population. Population density is
based on 1990 metropolitan statistical area (MSA) classifications and the 1990 census population counts: Large
metropolitan areas are defined as MSAs with a population of 1 million or more, small metropolitan areas are MSAs with
fewer than 1 million people, and nonmetropolitan areas are areas outside MSAs.
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SUBSTANCE USE - ARIZONA STUDENTS

In Arizona, alcohol use in the past 30 days increased from 1991 to 1995 for students in grades 3-6;
but it decreased for students in high school.

From 1991 to 1995, the percent of Arizona students using an illicit drug in the past month
increased at all school levels.

Trendsin Percent of Arizona Studentsin Grades 3to 12
Reporting Substance Usein the Past 30 Days, 1991-1995

El ement ary Juni or* High H gh School

G ades G ades G ades
Subst ance Year 3-6 7-8 9-12
Al cohol 1991 3.5% 21. 4% 42. 8%
1993 10. 4 19.9 34.5
1995 10.6 20.2 37.7
Mari j uana 1991 0.3 5.0 12. 7
1993 1.8 9.4 17.1
1995 3.2 9.0 21.8
Cocai ne 1991 0.2 1.8 3.3
1993 0.4 2.6 3.1
1995 1.6 3.0 4.5
Anmphet am ne/ 1991 0.1 2.3 3.5
Met hanphet ani ne 1993 0.8 2.4 3.7
1995 1.6 3.7 5.8
Hal | uci nogens 1991 0.3 2.5 5.2
1993 0.9 3.6 3.7
1995 1.0 3.8 6.7

*Some junior high schools include 6th graders.

Source: Arizona Criminal Justice Commission. 1995. Substance Abuse and Public School Sudents. Survey of
Elementary, Middle and Secondary Public School Sudents in Arizona. Arizona has conducted statewide surveys in
1991, 1993 and 1995. Comparable methods were used for each. The surveys covered students in all grades from grade
3 to grade 12. In 1995, there were 15,605 public school students participating. Schools were stratified by grade level
(elementary, middle/junior high, and high school) and by rural/urban status. Any school in or within 10 miles of the
Phoenix or Tucson metropolitan area was defined as urban. The demographic characteristics of the sample of students
were compared with school census data and with statewide demographics and were found to be representative.
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DRUG EDUCATION -- IMPACT ON ARIZONA STUDENT USE

In 1995, Arizona high school students who had drug education were less likely to report current
illicit drug use than those with no drug education.

Cocaine seemed to be the most affected by drug education. The Arizona students without drug
education were about 3 times more likely to use cocaine than students with drug education.

Arizona high school students with no drug education were about twice as likely to use
hallucinogens, amphetamines, and inhalants than students with drug education.

Percent of Arizona High School Students Reporting Substance
Usein the Past 30 Days by Drug Education Status

Drug Education No Drug Education
Al cohol 36. 9% 38. 9%
Mari j uana 19.6 28. 4
Cocai ne 3.2 9.6
Hal | uci nogens .5 10. 4
Anmphet ani ne/ Met hanphet ami ne 4.6 9.8
I nhal ant's 5.2 9.6
Cigarettes 26.1 30.8
Snokel ess Tobacco 8.3 14. 2

Source: Arizona Criminal Justice Commission. 1995. Substance Abuse and Public School Sudents. Survey of
Elementary, Middle and Secondary Public School Students in Arizona. Arizona has conducted statewide surveys in
1991, 1993 and 1995. Comparable methods were used for each. The surveys covered students in all grades from grade
3 to grade 12. In 1995, there were 15,605 public school students participating. The study sample consisted of a
representative sample of students in attendance on the survey from a structured random sample of public schools from
around the State. Schools were stratified by grade level (elementary, middle/junior high, and high school) and by
rural/urban status. Any school in or within 10 miles of the Phoenix or Tucson metropolitan area was defined as urban.
The demographic characteristics of the sample of students were compared with school census data and with statewide
demographics and were found to be representative. Most of the students with drug education had received such education
more than 2 years ago.
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HEAVY DRINKING -- CALIFORNIA STUDENTS

Between 1991 and 1996, the percent of California students in grades 7,9, and 11 who drank 5 or
more drinks in a row in the past 2 weeks decreased.

The decline in heavy drinking was greatest among 7th graders: in 1991/92, about 13 percent
reported drinking 5 or more in a row compared to 8 percent in 1995/96.

The percent of students in grades 9 and 11 who liked to drink alcohol “enough to feel it a lot” or
until they got really drunk increased.

Trendsin Percent of California Students Reporting Indicators of Heavy Drinking
by Grade and Survey Year, 1991/92 - 1995/96

1991/ 92 1993/ 94 1995/ 96

Had 5 or nore drinks in a row in
the past two weeks:

G ade 7 12. 9% 9. 5% 8.2%
G ade 9 18.8 19.4 17. 4
G ade 11 25.6 21.6 21.8

Ever been very drunk:

G ade 7 11. 7 11.6 9.4
G ade 9 23.4 26.8 25.4
G ade 11 40.0 40.9 41.6

Li ke to drink al cohol enough to
feel it a lot or until get really

drunk:
Grade 7 5.3 5.5 3.9
Grade 9 12. 6 16.0 19. 1
G ade 11 18.6 21.3 25.8

Source: Skager R & Austin G, 1997. Sxth Biennial California Student Substance Use Survey: Grades 7, 9 and 11
Preliminary Findings. WestEd-Southwest Regional Laboratory, Los Alamitos, CA. The California state-wide sample
consisted of 128 public and private middle and senior high schools and 5,775 respondents in grades 7, 9, and 11.
Schools were randomly selected for the sample proportionally to the number of schools in each of six geographic regions
of the state. About half of the schools in each region were retained from the 1993-94 survey; the other half was newly
selected. For the first year in the survey series, intact classrooms were sampled, rather than individual students, and
active rather than passive parental consent was used.
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SUBSTANCE USE -- CALIFORNIA STUDENTS

Over half of the California students in grades 7, 9, and 11 had used alcohol in the past six months
and by grade 11 nearly 75 percent were currently drinking.

Between 1991/92 and 1995/96, the rate of drinking any alcohol in the past six months remained
stable for California studentsin grades 7,9, and 1 1; however, marijuana use in the past six months
increased between 1991/92 and 1993/94.

Trendsin Percent of California Students Reporting Substance Usein the Past 6 M onths by

Gradeand Survey Y ear
Grade and Any Anphet -
Survey Year Al cohol Mari j uana I nhal ants am nes* Cocai ne
Grade 7:
1991/ 92 53. 2% 7. 7% 12. 5% 2. 0% 2. 9%
1993/ 94 53.1 11.1 16.5 2.9 2.8
1995/ 96 50. 3 10.9 15.6 2.5 1.8
Grade 9:
1991/ 92 67. 4 19.4 11.8 3.3 3.6
1993/ 94 68. 6 30.4 21.5 7.5 6.1
1995/ 96 67.2 34.2 21.9 10.8 6.4
Grade 11:
1991/ 92 76.5 29. 4 10.3 6.8 6.6
1993/ 94 74.3 40.0 13.1 10.1 4.9
1995/ 96 75.3 42.8 14.7 10. 4 7.2

*Includes methamphetamines.

Source: Skager R & Austin G. 1997. Sixth Biennial California Student Substance Use Survey: Grades 7, 9 and 11
Preliminary Findings. West-Ed-Southwest Regional Laboratory, Los Alamitos, CA. The California state-wide sample
consisted of 128 public and private middle and senior high schools and 5,775 respondents in grades 7, 9, and 11.
Schools were randomly selected for the sample proportionally to the number of schools in each of six geographic regions
of the state. About half of the schools in each region were retained from the 1993-94 survey; the other half was newly
selected. For the first year in the survey series, intact classrooms were sampled, rather than individual students, and
active rather than passive parental consent was used.
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DRUG USE - MALE YOUTH IN THE SOUTHWEST BY ACADEMIC STANDING AND
RACE/ETHNICITY

Male youth in the Southwestern U.S. who dropped out of school were more likely to be involved
in heavy illicit drug use than students who stayed in school.

Rates of heavy drug involvement among dropouts were comparable for American Indian, Mexican
American, and white male adolescents.

Male students who were in poor academic standing at school were comparable to dropouts in their
rates of moderate drug involvement.

Percent of Male Youth in the Southwest Reporting Drug Involvement in Lifetime*
By Academic Standing and Race/Ethnicity

Heavy Drug |nvol venent Moderate Drug | nvol venent
CGood Poor Good Poor
Academ ¢ Academ c Academ c Academ ¢
Standing Standing Dropouts St andi ng St andi ng Dr opout
s
Ameri can 6. 1% 20. 6% 32. 4% 19. 7% 32. 4% 33.8%
I ndi ans
Mexi can 13. 6% 27. 6% 34. 3% 17. 6% 33.8% 34. 3%
Anmeri cans
Wi t es 10. 0% 27.5% 36. 3% 22.5% 27.5% 23. 8%

*Heavy drug involvement included either multiple drugs or one drug several times a week, or getting drunk essentially
every weekend and often during the week as well. Substance use is usually an important part of most of their peer social
interactions. Adolescents with moderate drug involvement used drugs or got drunk at least once amonth and did not meet
other criteria for heavy drug involvement.

Source: Beauvais F, Chavez EL, Oetting ER, Deffenbacher JL and Cornell GR. 1996. Drug Use, Violence, and
Victimization Among White American, Mexican American, and American Indian Dropouts, Students With Academic
Problems, and Students in Good Academic Standing. Journal of Counselling Psychology 43(3): 292-299. Data were
collected between 1989 and 1993 from 2,015 adolescents living in a range of communities and environments in the
Southwest. Dropouts were randomly selected from those identified from school records as students in grades 6-12 who
had not attended school for at least 30 days, had not officially transferred to another school, and were not in contact with
school authorities seeking readmission. The adolescent groups compared in grades 6 to 12 were: (1) students in good
academic standing , (2) students in poor academic standing, and (3) school dropouts. The three groups were matched
on age, ethnicity, gender, grade in school, and school site. Each participant completed a confidential questionnaire
individually which was sealed by the respondent before mailing or collected by the research staff. The combined parental
and student refusal rates were: 5.3% of the Mexican Americans, 7.8% of White Americans, and 2.8% of the American
Indians. The drugs assessed were: alcohol, cocaine, heroin, heroin, inhalants, uppers, downers, and hallucinogens.
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DRUG USE - FEMALE YOUTH IN THE SOUTHWEST BY ACADEMIC STANDING
AND RACE/ETHNICITY

Female students in the Southwestern U.S. who were in good academic standing were less likely
to be involved in heavy illicit drug use than youth who dropped out or were in poor academic
standing in school.

Thebetter their academic standing at school, the less likely American Indian female students were
to be involved in heavy drug involvement.

Mexican American female students who were in poor academic standing at school were
comparable to dropouts in their rates of drug involvement.

Per cent of Female Y outh in the Southwest Reporting Drug Involvement in Lifetime* By
Academic Standing and Race/Ethnicity

Heavy Drug | nvol venent Moderate Drug | nvol venent
Good Poor Good Poor
Acadeni c Acadeni c Acadeni c Academ c
St andi ng St andi ng Dropouts | Standing Standing Dropout
S

Anmeri can 5.1% 13. 9% 20. 6% 31. 3% 44, 6% 48. 0%
I ndi ans
Mexi can 9. 0% 20. 3% 21. 2% 25. 6% 30. 1% 32. 6%
Aneri cans
VWi tes 10. 8% 18. 9% 26. 8% 16. 2% 37.8% 35.2%

*Heavy drug involvement included either multiple drugs or one drug several times a week, or getting drunk essentially
every weekend and often during the week as well. Substance use is usually an important part of most of their peer social
interactions. Adolescents with moderate drug involvement used drugs or got drunk at least once a month and did not
meet other criteria for heavy drug involvement.

Source: Beauvais F, Chavez EL, Oetting ER, Deffenbacher JL and Cornell GR. 1996. Drug Use, Violence, and
Victimization Among White American, Mexican American, and American Indian Dropouts, Students With Academic
Problems, and Students in Good Academic Standing. Journal of Counselling Psychology 43(3): 292-299. Data were
collected between 1989 and 1993 from 2,015 adolescents living in a range of communities and environments in the
Southwest. Dropouts were randomly selected from those identified from school records as students in grades 6-12 who
had not attended school for at least 30 days, had not officially transferred to another school, and were not in contact with
school authorities seeking readmission. The adolescent groups compared in grades 6 to 12 were: (1) students in good
academic standing , (2) students in academic poor standing (APS) and (3) school dropouts (DO). The three groups were
matched on age, ethnicity, gender, grade in school, and school site. Each participant completed a confidential
questionnaire individually which was sealed by the respondent before mailing or collected by the research staff. The
combined parental and student refusal rates were: 5.3% of the Mexican Americans, 7.8% of White Americans, and 2.8%
of the American Indians. The drugs assessed were: alcohol, cocaine, heroin, inhalants, uppers, downers, and
hallucinogens.
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PAST-MONTH HEAVY ALCOHOL AND ILLICIT DRUG USE
BY EMPLOYMENT STATUS

From 1985 to 1993, past-month illicit drug use decreased among the U.S. population age 18 to 49.

There was a slight decrease from 1985 to 1993 in past-month heavy alcohol use among U.S.
workers age 18 to 49 who were employed full time.

From 1985 to 1993, among the population age 18 to 49, past-month heavy alcohol use increased
among the unemployed but remained relatively steady for the population as a whole.

Past-Month Illicit Drug and Heavy Alcohol Use” by Employment Status
U.S. Population, Age 18to 49, 1985-1993

Enpl oynment St at us 1985 1988 1990 1991 1992 1993
Total Popul at1 on

Illicit drug use 16.5% 10.2% 8. 9% 8. 9% 8. 0% 8.1%

Heavy al cohol use 8.5 6.5 6.8 7.6 7.0 7.0
Enpl oyed Full Tine

Illicit drug use 16.7 9.9 8.2 7.5 7.0 7.3

Heavy al cohol use 9.7 7.0 7.5 7.4 6.8 7.4
Enpl oyed Part Tine

Illicit drug use 15.3 11.7 10.3 10.5 8.4 10.3

Heavy al cohol use 6.8 6.7 6.2 6.3 7.4 5.9
Unenpl oyed

Illicit drug use 27.9 20.7 15.7 18.9 16.8 14.1

Heavy al cohol use 8.2 9.3 7.6 13.1 12.7 13.7
Not in Labor Force™

Illicit drug use 11.7 6.7 7.2 8.4 7.1 7.0

Heavy al cohol use 4.6 3.5 3.1 6.8 4.9 3.5

* Current illicit drug use refers to any use in the past 30 days; heavy alcohol use is defined as drinking 5 or more
drinks on 5 or more occasions during the previous 30 days.
** Retired, disabled, homemaker, student, and “other.”

Source: SAMHSA, Office of Applied Studies. 1996. Drug Use Among U.S. Workers: Prevalence and Trends by
Occupation and Industry Categories, p. 9. This report contains national estimates of the prevalence of substance
use among persons working in specific occupation and industry categories. The estimates are derived from the 1991
to 1993 National Household Surveys on Drug Abuse, a cross-sectional survey of the civilian noninstitutionalized
U.S. population ages 12 and older. No attempt was made in this report to control for potentially confounding
factors (e.g., age, sex) that might explain observed associations.
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CURRENT DRUG USE BY EMPLOYMENT STATUS

Unemployed adults, age 18 and older, were more likely to be current illicit drug users than those
in any other employment status.

Adults who were least likely to be illicit drug users were those who were not in the labor force,
that is, they were retired, disabled, etc.

In 1997, 13.8 percent of the unemployed adults used at least one illicit drug in the past month.
Among the employed, 6.5 percent of full-time workers and 7.7 percent of part-time workers
were current illicit drug users.

While those who were unemployed were more likely to be illicit drug users, over half (59.1
percent) of the total group of drug users were employed.

[llicit Drug Usein the Past Month by Employment Status
U.S. Population, Age 18 and Older, 1997

Percent of
Nunber Enmpl oynent Percent of Percent of
Who Used G oup Total Drug u. S

Enpl oynment St at us” (1, 000s) Who Used Users Popul ati on
Tot al 11, 323 6. 4% 100. 0% 100. 0%
Full -time 6, 689 6.5 59.1 53.5
Part-tinme 1,621 7.7 14. 3 10. 8
Unenpl oyed 1,184 13.8 10. 4 3.4
Not in Labor Force 1, 829 3.0 16. 2 32.3

* “Part time” is defined as working less than 35 hours a week. “Not in labor force” includes retired, disabled,
homemaker, student, and “other” statuses.

Source: Drug use. SAMHSA, Office of Applied Studies. 1998. Preliminary Results from the 1997 National
Household Survey on Drug Abuse (NHSDA), Tables 19 and unpublished 35A. In 1997, the NHSDA employed a
multistage area probability sample of 24,505 persons in the U.S. civilian noninstitutionalized population. Estimated
datafor the U.S. civilian, noninstitutionalized population 18 yearsand older: Bureau of Labor Statistics. January
1997. Employment and Earnings, Household Data Annual Averages, Tables 2 and 8.
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CURRENT ILLICIT DRUG USE BY OCCUPATION

in construction, food preparation staff, and restaurant waitstaft.

administrative support staff, teachers, and child care workers.

Occupation Categorieswith the Highest and L owest Rates of Current Illicit Drug Use’

Full-TimeWorkers, Age 18to 49, 1991-1993

Between 1991 and 1993, the highest rates of current illicit drug use were reported by workers

The lowest rates of current illicit drug use were found among police officers and detectives,

H ghest Rates of Use Lowest Rates of Use
St andard Per cent St andard Per cent
Cccupation Cccupation Current Cccupati on Cccupati on Current
Cat egory Code™ Drug Use Cat egory Code™” Drug Use
O her 563- 566, Police and
construction 573, 588-599 17.3 detectives 418- 424 1.0

Construction Adm ni strative

supervi sors 553- 558 17.2 suppor t 389 2.2
Food prep 436- 444 16. 3 Teachers 113- 159 2.3
Vi tstarf 435 15.4 Child care 406, 468 2.6
Hel pers and Dental and

| aborers 864-873 13.1 heal t h ai des 445, 446 2.8
Witers, Data cl erks 384- 386 3.2

desi gners, 183, 185- Recor ds

artists, and 188, 193, processi ng

at hl etes 194, 199 13.1 cl erks 326- 336 3.5
Janitors 453 13.0 Conput er

programers

Pur chasi ng and

agent s/ buyers 028- 033 12.9 operators 229, 308, 309 3.6
Aut o nmechanl cs 505 12.8 Engl neers 044-059 3.9
Constructi on

| aborers 865, 869 12.8 Ther api sts 098- 106 4.0

" Refers to any use of an illicit drug in the past 30 days.

™ U.S. Department of Labor Standard Occupation and Industry Codes.

Source: SAMHSA, Office of Applied Studies. 1996. Drug Use Among U.S Workers: Prevalence and Trends by
Occupation and Industry Categories, p. 17. This report contains national estimates of the prevalence of substance use
among persons working in specific occupation and industry categories. The estimates are derived from the 1991 to 1993
National Household Surveys on Drug Abuse, a cross-sectional survey of the civilian noninstitutionalized U.S. population
ages 12 and older. The sample used to obtain the above estimates comprised a total of 33,505 full-time workers between
the ages of 18 and 49. No attempt was made in this report to control for potentially confounding factors (e.g., age, sex)

that might explain observed associations.
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WORKPLACE DRUG TESTING - TRENDS

The percent of positive drug tests among workers has decreased significantly from 18.1% in
1987 to 5.8% in 1996, as measured by the SmithKline Beecham Drug Testing Index.

The decline in positive drug tests among American workers has continued into the first six
months of 1997, when the rate of positive drug tests was 5.4%.

Trendsin Percent of Positive Drug Tests Among American Worker s
January 1, 1987 - June 30, 1997

Year Percent Testing Positive
1987 18. 1%
1988 13. 6%
1989 12. 7%
1990 11. 0%
1991 8. 8%
1992 8. 8%
1993 8. 4%
1994 7.5%
1995 6. 7%
1996 5.8%
January- 5.4%
June 30,
1997

Source: SmithKline Beecham Clinical Laboratories (SBCL). 1997. SmithKline Beecham Drug Testing Index 1996
Report. Collegeville, Pennsylvania. SBCL conducts the drug testing for the data reported here in accordance with the
Mandatory Guidelines for Federal Workplace Drug Testing Programs, Federal Register, 59(110),29908-29931; June
9,1994. SBCL is accredited by the College of American Pathologists and seven of'its laboratories are certified by DHHS
to provide substance abuse testing for federally mandated programs. Laboratory certification requires that drug testing
labs have a quality assurances program involving all aspects of the testing from specimen collection, chain of custody,
security, initial and confirmatory testing, validation of analytic procedures, and reporting the results. SBCL has
maintained a national database of the drug tests it performs since 1987. In the first 6 months of 1997, SBCL performed
a total of 2.2 million drug tests; 5.4 percent of these were positive. During the same period, over 400,000 tests were
conducted on the safety sensitive transportation workforce; 3.5 percent of these were positive.
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WORKPLACE DRUG TESTING - DRUGS DETECTED

Marijuana and cocaine are the most frequently detected drugs among those tested in the total
U.S. workforce (includes the federally mandated testing for substance abuse among members of
the safety sensitive transportation workforce).

The percent of drug tests conducted in the workplace that were positive for marijuana has
remained about 3.5 percent since 1993; while the positive rate for cocaine has gone from 2.4
percent to 1 percent, as measured by the SmithKline Beecham Drug Testing Index.

The percent of workplace drug tests that were positive for heroin and other opiates has remained
less than 1 percent since 1993.

Trendsin Percent of Positive Drug Testsby Drug Type Among American Worker s*
January 1, 1993 - June 30, 1997

January 1,
Drug Type 1993 1994 1995 1996 to June

30, 1997
Mari j uana 3. 40% 3.50% 3.70% 3. 40% 3.5%
Cocai ne 2.40% 1. 80% 1.40% 1.20% 1. 0%
Benzodi azepi nes -- 0. 80% 0.50% 0. 38% 0. 32%
Opi at es 0. 80% 0. 50% 0. 50% 0. 46% 0.48%
Bar bi turates 0. 38% 0.33% 0.26% 0.19% 0. 20%

*Includes all workplace drug tests whether federally mandated or not.

Source: SmithKline Beecham Clinical Laboratories (SBCL). 1997. SmithKline Beecham Drug Testing Index 1996
Report. Collegeville, Pennsylvania. SBCL conducts the drug testing for the data reported here in accordance with the
Mandatory Guidelines for Federal Workplace Drug Testing Programs, Federal Register, 59(110),29908-29931; June
9,1994. SBCL is accredited by the College of American Pathologists and seven of its laboratories are certified by DHHS
to provide substance abuse testing for federally mandated programs. Laboratory certification requires that drug testing
labs have a quality assurances program involving all aspects of the testing from specimen collection, chain of custody,
security, initial and confirmatory testing, validation of analytic procedures, and reporting the results. SBCL has
maintained a national database of the drug tests it performs since 1987. In the first 6 months of 1997, SBCL performed
a total of 2.2 million drug tests; 5.4 percent of these were positive. During the same period, over 400,000 tests were
conducted on the safety sensitive transportation workforce; 3.5 percent of these were positive.
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WORKPLACE DRUG TESTING - POSITIVE RATES BY TEST REASONS

Drugtesting for safety-sensitive transportation workforce members is federally mandated. This
workforce includes persons in commercial transportation, such as airline pilots, whose alcohol
or drug use directly impacts on public safety.

The highest rate of positive drug tests in the safety-sensitive transportation workforce was among
workers tested for cause. Since 1993, about 10 - 11 percent of the workers tested for cause had
positive drug test results, as measured by the SmithKline Beecham Drug Testing Index.

Since 1993, about 2 - 3 percent of the drug tests were positive among workers tested
periodically or randomly in the safety-sensitive transportation workforce.

Trendsin Percent of Positive Drug Tests by Reason for Drug Testing
Among American Workersin the Safety-Sensitive Transportation Workforce
January 1, 1993 - June 30, 1997

January 1,

to June 30,
Testing Reason 1993 1994 1995 1996 1997
Pr e- Enpl oyment 3. 4% 4. 1% 4. 1% 4. 3% 3. 9%
Peri odi c 1.5% 1. 7% 1. 7% 1.6% 1.6%
Random 2.4% 2. 7% 3. 0% 2. 9% 2.8%
Post - Acci dent 3.3% 3. 4% 6. 0% 3.3% 3.3%
For Cause 9. 9% 9. 5% 10. 8% 11. 0% 9. 7%
Returned to 2.3% 2.8% 3. 7% 3.8% 6. 0%

Duty

Source: SmithKline Beecham Clinical Laboratories (SBCL). 1997. SmithKline Beecham Drug Testing Index 1996
Report. Collegeville, Pennsylvania. SBCL conducts the drug testing for the data reported here in accordance with the
Mandatory Guidelines for Federal Workplace Drug Testing Programs, Federal Register, 59(110),29908-29931; June
9,1994. SBCL is accredited by the College of American Pathologists and seven of'its laboratories are certified by DHHS
to provide substance abuse testing for federally mandated programs. Laboratory certification requires that drug testing
labs have a quality assurances program involving all aspects of the testing from specimen collection, chain of custody,
security, initial and confirmatory testing, validation of analytic procedures, and reporting the results. SBCL has
maintained a national database of the drug tests it performs since 1987. In the first 6 months of 1997, SBCL performed
a total of 2.2 million drug tests; 5.4 percent of these were positive. During the same period, over 400,000 tests were
conducted on the safety sensitive transportation workforce; 3.5 percent of these were positive.
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WORKPLACE DRUG TESTING - POSITIVE RATES BY WORKFORCE CATEGORY

The safety-sensitive transportation workforce continues to have a lower rate of positive drug tests
than the rest of the workforce since 1993, as measured by the SmithKline Beecham Drug Testing
Index.

The percent of positive drug tests among the general workforce (not including the safety-
sensitive transportation workers) continued to decline from 9.8 percent in 1993 to 6.4 percent
in 1996 and in the first 6 months of 1997.

Trendsin Percent of Positive Drug Tests by Workfor ce Category
January 1, 1993 - June 30, 1997

January
1- June
Wor kf orce Cat egory 1993 1994 1995 1996 30, 1997
Saf ety-Sensi tive*
Transportation
Wor kf or ce 2.8% 3.5% 3. 4% 3. 6% 3.5%
Ceneral Workforce 9. 8% 8. 6% 7.5% 6. 4% 6. 4%
TOTAL 8. 4% 7.5Y% 6. 7% 5. 8% 5. 4%

*Safety-sensitive workers, as defined by DOT regulations, are workers in the commercial transportation industry whose
alcohol or drug use directly impacts on public safety. The safety sensitive workforce includes air traffic controllers,
pilots, mechanics, crew members operating a commercial vessel, dispatchers, and mass transit vehicle operators. The
Omnibus Transportation Employee Testing Act of 1991 requires that safety sensitive employees in the aviation, motor
carrier, railroad, pipeline, maritime, and mass transit industries be tested for alcohol and other drug use. In January,
1995, all vehicle drivers required to have a commercial drivers license were included.

Source: SmithKline Beecham Clinical Laboratories (SBCL), 1997. SmithKline Beecham Drug Testing Index 1996
Report. Collegeville, Pennsylvania. SBCL conducts the drug testing for the data reported here in accordance with the
Mandatory Guidelines for Federal Workplace Drug Testing Programs, Federal Register, 59(110),29908-29931; June
9,1994. SBCL is accredited by the College of American Pathologists. Seven of'its laboratories are certified by DHHS
to provide substance abuse testing for federally mandated programs. Laboratory certification requires that drug testing
labs have a quality assurances program involving all aspects of the testing from specimen collection, chain of custody,
security, initial and confirmatory testing, validation of analytic procedures, and reporting the results. SBCL has
maintained a national database of the drug tests it performs since 1987. In the first 6 months of 1997, SBCL performed
over 400,000 tests on the safety sensitive transportation workforce; 3.5 percent of these were positive.
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WORKPLACE DRUG TESTING - DRUGS DETECTED

In the first six months of 1997, the SmithKline Beecham Clinical Laboratories performed more
than 22 million drug tests; 5.4 percent of these were positive for one of the drugs tested.

Ofall the workplace drug tests that were positive, 59.1 percent were positive for marijuana, 17.8
percent for cocaine, 7.9 percent for opiates, and 5.3 percent for benzodiazepines, as measured
by the SmithKline Beecham Drug Testing Index.

Drug Type as Per cent of Positive Drug Tests Among American Workers
January 1, 1997 - June 30, 1997

Percent of
Drug Type Al Positives

Mari j uana 59. 1%
Cocai ne 17. 8%
Opi at es 7.9%
Benzodi azepi nes 5.3%
Anmphet ami nes 3.8%
Bar bi t ur at es 3.3%
Pr opoxyphene 1.6%
Met hadone 0. 7%
PCP 0. 4%
Met haqual one 0.01%

Source: SmithKline Beecham Clinical Laboratories (SBCL), 1997. SmithKline Beecham Drug Testing Index 1996
Report. Collegeville, Pennsylvania. SBCL conducts the drug testing for the data reported here in accordance with the
Mandatory Guidelines for Federal Workplace Drug Testing Programs, Federal Register, 59(110),29908-29931; June
9,1994. SBCL is accredited by the College of American Pathologists and seven of its laboratories are certified by DHHS
to provide substance abuse testing for federally mandated programs. Laboratory certification requires that drug testing
labs have a quality assurances program involving all aspects of the testing from specimen collection, chain of custody,
security, initial and confirmatory testing, validation of analytic procedures, and reporting the results. SBCL has
maintained a national database of the drug tests it performs since 1987. In the first 6 months of 1997, SBCL performed
a total of 2.2 million drug tests; 5.4 percent of these were positive. During the same period, over 400,000 tests were
conducted on the safety sensitive transportation workforce; 3.5 percent of these were positive.
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MENTAL HEALTH TREATMENT AND GENDER

Over 3.9 million persons were on the rolls of mental health organizations and general hospital
psychiatric services at the end of 1994; 52 percent were male and 48 percent were female.

Among those who received care in a 24-hour hospital or residential care settings,
proportionately more were males than females; there were about equal proportions of males and
females among those who received care in a less than 24-hour setting.

Number and Percent of Clients Receiving Mental Health Treatment
By Organizational Setting and Gender, 1994

24 hr. 24 hr. Less than

TOTAL Hospi t al Resi denti al 24 hr.

Nunber Nunber Nunber Nunber
Cender (Percent) (Percent) (Percent) (Percent)
Mal e 2,033,142 87, 430 56, 589 1, 889, 123
(52% (60% (62% (51%
Femal e 1, 883, 916 58, 034 35,104 1,790,778
(48% (40% (38% (49%
TOTAL 3,917, 058 145, 464 91, 693 3,679, 901
(100% (100% (100% (100%

Source: SAMHSA, Center for Mental Health Services. 1998. Unpublished data from the 1994 Inventory for Mental
Health Organizations/General Hospital Mental Health Services. The survey collected information from specialty mental
health organizations and general hospitals with separate psychiatric services.
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MENTAL HEALTH TREATMENT AND AGE GROUP

Proportionately, the largest age group receiving mental health treatment in any setting in 1994
were persons age 35-64.

Clients age 17 and younger comprised a smaller proportion of those who received care in a 24-
hour hospital than in any other setting.

Proportionately more clients who received care in a 24-hour hospital setting were middle aged;
49 percent were age 35-64

Number and Percent of Clients Receiving Mental Health Treatment By Organizational Setting
and Age Group, 1994

24 hr. 24 hr. Less than
Hospi t al Resi dent i al 24 hr.
Nunber Nunber Nunmber
Age Goup (9 (9 (9
Younger Than 5,434 10, 656 435, 339
13 Years (4% (12% (12%
13-17 Years 10, 829 26, 459 388, 201
(79 (299 (11%
18-34 Years 34, 854 19,611 1, 005, 444
(24% (21% (279%
35-64 Years 71, 627 29, 590 1,503, 570
(49% (32% (41%
65-74 Years 13, 892 4,182 248, 035
(109 (5% (7%
75 Years 8, 828 1,195 99, 312
and d der (6% (1% (2%
TOTAL 145, 464 91, 693 3,679, 901
(100% (100% (100%

Source: SAMHSA, Center for Mental Health Services. 1998. Unpublished data from the 1994 Inventory for Mental
Health Organizations/General Hospital Mental Health Services. The survey collected information from specialty mental
health organizations and general hospitals with separate psychiatric services.
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MENTAL HEALTH TREATMENT AND HISPANICS

In 1994, more Hispanics, like non-Hispanics, received mental health treatment in settings
providing less than 24 hour care than in hospitals or residential settings.

About 9 percent of those receiving treatment in a 24 hour care hospital or residential setting
were Hispanic.

Number and Percent of Clients Receiving Mental Health Treatment By Organizational Setting
and Hispanic Status, 1994

24 hr. 24 hr. Less than
Hospi t al Resi denti al 24 hr.
Nunber (9% Nunber (9% Nunber (9
H spani c Status
Hi spani c 13, 283 (9% 7,894 (9% 429, 886 (12%
Non- Hi spani c 132,181 (91% 83, 799 (91% 3, 250, 015 (88%
TOTAL 145, 464 (100% 91,693 (100% 3,679, 901 (100%

Source: SAMHSA, Center for Mental Health Services. 1998. Unpublished data from the 1994 Inventory for Mental
Health Organizations/General Hospital Mental Health Services. The survey collected information from specialty mental
health organizations and general hospitals with separate psychiatric services.
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MENTAL HEALTH TREATMENT AND RACIAL GROUP

Most racial groups received their mental health treatment in less than 24 hour settings.

There were proportionately more blacks among persons receiving mental health treatment ina

24 hour setting than among persons receiving care in less than 24 hour settings.

Asian/Pacific Islanders and American Indians/Alaska Natives each comprised about 1 percent

of those who received mental health treatment in a 24 hour hospital setting.

Number and Percent of Clients Receiving Mental Health Treatment By Organizational Setting
and Racial Group, 1994

Raci al Goup

24 hr.
Hospi t al

Nunber ( %

24 hr.
Resi denti al

Nunber ( %

Less than
24 hr.

Nunber (9

VWhite
Bl ack

Anerican | ndi an/
Al aska Native

Asi an/ Pacific
| sl ander

TOTAL

106,081  (73%
36,277  (25%
1, 265 (1%

1, 841 (1%

145, 464  (100%

67,024  (73%
22,206  (24%
1, 569 (2%

894 (1%

91, 693 (100%

2,893,136 (79%
676,346 (18%
50,409 (1%

60,010 (2%

3,679,901 (100%

Source: SAMHSA, Center for Mental Health Services. 1998. Unpublished data from the 1994 Inventory for Mental
Health Organizations/General Hospital Mental Health Services. The survey collected information from specialty mental
health organizations and general hospitals with separate psychiatric services.
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MENTAL HEALTH TREATMENT AND DIAGNOSIS

In 1994, proportionately fewer persons who received mental health treatment in less than 24
hour settings had a diagnosis of major mental disorders (such as schizophrenia and other
psychoses) than other mental health diagnoses.

Proportionately more persons who were treated in 24 hour care settings had a diagnosis of
schizophrenia and other psychosis than any other mental health diagnoses.

Number and Percent of Clients Receiving Mental Health Treatment
By Organizational Settingand Major Diagnostic Groups, 1994

24 hr. 24 hr. Less than

Maj or Hospi t al Resi dent i al 24 hr.
Di aghostic Goup Nunber (9% Nunber (% Nunber (9
Schi zophreni a

and Q her 63,769 (49% 29,496 (39% 786,550 (26%
Psychoses*
Mood Di sorders ** 39,836 (31% 18,738 (25% 1,038,809 (34%
O her Ment al

Heal th Di agnhoses*** 25,920 (20% 27,366 (369 1,250,793 (40%
TOTAL 129,525 (100% 75,600 100% 3,076,152 (100%

* DSM 295, 297, and 298

** DSM 296, 300.4, and 301.13

**x DSM 290, 293, 294, 300 (except 300.4), 301 (except 301.1), 302, 306, 307, 309-314, 316, 780.5, and v71.09.
Source: SAMHSA, Center for Mental Health Services. 1998. Unpublished data from the 1994 Inventory for Mental

Health Organizations/General Hospital Mental Health Services. The survey collected information from specialty mental
health organizations and general hospitals with separate psychiatric services.
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LIFETIME AND PAST-YEAR PREVALENCE OF MENTAL DISORDER

In 1991, among persons age 15 to 54 years, 11 percent had past-year affective disorder,
17 percent had past-year anxiety disorder, and less than 1 percent experienced past-year
schizophrenia or other nonaffective disorder.

Major depression was the most common affective disorder in 1991; more than 10 percent of the
population experienced a past-year episode.

During their lifetimes, about 25 percent of the population have had an anxiety disorder, and 19
percent have had an affective disorder.

Persons With Lifetime and Past-Year Mental Disorder, U.S. Population, Age 15 to 54, 1991

Type of Disorder Lifetine Past - Year
Any Affective D sorder 19. 3% 11. 3%
Maj or depressive episode 17.1 10.3
Mani ¢ epi sode 1.6 1.3
Dyst hym a? 6.4 2.5
Any Anxi ety Disorder® 24.9 17.2
Pani ¢ di sorder 3.5 2.3
Agor aphobi a w o pani c di sorder 5.3 2.8
Soci al phobi a 13.3 7.9
Si mpl e phobi a 11.3 8.8
Ceneral i zed anxi ety disorder 5.1 3.1
Antisocial Personality® 3.5 -
Nonaf f ective Psychosi s® 0.7 0.5

® Characterized by chronic, less severe depressive symptoms than major depression; symptoms must be present at least
2 years for this diagnosis. °Involves fear, anxiety, and/or avoidance of places and situations such as crowds, traveling,
or places outside home. Anxiety is about places or situations where panic attacks/symptoms may occur and the person
feels help is unavailable or escape is difficult. © Assessed only on a lifetime basis. ¢ Includes schizophrenia,
schizophreniform disorder, delusional disorder, and atypical psychosis.

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry 51:8-19, Table 2. These estimates are from the National Comorbidity Survey (NCS). The survey was based
on interviews administered to a probability sample of the noninstitutionalized U.S. civilian population. The NCS sample
consisted of 8,098 respondents, age 15 to 54 years. This survey was conducted from September 1990 to February 1992.
DSM-III-R criteria were used as the basis for assessing disorders in the general population. A random sample of initial
nonrespondents was contacted further and received a financial incentive to participate. A nonresponse weight was used
to adjust for the higher rates of alcohol, drug abuse, and mental disorders found in the sample of initial nonresponders.
The Composite International Diagnostic Interview was modified to eliminate rare diagnoses in the age group studied and
to add probes to improve understanding and motivation.
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PAST-YEAR MENTAL DISORDER BY AGE

Thepopulation age 15 to 24 years is more likely to suffer a past-year mental disorder than any
other age group among persons age 15 to 54.

About 27 percent of persons 15 to 24 years of age had some type of mental disorder during the
past year.

During the past year, about 21 percent of persons age 15 to 24 years experienced some type of
anxiety disorder, and 14 percent experienced some type of affective disorder.

Past-Year Mental Disordersby Age
U.S. Population, Age 15to 54, 1991

15-24 25-34 35-44 45-54
Type of Disorder Year s Year s Year s Year s
Any mental disorder” 27% 23% 21% 20%
Anxi ety di sorder 21 17 15 16
Affective disorder 14 11 11 9

" In this table, “any mental disorder” refers to the following categories of disorders: affective, anxiety, nonaffective
psychosis, and antisocial personality; substance abuse/dependence has been excluded.

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
Unpublished data from the National Comorbidity Survey (NCS). The survey was based on interviews administered to
a probability sample of the noninstitutionalized U.S. civilian population. The NCS sample consisted of 8,098
respondents, age 15 to 54 years. DSM-III-R criteria were used as the basis for assessing disorders in the general
population. A nonresponse weight was used to adjust for the higher rates of alcohol, drug abuse, and mental disorders
found in the sample of initial nonresponders. The Composite International Diagnostic Interview was modified to
eliminate rare diagnoses in the age group studied and to add probes to improve understanding and motivation. Anxiety
disorders include panic disorder, agoraphobia, social phobia, simple phobia, and generalized anxiety disorder. Affective
disorders include major depressive episode, manic episode, and dysthymia. Nonaffective psychoses include
schizophrenias, delusional disorder, and atypical psychoses.
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MENTAL SYNDROMES BY AGE

In 1996, persons age 50 and older were less likely to experience a major depressive episode than
persons age 18 to 49.

About 8 percent of people between the ages of 18 and 49 had a major depressive episode during
the year.

Generalized anxiety disorder, agoraphobia, and panic attack each occurred in 1.6 to 2.9 percent

of adults.
Prevalence of Four Mental Syndromes by Age
U.S. Population, Age 18 and Older, 1996

18- 25 26- 34 35-49 50+
Type of Disorder Tot al yrs yrs yrs yrs
Maj or depressive 6. 3% 7.6% 7.2% 7.5% 4. 2%
epi sode
General i zed anxiety 2.0 1.5 1.8 2.4 1.8
di sorder
Agor aphobi a 1.6 1.7 1.5 1.8 1.5
Pani ¢ attack 2.9 3.4 3.1 2.8 2.8

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on
Drug Abuse. The 1996 survey employed a multistage area probability sample of 18,269 persons 12 years of age and older
inthe U.S. civilian noninstitutionalized population, interviewed from January through December 1996, and incorporates
an over-sampling of Blacks, Hispanics, and young people. The survey also included a module of questions asking adults
about their mental health status during the past year. The adult mental health screening scale developed by the Institute
for Social Research at the University of Michigan was used to estimate the presence of four clinical mental syndromes
defined in the DSM-III-R (Revised Third Edition) published by the American Psychiatric Association (1987).
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PREVALENCE OF MENTAL SYNDROMES BY AGE AND GENDER

Of'the four syndromes, major depressive episode was more prevalent in both women and men

than generalized anxiety disorder, agoraphobia, and panic attack.

younger age groups.

Major depressive episode occurred in 8 percent of women and 5 percent of men.

Major depressive episode was less prevalent among persons age 50 years and older than among

Prevalence of Past-Year Mental Syndromes by Age and Gender
U.S. Population, Age 18 and Older, 1996

Mal es Femal es
Type of
di sorder 18+ 18-25 26-34 35-49 50+ 18+ 18-25 26-34 35-49 50+
Maj or
depressive
epi sode 4.8% 6.4% 5.0% 5.3% 3.49 7.7% 8.8% 9.3% 9.7% 4.8%
Ceneralized
anxi ety
di sorder 1.6 1.2 1.2 1.9 1.8 2.3 1.8 2.2 3.0 1.9
Agor aphobi a 0.8 0.9 0.8 1.2 0.3 2.4 2.5 2.2 2.3 2.5
Pani c attack 1.6 2.1 1.9 1.5 1.2 4.2 4.7 4.2 4.1 4.2

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on
Drug Abuse. The 1996 survey employed a multistage area probability sample of 18,269 persons 12 years of age and older
inthe U.S. civilian noninstitutionalized population, interviewed from January through December 1996, and incorporates
an over-sampling of Blacks, Hispanics, and young people. The survey also included a module of questions asking adults
about their mental health status during the past year. The adult mental health screening scale developed by the Institute
for Social Research at the University of Michigan was used to estimate the presence of four clinical mental syndromes
defined in the DSM-III-R (Revised Third Edition) published by the American Psychiatric Association (1987).
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PREVALENCE OF MENTAL SYNDROMES BY RACE/ETHNICITY

In the past year, a higher percentage of the White population experienced a major depressive
episode, generalized anxiety disorder, and panic attack than either Blacks or Hispanics.

About 6.8 percent of the White and 5.3 percent of the Hispanic population had a major

depressive episode. Ofthe Black population, 5.4 percent experienced this syndrome.

Agoraphobia occurred in 1.5 percent of the White population, 2.8 percent of the Black
population, and 1.7 percent of the Hispanic population.

Generalized anxiety disorder was experienced by 2.1 percent of Whites, 1.6 percent of Blacks,
and 1.5 percent of Hispanics.

Past-Year Mental Syndromes by Race/Ethnicity
U.S. Population, Age 18 and Older, 1996

Non- Non-
Hi spani c Hi spani c
Type of Disorder Tot al Vi t es Bl acks H spani cs
depr essi ve 6. 3% 6. 8% 5.4% 5.3%

epi sode

CGeneralized anxiety 2.0 2.1 1.6 1.5

di sor der

Agor aphobi a 1.6 1.5 2.8 1.7
Pani ¢ attack 2.9 3.3 2.4 1.7

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on
Drug Abuse. The 1996 survey employed a multistage area probability sample of 18,269 persons 12 years of age and older
inthe U.S. civilian noninstitutionalized population, interviewed from January through December 1996, and incorporates
an over-sampling of Blacks, Hispanics, and young people. The survey also included a module of questions asking adults
about their mental health status during the past year. The adult mental health screening scale developed by the Institute
for Social Research at the University of Michigan was used to estimate the presence of four clinical mental syndromes
defined in the DSM-III-R (Revised Third Edition) published by the American Psychiatric Association (1987).
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PREVALENCE OF MAJOR DEPRESSIVE EPISODE

In 1991, 5 percentofthe U.S. population age 15 to 54 had experienced a past-month prevalence,
and 17 percent a lifetime prevalence, of major depression.

In 1991, 8 percent of Hispanics had a major depressive episode within the past month.

Blacks were least likely to experience a major depressive episode both within their lifetimes
(11.9 percent) and in the past month (3.8 percent).

Women had higher past-month (5.9 percent) and lifetime (21.3 percent) prevalences of major
depression.

Major Depressive Episode by Race/Ethnicity and Gender
U.S. Population, Age 15 to 54, 1991

Lifetime Past Month
Race/ Ethnicity Tot al Men Wonen Tot al Men Wonen
Tot al 17. 1% 12. 7% 21. 3% 4. 9% 3.8% 5.9%
VWite 17.9 13.5 22.3 4.7 4.0 5.4
Bl ack 11.9 7.2 15.5 3.8 1.2 5.7
Hi spanic 17.7 11.7 23.9 8.1 5.3 11.1

Source: Blazer D, Kessler RC, McGonagle KA, Swartz MS. 1994. “The Prevalence and Distribution of Major
Depression in a National Community Sample: The National Comorbidity Survey.” American Journal of Psychiatry
151(7):979-986, Table 2. A national probability sample of persons age 15-54 years in the noninstitutionalized civilian
population was administered a structured psychiatric interview. Hawaii and Alaska were not included. A supplemental
sample of students living in campus group housing was used. The response rate was 83 percent, and 8,098 respondents
participated. A random sample of initial nonrespondents was contacted further and received a financial incentive to
participate. A nonresponse weight was used to adjust for the higher rates of alcohol, drug abuse, or mental disorders
found in the sample of initial nonrespondents. The Composite International Diagnostic Interview was modified to
eliminate rare diagnoses in the age group studied and to add probes to improve understanding and motivation.
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PREVALENCE OF MAJOR DEPRESSIVE EPISODE

BY RACE/ETHNICITY AND GENDER

In 1996, about 7 percent of Whites, 5 percent of Blacks, and 5 percent of Hispanics experienced
amajor depressive episode.

In 1996, of men age 18 and older, about 5 percent of Whites, 3 percent of Blacks, and 4 percent

of Hispanics experienced a major depressive episode.

About 8 percent of White and Black women and 7 percent of Hispanic women age 18 and older

had a major depressive episode in 1996.

Prevalence of Major Depressive Episode by Gender and Race/Ethnicity,

U.S. Population, Age 18 and Older, 1996

Race/ Ethnicity Tot al Mal es Femal es
White 6.8% 5. 4% 8. 1%
Bl ack 5.4 2.5 7.7

Hi spani c 5.3 3.8 6.9
O her 1.8 1.2 2.3

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on
Drug Abuse. The 1996 survey employed a multistage area probability sample of 18,269 persons 12 years of age and older
inthe U.S. civilian noninstitutionalized population, interviewed from January through December 1996, and incorporates
an over-sampling of Blacks, Hispanics, and young people. It also included a module of questions asking adults about
their mental health status during the past year. The adult mental health screening scale developed by the Institute for
Social Research at the University of Michigan was used to estimate the presence of four clinical mental syndromes
defined in the DSM-III-R (Revised Third Edition) published by the American Psychiatric Association (1987).
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PREVALENCE OF ANXIETY DISORDER BY GENDER

About 25 percent of persons between the ages of 15 and 54 experience an anxiety disorder at
some point in their lives.

Among persons age 15 to 54, lifetime anxiety disorders are more prevalent among females (31
percent) than males (19 percent).

About 17 percent of persons age 15 to 54 suffer from a past-year anxiety disorder.

Among females, simple phobia is more prevalent than social phobia in the past year (13 percent
versus 9 percent, respectively).

Among males, simple phobia is less prevalent than social phobia in the past year (4 percent
versus 7 percent, respectively).

Prevalence of Anxiety Disordersby Gender
U.S. Population, Age 15 to 54, 1991

Lifetine Past Year

Type of Disorder Tot al Mal e Femal e Tot al Mal e Femal e

Any Anxiety Disorder’ 24. 9% 19. 2% 30.5% 17. 2% 11. 8% 22. 6%
Soci al Phobi a 13.3 11.1 15.5 7.9 6.6 9.1

Si npl e Phobi a 11.3 6.7 15.7 8.8 4.4 13.2

* “Any anxiety disorder” includes the following: panic disorder, agoraphobia without panic disorder, social phobia,
simple phobia, and generalized anxiety disorder.

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry 51:8-19, Table 2. These estimates are from the National Comorbidity Survey (NCS). The survey was based
on interviews administered to a probability sample of the noninstitutionalized U.S. civilian population. The NCS sample
consisted of 8,098 respondents, age 15 to 54 years. This survey was conducted from September 1990 to February 1992.
DSM-III-R criteria were used as the basis for assessing disorders in the general population. A random sample of initial
nonrespondents was contacted further and received a financial incentive to participate. A nonresponse weight was used
to adjust for the higher rates of alcohol, drug abuse, and mental disorders found in the sample of initial nonresponders.
The Composite International Diagnostic Interview was modified to eliminate rare diagnoses in the age group studied and
to add probes to improve understanding and motivation.
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CO-EXISTING MENTAL DISORDERS WITH GENERALIZED ANXIETY DISORDER

Major depression is the most common co-existing condition for persons with generalized anxiety
disorder.

Almost 90 percent of persons with generalized anxiety disorder at some point in their lifetime have
a co-existing substance abuse or mental disorder.

Only 2 percent of the population age 15 to 54 years have a current diagnosis of generalized anxiety
disorder, but it affects about 5 percent of the population at some point in their lives.

Comorbidity With Generalized Anxiety Disor der
U.S. Population, Age 15to 54, 1991

Past 30
Co-exi sting Disorder Lifetine Days
Any Disorder” 90. 4% 66. 3%
Maj or Depression 62.4 38.6
Agor aphobi a 25.7 26.7
Pani ¢ Di sorder 23.5 22.6

* Includes affective disorder, anxiety disorder, nonaffective psychosis, antisocial personality, and substance abuse.

Source: Wittchen H-U, Zhao S, Kessler RC, Eaton WW. 1994. “DSM-III-R Generalized Anxiety Disorder in the
National Comorbidity Survey.” Archives of General Psychiatry 51:355-364, Table 3. A national probability sample
of persons age 15 to 54 years in the noninstitutionalized civilian population was administered a structured psychiatric
interview. Hawaii and Alaska were not included; a supplemental sample of students living in campus group housing was
included. The response rate was 83 percent and 8,098 respondents participated. A random sample of initial
nonrespondents was contacted further and received a financial incentive to participate. A nonresponse weight was used
to adjust for the higher rates of alcohol, drug abuse, or mental disorders found in the sample of initial nonresponders.
The Composite International Diagnostic Interview was modified to eliminate rare diagnoses in the age group studied and
to add probes to improve understanding and motivation.
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CURRENT POST-TRAUMATIC STRESS DISORDER BY STRESSFUL EVENTS

Among the entire population exposed to a potentially traumatic event, about 7 percent exhibited
post-traumatic stress disorder (PTSD).

Among people who experienced severely stressful events, greater proportions of persons age 40
to 59, females, and Blacks met diagnostic criteria for PTSD.

Older persons exposed to severely stressful events were the least likely to have current PTSD.

Personswith Current Post-Traumatic Stress Disorder
by Gender, Race, and Age, 1992

Any
Cri ne? Hazar d° Acci dent © Event ¢
Tot al 8. 5% 5.8% 8. 6% 7.3%
CGender :
Mal e 5.5 5.0 7.3 6.1
Fermal e 11.5 6.5 10.0 8.5
Race:
VWi te 7.2 5.1 8.2 7.5
Bl ack 10. 4 6.9 9.2 7.1
Age G oup:
18 to 39 7.8 6.6 9.5 9.0
40 to 59 13.6 6.4 11.7 8.8
60+ 3.3 4.1 3.9 4.0

*“Crime” includes the experience of robbery, physical assault, or sexual assault, ever (n=328).

®“Hazard” includes the experience of a fire, disaster, or hazards such as hurricanes or tornadoes, ever (n=671).

¢ “Accidents” include injury-causing motor vehicle accidents or tragic deaths of relatives or close friends, ever (n=439).
4“Any event” includes experiences of events such as crime, hazard, accidents, and natural disasters, ever (n=842).

" p<0.05.

Source: Norris FH. 1992. “Epidemiology of Trauma: Frequency and Impact of Different Potentially Traumatic Events
on Different Demographic Groups.” Journal of Clinical and Consulting Psychology 60(3):409-418, Table 3.
Frequencies of post-traumatic stress disorder (PTSD) were based on a total sample of 1,000 persons from
12 neighborhoods across 4 southeastern cities: Charleston, SC; Greenville, SC; Charlotte, NC; and Savannah, GA. A
diagnosis of PTSD was based on criteria set by the American Psychiatric Association (1987), DSM-III-R. To establish
a diagnosis of PTSD, the following sources were used: Norris FH. 1990. “Screening for Traumatic Stress: A Scale
for Use in the General Population.” Journal of Applied Social Psychology 20:1704-1718. Also used was Derogatis L
and Spencer P. 1982. The Brief Symptom Inventory: Administration, Scoring, and Procedures Manual. Baltimore,
MD. Selected items from each scale were combined to address all symptom criteria for a diagnosis of PTSD.
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MENTAL HEALTH - AMERICAN INDIAN/ALASKA NATIVE STUDENTS

C American Indian and Alaska Native students at high suicide risk are almost twice as
likely as those at low risk to use marijuana regularly and to be heavy drinkers.

C Students at high suicide risk are about twice as likely as those at low suicide risk to have

a friend or family member who had attempted or completed suicide.

Percent of American Indian and Alaska Native Students Reporting Risky Behavior s
by Suicide Risk Status*

Hi gh Low
Behavi ors Suicide Risk Sui ci de Ri sk
Heavy dri nki ng 31% 17%
Regul ar marijuana use** 20% 10%
Had sexual intercourse 44% 28%
Believe family doesn’t understand 33% 21%
Bel i eve adults don't care 27% 15%
Been physically abused 26% 11%
Fam |y nenber tried suicide 36% 19%
Friend conpl eted suicide 19% 8%

*High suicide risk was defined as a suicide attempt in the past year and current thoughts of suicide or multiple suicide
attempts even if last attempt was over a year ago.
**Regular marijuana use was defined as use at least once a week.

Source: Blum RW, Harmon B, Harris L, Bergeisen L, & Resnick MD. 1992. American Indian - Alaska Native Youth
Health. JAMA, 267:(12), 1637-1644. The American Indian and Alaska Native Youth Health Study was conducted with
students in non-urban schools from eight Indian Health Service Areas. The sample of 13,454 respondents consisted of
students in grades 7 through 12 in 33 states attending reservation or Bureau of Indian Affairs schools. Schools with less
than 50 percent American Indian/Alaska Native students were not included. Parental or guardian consent was obtained.
The response rate was 70 percent. About 46 percent of the students lived in two-parent homes, 37 percent with a single
parent, 10 percent with another relative as head of household, and 7 percent in a household with no relatives. The data
were collected with the Indian Adolescent Health Survey, a self administered anonymous questionnaire with a fifth grade
reading level. The instrument consisted of 162 items on physical and mental health, health care history, and health care
utilization and took about one hour to complete.
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MENTAL HEALTH - AMERICAN INDIAN/ALASKA NATIVE STUDENTS

About 6 percent of the American Indian and Alaska Native students on reservations in grades 7
to 12 experienced severe emotional distress in the past month.

Students experiencing severe emotional distress were more likely than those without such distress
to report having been physically or sexually abused.

Severely distressed students not only feltdisenfranchised and alienated from family but were over
three times more likely than students without severe stress to have attempted suicide.

Percent of American Indian and Alaska Native Students Reporting Stressors by Stress Status

in Past Month*
Severe Stress No Severe Stress
(n=750) (n=12, 704)

Feel disenfranchised from fanily 44% 31%
Feel fam |y doesn’t understand 44% 22%
t hem

Been physically abused 32% 11%
Been sexual |y abused 22% 9%
Attenpted suicide 45% 13%

*Severe emotional distress was defined as endorsing two or more of the following in the past month: being bothered by
“nerves” or nervousness; feeling so sad, discouraged, or hopeless, or having so many problems that you wondered if
anything was worthwhile; feeling under strain, stress or pressure; worrying about losing your mind or losing control over
the way you act, talk, think or feel; or losing control of your memory.

Source: Blum RW, Harmon B, Harris L, Bergeisen L. & Resnick MD. 1992. American Indian - Alaska Native Youth
Health. JAMA, 267:(12), 1637-1644. The American Indian and Alaska Native Y outh Health Study was conducted with
students in non-urban schools from eight Indian Health Service Areas. The sample of 13,454 respondents consisted of
students in grades 7 through 12 in 33 states attending reservation or Bureau of Indian Affairs schools. Schools with less
than 50 percent American Indian/Alaska Native students were not included. Parental or guardian consent was obtained.
The response rate was 70 percent. About 46 percent of the students lived in two-parent homes, 37 percent with a single
parent, 10 percent with another relative as head of household, and 7 percent in a household with no relatives. The data
were collected with the Indian Adolescent Health Survey, a selfadministered anonymous questionnaire with a fifth grade
reading level. The instrument consisted of 162 items on physical and mental health, health care history, and health care
utilization and took about one hour to complete.
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BEHAVIORAL DISORDERS - CHILDREN IN GREAT SMOKY MOUNTAIN STUDY

Mental disorders usually firstdiagnosed in children include behavioral disorder, such as attention
deficit hyperactivity, conduct disorder, and oppositional (defiant) disorder.

Among white children in the Great Smoky Mountain Study, recent substance users were more
likely to have behavioral disorders than children not recently using such substances as alcohol,
tobacco, or other drugs.

Rates ofbehavioral disorders were higher in substance users for both white boys and girls,age 13 -
16.

Per cent of Behavioral Disordersin Past 3 Monthsin White Children by Age, Sex, and Recent
Substance Use (Great Smoky Mountain Study)

Boys Grls
Substance Use in Past 3 Months Substance Use in Past 3 Months
Age Yes No Yes No
13 years 22. 0% 5. 0% 18. 7% 0.1%
14 years 8.9 4.8 20.2 1.1
15 years 26.7 0 8.8 0
16 years 46.1 0.6 40. 6 0

Behavioral Disorders included were conduct, oppositional (defiant), and attention deficit hyperactivity disorders.

Source: Federman EB, Costello EJ, Angold A, Farmer EMZ, & Erkanli A, 1997. Development of Substance Abuse and
Psychiatric Comorbidity in an Epidemiologic Study of White and American Indian Young Adolescents: The Great Smoky
Mountains Study, Drug and Alcohol Dependence, 44:69-78. (Unpublished data on age 16 were provided by Dr. Jane
Costello.) A representative sample of children age 9, 11, and 13 living in rural Southern Appalachia was selected
between 1992 and 1993. Substance use, behavioral, and emotional disorders were assessed using the Child and
Adolescent Psychiatric Assessment (CAPA) interview. This analysis is based on a weighted sample with oversampling
of children with behavioral problems and included 985 white and 431 American Indian children.
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BEHAVIORAL DISORDERS - AMERICAN INDIAN CHILDREN
IN GREAT SMOKY MOUNTAIN STUDY

Mental disorders usually firstdiagnosed in children include behavioral disorder, such as attention
deficit hyperactivity, conduct disorder, and oppositional (defiant) disorder.

Behavioral disorders such as attention deficit hyperactivity, conduct disorder, and oppositional
(defiant) disorder are among the mental disorders usually first diagnosed in children.

Among American Indian children in the Great Smoky Mountain Study, recent users of substances
such as alcohol, tobacco, and other drugs were more likely to have behavioral disorders than
children notrecently using such substances.

Rates of behavioral disorders were much higher in substance using American Indian girls, age 13
to 16, and somewhat higher in substance using boys.

Per cent of Behavioral Disordersin Past 3 Monthsin American Indian Children by Age, Sex,
and Recent Substance Use (Great Smoky Mountain Study)

Boys Grls
Substance Use in Past 3 Moinths | Substance Use in Past 3 Mnths
Age Yes No Yes No
13 years 15. 0% 4. 4% 33. 3% 16. 7%
14 years 32.0 6.0 39.1 0
15 years 31.6 3.0 36.8 0
16 years 7.1 0 10.0 0

Behavioral Disorders included were conduct, oppositional (defiant), and attention deficit hyperactivity disorders.

Source: Federman EB, Costello EJ, Angold A, Farmer EMZ, & Erkanli A. 1997. Development of Substance Abuse and
Psychiatric Comorbidity in an Epidemiologic Study of White and American Indian Y oung Adolescents: The Great Smoky
Mountains Study, Drug and Alcohol Dependence, 44:69-78. (Unpublished data on age 16 were provided by Dr. Jane
Costello.) A representative sample of children age 9, 11, and 13 living in rural Southern Appalachia was selected
between 1992 and 1993. Substance use, behavioral, and emotional disorders were assessed using the Child and
Adolescent Psychiatric Assessment (CAPA) interview. This analysis is based on a weighted sample with oversampling
of children with behavioral problems and included 985 white and 431 American Indian children.
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EMOTIONAL DISORDERS - CHILDREN IN GREAT SMOKY MOUNTAIN STUDY

diagnosed in children.

substance users and nonusers.

Emotional disorders such as anxiety and depression are among the mental disorders usually first

The rate of emotional disorders for the white boys and girls, age 13-16, was comparable for both

Per cent of Emotional Disordersin Past 3 Monthsin White Children by Age, Sex, and Recent
Substance Use (Great Smoky Mountain Study)

Boys Grls
Substance Use in Past 3 Moinths | Substance Use in Past 3 Mnths
Age Yes No Yes No
13 years 3. 7% 3.3% 16. 2% 6. 9%
14 years 2.7 4.4 27.8 4.6
15 years 3.2 3.2 3.5 6.2
16 years 10. 6 0.6 4.2 5.7

The emotional disorders included were anxiety and depression.

Source: Federman EB, Costello EJ, Angold A, Farmer EMZ, & Erkanli A. 1997. Development of Substance Abuse and
Psychiatric Comorbidity in an Epidemiologic Study of White and American Indian Young Adolescents: The Great Smoky
Mountains Study, Drug and Alcohol Dependence, 44:69-78. (Unpublished data on age 16 were provided by Dr. Jane
Costello.) A representative sample of children age 9, 11, and 13 living in rural Southern Appalachia was selected
between 1992 and 1993. Substance use, behavioral, and emotional disorders were assessed using the Child and
Adolescent Psychiatric Assessment (CAPA) interview. This analysis is based on a weighted sample with oversampling
of children with behavioral problems and included 985 white and 431 American Indian children.

142

Substance Abuse and Mental Health Statistics




EMOTIONAL DISORDERS - AMERICAN INDIAN CHILDREN IN GREAT SMOKY
MOUNTAIN STUDY

and depression.

more emotional disorders than the boys.

American Indian boys and girls, age 13-16, were not statistically significant.

Mental disorders usually first diagnosed in children include emotional disorders such as anxiety

American Indian girls in the Great Smoky Mountain Study (both substance users and nonusers) had

Any differences in the rates of emotional disorders among the substance using and nonusing

Percent of Emotional Disordersin Past 3 Monthsin American Indian Children by Age, Sex,
and Recent Substance Use (Great Smoky Mountain Study)

Boys Grls
Substance Use in Past 3 Months Substance Use in Past 3 Months
Age Yes No Yes No
13 years 5. 0% 2.2% 6. 7% 4. 3%
14 years 0 0 4.4 3.2
15 years 0 0 15. 8 3.1
16 years 0 0 10.0 6.7

The emotional disorders included were anxiety and depression.

Source: Federman EB, Costello EJ, Angold A, Farmer EMZ, & Erkanli A. 1997. Development of Substance Abuse and
Psychiatric Comorbidity in an Epidemiologic Study of White and American Indian Young Adolescents: The Great Smoky
Mountains Study, Drug and Alcohol Dependence, 44:69-78. (Unpublished data on age 16 were provided by Dr. Jane
Costello.) A representative sample of children age 9, 11, and 13 living in rural Southern Appalachia was selected
between 1992 and 1993. Substance use, behavioral, and emotional disorders were assessed using the Child and
Adolescent Psychiatric Assessment (CAPA) interview. This analysis is based on a weighted sample with oversampling
of children with behavioral problems and included 985 white and 431 American Indian children. Children were classified
as American Indian if they were the enrolled member or the first or second generation descendant of an enrolled member
of arecognized tribe or band. All but 25 were Cherokee, most were living on a reservation and attending schools on the
reservation. About 20 percent were in public schools in the surrounding community.
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EMPLOYMENT CHARACTERISTICS BY MENTAL SYNDROME

In 1996, about 59 percent of those who experienced a major depressive episode during the year
were employed full time or part time.

About 6 percent of those who had a major depressive episode, 5 percent of those with generalized
anxiety disorder, 6 percent with agoraphobia, and 8 percent with panic attack were unemployed
in 1996.

About 10 percent of those who experienced panic attack, 15 percent with major depressive
episode, and 12 percent with generalized anxiety disorder were employed part time.

Employment Characteristics by Mental Syndrome
U.S. Population, Age 18 and Older, 1996

Maj or Cenerali zed

Depressi ve Anxi ety Pani c
Enpl oynment St at us Epi sode Di sorder  Agoraphobi a At t ack
Total ” 100. 0% 100. 1% 100. 1% 100. 1%
Full -tinme 44.9 37.3 32.3 39.1
Part-time 14.5 11. 8 7.6 10.0
Unenpl oyed 6.3 5.0 6.3 8.0
Not in |abor force” 34.3 46.0 53.9 43.0

* Totals may not sum to 100 due to rounding.
** Retired, disabled, homemaker, student, or “other.”

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on
Drug Abuse. The 1996 survey employed a multistage area probability sample of 18,269 persons 12 years of age and older
inthe U.S. civilian noninstitutionalized population, interviewed from January through December 1996, and incorporates
an oversampling of Blacks, Hispanics, and young people. The survey also included a module of questions asking adults
about their mental health status during the past year. The adult mental health screening scale developed by the Institute
for Social Research at the University of Michigan was used to estimate the presence of four clinical mental syndromes
defined in the DSM-III-R (Revised Third Edition) published by the American Psychiatric Association (1987).
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MENTAL HEALTH AND SUBSTANCE ABUSE BY EMPLOYMENT STATUS

In a national household survey, persons who were unemployed were more likely than others to
have a major mental health diagnosis or to be alcohol or drug dependent in the past year.

More persons in the general population age 18-64 reported a major depressive episode than panic
attack, general anxiety disorder or agoraphobia, regardless of employment status.

Employed workers were about three times more likely to be dependent on alcohol than on illicit
drugs.

Per cent Reporting Mental Health Diagnoses and Substance Dependencein the Past Y ear
by Current Employment Status, U.S. Population, Age 18-64, 1994-1996

Ful | Par t Not in

Di agnosi s Tot al Ti me Ti me Unenpl oyed Labor
Force

Maj or Depressive 7.5% 5.9% 7. 7% 11. 1% 11. 4%
Epi sode
Pani ¢ Attack 2.9 2.1 2.9 6.2 4.6
General Anxiety 2.2 1.6 2.1 2.9 3.9
Di sorder
Agor aphobi a 1.8 1.1 1.8 3.0 3.6
Al cohol 4.7 4.7 4.6 8.6 3.9
Dependence
Illicit Drug 1.6 1.3 1.9 4.6 1.6
Dependence

Source:  SAMHSA, Office of Applied Studies. 1998. Substance Use and Mental Health Characteristics by
Employment SatusTable 3.4a. Data from the 1994 to 1996 National Household Survey on Drug Abuse (NHSDA) were
pooled to examine alcohol, drug abuse, and mental diagnosis among adults in the general population by their current
employment status. Those not in the labor force included the disabled, homemakers, and students. This survey series
employs amultistage area probability sample of persons 12 years of age and older in the U.S. civilian noninstitutionalized
population, interviewed from January through December. The sample size in each of these years was about 18,000.
Blacks, Hispanics, and young people were oversampled. The analyses presented here are based on the weighted sample
of adults age 18 to 64..
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FAMILY STRUCTURE AND ADOLESCENT ILLICIT DRUG USE

Within each family type, the percentage of adolescents using illicit drugs increases with age.

Adolescents in families with both biological parents present are the least likely to report illicit

drug use (10 percent for parents only, 12 percent for parents and other relative).

and 17 in father-only families (48 percent).

Among male adolescents, the highest prevalence of illicit drug use occurs between the ages of 16

The highest prevalence ofillicit drug use in female adolescents occurs between the ages of 16 and

17 among those who are married and whose spouse is present (37 percent).

Past-Year Illicit Drug Use Among Adolescents, Age 12to 17
by Family Structure, Gender, and Age, 1991-1993

Mal es Femal es
Fam |y Structure Tot al age age age age age age
12-13 14-15 16-17 [12-13 14-15 16-17
Al types 13.4%| 4.5% 13.3% 23.1% | 5.5% 12.6% 22.1%
Bot h biol ogi cal parents present:
Mot her and f at her 10. 4 4.5 8.9 20.4 3.6 9.1 18.1
Mot her, father, and
other relative 12.1 3.7 12. 7 18.3 - 11. 7 21.2
Stepparent famlies:
Mot her and 16.0 5.8 16.0 19.3 8.0 16. 3 30.3
st epf at her
Fat her and 20.9 5.9 31.9 34.8 5.9 23.9 -
st epnot her
One-parent famlies:
Mot her only 15.2 2.9 17.1 22. 4 6.9 16.6 26. 2
Mot her and ot her
relative 15. 7 2.4 12.3 34.1 - 13.0 21.1
Mot her and 21. 7 - - - - - -
nonrel ative
Fat her only 22. 4 6.9 21. 4 48. 4 - - -
QO her famly types:
Q her relative only 21.0 6.4 - - 5.3 17.6 24.8
Spouse present 31.5 - - - - 34.3 37.0

* Illicit drugs include marijuana, nonmedical use of psychotherapeutics (tranquilizers, sedatives, analgesics, and
stimulants), hallucinogens, heroin, cocaine, and inhalants.

- Low precision; no estimate reported.

Source: SAMHSA, Office of Applied Studies. 1996. The Relationship Between Family Structure and Adolescent
SubstanceUse. Rockville, MD: U.S. Public Health Service. The 1991, 1992, and 1993 National Household Surveys
on Drug Abuse were combined to get a total sample of 22,237 adolescents. These surveys employed a multistage area
probability sample of noninstitutionalized civilian respondents age 12 and older and incorporated an oversampling of

Blacks, Hispanics, and young people.
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FAMILY STRUCTURE AND ADOLESCENT MARIJUANA USE

About 9 percent of adolescents age 12 to 17 years used marijuana in the past year.

Adolescents in families with both biological parents present were the least likely to report past-
year marijuana use (7 percent).

About 12 percent of adolescents in families in which only the mother was present reported past-
year marijuanause,and 17 percent ofadolescents in families in which only the father was present
reported past-year marijuana use.

Past-Year Marijuana Use Among Adolescents, Age12to 17
by Family Structure, 1991-1993

Per cent

Fam |y Structure Usi ng
Tot al 9. 4%
Bot h bi ol ogi cal parents present:

Mot her and fat her 6.9

Mot her, father, and other relative 8.4
Stepparent famlies

Mot her and st epf at her 10.0

Fat her and stepnot her 16. 8
One-parent fanilies

Mot her only 11.5

Mot her and other relative 12. 4

Mot her and nonrel ative 18. 3

Fat her only 17. 1
O her famly types

Gt her relative only 15. 1

Spouse present 25. 1

Source: SAMHSA, Office of Applied Studies. 1996. The Relationship Between Family Sructure and Adolescent
SubstanceUse. Rockville, MD: U.S. Public Health Service. The 1991, 1992, and 1993 National Household Surveys
on Drug Abuse were combined to get a total sample of 22,237 adolescents. These surveys employed a multistage area
probability sample of noninstitutionalized civilian respondents age 12 and older and incorporated an oversampling of
Blacks, Hispanics, and young people.
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MENTAL DISORDER, SUBSTANCE ABUSE, AND TEENAGE CHILDBEARING

In the National Adolescent and Child Treatment Study, mental disorder and substance abuse were
found to be associated with teenage childbearing. Adolescent females with both mental disorder and
substance abuse were the most likely to be parents.

Emotionally disturbed adolescents with children were more than 2’ times as likely to have been
diagnosed with conduct disorder and substance abuse than emotionally disturbed adolescents with no
children.

Emotionally disturbed adolescents with children were five times as likely to have been diagnosed with
anxiety and substance abuse than emotionally disturbed adolescents with no children.

Emotionally Disturbed Adolescent Females with Mental Disorder
and Substance Abuse Diagnosesin 1984, by Childbearing Statusin 1989

Had no
Had children chil dren
in 1989 in 1989
Di agnosis in 1985 (n=27) (n=107)
Conduct di sorder and substance 37.0% 14. 0%
abuse
Anxi ety and substance abuse 18.5 3.7
Depr essi on and substance abuse 14.8 4.7

Source: Silver SE, Greenbaum PE, Friedman RM, Greer S, Prange M, Brown E. 1989. “Substance Dependence,
Psychiatric Disorders, and Teen Motherhood in Youth with Serious Disturbances: Data from the National Adolescent
and Child Treatment Study” (NACTS). Paper presented at the Conference on the Treatment of Adolescents with
Alcohol, Drug Abuse, and Mental Health Problems; Alcohol, Drug Abuse and Mental Health Administration;
Alexandria, VA; October. NACTS is a 7-year longitudinal study that began in 1985. It examined the psychiatric and
social functioning of a sample of 812 children and youth with serious emotional disturbance. Half the sample (53
percent) was drawn from special education classrooms in public schools. The remainder was drawn from residential
mental health settings that were supported at least in part by public funds. The sample originally resided in six States.
Mental disorders and substance abuse diagnoses (DSM-III-R) were assessed with the Diagnostic Interview Schedule for
Children. This analysis is based on the 134 adolescents who in 1985 were age 13 to 17 and had no children. Between
1986 and 1989, 27 of them had given birth to 39 children. Further information on the methodology and initial NACTS
findings are available from Silver SE, et al. 1992. “A Comparison of Children with Serious Emotional Disturbance
Served in Residential and School Settings.” Journal of Child and Family Studies 1(1):43-59.
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ALCOHOL AND DRUG ABUSE AND PREGNANCY STATUS

Women, in general, are less likely to drink or use an illicit drug while pregnant.

Anational survey found that 14.1 percent of the women age 15-44 drank and 2.5 percent used an llicit
drug in the past month while pregnant.

Hispanic women were less likely than any other racial and ethnic group to drink or use an illicit drug
during pregnancy..

Women who were less likely to use an illicit drug while pregnant were age 26 to 44, married, and had
other children.

Per cent of Women Using Any Alcohol or Illicit Drug in the Past Month by Demographic
Characteristicsand Current Pregnancy Status, U.S. Population, Age 15 - 44, 1997

Al cohol Illicit Drug Use*
Not Not

Characteristics Pr egnant Pr egnant Pr egnant Pr egnant
TOTAL 14. 1% 52. 5% 2.5% 7.0%
Age

15- 25 years 12.9 47.1 4.4 11.9

26-44 years 15.0 55.2 1.2 4.7
Race/ Ethnicity

Wi te, non-Hi spanic 15.5 58.5 2.4 7.3

Bl ack, non-Hi spanic 16.7 41.7 5.4 8.0

Hi spani ¢ 7.1 38.2 1.2 4.7
Marital Status

Marri ed 9.4 53.2 0.7 3.2

Not Married 26.3 51.9 7.2 11.2

Never Married 26. 8 49. 4 6.4 12.0

Di vorced, Separated *E*x 60. 3 *E*x 8.5
Parental Status

No Chil dren 15.1 53.3 3.5 10. 4

Has Child Aged <2** * oKk 46. 6 1.9 5.5

Al Children Aged 2+** 13.4 53.5 2.0 4.1

*[1licit Drug Use indicates use at least once in the past year of marijuana or hashish, cocaine (including crack), Inhalants,
hallucinogens (including PCP and LSD), heroin, or any prescription-type psychotherapeutic used nonmedically.

** The respondent and the child(ren) both (all) reside in the same household.

***ow precision; no estimate reported.

Source: SAMHSA, Office of Applied Studies, National Household Survey on Drug Abuse, 1998. Unpublished Tables 18B
and 21B data providing annual average percentages based on analysis of combined data from the 1996 to 1997 surveys.
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TOBACCO, ALCOHOL, MARIJUANA, AND ANY ILLICIT DRUG ABUSE
BY PREGNANCY TRIMESTER

Fewer pregnant women drank, or used an illicit drug in their third trimester than earlier in their
pregnancy.

Pregnant women in their third trimester were more likely to stop drinking than stop smoking.

About 3.8 percent of the pregnant women in their first trimester and 2.1 percent in their third trimester
of pregnancy used an illicit drug in the past month..

Per cent of Pregnant Women Reporting Alcohol, Marijuana, or Any Illicit Drug
Usein the Past Month by Trimester of Pregnancy,
U.S. Population, Age 15-44, 1997

Trinmester of Any Illicit

Pr egnancy Cigarettes Al cohol Drugs* Mari j uana
First 20. 7% 16. 2% 3.8% 3. 0%
Second 17.8 11. 7 2.0 1.6
Third 19.1 9.4 2.1 0.5

*Any Illicit Drug indicates use at least once of marijuana or hashish, cocaine (including crack), Inhalants, hallucinogens
(including PCP and LSD), heroin, or any prescription-type psychotherapeutic used nonmedically.

Source: SAMHSA, Office of Applied Studies, National Household Survey on Drug Abuse, 1998. Unpublished Tables 18B,
20B, 22B, and 23B providing annual average percentages based on analysis of combined data from the 1996 to 1997
surveys.
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MENTAL DISORDERS AMONG FEMALE VICTIMS
OF CHILDHOOD SEXUAL ASSAULT

Child molestation and rape were significant risk factors for mental disorders in a community sample of
women from Charleston County, South Carolina.

The rate of major depression among victims of childhood molestation and rape was almost double that
ofnonvictims.

Nearly one-third of molestation victims and two-thirds of child rape victims suffered from post-traumatic
stress disorder at some point in their lives.

Child Sexual Assault Groups With aLifetimeHistory of Mental Health Disorders

Victim
Type of Disorder Noncontact® Mbl estation® Rape® Nonvi cti nf
Agor aphobi a 5. 7% 7.0% 17. 9% 3.5%
Depr essi on 34.3 45.6 48. 7 27.7
Cbsessi ve conpul sive 2.9 10.5 15. 4 2.3
di sorder
Pani ¢ di sorder 5.7 3.5 10. 3 3.8
Post-traumatic stress 11. 4 33.3 64.1 NA
Psychosi s 2.9 1.8 5.1 1.9
Sexual di sorder 54. 3 63. 2 66. 7 44,2
Si npl e phobi a 17.1 29.8 20.5 17.3
Soci al phobi a 8.6 8.8 23.1 5.4
Sui ci de attenpt 2.9 15. 8 17.9 5.8
Sui ci de ideation 31. 4 31.6 35.9 19.6

* Noncontact includes sexual threats, forced exposure to the perpetrator’s genitals, and voyeurism.

® Molestation refers to sexual assault without penetration of the victim.

¢ Rape refers to sexual assault with penetration of the victim.

4 Nonvictim refers to no incidents of sexual assault before the age of 18.

* The difference between this group and the nonvictim group is statistically significant at the 0.05 level.

Source: Saunders BE, Villeponteaux LA, Lipovsky JA, Kilpatrick DG, Veronen LJ. 1992. “Child Sexual Assault as a
Risk Factor for Mental Disorders Among Women, A Community Survey.” Journal of Interpersonal Violence, 7(2):189-
204, Table 3. Data are based on a sample of women who reside in Charleston County, South Carolina. Respondents were
screened for a history of sexual assault during childhood. They were assessed for lifetime and current mental disorders
using the Incident Classification Interview developed by the project team for this study and the National Institute of Mental
Health Diagnostic Interview Schedule. A current disorder was defined as a disorder that was active at the time of the
interview. Of the 391 women in the sample, 131 were victims of sexual assault during their childhood. Nonvictims, by
definition, could not have post-traumatic stress disorder (PTSD) related to childhood assault. Therefore, the rape and
molestation groups were compared with the noncontact group on PTSD.
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MENTAL HEALTH - IMPACT OF VIOLENCE

A national survey found that women age 18 and older who reported having been seriously physically
assaulted during childhood were more likely than women without this childhood trauma to have a
current major depressive episode, post-traumatic stress disorder, and substance abuse.

While 63.5 percent of the women with the serious assault had a major depressive episode during their
lifetime, only 44.3 percent had any mental health treatment during their lifetime.

Percent of Women With Lifetimeor Current Mental Disorder, Substance Abuse, Related
Problems, and Lifetime Treatment by Childhood Physical Assault Status*

Type of Disorder Assaul t ed Not Assaulted
Maj or Depressive Episode

During lifetine 63. 5% 28. 4%

Past 6 nonths 14. 4 3.6
Post Traumatic Stress Disorder (PTSD)

During lifetine 53.8 11.2

Past 6 nonths 32.7 3.8
Li feti me Substance Abuse

Prescription m sused 18.8 5.0

Mari j uana 66. 3 23.5
Current Substance Abuse

Mari j uana 15.9 3.4

Cocai ne 3.6 0.7
Drug Rel ated Probl ens

Driving Wiile Intoxicated (DW) 40. 4 25.8

Al cohol -rel ated acci dents*** 9.2 1.9

Legal Problens 8.4 1.8

Work probl ens 11.2 1.4

Fam |y and Friends 25.1 9.9
Treatnent in Lifetine

Mental Health 44,3 18. 2

Subst ance Abuse 7.4 1.2

*Serious assaults were defined as (1) attacks with a weapon or (2) attacks without a weapon but the victims believed the
assailant’s intent was to seriously injure or kill them. All differences between the assaulted and not assaulted groups are
significant.

**Includes alcohol related accidents at home and driving.

Source: Duncan RD, Saunders BE, Kilpatrick DG, Hanson RF and Resnick HS, 1996. Childhood Physical Assault as a
Risk Factor for PTSD, Depression, and Substance Abuse: Findings From a National Survey. American Journal of
Orthopsychiatry, 66 (3) 437-448. The total weighted sample was 4,008.
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VIOLENCE - MALE YOUTH IN THE SOUTHWEST
BY ACADEMIC STANDING AND RACE/ETHNICITY

Male youth in the Southwestern U.S. reported high rates of being beaten and robbed regardless of
academic standing or race/ethnicity.

Male youth who had dropped out of school were more likely to report being shot in their lifetime than
those who stayed in school.

The better their academic standing at school, the less likely male youth reported having been stabbed
in their lifetime.

Percent of Male Youth in the Southwest Reporting Victimization by Violencein Lifetime By
Academic Standing and Race/Ethnicity

Aneri can | ndian Mexi can American White Anmerican
Good Poor Good Poor Good Poor
Acadenmi Acadenmi Drop|Academ ¢ Academ Drop| Acadeni Academ Drop
C C CQut s |St andi ng C Qut s c c Qut s
Standin Standin St andi n Standin Standin
g g g g g
Beat en By:
Par ent s 24. 2 27.1 25.7 12.9 18.3 20.1] 17.5 23.8 20.0
Si bl i ng 13.6 30.4 21. 4 19. 4 15.6 17.1 23.8 25.0 25.0
Friend 15. 4 26.1 30.0 12.0 16.1 18.1 20.3 15.0 18.8
O her 36.4 34.8 39.1 28.8 39.7 41. 2 32.5 43. 8 58.2
Raped or
Sexual |y
Assaul t ed 4.5 2.9 2.9 2.8 2.3 3.7 3.8 5.0 6.3
Robbed 19. 7 24.5 27.5 23.9 26.1 20.3 25.3 28.8 27.8
St abbed 9.1 18.8 20.0 7.3 14. 7 20.3 5.0 12.5 21.3
Shot 6.1 7.2 14. 3 4.1 4.1 9.6 2.5 2.5 13.8

Source: Beauvais F, Chavez EL, Oetting ER, Deffenbacher JL and Cornell GR (1996): Drug Use, Violence, and
Victimization Among White American, Mexican American, and American Indian Dropouts, Students With Academic
Problems, and Students in Good Academic Standing. Journal of Counselling Psychology 43(3): 292-299. Data were
collected between 1989 and 1993 from 2,015 adolescents living in a range of communities and environments in the
Southwest. Dropouts were randomly selected from those identified from school records as students in grades 6-12 who
had not attended school for at least 30 days, had not officially transferred to another school, and were not in contact with
school authorities seeking readmission. The adolescent groups compared in grades 6 to 12 were: (1) students in good
academic standing , (2) students in poor academic standing, and (3) school dropouts. The three groups were matched on
age, ethnicity, gender, grade in school, and school site. Each participant completed a confidential questionnaire
individually which was sealed by the respondent before mailing or collected by the research staff. The combined parental
and student refusal rates were: 5.3% of the Mexican Americans, 7.8% of White Americans, and 2.8% of the American
Indians. The drugs assessed were: alcohol, cocaine, heroin, inhalants, uppers, downers, and hallucinogens.
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VIOLENCE - FEMALE YOUTH IN THE SOUTHWEST BY ACADEMIC STANDING AND
RACE/ETHNICITY

More whites than American Indian or Mexican American female youth in the Southwestern U.S.
report being raped or sexually assaulted.

Female youth who dropped out of school were more likely to report being beaten by parents or
others than those who stayed in school.

Per cent of Female Youth in the Southwest Reporting Victimization by Violencein Lifetime By
Academic Standing and Race/Ethnicity

Ameri can | ndi an Mexi can Ameri can Wiite Anerican
Good Poor Good Poor Good Poor
Academ Academi Drop|Academ ¢ Acadeni Drop|Academ c Academ Drop
C C CQut s |St andi ng c CQut s |St andi ng C Qut s
Standin Standin St andi n St andi n
g g g g
Beat en
By:
Parents 25.5 35.3 35.3 12.8 13.5 21.5 23.0 23.0 33.8
Si bli ng 21.6 25.2 32.0 16.5 23.5 19.2 24.3 32.4 33.8
Fri end 12.7 13.7 14.7 6.0 9.1 15.0 6.8 8.1 15.1
O her 13.7 21.6 27.7 18.8 20.3 28.7 16. 2 19. 4 40.5
Raped or
Sexual |y
14.7 15.7 20.6 11.3 19.5 22.3 28.4 35.6 57.5
Assaul t ed
Robbed 10.8 5.9 9.8 15.0 21.8 11.6 20.3 13. 7 12. 3
St abbed 2.0 2.9 2.9 2.3 6.1 9.2 4.1 1.4 9.5
Shot 1.0 0.0 1.0 1.5 1.5 0.8 2.7 2.7 0.0

Source: Beauvais F, Chavez EL, Oetting ER, Deffenbacher JL and Cornell GR (1996): Drug Use, Violence, and
Victimization Among White American, Mexican American, and American Indian Dropouts, Students With Academic
Problems, and Students in Good Academic Standing. Journal of Counselling Psychology 43(3): 292-299. Data were
collected between 1989 and 1993 from 2,015 adolescents living in a range of communities and environments in the
Southwest. Dropouts were randomly selected from those identified from school records as students in grades 6-12 who
had not attended school for at least 30 days, had not officially transferred to another school, and were not in contact with
school authorities seeking readmission. The adolescent groups compared in grades 6 to 12 were: (1) students in good
academic standing , (2) students in poor academic standing, and (3) school dropouts. The three groups were matched on
age, ethnicity, gender, grade in school, and school site. Each participant completed a confidential questionnaire
individually which was sealed by the respondent before mailing or collected by the research staff. The combined parental
and student refusal rates were: 5.3% of the Mexican Americans, 7.8% of White Americans, and 2.8% of the American
Indians. The drugs assessed were: alcohol, cocaine, heroin, inhalants, uppers, downers, and hallucinogens.
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ADOLESCENT SUBSTANCE USE

Adolescents with high behavioral problem scores were more likely to use substances than those with
lower problem scores.

Boys with high problem scores were twice as likely to use cigarettes and three times as likely to use
marijuana and binge on alcohol in the past 30 days than boys with lower scores.

Girls with high problem scores were five times more likely to use marijuana and binge on alcohol,
and three times more likely to use cigarettes, than girls with lower scores.

Past-Month Substance Use" Among Males and Females, Age 12-17
by Behavioral Problem Score, 1996

Mal es Fenal es
Hi gh Low Hi gh Low
Pr obl enr Pr obl enr Pr obl enr Pr obl enr
Subst ance Score Score Score Score
Any illicit drug use 22. 4% 7.0% 24. 2% 5.1%
Hal | uci nogens 6.6 1.4 7.3 0.7
Psychot her apeuti cs
(nonnedi cal use) . 8 1.4 .5 .9
I nhal ant s .3 1.2 .2 .7
Mari j uana 16.8 6.0 17.6 .8
Cigarettes 38.0 14.8 42.0 12.7
Al cohol (binge use) 21.1 6.6 14.8 3.0

* “Any illicit drug use” includes use at least once in the past 30 days of marijuana or hashish, cocaine (including crack),
inhalants, hallucinogens (including PCP), and heroin, and the nonmedical use of psychotherapeutics. Past-month alcohol
binge use is defined as drinking five or more drinks on at least one occasion in the past 30 days.

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on
Drug Abuse. The 1996 survey employed a multistage area probability sample of 18,269 persons 12 years of age and older
in the U.S. civilian noninstitutionalized population, interviewed from January through December 1996, and incorporates
an oversampling of Blacks, Hispanics, and young people. The Youth Self-Report (Y AR) was used to identify adolescent
psychosocial problems. The YAR’s externalizing subscale determines behavioral problems by measuring aggressive and
delinquent behavior. A “high” score refers to those scores falling within the clinical range; a “lower” score refers to all
others. Because males had characteristically different profiles than females seen in clinical settings, the clinical range cutoff
score differs by gender; hence, males and females are reported separately.
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SUBSTANCE ABUSE - - COSTSTO SOCIETY

In a study of the national costs of alcohol and drug abuse to society, the total costs were estimated
to be $245.7 billions in 1992, and increased to $276.3 billion in 1995.

Thelargestimpact of alcohol and drug abuse was on lost productivity due to premature death, illness,
and criminal victimization.

The health care costs for alcohol abuse were about twice that for drug abuse.

Trendsin Estimated Coststo Society of Alcohol and Drug Abuse, 1992-1995*
(Billions of Dollars)

Tot al Al cohol Dr ugs

1992 1995 1992 1995 1992 1995
Health Care Costs $28.7 $34.4 $18. 8 $22.5 $9.9 $11.9
Specialty al cohol and 10.0 12.0 5.6 6.7 4.4 5.3
drug services
Medi cal consequences 18.7 22. 4 13.2 15.8 5.5 6.6
Productivity |Inpacts** 176.5 196. 8 107.0 119. 3 69.5 77.5
Lost earni ngs-premature 45.9 51.1 31.3 34.9 14. 6 16. 2
deat h
Lost earnings-illness 84.9 94.7 69. 2 77.2 15.7 17.5
Lost earni ngs- 45. 7 51.0 6.5 7.2 39.2 43. 8
crime/victinmp****
O her | npacts***** 40.5 45. 2 22.2 24.8 18.3 20.4
TOTAL*** $245.7 $276.3 | $148.0 $166.5 $97. 7 $109. 8

*Estimates are adjusted for inflation and population changes.

**Does not include estimates of the burden of alcohol and drug problems on work sites of employers.

***Totals may not add due to rounding.

****[ncludes costs of drug users’ reduced income due to incarceration and victims’ medical expenses, lost work,
damaged/destroyed property as well as projected lost lifetime earnings of homicide victims.

*****Includes crashes, social welfare, criminal justice, costs of drug interdiction, etc. Social welfare costs estimates that
about 3.3% of the social welfare beneficiaries received benefits because of drug or alcohol-related impairment.

Source: Harwood H, Fountain D, Livermore G et al (1998). The Economic Costsof Alcohol and Drug AbuseintheUnited
Sates, 1992. (Table 1.4). NIH: National Institute on Drug Abuse and National Institute on Alcohol Abuse and
Alcoholism. This report relies primarily on estimates of the value of goods and services and lost productivity and does not
include estimates of the value of pain and suffering. The increase in estimates from this study compared with prior studies
of the costs to society from substance abuse is generally attributed to the increases in HIV/AIDS, crimes and medical
conditions attributed to drugs, incarceration rates for drugs, inflation, and population growth.
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COSTS OF ALCOHOL, DRUG ABUSE, AND MENTAL DISORDERS

$313.6 billion.

In 1990, the total costs of alcohol, drug abuse, and mental (ADM) disorders were estimated to be
The greatest portion of these costs comes from the loss of productivity due to injury or illness
($107.7 billion, or 34.3 percent).

About $80.8 billion, or 25.8 percent of costs, are due to health care costs such as the treatment of
ADM disorders and their medical consequences.

About $67.8 billion (21.6 percent) are due to crime, criminal justice costs, and property damage.

Total Dollars (in Billions) Spent and Lost Dueto ADM Disorders, 1990

Tot al Per cent Ment al

Type of Cost ADV of Tot al Heal t h Al coho  Drugs
I

Total dollars spent or |ost $313. 6 100. 0% | $147.9 $98.7 $66.9
Al DS/ Fetal Al cohol Syndrone 8.4 2.7 0.0 2.1 6.3
Crime, crimnal justice, 67.8 21.6 6.0 15.8 46.0
property | oss
Loss of productivity due to 48. 9 15.6 11.8 33.6 3.4
premat ure death
Loss of productivity due to 107.7 34.3 63.1 36.6 8.0
injury or illness
Health care costs 80. 8 25.8 67.0 10.6 3.2

Sources: Rice DP, Miller LS. 1992. “Costs of Mental Illness.” In: Hu T-W, Rupp A, eds. Advances in Health
Economicsand Health ServicesResearch: Researchinthe Economicsof Mental Health, Vol 14. Costs of substance abuse
in: Robert Wood Johnson Foundation. 1993. Substance Abuse: The Nation's Number One Health Problem: Key
Indicatorsfor Policy. Above estimates are projections from basic conceptual and analytic work done under contract with
the Alcohol, Drug Abuse and Mental Health Administration and presented in Rice DP, Kelman S, Miller LS, Dunmeyer
S. 1990. The Economic Costs of Alcohol and Drug Abuse, and Mental Iliness: 1985. DHHS Publication No. (ADM)
90-1964. Subsequent analysis of the alcohol data by Miller TR, Blincoe LJ. 1994. “Incidence and Cost of Alcohol-
Involved Crashes in the United States.” Accident Analysisand Prevention26(5):583-591, which estimated the total dollars

spent or lost due to alcohol to be $116.5 billion.
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MENTAL ILLNESS-COSTS TO SOCIETY

The total estimated economic cost to society of mental illness in 1994 was about $204.4 billion.

About $91.7 billion (44.9%) of the total economic societal costs of mental illness were due to the
costs of treatment and other direct costs for medical care.

The rest of the total costs were morbidity and mortality costs, that is, the costs associated with loss
of productivity due to illness (43.2%) and with premature death (8.1%).

Total Estimated Economic Costs of Mental Disorders, 1994
(Billions of Dollars)

Dol I ars
Type of Cost (in Billions) Per cent
Tot al $204. 4 100%
Treatnent/ Heal t hcare Services Costs 91.7 44. 9
Mental Heal th Organizations 25.8 (12.6)
Short-Stay Hospitals 17.7 (8.6)
O fice-Based Physicians 4.7 (2.3)
QO her Professional Services 9.4 (4.6)
Nur si ng Hornes 23. 4 (11. 4)
Dr ugs 2.9 (1.4)
Support Costs 7.9 (3.8)
Morbidity Costs (Productivity loss due to illness)* 88.3 43. 2
Mortality Costs (Productivity loss due to premature 16.5 8.1
death or suicide)**
O her Related Costs*** 7.8 3.8

*Morbidity Costsprimarily include lost or reduced productivity and is measured by the estimated lifetime effect on current
income for those persons affected by the mental disorders included in this study: anxiety disorders, schizophrenia, affective
disorders and other disorders such as psychosis and cognitive disorders.

**Mortality costsare discounted (at 6%) lifetime productivity losses for persons who died as a result of a mental disorder.
The cost is the number of deaths multiplied by the expected value of future earnings, with gender and age taken into
account.

***Other Related Costsincluded those associated with crime and incarceration, social welfare administration, and family
care giving.

Source: Rice DP (1997): Costs of Mental Illness (Unpublished Data). The 1994 estimates above are projections from basis
conceptual and analytic work done under contract with the Alcohol, Drug Abuse and Mental health Administration and
presented in Rice DP, Kelman S. Miller LS, Dunmeyer S (1990): The Economic Costs of Alcohol and Drug Abuse, and
Mental Iliness: 1985, DHHS Publication No. (ADM) 90-1964. The 1994 costs were based on socioeconomic indexes
applied to the 1985 cost estimates by Dorothy Rice.
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MENTAL ILLNESS-COSTS BY DISORDER

Substantial health care costs for medical treatment and other services are associated with such mental
illnesses as anxiety disorders, schizophrenia, and affective disorders.

Affective disorders, such as depression, have greater mortality costs due to premature deaths (mainly
suicides) than any of the other major mental health disorders.

Anxiety disorders (such as panic disorder, phobias, and generalized anxiety disorder) have greater
morbidity costs (such as reduced or lost productivity) than other major disorders.

Estimated Economic Costs of Mental IlIness by Type of Disorder, 1994
(Billions of Dallars)

Anxi ety Schi zo- Affective O her

Type of Cost Di sorders phrenia Disorders disorders
TOTAL $65. 0 $44.9 $41.8 $52.7
Treatnent/Health Care Service 14.9 23.7 26. 3 26. 8
Mental Health 2.6 8.6 6.4 8.1
Short-Stay Hospitals 0.5 3.4 6.1 7.5
O fice-Based Physicians 0.5 0.5 1.5 2.2
O her Prof essi onal 0.9 1.0 2.9 4.6
Nur si ng Hornes 7.7 7.5 6.4 1.6
Dr ugs 1.5 0.5 0.5 0.3
Support Costs 1.1 2.0 2.2 2.4
Morbi dity Costs* 47.8 15.0 3.1 22. 4
Mortality Costs** 1.8 .8 10.7 2.2
O her Related Costs*** 0.5 .4 1.9 1.3

*Morbidity Costsprimarily include lost or reduced productivity and is measured by the estimated lifetime effect on current
income for those persons affected by the mental disorders included in this study: anxiety disorders, schizophrenia, affective
disorders and other disorders such as psychosis and cognitive disorders.

**Mortality costsare discounted (at 6%) lifetime productivity losses for persons who died as a result of a mental disorder.
The cost is the number of deaths multiplied by the expected value of future earnings, with gender and age taken into
account.

***Other Related Costsincluded those associated with crime and incarceration, social welfare administration, and family
care giving.

Source: Rice DP (1997): Costs of Mental Illness (Unpublished Data). The 1994 estimates above are projections from basis
conceptual and analytic work done under contract with the Alcohol, Drug Abuse and Mental health Administration and
presented in Rice DP, Kelman S. Miller LS, Dunmeyer S (1990): The Economic Costs of Alcohol and Drug Abuse, and
Mental lllness: 1985, DHHS Publication No. (ADM) 90-1964. The 1994 costs were based on socioeconomic indexes
applied to the 1985 cost estimates by Dorothy Rice.
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MENTAL HEALTH COSTS FOR CRIME VICTIMS

Victims of violent crimes suffer both physical and psychological injury as well as reduced or lost
productivity and decreased quality of life.

The estimated per crime costs for both physical and psychological medical care were higher for rape
victims than for victims of robbery, other assault, or arson.

Estimated Victim Costs* of Violent Crimes and Resulting Physical and Psychological Injuries by
Type of Crime (in 1995 Dollars)

Cost Category Rape Robbery Assaul t Arson

Total Mbnetary $3,871 $2, 831 $2, 655 $8, 424
Medi cal 720 255 318 403
Emer gency Servi ces 64 33 22 32
Productivity 3, 027 2,504 2,224 7,898
Admi ni strative 59 38 90 90

Total Mental Health 46, 449 13,175 7,324 1,537
Medi cal 7,712 1, 657 757 155
Mental Health Productivity 1,814 412 250 59
Quality of life lost to 36, 923 11, 106 6, 316 1, 323
psychol ogi cal injury

Quality of Life 10, 090 8, 507 8, 488 20, 759
Non- Fat al 7,394 5, 096 4,797 6, 246
Fat al 2,696 3,411 3,691 14,513

TOTAL COST $60, 410 $24, 513 $18, 467 $30, 719

*Excludes property damage, legal costs, and employer costs; includes attempted rapes and robberies that resulted in
physical injury.

Source: The 1995 estimates are based on the conceptual and analytic work reported in Miller TR et al., Victim Costs of
Violent Crime and Resulting Injuries, Health Affairs 12(4):186-197, 1993. The following data sources were used: The
National Crime Survey (NCS) and the FBI’s Uniform Crime Reports were used to determine the frequency and outcomes
of rape, robbery, and assault. The National Fire Incident Reporting System provided the data for arson. Average medical
costs for fatal injury was derived from D Rice & E MacKenzie and Associates in Costs of Injury in the United Sates: A
Report to Congress, San Francisco: U of C Institute for Health and Aging & Baltimore: Johns Hopkins University Injury
Prevention Center, 1989. Short term medical costs were available in the NCS. Long term medical costs were based on the
Detailed Claims Information database of the National Council on Compensation Insurance. Mental health care costs were
estimated based on the following sources: M Cohen, Pain, Suffering, and Jury Awards: A Study of the Cost of Crime to
Victims, Law and Society Review, 22: 537-555, 1988; M Cohen, Some Evidence on the Seriousness of Crime,
Criminology, 26:343-353, 1988; and D Kilpatrick et al., Criminal Victimization Lifetime Prevalence, Reporting to Police,
and Psychological Impact, Crime and Delinquency, 33:479-489, 1987.
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ALCOHOL-ATTRIBUTABLE CRASH COSTS

Crashes attributable to alcohol result in an estimated $98 billion in total costs, about a quarter of the
estimated annual highway crash costs.

External costs are the costs the drinking driver imposes on other people. These costs are about $2.90 per
mile driven at BACs above 0.10% and $0.80 per mile driven between BACs 0.08-0.099. Sober driving
results in $0.04 in crash costs per mile driven.

Number of Victimsby Injury Severity and Drivers Blood Alcohol Content (BAC) and Cost Per
Year (in Millions of 1995 Dollars) by Cost Category and Drivers BAC

Bl ood Al cohol Content (BAC)

Nunber of Victins

by lniury Severity . 01-. 079 .08- . 099 0.1+ Tot al
Fat al 588 292 12, 897 13,777
Non- Fat al 22, 000 18, 000 842, 000 882, 000
None 44, 000 49, 000 859,000 4, 952, 000

Cost Per Year (in MIllions of 1995
Dol |l ars) by Cost Cateqorvy*

Medi cal $ 230 $ 58 $ 4,772 $ 5,100
Monet ary $1, 329 $ 836 $37, 140 $39, 000
Conpr ehensi ve $3, 847 $2, 143 $91, 516 $98, 000
Percent of Total Crash
Cost s 1.0% 0. 6% 24. 9Y 26. 6Y
Cost Per Mle Driven at
each BAC $0. 30 $0. 80 $2.90 $1.93

Medical spending includes hospital, physician, rehabilitation, prescription, and related payments. Also included are
coroner and premature burial costs for fatalities, and the costs of medically-related loss compensation through insurance
and the courts. Monetary cogsinclude medical spending, emergency services, lost productivity from both wage work and
housework, disruption in the workplace, property damage, and travel delay. Comprehensive costs add the cost of lost
quality of life to the costs of tangible goods and services and other monetary costs. Notes: Cost per mile driven with no
blood alcohol content (BAC) is 4 cents. In most States, a BAC of 0.10% is grounds for a charge of driving under the
influence. “Alcohol-attributable” crashes are crashes that would not have occurred if alcohol were absent and are estimated
to be: 91.4% of the crashes with driver BACs exceeding 0.10%, 43.5% of crashes with driver BACs of .08-.099% and
24.2% of crashes with lower positive driver BACs.

Source: Miller TR, Lestina DC, Spicer RS, 1998. Highway Crash Costs in the United States by Driver Age, Blood Alcohol
Level, Victim Age, and Restraint Use. Accident Analysis and Prevention, In Press. National costs of alcohol-involved
crashes were calculated by severity level and computed by multiplying the per case costs by the incidence. Incidence
estimates included property damage only, injury, and fatality crashes. Incidence of fatalities were obtained from the 1993
Fatal Accident Reporting System. Incidence estimates of nonfatal injuries were based on a combination of databases,
including the National Accident Sampling System for 1984-1986, the Crashworthiness Data System for 1988-1991, and
the General Estimates System for 1992-1993. Severity levels were classified by the Maximum Abbreviated Injury Scale.

180 Substance Abuse and Mental Health Statistics




ALCOHOL RELATED TRAFFIC FATALITIES

Overall, the number of alcohol-related traffic fatalities declined over the past decade, from 25,165
in 1982 to 17,126 in 1996.

The proportion of all traffic fatalities that were alcohol related dropped from 57 percent in 1982 to
about 41 percent in 1994.

The proportion of alcohol-related traffic fatalities remained stable between 1994 and 1996.

Number and Percentage of Alcohol-Related Traffic Fatalities, 1982-1996

Tot al Nurrber Per cent

Nurmber Al cohol Al cohol
Year Fatalities Rel at ed Rel at ed
1982 43, 945 25, 165 57.3%
1983 42,589 23, 646 55.5
1984 44, 257 23, 758 53.7
1985 43, 825 22,715 51.8
1986 46, 087 24, 045 52.2
1987 46, 390 23, 641 51.0
1988 47,087 23, 626 50.2
1989 45,582 22,404 49, 2
1990 44,599 22,084 49.5
1991 41, 508 19, 887 47.9
1992 39, 250 17, 859 45.5
1993 40, 150 17,473 43.5
1994 40, 716 16, 580 40.7
1995 41, 817 17, 247 41.2
1996 41, 907 17,126 40.9

Source: National Highway Traffic Safety Administration, Fatal Accident Reporting System (FARS), 1996. Washington,
DC: National Center for Statistics and Analysis, 800-934-8517. Data for 1994 and 1995 are final; data for 1996 are
preliminary. A variety of indicators are used to determine alcohol-related accidents. These include blood alcohol content
(BAC)results and driving while intoxicated (DWI) citations. FARS contains data on a census of fatal traffic crashes within
the 50 States, the District of Columbia, and Puerto Rico. To be included in FARS, a crash must involve a motor vehicle
traveling on a trafficway customarily open to the public and result in the death of a person (occupant of a vehicle or a
nonmotorist) within 30 days of the crash. The FARS file contains descriptions, in a standard format, of each fatal crash
reported. Each crash has more than 100 different coded data elements that characterize the crash, the vehicles, and the
people involved. The specific data elements may be modified slightly each year to conform to changing user needs, vehicle
characteristics, and highway safety emphasis areas.
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ALCOHOL-RELATED TRAFFIC FATALITIES BY AGE

Between 1984 and 1994, the percentage of traffic fatalities that were alcohol related decreased for
drivers between 15 and 24 years of age.

The largest decline in alcohol-related traffic fatalities between 1984 and 1994 was in the 18-to-20
age group; the percentage of alcohol-related fatalities fell from 64 to 44 percent.

The highest percentage of alcohol-related fatal crashes was in the 21-to-24 age group. In 1994,
about 56 percent of the fatal crashes for this group involved alcohol.

Alcohol-Related Traffic Fatalities” by Age Group, 1984-1994

15-17 Years 18-20 Years 21-24 Years

Per cent Per cent Per cent
Total Al cohol Al cohol Tot al Al cohol Al cohol | Tot al Al cohol Al cohol
Year Deaths Rel ated Rel ated Deat hs Rel ated Rel ated|Deaths Related Rel ated

1984 2,869 1, 354 47. 1% 5,232 3, 364 64. 3%| 6,293 4,398 69. 9%
1985 2,834 1,270 44, 4,829 2,914 60. 6, 187 4,182 67.6
1986 3, 399 1, 515 44, 5,154 3,127 60. 6, 262 4,308 68. 8

8 3

6 6
1987 3, 322 1, 400 42.1 4,891 2,811 57. 4 5,917 3,937 66. 5
1988 3,082 1, 240 40. 2 5, 200 2,947 56.7 5, 866 3, 936 67.1
1989 2,797 1,028 36. 8 4,706 2,511 53. 4 5,184 3,454 66. 6
1990 2,744 1, 027 37. 4 4,564 2,532 55.5 5, 049 3,298 65. 3
1991 2, 468 833 33.8 4,175 2,273 54. 4 4,782 3,138 65. 6
1992 2,405 750 31.2 3, 445 1,727 50.1 4,298 2,655 61.8
1993 2,416 708 29. 4 3,495 1, 649 47. 2 4,400 2,612 59.4
1994 2,610 752 28.8 3,616 1, 590 44.0 4,229 2,351 55.6

*Alcohol-related traffic fatalities are crash-related deaths in which either the driver or nonoccupant had a blood alcohol
concentration $ 0.01 g/dL in a police-reported crash.

Source: Wright JB. 1995. “Update: Alcohol-Related Traffic Crashes and Fatalities Among Youth and Young
Adults—United States, 1982-1994.” Morbidity and Mortality Weekly Report 44(47):869-874, December 1. The report
was based on data from the Fatal Accident Reporting System (FARS), National Highway Traffic Safety Administration.
The Fatal Accident Reporting System (FARS) contains data on a census of fatal traffic crashes within the 50 States, the
District of Columbia, and Puerto Rico. To be included in FARS, a crash must involve a motor vehicle traveling on a
trafficway customarily open to the public and result in the death of a person (occupant of a vehicle or a nonmotorist) within
30 days of the crash. The FARS file contains descriptions, in a standard format, of each fatal crash reported. Each crash
has more than 100 different coded data elements that characterize the crash, the vehicles, and the people involved. The
specific data elements may be modified slightly each year to conform to changing user needs, vehicle characteristics, and
highway safety emphasis areas.
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DRIVING UNDER THE INFLUENCE OF ALCOHOL AND ILLICIT DRUGS

In 1996, 11.1 percent of the population age 16 and older reported driving under the influence of
alcohol or illicit drugs. This corresponds to 18.3 million people.

Males were much more likely to report driving under the influence overall and within each age

group.

Of the three age groups, people age 35 and older were the least likely to report driving under the

influence.

Driving Under the Influence of Alcohol or Illicit Drugs
Within the Past Year, by Age and Gender
U.S. Population, Age 16 and Older, 1996

Number
Denogr aphi c (mllions
Cat egori es ) Per cent
Tot al 18.3 11. 1%
Sex
Mal e 12.6 15.3
Femal e 5.7 7.0
Age
16- 20 2.5 18.8
21-34 8.4 18.6
35+ 7.4 7.0
Mal e
16- 20 1.6 22.8
21-34 5.7 25.0
35+ 5.4 10.1
Femal e
16- 20 0.9 14.1
21-34 2.8 12.2
35+ 2.1 4.0

Source: SAMHSA, Office of Applied Studies. Unpublished data from the 1996 National Household Survey on Drug
The 1996 survey employed a multistage area probability sample of 18,269 persons in the U.S. civilian
noninstitutionalized population interviewed from January through December 1996.

Abuse.
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DRINKING AND DRIVING - CALIFORNIA STUDENTS

California students in grades 7,9, and 11 not only report high rates of ever being in a car when either
they or a friend had been drinking and driving but also that this occurs repeatedly.

The percent of 7" graders reporting that they had ever been in a car with someone who was drinking
and driving decreased from 45 percent in 1991/92 to 36.8 percent in 1995/96.

Trendsin Percent of California Students
Reporting Ever Involved in Drinking and Driving*
by Grade and Year of Study (1991-1996)

Nurber G ade 7 G ade 9 G ade 11

'(|)'if nes 91/92 |93/94 |95/96 (91/92 |93/94 (95/96 |91/92 |93/94 | 95/96
1-2 28.2%| 23.1%| 24.3%]| 15.7%]| 14.9%| 14.9%]| 22. 7%| 20.8%| 20. 1%
3-6 5.1 6.3 4.2 3.8 5.7 4.0 6.7 7.6 7.1
7+ 11. 7 10. 4 8.4 5.1 7.8 7.0 9.4 12.2 10. 4
Tot al 45.0 39.8 36.8 24.6 28.3 25.9 38.8 40. 6 37.5
ever

*The grade 7 version of this item asks “Ever been in a car with someone who was drinking and driving?” The grades 9-11
version asks “Ever driven a car when you were drinking or been in a car when a friend was drinking and driving?”

Source: Skager R & Austin G, 1997. Sxth Biennial California Student Substance Use Survey: Grades 7, 9 and 11
Preliminary Findings. WestEd-Southwest Regional Laboratory, Los Alamitos, CA. The California state-wide sample
consisted of 128 public and private middle and senior high schools and 5,775 respondents in grades 7,9, and 11. Schools
were randomly selected for the sample proportionally to the number of schools in each of six geographic regions of the
state. About half of the schools in each region were retained from the 1993-94 survey; the other half was newly selected.

Forthe first year in the survey series, intact classrooms were sampled, rather than individual students, and active rather than
passive parental consent was used.
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HIV AND INJECTING DRUG USE BY GENDER - - ADULTS

As of 1997, 27 states have confidential HIV infection reporting for adults; some states started their
reporting as early as 1985. As of the end of December, 1997, about 90,430 adults have been
reported with HIV who have not developed AIDS.

Of the known adults with HIV infection only, about 27 percent were associated with injecting drug
use.

Injecting drug use was associated with more women (36%) than men (24%) reported with HIV
infection only.

HIV CasesIn theU.S. Adult/Adolescent (>13 Y ears) Population
by Exposure Category and Gender, Cumulative Totals Through December, 1997
From Stateswith Confidential HIV Infection Reporting

Tot al * Men Whnren
Exposure Category Nunber % Nunber % Nunber %
Injection Drug Use (IDU) 24,136 279 15,835 24% 8,301 36Y
Onn | DU 15, 887 18 10, 432 15 5, 455 24
Owmn IDU + Sex with sane
gender 4,393 5 4,393 7 -- --
Sex with I DU of
opposi te gender 3, 856 4 1,010 1 2,846 12
Non- | DU Sexual Contact:** 39, 168 43Y% 33,250 49¥% 5,918 26Y
Wth sanme gender 30, 315 33 30, 315 45 -- --
Wth opposite gender 8, 853 10 2,935 4 5,918 26
O her: 27,126 30¥ 18,287 27% 8, 839 38Y
Henophi | i a/ Bl ood
transf usi ons 1, 149 1 768 1 381 1
O her / Unknown* * * 25,977 29 17,519 26 8, 458 37
TOTAL 90, 430 100% | 67,372 100% 23,058 100¥%

*Data are from the 27 States with confidential HIV infection reporting for adults and include only persons reported with
HIV infection who have not developed AIDS. By 1990, 20 of the States had initiated HIV reporting; 3 States have been
reporting as early as 1985 and one as late as 1997. The percentages are subject to rounding errors.

** Includes persons who had sexual contact with persons with hemophilia, transfusion recipients with HIV infection, and
other HIV-infected persons.

***Includes “risk not reported or identified” which for HIV infection cases refers primarily to persons whose mode of
exposure was not reported and who have not been followed up to determine their mode of exposures, and to a smaller
number of persons who are not reported with one of the exposures listed above after followup.

Source: Centers for Disease Control and Prevention. 1998. HIV/AIDS Surveillance Report 9(2): 33. (Tables 28 and 29).
Estimates are adjusted for delays in the reporting of AIDS cases, but not for incomplete reporting of cases.
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AIDS BY RACE/ETHNICITY AND AGE GROUP

the population.

In 1997, there was an average of 22.3 persons with AIDS for every 100,000 children and adults in

The annual rate of AIDS cases in 1997 was higher among blacks than for any other racial/ethnic

group for both children and adults and for both males and females.

Number of AIDS Casesand Annual Rate per 100,000 Population Reported in the U.S. in 1997
For Children and for Adultsby Race/Ethnicity and Gender

Areri can
Wi t e, Bl ack, Asi an/ I ndi an/
Non Non Pacific Al askan
Tot al * Hi spanic Hispanic Hispanic I sl ander Nati ve
Nunber Nunber Nunber Nunber Nunber Nunber
(Rat e) (Rat e) (Rat e) (Rat e) (Rat e) (Rat e)
TOTAL 60, 634 20, 197 27,075 12, 466 448 206
(22.3) (10. 4) (83.7) (37.7) (4.5) (10. 4)
Chi I dren, 473 63 292 110 3 2
age < 13 yrs. (0.9 (0.2) (4.0) (1.3) (0.1) (0.4)
Adul t s, 60, 161 20,134 26, 783 12, 356 445 204
age > 13 yrs. (27.3) (12. 4) (107.2) (50. 6) (5.6) (13.6)
Mal es, age 47, 056 17, 649 18, 903 9,778 381 168
> 13 yrs. (44.0) (22.5) (163. 4) (78.5) (10.2) (23.0)
Fenmal es, age 13, 105 2,485 7,880 2,578 64 36
> 13 yrs. (11.5) (3.0) (58.8) (21.5) (1.5) (4.7)

*Includes 242 persons whose race/ethnicity is unknown.

Source: Centers for Disease Control and Prevention. 1998. HIV/AIDSSurveillance Report 9(2): 17. (Table 10). Estimates
are adjusted for delays in the reporting of AIDS cases, but not for incomplete reporting of cases.
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AIDS AND INJECTING DRUG USE BY RACE/ETHNICITY - - CHILDREN

of age are associated with their mothers’ HIV infection or risk.

Except for Asian/ Pacific Islanders, almost all of the AIDS cases among children less than 13 years

About a third of the pediatric AIDS cases among Whites, Blacks, and Hispanics are related to the

mother’s own injecting drug use compared with only 9 percent among Asian/Pacific Islanders.

Among Hispanics and American Indians/Alaskan Natives, a greater percentage of pediatric AIDS

cases are associated with the mother’s having sex with an injecting drug user than among any other
racial/ethnic group.

Pediatric (<13 Years) AIDS Cases by Exposur e Category and Race/Ethnicity Cumulative U.S.

Totals Through December 1997

Anmeri can
Wi te, Bl ack, Asi an/ I ndi an/
Not Not Pacific Al askan
Total * Hi spanic Hi spanic Hi spanic | sl ander Native
Exposure
Cat egory Nurber (% Nurber (% Nurmber (% Nurber (% Nurmber (%9 Nurber (%
Mot her’s H'V
infection/
risk: 7,335 919% 1,061 749 4,478 959 1,725 929 30 689 26 96%
I njecting
Drug Use
(1 DY) 2,936 36 445 31| 1,768 38 700 37 4 9] 12 44
Sex with
i njecting
drug user 1, 340 17 207 14 662 14 459 24 4 9 7 26
O her sexual
cont act 1, 244 15 214 15 737 16 277 15 11 25 3 11
Bl ood
t ransf usi on™ 154 43 77 33 1 2 -
H V+,
unspeci fi ed
risk 1,661 21 152 11| 1,234 26 256 14 10 23 15
Child s risk** 751 9% 365 26% 219 5% 151 8% 14 32% 1 4%
TOTAL 8,086 100% 1,426 1009 4,697 1009 1,876 100% 44 100% 27 100%

*Includes 16 children whose race/ethnicity is unknown.

** Includes hemophilia/blood transfusions (including receipt of blood transfusions, blood components, and tissue
transplants) as well as risks not reported or identified.

Source: Centers for Disease Control and Prevention. 1998. HIV/AIDS Surveillance Report 9(2):13 (Table 6). Estimates

are adjusted for delays in the reporting of AIDS cases, but not for incomplete reporting of cases.
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AIDS AND INJECTING DRUG USE IN ADULTS - - TRENDS BY GENDER

Between 1991 and 1996, the number of new AIDS cases associated only with the person’s own
injecting drug use peaked in 1995 for both men and women.

The number of men with AIDS associated with their own injecting drug use peaked in 1992 and has
decreased to a low in 1996.

Trendsin Estimated Number of New Cases of AIDS-Opportunistic IlIness Associated With
Injecting Drug Use by Gender and Y ear of Diagnosis Adult/Adolescent (>13 Years) U.S.
Population (1991- 1996)

Tot al Mal es Femal es
I njecting Drug Own Injecting Oowmn I DU + Men Oown

Use (I DU) Drug Use Wio Have Sex I njecting
Year Associ at ed Only with Men Drug use
1991 17, 350 10, 000 3, 650 3,700
1992 20, 300 12, 000 3, 950 4, 350
1993 20, 750 12, 500 3, 650 4, 600
1994 21, 500 13, 000 3,700 4, 800
1995 21, 600 13, 000 3, 650 4,950
1996 20, 400 12, 500 3,100 4, 800

Source: Centers for Disease Control and Prevention. 1998. HIV/AIDSSurveillance Report 9(2):28 ( Table 20). Estimates
are adjusted for delays in the reporting of AIDS cases, but not for incomplete reporting of cases. Estimates are adjusted
for delays in the reporting of AIDS cases and anticipated redistribution of cases initially reported with no identified risk,
but not for incomplete reporting of cases. Estimates of less than 1000, 1000-2499, 2500-4999, 5000-9999, and 10000+
are rounded to the nearest 10, 25, 50, 100, and 500 respectively. Opportunistic illness refers to AIDS-defining
opportunistic illnesses included in the 1993 AIDS surveillance case definition. Annual estimates are through the most
recentyear for whichreliable estimates are available. Because there is uncertainty in AIDS-Opportunistic Illness incidence,
changes over time in AIDS-Opportunistic Illness incidence should not be computed from these rounded estimates.

196 Substance Abuse and Mental Health Statistics




AIDS AND INJECTING DRUG USE BY GENDER - - ADULTS

About 226,534 (36%) of the cumulative number of AIDS cases since reporting began were
associated with either their own or their sexual partner’s injecting drug use.

Injecting drug related AIDS cases were twice as likely among women (61%) than men (31%).

AIDS cases among women were more likely associated with their own injecting drug use (44%)
than with the injecting drug use of their sexual partner (17%).

AIDS Cases|n the U.S. Adult/Adolescent (>13 Y ears) Population
by Exposure Category and Gender, Cumulative Totals Through December, 1997

Tot al * Men Worren
Exposure Category Nunber % Nunmber % Nunber %
Injection Drug Use (IDU) 226,534 36% 166,520 31% 60, 014 61%
Oomn | DU 161,872 26 118, 658 22 43,214 44
Owmn I1DU + Sex with sane
gender 40, 534 6 40, 534 8 - - --
Sex with I DU of
opposi te gender 24,128 4 7,328 1 16, 800 17
Non- | DU Sexual Contact:** 344,003 54% 322,412 60% 21,591 22%
Wth same gender 49 309, 247 58 - - C
Wth opposite gender 309, 247 5 13, 165 2 21,591 22
34, 756
O her: 62,463 10% 45, 600 9% 16, 863 17%
Henophi | i a/ Bl ood
transf usi ons 12, 903 2 9,188 2 3,715 4
O her/ Unknown 49, 560 8 36, 412 7 13, 148 13
TOTAL 633,000 100% 534,532 100% 98,468 100%

* The total includes 12 people known to be infected with HIV-2.

** Includes persons who had heterosexual contact with persons with hemophilia, transfusion recipients with HIV
infection, and other HIV-infected persons.

Source: Centers for Disease Control and Prevention. 1998. HIV/AIDSSurveillance Report 9 (2); 11-12. (Tables 4 and
5). Estimates are adjusted for delays in the reporting of AIDS cases, but not for incomplete reporting of cases.
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AIDS AND INJECTING DRUG USE BY RACE/ETHNICITY - - ADULT MALES

About 166,520 (31%) of all AIDS cases in males are associated with either their own or a sexual
partner’s injecting drug use.

Almost halfofall AIDS cases in non-Hispanic black males and Hispanic males are associated with
injecting drug use.

Asian/PacificIslander males have the lowest percentage (9%) of injecting drug use related AIDS
cases of any of the racial/ethnic groups.

Male Adult/Adolescent (>13 Years) AIDS Cases by Exposure Category and Race/Ethnicity
Cumulative U.S. Totals Through December 1997

Ameri can
Vi t e, Bl ack, Asi an/ I ndi an/
Not Not Pacific Al askan
Tot al * Hi spani c H spanic Hispanic |slander Native
Exposure Nunber Nunber Nunber Nunber Nunber Nunber
Cat egory (% (% (% (% (% (%
Injecting Drug 166, 520 46, 570 77,212 41,723 383 479
Use (1DY) (319 (18% (459 (45% (9% (32%
Onn |1 DU 118, 658 23,905 60, 118 34, 063 214 224
(22) (9) (35) (36) (5) (15)
Om | DU + Sex
with sane 40, 534 21, 066 12, 842 6, 230 138 242
gender (8) (8) (8) (7) (3) (16)
Sex with | DU
of opposite 7,328 1,599 4,252 1,430 31 13
gender (1) (1) (2) (2) (1) (1)
Non- | DU Sexual 322,412 202, 355 72,091 43, 643 3,108 892
Contact: ** (60% (769 (43% (46% (779% (61%
O her: *** 45, 600 15, 727 20, 838 8,218 546 106
(9% (69 (129 (9% (14% (79
534, 532 264, 652 170, 141 93,584 4,037 1,477
TOTAL (100% (100% (100% (100% (100% (100%

* The total includes 641 men whose race/ethnicity is unknown.

** Includes persons who had same sex or heterosexual contact with persons with hemophilia, transfusion recipients with
HIV infection, and other HIV-infected persons.

***Includes persons with hemophilia or blood transfusion recipients and those with risk not reported or identified.

Source: Centers for Disease Control and Prevention. 1998. HIV/AIDSSurveillanceReport 9(2): 11. (Table 4). Estimates
are adjusted for delays in the reporting of AIDS cases, but not for incomplete reporting of cases.
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AIDS AND INJECTING DRUG USE BY RACE/ETHNICITY- - ADULT FEMALES

About 60,014 (61%) of all AIDS cases in females are associated with either their own or a sexual
partner’s injecting drug use.

AIDS cases among Asian/Pacific Islander females are less likely than any other racial/ethnic group
to be associated with their own injecting drug use.

Female Adult/Adolescent (>13 Years) AIDS Cases by Exposur e Category and Race/Ethnicity
Cumulative U.S. Totals Through December 1997

Ameri can
Vi t e, Bl ack, Asi an/ I ndi an/
Not Not Pacific Al askan
Tot al * Hi spani c H spanic Hispanic |slander Native
Exposure Nunber Nunber Nunber Nunber Nunber Nunber
Cat egory (% (% (% (% (% (%
Injecting Drug 60,014 13, 348 33, 383 12,890 156 182
Use (| DU) (61% (59% (60% (65% (31% (65%
Onn | DU 43,214 9,614 24,981 8, 359 87 128
(44) (43) (45) (42) (17) (46)
Sex with 16, 800 3,734 8, 402 4,531 69 54
| DU of (17) (17) (15) (23) (14) (19)
opposi te
gender
Non- |1 DU Sexual 21,591 5,104 11, 579 4,662 170 51
Cont act ** (22% (23% (21% (23% (33% (18%
O her*** 16, 863 4,011 10, 229 2,342 182 46
(179% (18% (19% (12% (369% (169%
Tot al 98, 468 22, 463 55,191 19, 894 508 279
(100% (100% (100% (100% (100% (100%

* The total includes 133 women whose race/ethnicity is unknown.

** Includes persons who had same sex or heterosexual contact with persons with hemophilia, transfusion recipients with
HIV infection, or other HIV-infected persons.

***Includes persons with hemophilia or blood transfusion recipients and those with risk not reported or identified.

Source: Centers for Disease Control and Prevention. 1998. HIV/AIDSSurveillance Report 9(2): 12. (Table 5). Estimates
are adjusted for delays in the reporting of AIDS cases, but not for incomplete reporting of cases.
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DRUG-RELATED EMERGENCY EPISODES

Overall, the rate of drug-related episodes per 100,000 emergency department visits has increased
from 451 in 1990 to 604 in 1995.

This increase was also observed among cocaine- and heroin-related visits, although the rate of
heroin-related emergency department visits remained stable between 1993 and 1994.

In 1994, there were about 518,500 drug-related emergency department episodes, the highest whole-
year number in the history of SAMHSA’s Drug Abuse Warning Network.

Number and Rate (per 100,000) of Drug-Related Emer gency Department Visits, 1988 to 1996

Nunber” Rate per 100,000 Visits
Al Drug- Al Drug-
Rel at ed Cocai ne Her oi n Rel at ed Cocai ne Her oi n

Year Epi sodes Mentions Mentions Epi sodes Ment i ons Ment i ons
1988 403, 600 101, 600 38, 100 525 132 50
1989 425, 900 110, 000 41, 700 535 138 52
1990 371, 200 80, 400 33, 900 451 98 41
1991 394, 000 101, 200 35, 900 468 120 43
1992 433, 500 119, 800 48, 000 504 139 56
1993 460, 900 123, 400 63, 200 526 141 72
1994 518, 500 142, 900 64, 000 578 159 71
1995 517, 800 138, 000 72,200 604 162 86
1996 487, 600 144, 200 70, 500

* A person having a drug-related emergency room episode may use two or more drugs in combination; therefore, mentions
of individual drugs are not additive.

** Preliminary estimate.

Source: SAMHSA, Office of Applied Studies. 1997. Mid-Year Preliminary Estimates from the 1996 Drug Abuse
Warning Network (DAWN), DAWN Series D-2 (rates were calculated separately from data provided in report). Hospitals
eligible for DAWN are nonFederal short-stay general hospitals that have a 24-hour emergency department. Since 1988,
the DAWN emergency department data have been collected from a representative sample of these hospitals located
throughout the coterminous United States, including 21 oversampled metropolitan areas. Cases eligible for DAWN must
be at least 6 years of age, treated in the emergency department, and involve the nonmedical use of a legal drug (including
suicide attempts) or any use of an illegal drug. Episodes are not counted if they related solely to the use of alcohol.
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COCAINE- AND HEROIN-RELATED EMERGENCY EPISODES

An overall rise was seen in the number of cocaine- and heroin-related emergency department
episodes between 1978 and 1995.

The sharpestincrease in the number of cocaine-related emergency department episodes occurred
between 1985 and 1989 (from 28,800 to 110,000). Afteradrop in 1990, increases continued with
intermittent leveling off through the mid-1990s.

No change was seen in the number ofheroin-related emergency department episodes between 1993
(63,200) and 1994 (64,000), but between 1994 and 1995 a 13-percent increase (from 64,000 to
72,200) took place.

Estimated Number” of Cocaine and Heroin Emergency Department Mentions, 1978 to 1995

Year Cocai ne Her oi n Year Cocai ne Her oi n
1978 3, 400 11, 700 1987 91, 800 32, 700
1979 5, 300 11, 900 1988 101, 600 38, 100
1980 7,700 14, 700 1989 110, 000 41, 700
1981 9, 800 17, 100 1990 80, 400 33, 900
1982 12, 400 23, 000 1991 101, 200 35, 900
1983 15, 200 25, 100 1992 119, 800 48, 000
1984 24, 400 26, 400 1993 123, 400 63, 200
1985 28, 800 28, 900 1994 142, 900 64, 000
1986 51, 700 28, 600 1995™ 138, 000 72, 200

* A person having a drug-related emergency room episode may use two or more drugs in combination; therefore, mentions
of individual drugs are not additive.

** Estimates for 1995 are preliminary.

Source: SAMHSA, Office of Applied Studies. 1997. 1978-1987 estimates in Historical Estimatesfromthe Drug Abuse
Warning Network, Advance Report Number 16. 1988-1995 estimates are from Mid-Year Preliminary Estimates from
the 1996 Drug Abuse War ning Networ k (DAWN). DHHS Publication No. (SMA)97-3144. Drug Abuse Warning Network
Series D-2,p. 27. Hospitals eligible for DAWN are nonFederal short-stay general hospitals that have a 24-hour emergency
department. Since 1988, the DAWN emergency department data have been collected from a representative sample of these
hospitals located throughout the coterminous United States, including 21 oversampled metropolitan areas. Cases eligible
for DAWN must be at least 6 years of age, treated in the emergency department, and involve the nonmedical use of a legal
drug (including suicide attempts) or any use of an illegal drug.
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COCAINE USE AND RELATED EMERGENCY EPISODES

The proportion of persons age 35 and older among past-year cocaine users and cocaine-related

emergency department (ED) episodes both increased between 1979 and 1996.

Between 1979 and 1995, the proportion of persons age 35 and older among cocaine-related ED

episodes was always higher than the proportion of this age group who used cocaine during the past

year.

In 1995, 43 percent of cocaine-related ED episodes occurred among persons 35 and older.

In 1996, 28 percent of past-year cocaine users were at least 35 years old.

Persons Age 35 and Older Among Past-Year Cocaine Users
and Cocaine-Related Emer gency Department (ED) Episodes, 1979 to 1996°

Percent Age 35 and d der

Among ED Anong Past
Year Epi sodes Year Users
1979 12. 0% 4.6%
1980 14.5 NA
1981 14.9 NA
1982 18. 2 NA
1983 20. 4 NA
1984 17.3 NA
1985 19.1 9.9
1986 18.0 NA
1987 20.1 NA
1988 21.3 11.5
1989 23.3 NA
1990 28. 7 16.0
1991 30.2 26. 7
1992 34.5 22.3
1993 37.8 28.9
1994 38.0 31.2
1995 42.3 26. 8
1996 45.0 28.8

1995 and 1996 ED estimates are preliminary; 1996 ED estimates represent episodes from January to July 1996.

NA -- Data are not available.

Source: Data on ED episodes: 1979 to 1994: SAMHSA, Office of Applied Studies. 1996. Historical Estimatesfrom
the Drug Abuse Warning Network, p. 48. 1995 to 1996: SAMHSA, Office of Applied Studies. 1997. Mid-Year
Preliminary Estimates fromthe Drug Abuse Warning Network, pp. 52-53. Data on cocaine users: SAMHSA, Office of
Applied Studies. 1997. Unpublished data from the National Household Survey on Drug Abuse.
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HEROIN INJECTION EMERGENCY VISITS BY AGE

age.

were injection related.

were injection related.

The proportion of injecting users among heroin-related emergency department visits increases with
In 1995, 60 percent of heroin-related emergency department visits among persons age 35 and older

In 1995, among persons age 12 to 17, 22 percent of heroin-related emergency department visits

Heroin Injection Among Her oin-Related
Emergency Department Visitsby Age, 1995

Age

Per cent
I nj ected

12-17
18- 25
26- 34
35+

22%
37
52
60

Source: SAMHSA, Office of Applied Studies. 1996. Unpublished estimates from the 1995 Drug Abuse Warning
Network (DAWN); data are from the first half of 1995. Hospitals eligible for DAWN are nonFederal short-stay general
hospitals that have a 24-hour emergency department; 489 hospitals participated in the 1995 DAWN. Since 1988, DAWN
emergency department data have been collected from a representative sample of these hospitals located throughout the
coterminous United States, including 21 oversampled metropolitan areas. Cases eligible for DAWN must be at least 6
years of age, treated in the emergency department, and involve the nonmedical use of a legal drug (including suicide
attempts) or any use of an illegal drug. Episodes are not counted if they related solely to the use of alcohol.
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METHAMPHETAMINE EMERGENCY EPISODES

increased 64 percent between 1992 and 1996.

Methamphetamine-Related Emer gency Department Episodes
Among Selected U.S. Metropolitan Areas, 1992 to 1996

The number and rate of methamphetamine-related emergency room episodes in the United States

The greatest numbers of episodes occurred in metropolitan areas in the West and Midwest.

1992 1993 1994 1995 1996* 1992-96
Met ropol i tan No. Rate| No. Rat e No. Rate | No. Rate| No. Ratel|% Change
Ar ea
Total U.S. 6,563 2.9 9,926 4.3 17,66 7.7 [16,184 7.0 [10,787 4.6 +64%

5

Phoeni x, AZ 279 14.5] 481 24.7 | 813 41.5 760 38.4 689 34.5| +147
Denver, CC 31 2.1 55 3.7 145 9.6 193 12.6 106 6.9 +242
M nneapol i s/
St. Paul, MN 42 1.9 42 1.9 64 2.8 80 3.5 90 3.9 +114
Seattle, WA 99 b5.5| 177 9.6 | 299 16.2 265 14.2 191 10.1 +93
Los Angel es/
Long Beach,
CA 828 10.3 [1,226 15.2 1,400 17.2 1,288 15.7 |1,248 15.1 +51
Atlanta, GA 21 0.8 55 2.1 101 3.8 144 5.4 118 4.4 +462
St. Louis, M 15 0.7 29 1.3 52 2.3 79 3.4 38 1.6 +153
San Diego, CA 931 41.1] 929 40.6| 913 39.7 679 29.3 614 26.3 -55
Dal l as, TX 68 2.9 79 3.4 154 6.6 197 8.3 111 4.6 +63
San 688 45.8 | 992 65.3 1,258 82.4|1,225 79.4 1,031 66.1 +50
Franci sco, CA
Phi | adel phi a, 142 3.2 | 110 2.4 92 2.0 87 1.9 58 1.3 -59
PA/ NJ

* 1996 data are preliminary.

Source: SAMHSA, Office of Applied Studies. 1998. Year-End Preliminary Estimates from the 1996 Drug Abuse
Warning Network (DAWN). DHHS Publication No. (SMA)98-3175. DAWN Series D-3, pp. 41, 69. Hospitals eligible
for DAWN are nonFederal short-stay general hospitals that have a 24-hour emergency department. Since 1988, DAWN
data have been collected from a representative sample of these hospitals located in the coterminous United States,
including 21 oversampled metropolitan areas. Cases eligible for DAWN must be at least 6 years of age, treated in the
emergency department, and involve the nonmedical use of a legal drug (including suicide attempts) or any use of an illegal
drug. Episodes are not counted if they related solely to the use of alcohol.
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METHAMPHETAMINE- AND AMPHETAMINE-RELATED EMERGENCY EPISODES

The number of methamphetamine-related emergency room episodes increased from 3,102 in 1978
to 11,002 in 1996.

The number of amphetamine-related emergency room episodes increased from 2,577 in 1978 to
9,309 in 1996.

The sharpest increase occurred between 1991 and 1994 for both drugs.

The pattern of change over time in the number of emergency room episodes related to these two
drugs was fairly parallel, with the number of methamphetamine episodes always higher than the
number of amphetamine episodes.

Estimated Number® of M ethamphetamine and Amphetamine
Emer gency Department Mentions, 1978 to 1996

Met h- Met h-

Year anphet ani ne Anphet ani ne Year anphet anmi ne Anphet ani ne
1978 3,102 2,577 1987 7,707 3,100
1979 3, 845 3,371 1988 8,992 3,832
1980 5, 092 4, 457 1989 8,722 3,437
1981 6, 469 4,845 1990 5, 236 3, 362
1982 6, 596 4,223 1991 4,887 2,296
1983 6, 278 4,351 1992 6, 563 3,713
1984 7,487 3, 603 1993 9, 926 5, 538
1985 6, 135 3, 388 1994 17, 665 9, 664
1986 6, 023 3, 058 1995™ 15, 936 9, 380
1996 11, 002 9, 309

* A person having a drug-related emergency room episode may use two or more drugs in combination; therefore,
mentions of individual drugs are not additive.
** Estimates for 1996 are preliminary.

Source: SAMHSA, Office of Applied Studies. 1997. 1978-1987 estimates in Historical EstimatesfromtheDrugAbuse
Warning Network, Advance Report Number 16. 1988-1996 estimates are from Mid-Year Preliminary Estimates from
the 1996 Drug Abuse War ning Networ k (DAWN). DHHS Publication No. (SMA)98-3252. Drug Abuse Warning Network
Series D-5, p. 31-44. Hospitals eligible for DAWN are nonFederal short-stay general hospitals that have a 24-hour
emergency department. Since 1988, the DAWN emergency department data have been collected from a representative
sample of these hospitals located throughout the coterminous United States, including 21 oversampled metropolitan
areas. Cases eligible for DAWN must be at least 6 years of age, treated in the emergency department, and involve the
nonmedical use of a legal drug (including suicide attempts) or any use of an illegal drug.
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MENTAL DISORDERS - CAUSE OF DEATH

Of the 2.18 million deaths recorded in the U.S. in 1992, a mental disorder was listed as a
contributing cause of death on 7.6 percent of the death certificates.

Organic mental disorders were the most frequently listed cause of death, followed by substance
abuse and psychotic disorders.

The mean age of death was youngest for those persons with mental retardation (age 50.8) and for
substance abuse (age 59) as a contributing cause.

Mental DisordersListed as Cause of Death on Death Certificate, U.S., 1992

TOTAL
Any Contri buting Under | yi ng Cause

Cause Only Mean Age
Type of Disorder Nunber Per cent Nunber Per cent (Years)
Any nmental disorder 165, 612 7.60%| 44,565 2. 05% 76.5
Organi ¢ di sorder 97,187 4.46 30, 302 1.39 83.8
Subst ance abuse* 42,682 1.96 7,732 0.35 81.7
Psychotic disorder 21, 157 0.97 5,429 0.25 69.9

Schi zophreni a 2,934 0.13 292 0.01 72.2

Nonpsychoti c 8,778 0. 40 706 0.03 59.0
Mental retardation 2,208 0.10 396 0.02 50. 8

*Substance abuse included acute alcohol intoxication, tobacco, and drug abuse.

Source: Dembling, B. 1997. Mental Disorder as a Contributing Cause of Death in the U.S. in 1992. Psychiatric
Services, 48 (1):45. This study used the annual automated files on multiple causes of death maintained by the National
Center for Health Statistics (NCHS). All states have produced these automated files since 1989, based on the revised
Standard U.S. Certificate of Death. The State nosologist records a single underlying cause of death and any contributing
causes from the death certificates using ICD-9 codes. In 1992, there were an average of 2.7 conditions per death record.
The TRANSAX computer program (developed by NCHS) eliminates duplicate or invalid conditions. Based on the
available valid codes, the ACME computer program (developed by NCHS) assigns the underlying cause of death. ICD-9
codes used for this study were codes 209x through 319x (DSM-IIIR mental disorders) and code 331x (includes
Alzheimer’s disease). In 1992, there were 2.18 million deaths recorded in the U.S. The mean age of death for the
population was 70 years.
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CONTRIBUTIONS TO PREVENTABLE DEATHS

1 In 1990, alcohol and illegal drugs accounted for 11 percent of preventable deaths.

1 According to a special study of causes of death in 1990, tobacco accounted for 38 percent, the
greatest proportion of preventable deaths.

Actual Causes of Preventable Deathsin the United States, 1990

Esti mat ed Per cent age
Cause Nunber of Tot al
Tot al 1, 060, 000 100. 0%
Tobacco 400, 000 37.7
Diet/activity patterns 300, 000 28.3
Al cohol 100, 000 9.4
Toxi c agents 90, 000 8.5
M crobi al agents 60, 000 5.7
Fi rearmns 35, 000 3.3
Sexual behavi or 30, 000 2.8
Mot or vehicles 25, 000 2.4
Illicit use of drugs 20, 000 1.9

Source: McGinnis & Foege. 1993. “Actual Causes of Death in the United States.” Journal of the American Medical
Association 270(18):2207-2212. A meta-analysis was conducted of government reports, vital statistics, and articles
published between 1977 and 1993 to identify and quantify the major nongenetic causes of death. Data from those
meeting methodological criteria were synthesized to provide first approximations of the estimated number of deaths in
1990 by the major factors identified. Various limitations in both approach and available data for this analysis can be
found in the original article; these include differences in study methodologies, variations in estimated deaths attributed
to each cause, paucity of data, and types of assumptions used.
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METHAMPHETAMINE-RELATED DEATHS

The number of deaths associated with methamphetamine increased between 1992 and 1995.

Metropolitan areas in the West, particularly in California (e.g., Los Angeles, San Diego, and San
Francisco), report the largest numbers of methamphetamine-related deaths.

Number of Deaths Associated with M ethamphetamine
Among Selected U.S. Metropolitan Areas, 1992 to 1995

Metropolitan Area Tot al 1992 1993 1994 1995
Tot al 1,599 224 380 508 487
Los Angeles, CA 456 55 126 134 141
San Di ego, CA 362 71 77 115 99
San Franci sco, CA 204 31 54 66 53
Phoeni x, AZ 159 16 37 76 30
Las Vegas, NV 108 6 22 33 47
Phi | adel phia, PA-NJ 74 18 25 18 13
l ahoma Gity, K 63 7 7 17 32
Portland, OR 45 3 12 17 13
Dall as, TX 34 8 6 9 11
St. Louis, IL-MO 20 1 5 7 7
O her” 74 8 9 16 41

* These metropolitan areas each reported fewer than 15 methamphetamine deaths from 1992 to 1995: Anchorage (AK),
Atlanta (GA), Baltimore (MD), Birmingham (AL), Buffalo (NY), Casper (WY), Chicago (IL), Cleveland (OH), Denver
(CO), Detroit (MI), Fargo (ND-MN), Indianapolis (IN), Kansas City (KS-MO), Louisville (KY), Miami (FL),
Minneapolis (MN-WI), Nashua (NH), New Orleans (LA), New York (NY), Newark (NJ), Norfolk (VA), Omaha (NE),
Salt Lake City (UT), San Antonio (TX), Seattle (WA), Sioux Falls (SD), and Washington (DC-MD-VA).

Source: SAMHSA, Office of Applied Studies. 1997. Drug Abuse Warning Network (DAWN) Annual Medical
Examiner Data 1995. DHHS Publication No. (SMA)97-3126. DAWN Series D-1, Table 4.03, p. 58, and Table 4.06,
pp. 62-80. DAWN collects information on drug abuse deaths reported to participating medical examiners, excluding
deaths in which AIDS was reported, “drug unknown” or alcohol was the only substance mentioned, and homicides. The
trend data come from a consistent panel of 124 medical examiner facilities from 37 metropolitan areas that reported data
to DAWN at least 10 months of each year examined. Drug abuse deaths include both deaths that are drug induced (i.e.,
a drug “overdose,” where a toxic level is found or suspected) and drug related (i.e., drug usage is a contributory factor
but not the sole cause). Most drug abuse deaths (76 percent) include mentions of several drugs. The medical examiners
participating in DAWN are not a representative sample.
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DRUG ABUSE DEATHS BY SELECTED DRUG

The three most frequently reported drugs associated with deaths in the SAMHSA Drug Abuse
Warning Network (DAWN) are cocaine, heroin, and alcohol in combination with other drugs.

Between 1994 and 1995, the number of total drug deaths reported by DAWN medical examiners
increased 4.3 percent.

Between 1992 and 1995, cocaine was identified in the more deaths per year than heroin.

Total Drug Mentionsin Drug-Related Deaths
Reported to DAWN Medical Examinersby Selected Drug, 1992-1995

Subst ance 1992 1993 1994 1995

Total drug abuse deaths 7, 355 8,175 8,423 8,788
Cocai ne 3,424 3, 802 4,020 4,066
Heroi n 2,868 3,663 3,494 3,976
Al cohol with drug 2, 885 3,299 3, 140 3, 448
Met hanphet ani ne 224 380 508 487

Source: SAMHSA, Office of Applied Studies. 1997. Drug Abuse Warning Network (DAWN) Annual Medical
Examiner Data 1995. DHHS Publication No. (SMA)97-3126. DAWN Series D-1, Table 4.03, p. 58. DAWN collects
information on drug abuse deaths reported to participating medical examiners, excluding deaths in which AIDS was
reported, “drug unknown” or alcohol was the only substance mentioned, and homicides. The trend data come from a
consistent panel of 124 medical examiner facilities from 37 metropolitan areas that reported data to DAWN at least 10
months of each year examined. Drug abuse deaths include both deaths that are drug induced (i.e., a drug “overdose,”
where a toxic level is found or suspected) and drug related (i.e., drug usage is a contributory factor but not the sole
cause). Most drug abuse deaths (76 percent) include mentions of several drugs. The medical examiners participating
in DAWN are not a representative sample.
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ALCOHOLISM TREATMENT - IMPACT ON MORTALITY

The Department of Veterans Affairs (VA) maintains a Patient Treatment File to help evaluate and
improve its treatment services.

A national study of male veterans treated for alcoholism found that those who completed their
inpatient treatment had a significantly lower risk of dying in the three years following
hospitalization than those not completing treatment or those having only short detoxification.

Number of Deaths Among VA Patients with Crude and Adjusted Mortality Rates
for 3-year Period After Index Hospitalization for Alcoholism Treatment

Nunber Nunber Crude* Adj ust ed**
Length of Al coholism of of Mortality Mortality
Tr eat ment Patients Deat hs Rat e Rat e
Conpl ete treatnent 28, 060 1,982 24.35 23. 23
I nconpl ete treatment 10, 922 1, 030 32. 96 29. 30
Short detoxification 9,434 1, 057 39. 60 35.12

*Deaths per 1,000 person-years. Since all the patients did not start their index treatment at the same point in time,
person-years were calculated to standardize for the different lengths of treatment and followup.
**Deaths per 1,000 person-years adjusted for age and race.

Source: Bunn JY, Booth BM, Cook CA, Blow FC and Fortney JC. (1994): The Relationship Between Mortality and
Intensity of Inpatient Alcoholism Treatment. American Journal of Public Health, 84:211-214. This study used the
Patient Treatment File, the VA’s national hospital discharge database. It contains data on over a million hospital
discharges yearly for veterans in VA Medical Centers. The treatment status groups of alcoholics were: (1) Complete
treatment -- patients who completed extended formal inpatient alcoholism treatment, (2) Incomplete treatment -- patients
who had at least 6 days of extended formal inpatient alcoholism treatment but did not complete treatment, and (3) Short
detoxification -- patients admitted for detoxification lasting 5 days or perhaps less. This treatment was considered the
"index hospitalization." Alcoholics with a primary diagnosis of drug dependence and those coded as “in remission” were
not included. Because of insufficient numbers of women sampled, only male veterans were analyzed for this study.
Mortality rates were calculated for a 3-year period after the index hospitalization. Deaths were identified through either
the VA files or by matching identifying information on the NCHS National Death Index. Persons not identified through
these records were assumed to be alive at the end of the 3-year followup period. Age and race adjusted mortality rates
were computed using the 1990 census as the standard population.
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MORTALITY - - VIRGIN ISLANDS

Several leading causes of death have been associated with substance abuse or mental illness; these
include accidents, homicide, AIDS, and cirrhosis of the liver.

Accidents, homicide, AIDS, and cirrhosis of the liver were among the top ranked causes of death
in the Virgin Islands in 1996; but the exact role of substance abuse and/or mental illness in these
deaths in the Virgin Islands is unknown.

In the Virgin Islands in 1996, males had higher death rates than females for accidents, homicide,
and cirrhosis of the liver.

In the Virgin Islands in 1996, females had higher death rates than males for AIDS.

Selected Causes of Death: Rate per 100,000 Population
U. S. Virgin Islands, 1996

Tot al Mal es Femal es
Rat e per Rat e per Rat e per
100, 000 100, 000 100, 000
Cause of Death Rank Popul ati on Popul ati on Popul ati on
Acci dent s 5 27.4 46. 7 10. 3
Homi ci de 6 24.6 46. 7 5.1
Al DS 7 17.3 15.6 18.9
Liver Cirrhosis 13 9.1 11. 7 6.9

Source: Bureau of Health Statistics, U.S. Virgin Islands, 1998. Unpublished Data.
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SUICIDE, HOMICIDE, AND TOTAL DEATH RATES BY RACE/ETHNICITY

The average age-adjusted suicide rates between 1993 and 1995 were higher among White and
American Indian/Alaskan Native males than any other race/ethnic or gender group.

The homicide death rate among black males was 64.8 per 100,000 and over twice that of Hispanic
males who had the second highest rate among the males (26.9 per 100,000).

Among the females, black females had the highest homicide rate of any race/ethnic group.

Suicide, Homicide, and Death From All Causes by Race/Ethnicity:
Average Annual Age-Adjusted Death Rates per 100,000 Per sons
U.S. Population , 1993-1995

Popul ati on Group Sui ci de Homi ci de Al'l Causes
Total U.S. Popul ation 11.2 10.1 508. 2
Mal e 18.7 16.0 655. 2
Wite 19.7 8.6 618.6
Bl ack 12. 7 64.8 1,032.8
Hi spani c* 12.5 26.9 515.9
Aneri can I ndian/
Al askan Native 20.9 17.8 585.0
Asi an/ Pacific
| sl ander 9.5 8.9 384.2
Femal e 4.2 4.2 386. 3
Wite 4.5 2.8 365. 8
Bl ack 2.1 12. 3 573.9
Hi spani c* 2.0 4.5 271.3
Anerican | ndi an/
Al askan Native 4.7 5.4 361.0
Asian/ Pacific
| sl ander 3.8 2.6 229.3

*Excludes data from States lacking an Hispanic origin item on their death certificates. Hispanics may be persons of any
race and therefore may be included in all of the racial groups above.

Source: National Center for Health Statistics. 1997. Health United States, 1996-97 and Injury Chartbook. (Tables 48,
47,and 37.). Data were compiled by the Division of Vital Statistics based on death certificates.
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SUICIDE DEATHS BY RACE/ETHNICITY-MALES

In 1995, among males in the U.S. population, the overall rate of suicide deaths for males age 15-
25 was 22.5 per 100,000 population.

Between 1992 and 1995, Whites and American Indians/Alaskan Natives consistently had the
highest rate of suicide deaths compared with any other racial/ethnic group of males age 15-25.

Asian/Pacific Islander males consistently had the lowest rate of suicide deaths between 1992 and
1995 compared with any other racial/ethnic group of males age 15-24.

Trendsin Suicide Deathsin Males Age 15-24 Y ear s by Race/Ethnicity:
Age-Adjusted Death Rates Per 100,000 Per sons, U.S. Population, 1992-1995

Race/ Ethnicity 1992 1993 1994 1995
Tot al 21.9 22. 4 23. 4 22.5
VWi te 22.7 23.1 24.1 23.5
Bl ack 18.0 20.1 20.6 18.0
Hi spani c* 16. 3 18. 2 18. 7 18. 3
Anerican | ndian/

Al askan Native 40. 6 31.6 45. 8 34.2
Asi an/ Paci fic |slander 13.7 12. 7 15.1 16.0

*Excludes data from States lacking an Hispanic origin item on their death certificates. Hispanics may be persons of any
race and therefore may be included in all the racial groups above.

Source: National Center for Health Statistics. 1997. Health United Sates, 1996-97 and Injury Chartbook (Table 48).
DHSS Pub. No. (PHS) 97-1232. Data were compiled by the Division of Vital Statistics based on death certificates.
Persons identified as American Indian or Asian in a methodological study were founded to be misreported as white on
the death certificate, causing underestimated death rates for American Indians and Asians (see Sorlie PD, et al. 1993.
“Validity of Demographic Characteristics on the Death Certificate.” Epidemiology 3(2):181-184).
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SUICIDE DEATHS - - FEMALES, AGE 15-24, BY RACE/ETHNICITY

The overall rate of suicide deaths among females age 15-24 in the U.S. in 1995 was 3.7 per
100,000 population.

Between 1992 and 1995, suicide deaths among Asian/Pacific Islander women age 15-24 was
consistently higher than for any other racial/ethnic group.

The rates of suicide deaths for black and Hispanic women age 15-24 were lower than any other

racial/ethnic groups.

Trendsin Suicide Deathsin Females Age 15-24 Y ear s by Race/Ethnicity:
Age-Adjusted Death Rates Per 100,000 Persons, U.S. Population, 1992-1995

Race/ Ethnicity 1992 1993 1994 1995
Tot al 3.7 4.1 3.7 3.7
VWi te 3.8 4.3 3.8 3.9
Bl ack 3.8 4.3 3.8 3.9
H spani c* 2.2 2.9 2.8 2.6
Anerican | ndian/
Al askan Native * 10.9 * *

Asi an/ Paci fic |slander 5.5 5.0 5.7 5.2

*Excludes data from States lacking an Hispanic origin item on their death certificates. Hispanics may be persons of any
race and therefore may be included in all of the racial groups above.
**Not available

Source: National Center for Health Statistics. 1997. Health United States, 1996-97 and Injury Chartbook (Table 48).
DHHS Pub. No. (PHS) 97-1232. Data were compiled by the Division of Vital Statistics based on death certificates.
Persons identified as American Indian or Asian in a methodological study were founded to be misreported as white on
the death certificate, causing underestimated death rates for American Indians and Asians (see Sorlie PD, et al. 1993.
“Validity of Demographic Characteristics on the Death Certificate.” Epidemiology 3(2):181-184).
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SUICIDE DEATHS - - TOTAL MALES BY RACE/ETHNICITY

Between 1980 and 1995, the suicide death rates for mostracial/ethnic groups of males. increased.

Among the males, American Indians/Alaskan Natives consistently had the highest suicide death
rates than any other racial/ethnic group between 1980 and 1995.

Trends Suicide Deaths Rates For Total Males by Race/Ethnicity:
Age-Adjusted Death Rates Per 100,000 Per sons
U.S. Population, 1980-1995

Race/ Ethnicity 1980 1985 1990 1995
Tot al 18.0 18.8 19.0 18.6
White 18.9 19.9 20.1 19.7
Bl ack 11.1 11.5 12. 4 12. 4
Hi spani c* *x 10. 4 12. 4 12. 3
Anerican | ndian/

Al askan Native 20.8 19.9 21.0 20.1
Asi an/ Paci fic |slander 9.0 8.5 8.8 9.7

*Excludes data from States lacking an Hispanic origin item on their death certificates. Hispanics may be persons of any
race and therefore may be included in all the racial groups above.

**Not available.

Source: National Center for Health Statistics. 1997. Health United States, 1996-97 and Injury Chartbook (Table 48).
DHHS Pub. No. (PHS) 97-1232. Data were compiled by the Division of Vital Statistics based on death certificates.
Persons identified as American Indian or Asian in a methodological study were founded to be misreported as white on
the death certificate, causing underestimated death rates for American Indians and Asians (see Sorlie PD, et al. 1993.
“Validity of Demographic Characteristics on the Death Certificate.” Epidemiology 3(2):181-184).
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SUICIDE DEATHS - - TOTAL FEMALES BY RACE/ETHNICITY

Between 1980 and 1995, the suicide death rates for most racial/ethnic groups of females decreased.

Among the females, Whites had consistently the highest rate of suicide deaths than any other
racial/ethnic group between 1980 and 1990; in 1995 both White and American Indian/Alaskan
Native women had the highest rates.

Trendsin Suicide Deaths For Total Females by Race/Ethnicity:
Age-Adjusted Death Rates Per 100,000 Per sons
U.S. Population, 1980-1995

Race/ Ethnicity 1980 1985 1990 1995
Tot al 5.4 4.9 4.5 4.1
VWi te 5.7 5.3 4.8 4.4
Bl ack 2.2 2.1 2.3 2.0
H spani c* ** 1.8 2.3 2.0
Anerican | ndian/ 5.0 4.4 3.8 4.4
Al askan Native

Asi an/ Paci fic |slander 4.7 4.4 3.4 3.7

*Excludes data from States lacking an Hispanic origin item on their death certificates. Hispanics may be persons of any
race and therefore may be included in all the racial groups above.

**Not available

Source: National Center for Health Statistics. 1997. Health United Sates, 1996-97 and Injury Chartbook (Table 48).
DHHS Pub. No. (PHS) 97-1232. Data were compiled by the Division of Vital Statistics based on death certificates.
Persons identified as American Indian or Asian in a methodological study were founded to be misreported as white on
the death certificate, causing underestimated death rates for American Indians and Asians (see Sorlie PD, et al. 1993.
“Validity of Demographic Characteristics on the Death Certificate.” Epidemiology 3(2):181-184).
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SUICIDE AND ALCOHOL-RELATED DEATHS - -
MICRONESIA AND MARSHALL ISLANDS

The rate of suicide deaths was higher in Micronesia (27.5 per 100,000 population) than in the
Marshall Islands (19.8 per 100,00,000 population).

About 45 percent of the total suicides in Micronesia were considered alcohol-related compared
with 68 percent in the Marshall Islands.

The rate of total deaths from all causes that are alcohol-related was higher in Micronesia than in
the Marshall Islands.

Alcohol-Related Suicides and Deaths From All Causes:
Average Annual Rate per 100,000 Population in the Federated States of Micronesia
and the Republic of the Marshall Islands (1991-1995)

M cronesi a Marshal | |sl ands
Total Suicide Death Rate 27.5 per 100, 000 19.8 per 100, 000
Al cohol - Rel ated Suicide Rate 12.3 per 100, 000 14. 4 per 100, 000
Al cohol - Rel ated Percent of Total 45% 68%
Total Death Rate from Al Causes 423.6 per 100, 000 507.4 per 100, 000
Al cohol -Rel ated Death Rate 19.9 per 100, 000 18.0 per 100, 000
Al cohol - Rel ated Percent of Total 5.9% 3.5%

Source: Micronesian Seminar, 1997. Alcohol and Drug Use in the Federated Sates of Micronesia: An Assessment of
the Problem with Implications for Prevention and Treatment, (Tables 2.3 and 2.4). Alcohol and Drug Use in the
Republic of the Marshall Islands: An Assessment of the Problem with Implications for Prevention and Treatment,
(Tables 2.2 and 2.3). These reports were prepared under contract with SAMHSA’s Center for Substance Abuse
Treatment. For the analysis presented here, data from 1991 to 1995 on suicides were pooled; the number for the 5-year
period for Micronesia was 148 total suicides (67 alcohol-related) and for the Marshall Islands there were 56 total suicides
(38 alcohol-related). The data on deaths from all causes were from the hospital death certificates. Data from the same
S-year period were pooled to examine the average annual rate of alcohol- related deaths. Included in the alcohol-related
deaths were such conditions as cirrhosis, gastritis, hepatitis, liver disease, and alcohol-related homicide, drowning,
suicide, and motor vehicle accidents.
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SUICIDE AMONG PERSONS WITH MENTAL DISORDER

During early phases of illness, suicide deaths were significantly higher among psychotic patients
than non-psychotic patients in a study of patients admitted to two hospitals in the greater Chicago

arca.

Amongmale patients, those with any psychotic disorder (including schizophrenia) were about two
times more likely to commit suicide than males with nonpsychotic disorders.

Among female patients, those with schizophrenia had a higher rate of suicide deaths than patients

with a nonpsychotic disorder.

Suicide Deaths Among Young Patients With Schizophrenia,
Other Psychotic Disorders, and Nonpsychotic Disorders

Mal es Fenal es Tot al
Non- Non- Non-

Sui ci des sui ci des Sui ci des sui ci des Sui ci des sui ci des
Di agnosi s N % N % N % N % N % N %
Schi zophreni a™”* 10. 95.
* P 10 6 84 89.4 |3 4.7 51 3 13 8.8 135 91.2
O her psychotic 10. 96.
di sorder™” 10 6 84 89.4 |3 3.4 84 6 13 7.2 168 92.8
Nonpsychoti c 96.
di sorder ™" 4 4.0 97 96.0 |6 3.8 150 2 10 3.9 247 96.1

* Schizophrenics vs. nonpsychotics: P? =4.21, 1 df, p< 0.05.
** Schizophrenics and other psychotics vs. nonpsychotics: P? =4.05, 1 df, p< 0.05.

Notes: Schizophrenia includes paranoid and nonparanoid disorders. Other psychotic disorders include schizoaffective
and other psychotic affective disorders. Nonpsychotic disorders include primary major depressive disorder.

Source: Westermeyer JF, Harrow M, Marengo JT. 1991. “Risk for Suicide in Schizophrenia and Other Psychotic and
Nonpsychotic Disorders.” The Journal of Nervous and Mental Disease 179(5):259-266, Table 1. The study sample
comprised 586 patients in 2 psychiatric hospitals in the greater Chicago area who had participated in 2 prospective
followup studies designed to analyze prognoses and outcomes in schizophrenia and other types of major psychotic and
nonpsychotic disorders. Patient diagnoses were based on Spitzer R, et al. 1978. “Research Diagnostic Criteria.”
Archives of General Psychiatry 43:577-582. The mean age of patients was 21.5 years at initial hospitalization and 23
years at index hospitalization. The mean length of time between first hospitalization and followup for suicide was 13

years.
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DRUG SELLING - CALIFORNIA STUDENTS

In the total sample of California students in 1995/96, 16.2 percent of 9" graders and 20.5 percent
of the 11™ graders reported selling an illicit drug in the past year.

Between 1991/92 and 1995/96, the percent of both 9™ and 11" grade students reporting that they
sold drugs in the past year doubled.

Drug users were about twice as likely as the total sample to sell drugs in the past year.

Trendsin Percent of California Students Reporting Selling Illicit Drugsin the Past Y ear

Frequency of Grade 9 Grade 11

Drug Selling 91/ 92 93/ 94 95/ 96 91/ 92 93/ 94 95/ 96

Total Sanple 6.2% 13. 9% 16. 2% 10. 7% 17. 7% 20. 5%
Once twice 3.1 7.6 9.7 5.6 10.0 10. 2
3 or nore tines 3.1 6.3 6.4 51 7.7 10.3

Drug Users - - 30.8 36.5 -- 35.9 37.7
Once or twice -- 16. 2 21.3 -- 19.8 18.2
3 or nore tines -- 14.9 15.2 -- 16.1 19.6

Source: Skager R & Austin G, 1997. Sxth Biennial California Student Substance Use Survey: Grades 7, 9 and 11
Preliminary Findings. WestEd-Southwest Regional Laboratory, Los Alamitos, CA. The California state-wide sample
consisted of 128 public and private middle and senior high schools and 5,775 respondents in grades 7,9, and 11. Schools
were randomly selected for the sample proportionally to the number of schools in each of six geographic regions of the
state. About half of the schools in each region were retained from the 1993-94 survey; the other half was newly selected.
For the first year in the survey series, intact classrooms were sampled, rather than individual students, and active rather
than passive parental consent was used.
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CRIME COMMITTED FOR DRUG MONEY

According to a 1991 national survey of persons in jail, 17 percent of convicted jail inmates
committed their crimes to get money for drugs.

About 30 to 31 percent of those convicted of burglary or larceny committed the crime to obtain
money for drugs.

Slightly more than one-quarter of those convicted of robbery and one quarter of those convicted of
drug trafficking committed their offenses for drug money.

Convicted Jail Inmates Who Committed Their Crimes
for Money for Drugs® by Most Serious Offense, 1991

O fense Per cent
Al Ofenses 17%
Violent O fenses 12
Homi ci de® 5
Sexual assault® 2
Robbery 27
Assaul t 6
Property O fenses® 26
Burgl ary 30
Lar ceny 31
Drug O fenses 22
Possessi on 16
Trafficking 25
Publ i c-Order O f enses® 5

* Drugs included were marijuana or hashish, cocaine, crack, heroin, other opiates, methadone, barbiturates, quaaludes or
downers, amphetamines, methamphetamine, LSD, and PCP and other hallucinogens, alone or in combination with alcohol.
® Includes murder, non-negligent manslaughter, and negligent manslaughter.

¢ Includes rape.

4Includes theft.

¢ Includes driving while intoxicated and other public-order offenses.

Source: Office of Justice Programs, Bureau of Justice Statistics. 1993. Survey of State Prison Inmates, 1991. U.S.
Department of Justice Pub. No. NCJ-136949. The sample for the 1991 survey was selected from a universe of 1,239 State
prisons enumerated in the 1990 Census of State and Federal Adult Correctional Facilities. A total of 277 prisons were
selected in the first stage of a stratified two-stage sample design. In the second stage, 13,986 inmates were selected for
face-to-face interviews, a representative sample of more than 711,000 adults held in State correctional facilities during
the summer of 1991. All together, 94 percent of the selected inmates were interviewed. Both males and females are
included in this table.
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CRIME COMMITTED UNDER THE INFLUENCE

I Ina 1991 national survey of persons injail, 31 percent of convicted jail inmates reported being under the
influence of illicit drugs at the time of their offense.

I Of those convicted, burglars were the most likely to be under the influence of drugs (40 percent),
followed by robbers, larcenists, and drug possessors (38 percent each), and drug traffickers (36 percent).

Convicted Jail InmatesWho Were Under the Influence
of Drugs® at the Timeof Their Current Offense, 1991

O fense Per cent
Al Ofenses 31%
Violent O fenses 28
Homi ci de® 28
Sexual assault® 20
Robbery 38
Assaul t 23
Property O fenses® 35
Burgl ary 40
Lar ceny 38
Drug O fenses 37
Possessi on 38
Trafficking 36
Public-Order O f enses® 18

* Drugs included were marijuana or hashish, cocaine, crack, heroin, other opiates, methadone, barbiturates, quaaludes or
downers, amphetamines, methamphetamine, LSD, and PCP and other hallucinogens, alone or in combination with alcohol.
® Includes murder, non-negligent manslaughter, and negligent manslaughter.

¢ Includes rape.

4Includes theft.

¢ Includes driving while intoxicated and other public-order offenses.

Source: Office of Justice Programs, Bureau of Justice Statistics. 1993. Survey of State Prison Inmates, 1991. U.S.
Department of Justice Pub. No. NCJ-136949. The sample for the 1991 survey was selected from a universe of 1,239 State
prisons enumerated in the 1990 Census of State and Federal Adult Correctional Facilities. A total of 277 prisons were
selected in the first stage of a stratified two-stage sample design. In the second stage, 13,986 inmates were selected for
face-to-face interviews, a representative sample of more than 711,000 adults held in State correctional facilities during
the summer of 1991. All together, 94 percent of the selected inmates were interviewed. Both males and females are
included in this table.
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SUBSTANCES ABUSED BY CONVICTED JAIL INMATES

According to a national survey of persons in jail, 49 percent of jail inmates committed their most
serious offense under the influence of alcohol and/or illicit drugs.

Inmates convicted of violent or public-order offenses were more likely to be under the influence
of alcohol than illicit drugs at the time of their offenses.

Inmates whose most serious offense was drug related or a property crime were more likely to be
under the influence of illicit drugs than alcohol at the time they committed their crimes.

Type of Substance Convicted Jail Inmates Report Using
at the Time of Offense, 1991

Most seri ous Any Al cohol I1licit

current offense Subst ance? Only Drugs Only Bot h
Al'l offenses 49% 18% 17% 14%
Viol ent of fenses® 49 21 12 16
Property of fenses® 53 18 21 14
Drug of f enses® 44 8 26 10
Publ i c- or der 50 31 10 9
of f enses®

# Includes alcohol and other drugs, including marijuana or hashish, cocaine, crack, heroin, other opiates, methadone,
barbiturates, quaaludes or downers, amphetamines, methamphetamine, LSD, and PCP and other hallucinogens.

® Includes homicide, robbery, and assault.

¢ Includes burglary, larceny, and theft.

4 Includes possession and trafficking.

¢ Includes driving while intoxicated and other public-order offenses.

Source: Office of Justice Programs, Bureau of Justice Statistics. 1993. Survey of Sate Prison Inmates, 1991. U.S.
Department of Justice Pub. No. NCJ-136949. The sample for the 1991 survey was selected from a universe of 1,239 State
prisons enumerated in the 1990 Census of State and Federal Adult Correctional Facilities. A total of 277 prisons were
selected in the first stage of a stratified two-stage sample design. In the second stage, 13,986 inmates were selected for
face-to-face interviews, arepresentative sample of more than 711,000 adults held in State correctional facilities during
the summer of 1991. All together, 94 percent of the selected inmates were interviewed. Both males and females are
included in this table.
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CRIMINAL CHARGE BY CURRENT DIAGNOSIS FOR MEN

Men detained in a Cook County Correction Department with a drug abuse disorder were less
likely than men with no alcohol, drug abuse, or mental (ADM) disorder were more likely than
drug abusers to be arrested for violent crimes.

Men who had a drug abuse disorder were half as likely as men who withno ADM disorder to be
arrested for violent felony crimes (10% vs. 19%) and violent misdemeanors (4% vs. 9%).

Current Arrest Chargefor Violent and Nonviolent Felonies and Misdemeanor s by Current
Diagnosis Among Men in the Cook County Department of Corrections Jail, 1984

Fel ony M sdeneanor
Current Al cohol,
Drug Abuse, or Mental Non- Non-
(ADM Di sorder Vi ol ent violent | Violent violent
Total Sanple (n=726) 17% 41% 9% 33%
No ADM di sorder (n=504) 19 39 9 34
Maj or depressive episode (n=26)** 19 46 15 19
Subst ance use di sorder
Al cohol abuse/ dependence 14 37 12 38
(n=128)
Drug abuse/ dependence (n=116)" 10 55 4 30
Bot h al cohol and drug abuse/ 13 44 9 34
dependence (n=32)**
Schi zophr eni a/ Mani ¢ epi sode 15 46 4 35
(n=26) **
*p<0.01

**The sample sizes in these diagnostic categories were too small for statistical testing.

Source: Teplin LA. 1994. “Psychiatric and Substance Abuse Disorders Among Male Urban Jail Detainees.” American
Journal of Public Health 84(2):290-293, Table 4. The study sample was an all-male, stratified random sample of about
one-half misdemeanant and one-half felons who entered Cook County Department of Corrections in Chicago, Illinois,
directly from pretrial arraignment between November 1983 and November 1984. The researchers interviewed 728
respondents. The racial composition of the sample was as follows: 81 percent Black, 6 percent Hispanic, 12 percent other
White, and 1 percent Asian or American Indian. Their age range was 16 to 68 years; and educational levels ranged from
2 to 16 years of schooling. The following source was used by Teplin for the psychiatric and substance abuse diagnoses:
Robins LN et al. 1981. The National Institutes of Health Diagnostic Interview Schedule (DIS), Version I11. Rockville,
MD: National Institute of Mental Health, Division of Biometry and Epidemiology. In this study, disorders were counted
as present only if they met the “severe” or “definite” criteria of the DIS, Version III; possible or moderate cases were not
counted as a disorder. Respondents may meet criteria for more than one disorder. A current diagnosis is one within the
2 weeks prior to the diagnostic interview.
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CRIMINAL CHARGE BY CURRENT DIAGNOSIS FOR WOMEN

Most of the women detained in a Cook County Correction Department who had a mental disorder
(such as major depression episode or schizophrenia) were arrested for a non-violent crime rather than
a violent crime.

In the Cook County study, there were no significant associations between type of mental disorder and
the percent of women with violent or nonviolent offenses for either felony or misdemeanor charges.

Current Arrest Chargefor Violent and Nonviolent Felonies and Misdemeanors by Current
Diagnosis Among Women in the Cook County Department of Corrections Jail (1991-1993)

Fel ony M sdeneanor
Current Al cohol,
Drug Abuse or Mental Non- Vi ol en Non-
(ADM Di sorder Vi ol ent viol ent t vi ol ent
Total Sanple (n=1, 267) 11% 40% 7% 43%
No ADM di sorder (n=540) 12 38 7 43
Maj or depressive episode (n=134) 17 43 3 38
Subst ance use di sorder
Al cohol abuse/ dependence (n=279) 12 36 11 41
Drug abuse/ dependence (n=554) 9 43 5 43
Bot h al cohol and drug abuse/ 11 41 8 41
dependence (n=157)
Schi zophreni a/ Mani ¢ epi sode (n=38)* 35 36 7 23

*The sample size in this diagnostic category was too small for statistical testing.

Source: Teplin LA, Abram KM, McClelland GM. 1996. Prevalence of Disorders Among Incarcerated Women. Archives
of General Psychiatry, 53: 505-512, 1996, Table 6. The study sample of women was a stratified random sample of about
one-half charged with a misdemeanor and one-half with a felony who entered Cook County Department of Corrections
in Chicago, Illinois, directly from pretrial arraignment between 1991 and 1993. The researchers interviewed 1,272
respondents. The racial composition of the sample was as follows: 40 percent Black, 25 percent Hispanic, 34 percent non-
Hispanic White, and 1 percent Asian or American Indian. Their age range was 17 to 67 years; and educational levels
ranged from 2 to 16 years of schooling. The following source was used by Teplin for the psychiatric and substance abuse
diagnoses: Robins LN et al. 1981. The National Institutes of Health Diagnostic Interview Schedule (DIS), Version I11.
Rockville, MD: National Institute of Mental Health, Division of Biometry and Epidemiology. In this study, disorders were
counted as present only if they met the “severe” or “definite” criteria of the DIS, Version I1I. Possible or moderate cases
were not counted as disorder in this study. Respondents may meet criteria for more than one disorder. A current diagnosis
is one within the 2 weeks prior to the diagnostic interview.
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ALCOHOL USE AND FAMILY STRESS - - MILITARY

In general, the military reported low levels of stress in family life or a serious personal relationship in
the past 12 months.

Current drinkers were slightly more likely to report experiencing a great deal of family stress than
abstainers.

About 19 percent of the abstainers reported a great deal of family stress compared with 26 percent of
the heavy drinkers.

Percent of Military Reporting Family Stress*
by Alcohol Usein the Past 30 Days

Al cohol Use in Past 30 Days

Stress in Fanily

in Past 12 Months Tot al None Any Heavy
G eat deal /Il arge anount 22. 4% 19. 3% 23. 2% 26. 5%
Sonme/a little 57.3 56.4 57.5 51.4
None 20.3 24.3 19. 2 22.1

*Stress in family life or in a relationship with a person you live with or date seriously.

Source: DOD Survey of Health Related Behaviors Among Military personnel, 1995. Bray, RM et al. 1995 Department
of Defense Survey of Health Related Behaviors Among Military Personnel, Research Triangle Institute December 1995.
This series of studies examines trends in substance use among active duty military personnel. The 1995 survey is the sixth
survey in the series which began in 1980. It is the most comprehensive and includes assessments of mental health, stress
and coping, cardiovascular disease risk factor, injury, sexually transmitted diseases, and special health needs of military
women. In 1995, the sample consisted of 16,193 active duty military.
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ALCOHOL USE AND WORK STRESS - - MILITARY

In 1995, heavy drinkers in the military were more likely than either other drinkers or abstainers to
report experiencing a great deal of stress at work or while carrying out their military duties.

Ofthose in the military classified as heavy drinkers in the past month , about half (46 percent) reported
a great deal of work stress in the past 12 months compared with 40 percent of drinkers in general and
36 percent of abstainers.

Abstainers were more likely than drinkers to report experiencing no stress at work.

Percent of Military Reporting Work Stress* in Past 12 Months
by Alcohol Usein Past 30 Days.

Al cohol Use in Past 30 Days
Stress at Wrk

in Past 12 Months Tot al None Any Heavy
Great deal /Il arge anount 39.3 36.1 40. 1 46. 3
Sore/a little 50. 7 50. 3 50. 8 45.1
None 10.0 13.6 9.1 8.6

*Stress experienced at work or while carrying out our military duties

Source: DOD Survey of Health Related Behaviors Among Military personnel, 1995. Bray, RM et al. 1995 Department
of Defense Survey of Health Related Behaviors Among Military Personnel, Research Triangle Institute December 1995.
This series of studies examines trends in substance use among active duty military personnel. The 1995 survey is the sixth
survey in the series which began in 1980. It is the most comprehensive and includes assessments of mental health, stress
and coping, cardiovascular disease risk factor, injury, sexually transmitted diseases, and special health needs of military
women. In 1995, the sample consisted of 16,193 active duty military.
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ALCOHOL ABUSE IMPACT ON JOB PERFORMANCE

Workers with alcohol problems are more likely to have problems in the workplace than other clients
of'an employee assistance program (EAP).

Most of alcohol abuse-related workplace problems deal with absenteeism or lateness to the job.

Workers with alcohol abuse problems are more likely to have accidents off the job than on the job.

Problems Reported by EAP Clients With and Without Alcohol Problems

Al cohol No
Type of Problem Pr obl ens Al cohol
Pr obl ens
On-t he-Job
Acci dent s 6. 9% 5.8%
At t endance probl ens 33.5 18.8
O f-the-Job
Acci dent s 11.2 7.5

Source: Blum T, Roman P. 1992. “A Description of Clients Using Employee Assistance Programs (EAP).” Alcohol
Health & Research World 16(2):120-128. Data are collected on 6,400 employees who used an EAP from 84 worksites
between 1990 and mid-1992. Eleven percent of the women and 36 percent of the men had alcohol problems. Alcohol
problems were assessed using the CAGE screening instrument. The average tenure with the company was 12.5 years, and
the average age of the employees was 37 years. The worksites varied by type of industry, number of employees, and

location.
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RESTRICTED DAILY ACTIVITIES BY DRUG USE AND GENDER

Y oung adults who used marijuana were more likely to have restricted daily activities due to illness
or injury than those who did not use marijuana.

Those who used marijuana only were at less risk of experiencing restricted daily activities due to
injury or illness than those who used marijuana and cocaine.

Young adults age 18 to 44 years who used both marijuana and cocaine in the past year were the
most likely to lose work days, be bedridden, or otherwise have restricted activity due to illness

or injury.
Restricted Activity Daysin the Past 2 Weeks
Duetolllnessand Injury, by Drug Use and Gender
Adults, Age 18-44, 1991
Type of Drug Use Tot al Men Wonen
Never used nmarijuana or cocaine 8. 7% 6. 9% 10. 1%
Past - year marijuana/ never cocaine 10.5 9.5 11.9
Past - year marijuanal/prior cocaine 14.7 13.2 19.8
Past-year nmarijuana and cocaine 16.2 15.8 17.2

Source: Keer D, etal. 1994. Restricted Activity and Other Problems Associated with the Use of Marijuana or Cocaine
Among Persons 18 to 44 Years of Age: United States. 1991 NCHS Advance Data, No. 246, April 8, 1994. A drug and
alcohol use (DAU) supplement was included as part of the 1991 National Health Interview Survey (NHIS). The NHIS is
a national household survey of the U.S. civilian noninstitutionalized population conducted by the National Center for
Health Statistics. The DAU sample consisted of 21,174 persons who completed the substance abuse questionnaire. The
overall DAU response rate was 76 percent.
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BINGE DRINKING - IMPACT ON COLLEGE DRINKERS

Binge drinking is defined for men as five or more drinks in a row at least once during a two-week
period. Women who drink four or more drinks during the same time period are at the same risk
as men who drink five or more.

Binge drinking is associated with alcohol-related social, academic, and health problems.

Frequent binge drinkers were 10 times more likely than non-binge drinkers to have severe
problems, such as getting hurt or injured, damaging property, and getting into trouble with campus
or local police.

Per cent of College Drinkers Reporting Problems
asa Result of Their Own Drinking

Non- Bi nge Bi ngers Fr equent
Al cohol -Rel ated Probl em Drinkers Bi ngers
Forgot where they were or
what they did 8% 26% 54%
Got behind in school work 6% 21% 46%
Argued with friends 8% 22% 42%
Engaged i n unpl anned sexual 8% 20% 41%
activity
Had unprotected sex 4% 10% 22%
CGot hurt or injured 2% 9% 23%
Danaged property 2% 8% 22%
Cot into trouble with canpus/|ocal 1% 4% 11%
police

Source: Wechsler H, et al., 1994. Health and Behavioral Consequences of Binge Drinking in College. Journal of the
American Medical Association, 272(21):1672-1677. The study is part of the Harvard School of Public Health College
Alcohol Study. It consisted of arandom sample of undergraduates from a representative national sample of 140 four-year
private and public colleges and universities. The college response rate was 72 percent. The students were asked to
complete the mailed survey on drinking; the overall student response rate was 69 percent and 17,592 students returned
the mailed questionnaire. Heavy drinking was defined for men as drinking five or more drinks in a row and for women

as four or more in a row.
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HEAVY DRINKING-IMPACT ON OTHERS AT COLLEGE

Students who live on campus but do not drink or are not heavy drinkers themselves experience
adverse consequences due to other students heavy drinking.

The higher the general level of heavy drinking at college, the more adverse consequences
experienced by the nonheavy drinking students.

Nonheavy drinking students at schools with high levels of heavy drinking are about twice as likely
to be victims of assault and property damage than students at schools with low levels of heavy
drinking.

Per cent of Nonheavy Drinking College Students
Experiencing Adver se Consequences from Heavy Drinkers During the School Y ear
By Level of Heavy Drinking Among the College Student Body

Level of Heavy Drinking

at Col |l ege
Adver se conseguence Low Md Hi gh
Pushed, hit or assaulted 7% 10% 13%
Property damaged 6 13 15
Had serious argunent 13 18 20
I nsul ted/ humiliated 21 30 34
At |east one of the problens 62 82 87

Source: Wechsler Hetal., 1995. The Adverse Impact of Heavy Episodic Drinkers on Other College Students, J. Studies
on Alcohol, 56(6):628-634. The study was part of the Harvard School of Public Health College Alcohol Study. It
consisted of arandom sample of undergraduates from a representative national sample of 140 four-year private and public
colleges and universities. The college response rate was 72 percent and the overall student response rate was 69 percent
with 17,592 students returning the mailed questionnaire. Heavy drinking was defined for men as drinking five or more
drinks in a row and for women as four or more in arow. Nonheavy drinkers were those who did not report heavy drinking
in the previous two weeks. This study consisted of 2,980 nonheavy drinkers who lived on campus -- in dormitories,
fraternities, or sororities. The college drinking levels were divided into three about similar size groups: (1) High level of
heavy college drinking had 50 percent or more of the students reporting heavy drinking in the past two weeks, (2) Mid
level of heaving drinking had 36 to 49 percent of the students reporting heavy drinking and (3) Low drinking level had
35 percent or less of the students reporting heavy drinking in the past two weeks.
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DRUG PROBLEMS - CALIFORNIA STUDENTS

The most prevalent problems ever caused by marijuana and other drug use that 9th and 11th grade
students in California reported were: “having a bad trip,” hurting school work, money problems,
and fighting with parents.

About a third of the 11" grade students who used marijuana at least once a week reported they never
had any problems caused by their drug use.

Students in the 11™ grade who used marijuana at least once a week reported more problems than
the total sample for the 11" grade.

Trendsin Percent of California Students Reporting Problems Ever Caused by
Marijuana or Other Drug Use (1993-1996)

G ade 9 G ade 11
Weekl y

Tot al Tot al Mari j uana

Sanpl e Sanpl e Users**
Probl em Caused by Drug 93/ 94 95/ 96 93/ 94 95/ 96 93/ 94 95/ 96
Get a traffic ticket 1.5 0. 5* 0.9 0. 8* 2.9 2.2*
Have a car acci dent 1.1 -- 1.1 - - 4.2 --
Get arrested 1.3 1.5 1.4 1.9 5.9 6.7
Have noney probl ens 3.6 4.0 5.0 7.5 19.1 30.5
Troubl e at school 2.7 2.9 2.8 3.7 8.3 12.1
Hurt your school work 4.0 5.4 6.0 10.0 21.8 30.0
Fight with other kids 2.1 3.8 3.4 3.0 10.6 10. 4
Fight with your parents 3.0 5.3 4.5 6.4 12.6 18.1
Damage a friendship 2.7 3.0 3.8 3.9 8.2 11.0
Have a "bad trip" 6.4 6.5 8.6 8.9 25.1 25.2
Used drugs but never had -- 16.8 - - 23.6 -- 34.9
any problens

*In 1995/96, the question combined "get a traffic ticket" and "have a car accident."**Weekly marijuana use was defined
as use as least once a week.

Source: Skager R & Austin G, 1997. Sxth Biennial California Sudent Substance Use Survey: Grades 7, 9 and 11
Preliminary Findings. WestEd-Southwest Regional Laboratory, Los Alamitos, CA. The California state-wide sample
consisted of 128 public and private middle and senior high schools and 5,775 respondents in grades 7,9, and 11. Schools
were randomly selected for the sample proportionally to the number of schools in each of six geographic regions of the
state. About half of the schools in each region were retained from the 1993-94 survey; the other half was newly selected.
For the first year in the survey series, intact classrooms were sampled, rather than individual students, and active rather
than passive parental consent was used.
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ADM TREATMENT BY SOURCE OF FUNDS

In 1990, the Nation spent $54 billion in direct costs for alcohol, drug abuse, and mental health
(ADM) treatment.

Combined public payers provided more funding for ADM treatment than did private sources.

Ofall funding sources, Medicaid and Medicare spend the smallest proportions of their total ADM
budgets on drug abuse treatment and the largest on mental health treatment.

Of all public sources, State and local governments provide the greatest proportion of funding for
each type of treatment.

Expendituresfor Alcohol, Drug Abuse,
and Mental Health (MH) Treatment by Payment Sour ce, 1990%

Funding (billions) Percent by Payer Percent by ADM
Sour ces Tolt a VH Al c Drug |Total WMH Alc Drug|Total MH Alc Drug
Al'l  Sources $54b $42.4 $8.5 $3.0]|100% 79% 16% 6% |100% 100% 100% 100%
Private Sources 22.2 18.8 2.5 0.9| 100 85 11 4 41 44 29 30
Publ i c Sources 31.8 23.6 6.0 2.2 100 74 19 7 59 56 71 70
Medi cai d 9.5 8.1 1.0 0.3] 100 85 11 3 18 19 12 10
State & Local® 15.9 11.7 3.1 1.1] 100 74 20 7 29 28 37 37
VA 2.3 1.5 0.6 0.2] 100 65 26 9 4 4 7 7
Medi care 2.2 1.5 0.7 0.0| 100 68 32 0 4 4 8 0
Gt her Federal © 1.9 0.8 0.6 0.6] 100 42 32 32 4 2 7 20

* Numbers may not sum to totals due to rounding. MH is mental health, Alc is alcohol, VA is Veterans Administration.
® This category includes admissions with no charge because State and local government payers are the ultimate payers.
¢ Includes block grant funding but does not include prevention and data development under the block grant.

Source: Frank RG, etal. 1994. “Paying for Mental Health and Substance Abuse Care.” Health Affairs 13:337-342.
Does not include ADM costs for administration, treatment for those age 65 and older in nursing homes, or for forensic
care in State mental hospitals. Excludes costs for co-existing physical conditions. Client fees are included largely under
private insurance and, for public facilities, under State and local sources. Private sources include private insurance, out-of-
pocket payments, and philanthropy.
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ADM COSTS AND TOTAL HEALTH INSURANCE EXPENDITURES

From 1988 to 1992, the portion of total health insurance expenditures accounted for by alcohol,
drug, and mental health (ADM) spending declined.

In 1988, about 10 percent of total health insurance expenditures were for mental health and
substance abuse coverage.

In 1992, about 8 percent of total health insurance expenditures were for mental health and substance
abuse coverage.

Alcohol, Drug Abuse, and Mental Health Costs
as a Percentage of Total Health Insurance Expenditures

1988-1992
Year Per cent
1988 9. 6%
1989 9.4
1990 8.2
1991 8.5
1992 7.8

Source: Foster Higgins. 1993. 1992 Health Care Benefits Survey, Report |, Medical Plans. Princeton, NJ: Foster
Higgins. Foster Higgins is a national employee benefits company with offices throughout the United States and Canada.
The report is based on 2,448 employers participating in the survey, whose plans cover a total of 12 million employees and
their dependents. Although this annual survey, which dates back to 1986, is not representative of all firms in the country,
it includes private and public employers of all types and employment sizes, from all 50 States. Nearly half the Fortune
500 companies participated, as well as 47 State governments.
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SUBSTANCE ABUSE AND MENTAL HEALTH TREATMENT
BY INSURANCE COVERAGE

The average cost to cover the expenditures for alcohol, drug abuse, and mental health (ADM)

treatment in 1990 was estimated to be $217 per person in the U.S. population.

persons using Medicaid.

The per capita cost was estimated to be $138 for the privately insured compared with $430 for

In 1990, the per capita public coverage for ADM treatment for those not covered by Medicaid or
Medicare who had a severe mental illness was $3,205.

Estimated Per Capita Coverage for Alcohol, Drug Abuse,
and Mental Health Treatment by Payment Sour ce, 1990

Popul ati on
Covered Ment al Per Person

Paynment Source (M11ions) Heal t h Al cohol Dr ug Tot al
Tot al 248. 7 $171 $34 $12 $217
Private sources? 160. 4 117 16 5 138
Medi car e 31.2 49 22 0 71
Medi cai d 22.1 368 46 16 430
G her public 35.0 399 123 53 575
sour ces”

Oher (SM)° 5.6 - - - 3, 205

G her (non-SM) 29. 4 - - - 75

* Private sources include private insurance, out-of-pocket payments, and philanthropy.
®Includes uninsured clients and costs paid by the Veterans Administration, State and local governments, and other Federal

sources.
¢ SMI = severely mentally ill.

Source: Frank RG, et al. 1994. “Paying for Mental Health and Substance Abuse Care.” Health Affairs 13:337-342.
Does not include ADM costs for administration, treatment for those age 65 and older in nursing homes, or for forensic
care in State mental hospitals. Excludes costs for co-existing physical conditions. Client fees are included largely under
private insurance and, for public facilities, under State and local sources. The per person (per capita) spending is
calculated by dividing the total amount for ADM treatment from each payment source by the total number of people
covered by that payment source, whether or not they actually received treatment. In general, the greater the proportion who
need treatment in a population covered by that payment source, the higher the per capita cost.
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SUBSTANCE ABUSE AND MENTAL HEALTH TREATMENT
BY INSURANCE COVERAGE

In a national household survey of persons age 12 and older, about 58 percent of those treated for
mental illness, 48 percent of those treated for alcohol abuse, and 46 percent of those treated for drug
abuse reported that they were covered by private insurance.

About 35 percent of those who received drug abuse treatment and 33 percent of those who received
alcohol abuse treatment reported they had no health insurance.

Medicaid enrollment was reported by 12 percent of the people who were treated for mental illness,
9 percent of those who were treated for alcohol abuse and 15 percent of those treated for drug
abuse.

Substance Abuse and Mental Health Treatment by I nsurance Cover age, 1996

Ment al
| nsurance Type Heal th Al cloho Dr ug
Tot al 100. 0% 100.0% 100.0%
No i nsurance 14. 2 33.2 35.0
Private insurance 58.8 48. 3 45. 6
Medi car e 12.1 8.2 3.9
Medi cai d 12. 3 9.3 15.0
CHAMPUS 2.5 1.1 0.5

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on
Drug Abuse. The 1996 survey employed a multistage area probability sample of 18,269 U.S. civilian noninstitutionalized
persons 12 years and older interviewed from January through December 1996. The survey incorporated an oversampling
of Blacks, Hispanics, and young people.
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EMPLOYER-BASED, NON-HEALTH MAINTENANCE
ORGANIZATION ALCOHOL, DRUG ABUSE, AND MENTAL HEALTH COVERAGE

In 1993, the majority of full-time employees with non-health maintenance organization (HMO)
health benefits were subject to some type of limit on their coverage.

Non-HMO alcohol, drug abuse, and mental health benefits for full-time employees were most often
limited to major medical.

Medical Care Benefitsfor Full-Time Employees
With Non-Health M aintenance Organization Coverage, 1993

Separ at e
Maj or and Mj or
Cover ed Separat e Medi cal Medi cal
Cover age in Full Limts? LimtsP Limts
G her Health
Hospital © 5% 3% 34% 58%
Physi ci an® 1 8 15 76
Al cohol Abuse
| npati ent detox® 3 15 82 1
I npati ent rehab’ 1 18 81 -
Qut pati ent rehab - 14 78 7
Drug Abuse
| npati ent detox® 2 13 73 12
I npati ent rehab’ 1 17 76 6
Qut pati ent rehab - 13 79 7
Mental Health Care
I npati ent 1 9 81 9
Qut pat i ent - 9 87 4

2 Separate limits apply to individual categories of care (e.g., separate limits or benefits for hospitalization). Limits may
be set in terms of dollar or day ceilings on benefits, a requirement that the participant pay a percentage of costs
(coinsurance), or arequirement that the participant pay a specific amount (deductible or copayment) before reimbursement
begins or services are rendered.

® Major medical limits are expressed only in terms of total benefits payable under the plan, rather than for individual
categories of care. Limits are set as deductibles, coinsurance percentages, and overall dollar limits on plan benefits.

¢ Does not include physician visits.

4 Includes only office physician visits.

¢ Detoxification is the systematic use of medication and other methods under medical supervision to reduce or eliminate
the effects of substance abuse.

T Rehabilitation is designed to alter abusive behavior in patients once they are free of acute physical and mental
complications.

Source: U.S. Department of Labor, Bureau of Labor Statistics. 1994. Employee Benefitsin Mediumand Large Private
Establishments, 1993. Bulletin 2456, Tables 55 and 57.
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EMPLOYER-BASED HEALTH INSURANCE COVERAGE FOR
MENTAL HEALTH AND SUBSTANCE ABUSE

In 1993, of the full-time employees in medium and large private establishments who have substance

abuse or mental health coverage, about 30 percent have no limit on inpatient detoxification for
alcohol abuse, 31 percent have no limit for inpatient detoxification for drug abuse, and 16 percent
have no limit on inpatient mental health treatment.

services, while 66 percent have dollar limits on outpatient services.

Per centage of Full-Time Employees with Substance Abuse

and Mental Health M edical Benefits by Extent of Coverage, 1993

About 55 percent of full-time employees with mental health benefits have day limits on inpatient

Less than 10 percent of full-time employees with substance abuse benefits have copayments.

Al cohol Abuse Drug Abuse Mental Health
| npati ent | npati ent
Qut - Qut - I n- Qut -
Type of Pati ent [ Det oxi - Rehabi - Patient [Pati ent Pa-
Cover age Det oxi - Rehabi - fication litation tient
fication litation
No limts 30% 10% 11% 31% 10% 11% 16% 4%
Subj ect to 70 90 89 69 90 89 84 96
separate
limts
Days 50 66 47 48 65 46 55 43
Dol | ars 36 46 55 36 47 55 47 66
Coi nsur anc 12 16 37 12 16 38 15 53
e
Copaynent 3 5 9 3 5 9 4 18

* Detoxification is the systematic use of medication and other methods under medical supervision to reduce or eliminate
the effects of substance abuse. Rehabilitation is designed to alter abusive behavior in patients once they are free of acute
physical and mental complications. Inpt is inpatient, Outpt is outpatient.

Source: U.S. Department of Labor, Bureau of Labor Statistics. 1994. Employee Benefitsin Medium and Large Private

Establishments, 1993. Bulletin 2456, Tables 90, 94, and 95.
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CLIENTS IN MENTAL HEALTH AND SUBSTANCE ABUSE TREATMENT

According to the latest 1-day census of mental health treatment providers (1990), about
3.5 million clients were in specialty mental health treatment on a given day.

In 1994, there were almost 1 million clients in substance abuse treatment on a given day,
according to the 1-day census of substance abuse treatment providers.

One-Day Census of Clients (in 1,000s) in Specialty Mental Health and
Substance Abuse Treatment Facilities

Specialty Treatnent Facility Nunber of Cients

Mental health (1990) 3, 465
Subst ance abuse (1994) 944

Source: SAMHSA, Center for Mental Health Services and Office of Applied Studies. SAMHSA treatment services data
are collected separately for specialty mental health (MH) and specialty substance abuse (SA) treatment providers. Some
providers report to both systems, and some clients may be reported twice. Reporting providers can be central
administrative agencies, treatment locations, or different units at the same location. MH client data come from Center for
Mental Health Services. 1996. Mental Health, United States, 1996. Manderscheid RW, Sonnenschein MA, eds. DHHS
Publ. No. (SMA)96-3098. Washington, DC: U.S. Government Printing Office. About 5,300 organizations reported to
the 1990 inventory. Data are reported or imputed for all providers specializing in MH treatment that can be identified by
the States and by provider associations. The 1-day census of SA providers is based on the National Drug and Alcoholism
Treatment Unit Survey. Estimates represent the number of clients in treatment on a single day (October 1, 1994) and are
adjusted to account for provider- and item-level nonresponse. About 11,700 public and private SA specialty treatment
providers were identified by the States and Federal agencies in 1994.
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MENTAL HEALTH AND SUBSTANCE ABUSE TREATMENT
ANNUAL ADMISSIONS AND ONE-DAY CLIENT CENSUS BY TYPE OF CARE

More admissions were to ambulatory treatment than 24-hour care in facilities specializing in
mental health and substance abuse treatment, whether measured by annual admissions or one-day
census.

In 1990 and 1992, there were over 3 million admissions to ambulatory mental health treatment
facilities.

In 1995, there were over 800,000 admissions to ambulatory substance abuse treatment facilities.

Annual Admissions and One-Day Client Censusin Specialty Mental Health
and Substance Abuse Treatment Facilities, by Type of Care

Annual Adnmissions® (in 1,000s) | One-Day Census® (in 1,000s)
Mental Health Subst ance Mental Health Subst ance
Type of Care® (1992) Abuse (1995) (1990) Abuse (1995)
Tot al 5, 256 1, 327 3,284 1, 009
24- hour 2,092 489 228 145
Anbul at ory 3,164 838 3, 056 864

* A client can be counted more than once if he or she is admitted more than once in a year.
® One-day census clients are counted only once.
¢ 24-hour care includes inpatient and residential care; ambulatory includes outpatient and partial care.

Source: SAMHSA, Center for Mental Health Services (CMHS) and Office of Applied Studies (OAS). SAMHSA
treatment services data are collected separately for specialty mental health (MH) and specialty substance abuse (SA)
treatment providers. Some providers report to both systems, and some clients may be reported twice. Reporting providers
can be central administrative agencies, treatment locations, or different units at the same location. MH client data are from
CMHS. 1996. Mental Health, United States, 1996. The 1990 inventory includes data from 5,300 providers; the 1992,
about 5,500 (1992 data are preliminary). Data are reported or imputed for all providers that can be identified by States
and provider associations. SA treatment annual admissions data are from OAS. 1997. National Admissionsto Substance
AbuseTreatment Services: TheTreatment Episode Data Set (TEDS) 1992-95, Table 11. This report includes data reported
through November 5, 1996. TEDS collects data on admissions to SA treatment providers that receive public funds; about
90 percent of TEDS administrative-eligible admissions are reported, representing about 75 percent of admissions to all
known SA treatment centers. Data are included for all States and jurisdictions reporting in 1995. Admissions for which
no primary substance was reported, transfer admissions, and codependents are excluded. The one-day census of SA
providers is from OAS. 1997. Uniform Facility Data Set (UFDS): Data for 1995 and 1980-1995, Table 7. Estimates
of clients represent the number of clients in treatment on a single day, October 2, 1995. Surveys were mailed to 12,674
specialty SA treatment providers that were identified by States and Federal agencies. Private and public providers were
included, and about 83 percent received public funds. The response rate was 87 percent (10,746 providers); estimates are
adjusted to account for item-level nonresponse. Data for individual jurisdictions exclude treatment providers operated
by or under contract to Federal agencies or tribal governments.
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USE OF PROFESSIONAL SERVICES BY CLIENTS WITH
SUBSTANCE ABUSE AND MENTAL DISORDERS

About 21 percent of people diagnosed with a substance abuse or mental disorder received
professional care during the past year in 1991.

About 7 percent of the people who used professional help did not have conditions severe enough
to receive a mental health or substance abuse diagnosis.

Ahigher percentage of people who have three or more diagnoses use professional help than those
who have fewer than three.

Clients’ Use of Treatment Services During a 12-Month Period
by Number of Substance Abuse and Mental Disorders, 1991

No Any 3 or Mre
Provi der Specialty Di sorder Di sorder Di sorders
Any prof essional hel p? 7.0% 20. 9% 34. 2%
Mental health 2.7 11.5 22.5
speci al ty®
Subst ance abuse 0.1 4.0 8.6
facility"®

* Any professional help indicates any professional hospitalization or outpatient treatment by a mental health specialist,
physician, social worker, counselor, nurse, or other health professional, including treatment in a substance abuse facility.

® Mental health specialty indicates hospitalization or outpatient treatment by a psychiatrist or psychologist or treatment
in a mental health facility.

¢ Substance abuse facility indicates hospitalization for drug or alcohol problems, treatment in a drug or alcohol outpatient
clinic or drop-in center, or a program for people with emotional problems with alcohol or drugs.

Source: Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen H-U, Dendler KS. 1994.
“Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States.” Archives of General
Psychiatry 51:8-19, Table 4. These estimates are from the National Comorbidity Survey (NCS). The survey was based
on interviews administered to a probability sample of the noninstitutionalized U.S. civilian population. The NCS sample
consisted of 8,098 respondents, age 15 to 54 years. This survey was conducted from September 1990 to February 1992.
DSM-III-R criteria were used as the basis for assessing disorders in the general population. A random sample of initial
nonrespondents was contacted further and received a financial incentive to participate. A nonresponse weight was used
to adjust for the higher rates of substance abuse and mental disorders found in the sample of initial nonresponders. The
Composite International Diagnostic Interview was modified to eliminate rare diagnoses in the age group studied and to
add probes to improve understanding and motivation.
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ILLICIT DRUG USE TREATMENT NEED BY STATE

An estimated 3 percent of Americans age 12 and older needed treatment for illicit drug use
between 1991 and 1993. Across 26 selected States, rates ranged from 2 to 4 percent.

Among the 26 States for which estimates were produced, the States with the highest rates of
treatment need for illicit drugs from 1991 to 1993 were California, Georgia, and Oklahoma (4
percenteach).

The States with the lowest rates of treatment need for illicit drugs from 1991 to 1993 were
Indiana, New Jersey, Tennessee, and South Carolina (2 percent each).

Estimated Population, Age 12 and Older Needing Treatment
for Illicit Drug Usein the Past Year in Selected States, 1991-1993

State Nunber  Percent State Nunber  Percent
Total U S. 5, 877 2. 9%
North East Region North Central Region
New Jer sey 131 2.0 Il1linois 218 2.3%
New Yor k 367 2.5 I ndi ana 91 2.0
Pennsyl vani a 217 2.2 Kansas 55 2.7
M chi gan 232 3.1
Sout h Regi on M nnesot a 78 2.2
Fl ori da 277 2.5 M ssouri 138 3.3
Georgi a 206 2.8 Ohi o 229 2.6
Kent ucky 69 2.3 W sconsi n 97 2.4
Loui si ana 94 2.8
North Carolina 136 2.4 West  Regi on
Okl ahoma 97 3.8 California 1, 029 4.2
South Carolina 63 2.1 New Mexi co 40 3.3
Tennessee 86 2.1 Oregon 53 2.2
Texas 421 3.1 Washi ngt on 145 3.6
Virginia 152 2.9
West Virginia 32 2.2

Source: SAMHSA, Office of Applied Studies. 1996. Substance Abusein Statesand Metropolitan Areas: Model Based
Estimatesfromthe 1991-93 National Household Survey on Drug Abuse, Summary Report, pp. 87, 90. The estimates were
developed from data collected in the National Household Survey on Drug Abuse (NHSDA) for the years 1991-93
combined with local area indicators that were found to be associated with substance abuse. The local area indicators
include variables such as drug-related arrests, alcohol-related death rates, and block-group level characteristics from the
1990 census. The estimates use a consistent methodology across States and MSAs and are constructed so that they sum
to national estimates produced by the NHSDA. The small area estimation methodology used employs logistic regression
models that combine the NHSDA data with local area indicators. In general, estimates for the larger States and MSAs are
better than those for smaller places.
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ILLICIT DRUG USE TREATMENT NEED
BY METROPOLITAN STATISTICAL AREA

From 1991 to 1993, the rate of Americans age 12 and older who needed treatment for illicit drug
use ranged from 2 to 5 percent across 25 metropolitan statistical areas.

The metropolitan statistical areas with the highest rates of treatment need for illicit drugs from
1991 to 1993 were Oakland (5 percent), Atlanta (5 percent), and Anaheim-Santa Ana (4
percent).

The metropolitan statistical areas with the lowest rates of treatment need for illicit drugs from
1991 to 1993 were Nassau-Suffolk, Newark, and Tampa - St. Petersburg (2 percent each).

Estimated Population, Age 12 and Older Needing Treatment
for Illicit Drug Usein the Past Year by Metropolitan Statistical Area, 1991-1993

Met ropol i t an Nurber Met r opol i tan Nurmber
Statistical Area (1,000s) Percent Statistical Area (1,000s) Percent
Nassau- Suf f ol k,
Anahei m Santa Ana, CA 89 4. 5% NY 41 1.9%
Atlanta, GA 117 4.8 Newar k, NJ 28 1.9
Baltinore, MD 45 2.3 New York, NY 177 2.5
Bost on, MA 122 3.9 Qakl and, CA 90 5.2
Phi | adel phi a,
Chicago, IL 137 2.8 PA- NJ 121 3.0
Dal |l as, TX 52 2.5 Phoeni x, AZ 56 3.1
Denver, CC 52 3.8 San Antonio, TX 30 2.9
San Ber nar di no,
Detroit, M 129 3.6 CA 81 3.8
El Paso, TX 11 2.5 San Di ego, CA 67 3.2
Houst on, TX 103 3.9 St. Louis, MOIL 55 2.8
Los Angel es, CA 288 4.0 Tanpa-
St. Petersburg,
M ami - Hi al eah, FL 35 2.2 FL 38 2.1
M nneapol i s-
St. Paul, M 49 2.4 Washi ngton, DC 89 2.7

Source: SAMHSA, Office of Applied Studies. 1996. Substance Abusein Statesand Metropolitan Areas. Model Based
Estimates fromthe 1991-93 National Household Survey on Drug Abuse, Summary Report, pp. 87, 90. The estimates were
developed from data collected in the National Household Survey on Drug Abuse (NHSDA) for the years 1991-93
combined with local area indicators that were found to be associated with substance abuse. The local area indicators
include variables such as drug-related arrests, alcohol-related death rates, and block-group level characteristics from the
1990 census. The estimates use a consistent methodology across States and MSAs and are constructed so that they sum
to national estimates produced by NHSDA sample sizes. The small area estimation methodology used employs logistic
regression models that combine the NHSDA data with local area indicators. In general, estimates for the larger States and
MSAs are better than those for smaller places.
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PRIMARY PREVENTION FUNDING SOURCES

Single State Agency (SSA) substance abuse primary prevention initiatives are supported primarily
by Federal and State dollars.

In Fiscal Year (FY) 1994, total national funding for SSA primary prevention activities was
$445.2 million.

Fiscal data provided by States indicate that the Federal Substance Abuse Preventionand Treatment
(SAPT) Block Grant set-aside comprises over 50 percent of public funds allocated for primary
prevention.

Single State Agency Substance Abuse Primary Prevention* Funding
by Source, Fiscal Year 1994

Fundi ng Source Dol I ar Anount Per cent
Tot al $445, 225, 599 100. 0%
SAPT Bl ock G ant** 236, 952, 898 53.2
State 146, 543, 382 32.9
O her Federal 61, 003, 856 13. 7
Local and O her 725, 463 0.2

*The allocation for Primary Prevention is defined by Congress for the Substance Abuse Prevention and Treatment (SAPT)
Block Grant as follows: Block Grant recipients "will expend not less than 20% for programs for individuals who do not
require treatment for substance abuse...." The previous Block Grant allowed early intervention activities to count against
the prevention set-aside, while the current one in effect states that early intervention (treatment) activities should not be
charged to the primary prevention set-aside.

**The total funding is greater than the expenditures presented for the Substance Abuse Prevention and Treatment (SAPT)
Block Grant Primary Prevention Strategies due to two States not providing the information on the six strategies and some
other States not reconciling the totals on Form 4 with the Primary Prevention Expenditures Checklist.

Source: SAMHSA's Center for Substance Abuse Prevention and Center for Substance Abuse Treatment, Performance
Partnership Program Branch. Uniform Block Grant Application System (FY 1994) National Aggregate Data, Expenditures
on Primary Prevention by Strategy, Form 04. InFY 1994, all 60 States and territories reported that were eligible to report.
Alabama, American Samoa, Florida, Hawaii, Louisiana, Micronesia, Mississippi, Montana, and West Virginia reported
no Other Federal, State, or Local and Other funding/expenditures for FY 1994.
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PRIMARY PREVENTION EXPENDITURES

In Fiscal Year 1994, Single State Agencies (SSAs) allocated their prevention dollars across six
major categories of primary prevention strategies and for Section 1926 Tobacco (Synar
Amendment) implementation

Most of the primary prevention dollars from the Substance Abuse Prevention and Treatment
(SAPT) Block Grant were allocated for education and information dissemination programs.

Single State Agencies’ SAPT Block Grant Expenditures
by Primary Prevention* Strategy, Fiscal Year 1994

Primry Dol | ar

Prevention Strategy*** Anmount Per cent
Total Expenditures** $220, 804, 731 100. 0%
Educati on 72,729, 233 32.9
I nformati on

Di ssem nati on 44,534, 262 20. 2
Probl em ldentification

and Referral 33,420, 174 15.1
Communi t y- Based Process 30, 974, 639 14.0
Al ternatives 19, 206, 728 8.7
Envi r onnent al 11, 769, 851 5.3
O her 7,975, 790 3.6
Section 1926BTobacco 194, 054 0.1

*Primary prevention does not include early intervention (treatment) activities.

**Percentages do not sum to 100 due to rounding. The total expenditures presented for the Substance Abuse Prevention
and Treatment (SAPT) Block Grant Primary Prevention Strategies are less than the total funding due to two States not
providing the information on the six strategies and some other States not reconciling the totals on Form 4 with the Primary
Prevention Expenditures Checklist.

*** Education strategy builds skills through structured learning processes; Information Dissemination strategy
provides knowledge, increases awareness of the nature of substance abuse, and increases awareness of available prevention
and treatment programs and services; Problem |dentification and Referral strategy aims at identifying first users of
illicit drugs to assess whether their drug using behavior can be reversed through education; Community-Based Process
strategy provides ongoing networking activities and technical assistance to community groups or agencies; Alter natives
strategy provides participation in activities that exclude alcohol and other drugs; Environmental strategy establishes
or changes written and unwritten community standards, codes, and attitudes, thereby influencing alcohol and other drug
use by the general population; and Other strategy includes any other strategies not described above. Section
1926-Tobacco is for costs associated with the development and conduct of random, unannounced tobacco inspections.
Source: SAMHSA's Center for Substance Abuse Prevention and Center for Substance Abuse Treatment, Performance
Partnership Program Branch. Uniform Block Grant Application System (FY 1994) National Aggregate Data, Expenditures
on Primary Prevention by Strategy, Form 04. InFY 1994, all 60 States and territories reported that were eligible to report.
Arizona and Michigan did not report SAPT Block Grant expenditures for FY 1994.
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PRIMARY PREVENTION PLANNED EXPENDITURES

InFY 1997, Single State Agencies (SSAs) planned to continue allocating the largest proportion of
their Substance Abuse Prevention and Treatment (SAPT) Block Grant prevention dollars to
education initiatives (35 percent) and information dissemination (20 percent).

About 14 percent of the FY 1997 expenditures were intended for strategies that focused on
community-based process, which includes the community’s delivery of primary prevention services
for alcohol and drug problems.

Single State Agencies’ Projected SAPT Block Grant Expenditures
by Primary Prevention Strategy* and for Section 1926 Tobacco (Synar Amendment)
Implementation, Fiscal Year 1997

Pri mary

Prevention Strategy** Dol | ar Anount Per cent
Tot al $244, 462, 874 100. 0%
Educati on 84, 263, 910 34.5
Information Dissem nation 49, 882, 535 20. 4
Conmruni t y- Based Process 34,041, 548 13.9
Probl em I dentification and Referral 32,321, 503 13.2
Al ternatives 24,578, 975 10. 1
Envi ronment al 13,779, 516 5.6
O her 4,203, 746 1.7
Section 1926—Fobacco 1, 391, 141 0.6

*Primary prevention does not include early intervention (treatment) activities.

**Education strategy builds skills through structured learning processes; | nfor mation Dissemination strategy provides
knowledge, increases awareness of the nature of substance abuse, and increases awareness of available prevention and
treatment programs and services; Problem Identification and Referral strategy aims at identifying first users of illicit
drugs to assess whether their drug using behavior can be reversed through education, Community-Based Process
strategy provides ongoing networking activities and technical assistance to community groups or agencies; Alter natives
strategy provides participation in activities that exclude alcohol and other drugs; Environmental strategy establishes
or changes written and unwritten community standards, codes, and attitudes, thereby influencing alcohol and other drug
use by the general population; and Other strategy includes any other strategies not described above. Section
1926-Tobacco is for costs associated with the development and conduct of random, unannounced tobacco inspections.
Source: SAMHSA's Center for Substance Abuse Prevention and Center for Substance Abuse Treatment, Performance
Partnership Program Branch. Uniform Block Grant Application System (FY 1997) National Aggregate Data, Projected
Expenditures on Primary Prevention by Strategy, Form 11. In FY 1997, all 60 States and territories reported that were
eligible to report. Arizona did not report any projected SAPT Block Grant expenditures for FY 1997.
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FEDERAL SPENDING FOR DRUG CONTROL

Since 1981, the amount of Federal spending on drug control has steadily increased.

Resources for domestic law enforcement have comprised the largest proportion of the national drug
control budget since 1985.

In 1997, the budget for domestic law enforcement (7.8 billion dollars) comprised 52 percent of the
requested total National Drug Control Budget.

Federal Spending for Drug Control (in Millions) by Function
Fiscal Years 1981 to 1997

Domesti c Inter-
Dermand Law nat i onal I nterdiction
Fi scal Year Tot al Reducti on Enforcenent Efforts
1981 $1, 532 $677 $416 $90 $350
1982 1,719 672 475 113 458
1983 1,997 748 663 113 474
1984 2,363 792 738 127 707
1985 2,751 865 934 145 807
1986 2,881 880 1,074 183 744
1987 4,792 1,429 1, 745 268 1,351
1988 4,708 1, 505 1,993 262 948
1989 6, 664 2,104 2,761 357 1,441
1990 9, 759 3,205 4,238 565 1,752
1991 10, 958 3, 807 4, 386 738 2,028
1992 11,910 4,248 4,943 759 1, 960
1993 12,171 4, 306 5, 680 674 1,511
1994 12,184 4,516 5,735 621 1,312
1995 13, 251 4,793 6, 545 632 1,280
1996 13,784 4,679 7,105 660 1,339
1997 15, 064 5, 060 7,791 776 1, 437

* 1996 figures are estimated, and 1997 amounts were the President’s request. Demand Reduction includes resources for
drug treatment, prevention, education, and research; Domestic Law Enforcement includes resources for investigations,
prosecutions, corrections, State and local law enforcement assistance, regulatory and compliance programs, and other law
enforcement efforts related to drug control; International includes resources for intelligence activities in addition to
international drug programs; and Interdiction includes resources to stop the flow of drugs in source and transit nations
and along the U.S. border. Numbers may not sum to totals due to rounding.

Source: Executive Office ofthe President, Office of National Drug Control Policy (ONDCP). 1996. TheNational Drug
Control Strategy, 1996: Program, Resources and Evaluation. Washington, DC: ONDCP, pp. 312-19.
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COST-EFFECTIVENESS OF COCAINE CONTROL POLICIES

An analysis of alternative cocaine control programs to reduce either consumption or the number of

users by one percent found that the most cost-effective alternative was treatment of heavy users.

To reduce the total U.S. cocaine consumption by one percent, increasing domestic enforcement

would cost seven times as much as treatment; increasing interdiction would cost ten times as much
astreatment, and increasing source country control would cost over 20 times as much as treatment.

Thus, a more cost-effective cocaine control policy would be to reduce the budget for supply

reduction efforts by 25 percent and to use part of that savings to treat more of the heavy users.

Comparison of Alternative Composite Cocaine-Control Strategies**

Evaluation Criterion

Soci al
Cost * Savi ngs
Consunp- Pl us over
Tot al tion Soci al Cont r ol Current
. Cont r ol Nurber (metric Cost s* Cost s Pol i cy

| ntervention (billions |of Users tons per |(billion |(billion | (billion
Strategy per year) | (millions) year) per year) | per year) | per year)
Current $13.0 7.06 314 $29.0 $42.0 L
policy
Strategy A
Reduce supply 10.0 7.28 344 30.0 40.0 $2.0
control by 25%
Strategy B:
Doubl e 10.9 7.06 294 25.8 36.7 5.3
treat ment
budget
Strategy C
100% t r eat ment 12.7 6. 67 211 19.0 31.7 10.3
Strategy D:
Restore supply 15.6 6.42 188 18.3 39.9 8.1
control

*Social costs include the estimated cost of crime and lost productivity due to cocaine use.

**Strategy A cuts all three supply-control program budgets by 25 percent. Strategy B spends one third of the supply-
control savings on doubling the current treatment budget. Strategy C spends nearly all the supply control savings to treat
100 percent of the heavy users each year. Strategy D treats 100 percent of the heavy users each year with no cut in the
supply-control budget. Estimates are annualized values over 15 projection years using a 4 percent real discount rate.

Source: Rydell CP & Everingham SS (1994): Controlling Cocaine: Supply Versus Demand Programs. RAND Drug
Policy Research Center. This model-based policy analysis of alternative methods of controlling U.S. cocaine use
examined the relative cost-effectiveness of four types of interventions: (1) source-country control, (2) interdiction, (3)
domestic enforcement of laws prohibiting drug dealing, and (4) treatment of heavy users. = When producing the
effectiveness estimates for the supply control programs, the study assumed that a one percent increase in price results in
a0.5 percent decrease in cocaine consumption. Cost effectiveness estimates of treatment are based on studies of treatment
effectiveness that show that 80 percent of the users do not use the drug while in treatment and about 13 percent of the
users do not return to heavy use after treatment.
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DRUG PREVENTION PROGRAM - IMPACT ON DRUG USE

A recent national evaluation of a youth gang drug prevention program found that participants not
only reduced their drug use but also their involvement in selling drugs.

After program participation, the high risk youth’s use ofalcohol or other drugs was cutin half while
their comparison group of nonparticipants showed little change.

The percent of participants who sold drugs was cut drastically after the program participation from
17 percent to 3 percent.

Per cent of Prevention Program Participants and NonParticipants
Reporting Drug Use Behavior s

Time 1 Time 2

Non Non
Subst ance Abuse Partici pants Participants | Participants Participants
Behavi or

(N=258) (N=262) (N=255) (N=260)

Any Al cohol / drugs 43% 39% 21% 36%
Used 3 or nore 14 13 4 13
Dr ugs
Beer or Wne 42 36 18 33
Hard Li quor 18 16 7 16
Mar i j uana/ Hashi sh 23 20 8 19
LSD/ Hal | uci nogens 4 5 1 7
Sol d Drugs 17 10 3 9

Time 1: for participants was prior to program participation; for nonparticipants was one year prior to interview.
Time 2: for participants was after program participation; for nonparticipants was current period.

Source: Cohen M, Williams K, and Bekelman A, & Crosse S. 1994. National Evaluation of the Youth Gang Drug
Prevention Program. Development Services Group, Bethesda, MD. The evaluation was conducted for the Administration
on Children, Youth and Families, Department of Health and Human Services. Both prevention program participants and
the comparison groups were composed of adolescents age 10-18 and considered high risk for gang and drug involvement
because of school problems, low income and/or single parent families, lack of a support system and delinquency.
Participants had been actively involved in long-term community based consortium program activities for 6 months or more
or had completed 75 percent or more of shorter, fixed length program projects. Nonparticipants had either not participated
in the program or had participated less than a month or less than 25 percent of the shorter projects. Selfreported data were
collected by interview with 261 participants in 13 different consortium prevention programs and with 267 nonparticipants.
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SUBSTANCE ABUSE PREVENTION -- ALCOHOL

Prevention programs focus on reducing or eliminating the risk factors that promote substance use
and on adding, increasing or enhancing the protective factors that prevent or delay substance use.

A Six-State Consortium Prevention Study found that the greater the number of risk factors, the more
likely that students drank in the past 30 days.

Within each level of risk exposure, the more protectivefactors students had, however, the less likely
they were to drink in the past 30 days. Among the students with 4 to 5 risk factors that predispose
them to substance use, for example, 51 percent of those with no more than one protective factor
drank in the past 30 days compared with only 28 percent of those with 4 to 5 protective factors.

Per cent of Students Who Drank Alcohol in the Past 30 Days
by the Number of Both Protective and Risk Factorsfor Substance Abuse
Six-State Consortium Prevention Study

Nunber of Risk Factors for Substance Abuse

Nunber of

Protective Factors 0-1 2-3 4-5 6-7 8-9 9+
0-1 17% 33% 51% 62% 72% 83%
2 -3 8 20 37 53 64 77
4 - 5 4 13 28

6 - 7 4 10

8 -9 2

Source: Hawkins JD, Arthur MW, Catalano RF. 1997. Sx State Consortiumfor Prevention Needs Assessment Sudies:
Alcohol and Other Drugs -- Final Report. Submitted to SAMHSA's Center for Substance Abuse Prevention (CSAP).
The analysis provided here is based on a stratified random sample of public and private schools in Kansas, Maine, Oregon,
South Carolina, and Washington State. Classrooms of students in grades 6 to 12 were selected; 89,698 students
completed the questionnaire. The major risk factors studied that predict or predispose persons to drug abuse included
availability of drugs and handguns; favorable drug attitudes by family, friends, and the community; and the student's
feelings of alienation and rebelliousness. The protective factors studied included social skills, pro-social beliefs, as well
as opportunities and rewards for conventional involvement in school, family, and community activities.
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SUBSTANCE ABUSE PREVENTION -- MARIJUANA

A Six-State Consortium Prevention Study found thatrisk factors that predict or predispose persons
to drug abuse (such as availability of drugs and handguns; favorable drug attitudes by family,
friends, and the community; feelings of alienation and rebelliousness) are also risk factors for such
related problems as violence, delinquency, and school failure.

The more risk factors students have, the more likely the students used marijuana in the last 30 days
and had related problems.

Within each level of risk exposure, students with more protective factors had lower rates of
marijuana use in the past 30 days.

Per cent of Students Who Used Marijuanain the Past 30 Days
by the Number of Both Protective and Risk Factorsfor Substance Abuse
Six-State Consortium Prevention Study

Nunber of Ri sk Factors for Substance Abuse

Nunber of

Protective Factors 0-1 2-3 4-5 6-7 8-9 9+
0-1 1% 4% 11% 22% 33% 53%
2 -3 * 2 8 17 29 47
4 - 5 * 1 5
6 - 7 *
8 -9 *

*Less than 0.02%

Source: Hawkins JD, Arthur MW, Catalano RF. 1997. Sx State Consortiumfor Prevention Needs Assessment Sudies:
Alcohol and Other Drugs -- Final Report. Submitted to SAMHSA's Center for Substance Abuse Prevention (CSAP).
The analysis provided here is based on a stratified random sample of public and private schools in Kansas, Maine, Oregon,
South Carolina, and Washington State. Classrooms of students in grades 6 to 12 were selected; 89,698 students
completed the questionnaire. The major risk factors studied that predict or predispose persons to drug abuse included
availability of drugs and handguns; favorable drug attitudes by family, friends, and the community; and the student's
feelings of alienation and rebelliousness. The protective factors studied included social skills, pro-social beliefs, as well
as opportunities and rewards for conventional involvement in school, family, and community activities.
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SUBSTANCE ABUSE PREVENTION -- OTHER ILLICIT DRUGS

A Six-State Consortium Prevention Study documented the importance of protective factors in
delaying or preventing substance use. Such protective factors included social skills, pro-social
beliefs, as well as opportunities and rewards for conventional involvement in school, family, and
community activities.

Atalllevels ofrisk factors except the very highest, the more protective factors students had, the less
likely they were to use other illicit drugs in the last 30 days and have related problems.

Per cent of Students Who Used Drugs Other Than Alcohol or Marijuanain the Past 30 Days
by the Number of Both Protective and Risk Factorsfor Substance Abuse
Six-State Consortium Prevention Study

Nunmber of Risk Factors for Substance Abuse

Nunber of

Protective Factors 0-1 2-3 4-5 6-8 9+
0-1 2% 5% 11% 18% 38%
2 - 3 1 3 7 13 33
4 - 5 1 2 6 6 35
6 - 8 1 1 4

Source: Hawkins JD, Arthur MW, Catalano RF. 1997. Sx State Consortiumfor Prevention Needs Assessment Studies:
Alcohol and Other Drugs -- Final Report. Submitted to SAMHSA's Center for Substance Abuse Prevention (CSAP).
The analysis provided here is based on a stratified random sample of public and private schools in Kansas, Maine, Oregon,
South Carolina, and Washington State. Classrooms of students in grades 6 to 12 were selected; 89,698 students
completed the questionnaire. The major risk factors studied that predict or predispose persons to drug abuse included
availability of drugs and handguns; favorable drug attitudes by family, friends, and the community; and the student's
feelings of alienation and rebelliousness. The protective factors studied included social skills, pro-social beliefs, as well
as opportunities and rewards for conventional involvement in school, family, and community activities.
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MARIJUANA USE -- RISK FACTORS

When youth are exposed to a drug user, they are more likely to use an illicit drug, especially if the
drug user is an adult they know or a best friend.

A Six-State Consortium Prevention Study found that the risk of being a current marijuana user
increased three times with knowing justone adult who is a drug user and increased seven times with
having just one drug using best friend.

Among Oregon 8th graders, almost half of the students were current marijuana users who had four
or more drug using best friends or who knew five or more drug using adults

Per cent of Oregon Studentsin Grade 8 Who Report Using Marijuanain the Past 30 Days
by Number of Drug Using Best Friends and Drug Using Adults Known

Nunber of
Drug Users Known Adul ts Best Friends
None 3% 1%
One 10% 7%
Two 17% 19%
Thr ee -- 39%
3-4 29% --
Four - - 57%
Five 47% --

Source: Hawkins JD, Arthur MW, Catalano RF. 1997. Sx Sate Consortiumfor Prevention Needs Assessment Studies:
Alcohol and Other Drugs-- Final Report. Submitted to SAMHSA's Center for Substance Abuse Prevention (CSAP). The
analysis provided here are from a statewide probability sample of Oregon public school students in grades 6, 8 and 11.
There were 131 participating schools and 11,564 participating students. The response rate was 86%. Data were collected
during a 50 minute class period in the Spring, 1994. A school based self report instrument was developed and extensively
evaluated to measure a comprehensive range of risk and protective factors and related problem behaviors. The major risk
factors studied that predict or predispose persons to drug abuse included availability of drugs and handguns; favorable drug
attitudes by family, friends, and the community; and the student's feelings of alienation and rebelliousness. The protective
factors studied included social skills, pro-social beliefs, as well as opportunities and rewards for conventional involvement
in school, family, and community activities.
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MARIJUANA USE -- RISK FACTORS

Students who reporting that their parents thought drug use for their age group was very wrong were
less likely to use marijuana currently than those whose parents did not think drug use was wrong.

Among Oregon 8th graders, students whose parents thought drug use was not wrong were 9 times
more likely to be current marijuana users than students whose parents thought drug use was very
wrong.

Strong parental opposition was more important in deterring drug use than just considering drug use
wrong; students whose parents thought drug use was wrong were 4 times more likely to be current
marijuana users than students whose parents thought drug use was very wrong.

Percent of Oregon Studentsin Grade 8 Who Report Using Marijuanain the Past 30 Days
by Parental Attitudes About Drug Use by Someone Their Child's Age

How Wong Their Parents Think Percent of Students
Drug Use is Wien Used by Soneone Using Marijuana
the Age O Student In Past 30 Days

Very W ong 9%

W ong 35%

Little Bit Wong 56%

Not W ong 75%

Source: Hawkins JD, Arthur MW, Catalano RF. 1997. Sx State Consortiumfor Prevention Needs Assessment Sudies:
Alcohol and Other Drugs-- Final Report. Submitted to SAMHSA's Center for Substance Abuse Prevention (CSAP). The
analysis provided here are from a statewide probability sample of Oregon public school students in grades 6, 8 and 11.
There were 131 participating schools and 11,564 participating students. The response rate was 86%. Data were collected
during a 50 minute class period in the Spring, 1994. A school based self report instrument was developed and extensively
evaluated to measure a comprehensive range of risk and protective factors and related problem behaviors. The major risk
factors studied that predict or predispose persons to drug abuse included availability of drugs and handguns; favorable drug
attitudes by family, friends, and the community; and the student's feelings of alienation and rebelliousness. The protective
factors studied included social skills, pro-social beliefs, as well as opportunities and rewards for conventional involvement
in school, family, and community activities.
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FUNDING SOURCES FOR DRUG TREATMENT FACILITIES

Public subsidies account for 40 percent of revenues for facilities specializing in drug abuse treatment.

All public sources, including Medicaid and Medicare, account for over 50 percent of treatment funds.

Private insurance, including health maintenance organizations, provides 30 percent of revenues, while
client fees make up another 11 percent.

Payment Sourcesfor Drug Abuse Treatment Facilities, 1990

Per cent

of Tot al
Fundi ng Sour ce Revenue
Tot al 100%
Publ i c subsi dy 40
Private insurance
(not including HVOs) 26
Cient fees 11
Medi cai d 9
HVO paynent s 4
Public third party
(i ncludes Medicare) 4
O her 6

* HMOs are health maintenance organizations.

Source: Drug Services Research Survey (DSRS), Phase I. DSRS is a representative sample of over 1,125 drug treatment
providers. Facilities were drawn from a universe of providers identified by States and Federal agencies. Data were derived
from interviews with facility directors in 1990. The sample was stratified by four treatment modalities: hospital inpatient,
residential, outpatient drug free, and outpatient detoxification/drug maintenance. The overall response rate to the DSRS
was 82 percent. The data were weighted and adjusted for nonresponse by strata. The analysis used here was based on the
801 facilities that provided full information on funding sources.
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PRIMARY SOURCE OF PAYMENT FOR SUBSTANCE ABUSE TREATMENT

In 1990, methadone treatment clients were the least likely to have private insurance as the primary payor
for substance abuse treatment (6.3 percent), and hospital inpatients were the most likely to have treatment
paid by private insurance (47.9 percent).

About 10 percent of substance abuse clients inresidential care had private insurance as the primary source
of payment for treatment.

About 22 percent of clients in specialty substance abuse treatment facilities had public sources as the
primary payor for treatment, about 23 percent had private insurance as the primary payor, and 23 percent
were primarily self-pay.

Primary Sour ce of Payment for Substance Abuse Treatment
by Treatment Type, 1990

. Al Alcohol Hospital Residen- pa(tmite:nt
Primary Source clients only i npati ent tial drug-free Met hadone
Total ™™ 100. 0% 100. 0% 100. 0% 100. 0% 100. 0% 100. 0%
Public paynents 22.3 25.0 27.4 15.5 21.8 35.8
Sel f - pay 22.8 26. 6 3.5 26.0 30.3 30.8
Private insurance 22.9 18.9 47.9 9.7 27.3 6.3
O her / unknown 31.8 29.5 21.4 48.9 20.5 27.1

* Public payments include public subsidy, Medicaid, Medicare, other Federal sources, and Social Services. Private
insurance includes private health insurance and Health Maintenance Organizations or other prepaid plans.

** Total includes clients in all the other categories plus clients for which the treatment type was unknown and those having
a combination of treatment types.

ke

Total includes clients with other or unspecified payment categories.

Source: SAMHSA, Office of Applied Studies. 1992. Drug Services Research Survey (DSRS) Final Report: Phasell,
Table 36. DSRS Phase 11 is a representative sample of 2,200 drug abuse clients discharged from treatment during the 12-
month period ending August 31, 1990. Clients were drawn from a representative sample of 120 specialty substance abuse
facilities identified by States and Federal agencies. Data are derived from client record abstracts.
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MEDICAID INPATIENT SUBSTANCE ABUSE COSTS

In 1991, substance abuse directly or indirectly accounted for $4.2 billion of Medicaid spending for
hospital care.

About 19 percent of total Medicaid inpatient costs are for the direct treatment of substance abuse. The
bulk of the expenditures are for treating diseases and other health conditions related to the use of alcohol,
tobacco, and other drugs.

About 8 percent of Medicaid costs are for additional days of hospitalization for substance abusers
receiving treatment for other health conditions.

Medicaid Hospital Costs Related to Substance Abuse, 1991

Total Charges Per cent
Source of Costs ($1, 000s) of Tot al
Subst ance Abuse Tot al $4, 157, 445 100. 0%
Direct treatnent for Substance Abuse 776, 305 18.7
CGeneral hospitals - inpatient 538, 607 13.0
Psychiatric hospitals 237,698 5.7
Medi cal treatment for diseases or 3,044,572 73.2
Directly due to Substance Abuse 112,014 2.7
Subst ance Abuse is mmjor risk factor 2,932,558 70.5
Addi ti onal days required for patients with
secondary diagnosis of Substance Abuse 336, 558 8.1

Source: Merrill J, Fox K, Chang H. 1993. “Report 1: Medicaid Hospital Costs, July.” The Cost of Substance Abuseto
America’s Health Care System. Data are from the National Hospital Discharge Survey, 1991; Health Care Financing
Administration, Office of the Actuary, 1993 Medicaid Statistics.
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HEALTH INSURANCE, SUBSTANCE ABUSE TREATMENT,
AND FAMILY INCOME

In 1996, persons receiving substance abuse treatment were less likely to be insured than persons who
had not received treatment.

In 1996, more than four-fifths of persons in substance abuse treatment who had family incomes of
at least $40,000 had health insurance of some kind.

About 58 percent of persons who received alcohol abuse treatment and who had family incomes
between $10,000 and $19,999 had health insurance of some kind.

General Health Insurance Coverage by Y early Family Income
and Substance Abuse Treatment Status, 1996

In Al cohol Not in Al cohol In Drug Not in Drug
Tr eat ment Tr eat ment Tr eat nent Tr eat ment
Not Not Not
I nsure I nsure I nsure Not

Famly Incone Insured d I nsured d I nsured d I nsured I nsured
$0- $9, 999 46.0% 54.0% | 72.2% 27.8% | 53.6% 46.5% | 72.0% 28.0%
$10, 000-
$19, 999 58.4 41.7 73.2 26. 8 41.3 58.7 73.2 26. 8
$20, 000-
$29, 999 68.5 31.5 79.0 21.0 71.9 28.1 79.0 21.0
$30, 000-
$39, 999 66.5 33.5 87.3 12.7 66. 0 34.0 87.4 12. 6
$40, 000-
$49, 999 80.9 19.1 89.4 10.6 80.9 19.1 89.4 10.6
$50, 000-
$74,999 86.0 14.0 94. 8 5.2 83.0 17.0 94.8 5.2
$75, 000+ 87.3 12.7 95.1 4.9 88.1 12.0 95.1 4.9

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on Drug
Abuse. The 1996 survey employed a multistage area probability sample of 18,269 U.S. civilian noninstitutionalized persons
12 years and older interviewed from January through December 1996. The survey incorporated an oversampling of Blacks,
Hispanics, and young people.
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HEALTH INSURANCE COVERAGE FOR SUBSTANCE ABUSE
DETOXIFICATION TREATMENT

From 1982 to 1991, employers expanded their private health insurance coverage for inpatient
substance abuse detoxification treatment.

The percentage of employees covered for alcohol and drug abuse inpatient detoxification increased
from 50 percent or less of employees to over 95 percent of employees in medium and large
companies.

Per centage of Full-Time Employeesin Medium- and L arge-Establishment Medical Care Plans
Receiving Coverage for Inpatient Detoxification, 1982-1991

Al coho Dr ug

Year I Abuse
Abuse
1982 50% 37%
1983 53 43
1984 61 52
1985 68 61
1986 70 66
1988 80 74
1989 97 96
1991 97 96

Source: Kronson ME. 1991. “Substance Abuse Coverage Provided by Employer Medical Plans.” Monthly Labor Raview,
4-10. This article is based on data from the following source: U.S. Department of Labor, Bureau of Labor Statistics. 1991.
Employee Benefits in Medium and Large Private Establishments, 1991. Bulletin 2422, Table 39. Data are based on a
1991 survey of medium and large establishments (more than 100 employees) in private industry. The survey provides
representative data for 36 million employees in the Nation’s private, nonagricultural industries. There were 3,246
establishments in the survey. Four-fifths of full-time employees participated in medical care plans. The statistics on full-
time participants above refer to full-time employees whose establishments responded to the survey.

320 Substance Abuse and Mental Health Statistics




SUBSTANCE ABUSE STAFFING BY PROFESSION

In 1992, of the about 185,400 substance abuse treatment staff, about 59,000 were full-time
employees, and 126,300 were part-time employees.

About 62,200 of all substance abuse treatment staff were counselors.
Ofthe 36,100 physicians employed in these facilities, about 2,000 were full time and 34,100 were

part time.

Specialty Substance Abuse Facility Staff (in Thousands) by Profession, 1992

St af f Tot al Full Tinme Part Tine
Total direct care 185. 4 59.0 126. 3
staff

Physi ci ans 36.1 2.0 34.1
Nur ses 28. 2 5.8 22.5
Q her nedical staff 5.2 3.2 2.0
Psychol ogi sts 8.0 2.6 5.4
Soci al workers 13.3 4.9 8.4
Counsel ors 62.2 30.8 31.5
O her direct care 32.3 9.8 22.5

staff

Source: SAMHSA, Office of Applied Studies. 1992 National Drug and Alcoholism Treatment Unit Survey. These
unpublished data reflect paid direct care staff who worked at any time during September 1992. Surveys were mailed to
about 12,000 specialty substance abuse treatment providers in the United States that were identified by the States and
Federal agencies. Both private and public providers were included. About 80 percent received public funds. Reporting
providers can be central administrative agencies, treatment locations, or different treatment units at the same location. The
response rate was 82 percent, with 9,307 providers completing the survey. A representative sample of the 2,009
nonrespondents was surveyed in order to make unbiased national estimates.
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SPECIALTY SUBSTANCE ABUSE TREATMENT BY TYPE OF CARE

Anestimated 90 percent of clients in treatment for alcohol only or for drugs only received treatment
in an ambulatory care facility.

An estimated 17 percent of clients in treatment for a combined alcohol and drug problem received
treatment in a 24-hour care residential/rehabilitation center.

One-Day Client Censusin Specialty Substance Abuse Treatment
by Typeof Care, 1995

Nunber (in thousands) | Percent by Substance Percent by Setting
Al c Drugs Al c Drugs Al ¢ Drugs
Total Only Only Both|Total Only Only Both |Total Only Only Both
Tot al 1,009 308 236 465 100 31 23 46 100 100 100 100
Anbul at ory 864 278 212 374 100 32 25 43 86 90 90 80
Qut pati ent 730 243 183 304 100 33 25 42 72 79 77 65
| nt ensi ve
out pati ent 115 31 19 64 100 27 17 56 11 10 8 14
Detoxi fica
tion 20 4 10 5 100 23 51 27 2 1 4 1
Det oxi fi ca-
tion (24-
hour care) 23 7 4 12 100 29 17 54 2 2 2 3
Free-
st andi ng
residenti al 13 3 2 7 100 26 19 56 1 1 1 2
Hospi t al
i npati ent 10 3 2 5 100 32 16 52 1 1 1 1
Resi denti al /
rehab. (24-
hour care) 122 23 20 79 100 19 17 64 12 7 9 17
Long term
(30+ days) 87 13 15 58 100 16 18 67 9 4 7 12
Short term
(<30 days) 21 6 3 13 100 26 15 59 2 2 1 3
Hospi tal ,
nondet ox 14 4 2 8 100 28 12 59 1 1 1 2
Met hadone 118 - - - - - - - 12 - - -
Drug-free 891 - - - - - - - 88 - - -

Source: SAMHSA, Office of Applied Studies. 1997. UniformFacility Data Set (UFDS): Datafor 1995 and 1980-1995,
Table 10. Estimates represent the number of clients in treatment on a single day, October 2, 1995. Surveys were mailed
to 12,674 specialty substance abuse treatment providers in the United States that were identified by the States and Federal
agencies. Both private and public providers were included. About 83 percent received public funds. Reporting providers
can be central administrative agencies, treatment locations, or different treatment units at the same location. The response
rate was 87 percent, with 10,746 providers completing the UFDS survey. Estimates are adjusted to account for item-level
nonresponse. Data for individual jurisdictions exclude treatment providers operated by or under contract to Federal
agencies or tribal governments. Numbers may not sum to totals due to rounding.
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SUBSTANCE ABUSE TREATMENT BY FACILITY AND TYPE OF CARE

Mental health and physical health services facilities had the largest proportion of ambulatory care
admissions for substance abuse treatment (about 90 and 88 percent, respectively), as compared to
other types of facilities.

Criminal justice facilities had the largest proportion of 24-hour admissions compared with other
types of facilities (25 percent).

One-Day Client Censusin Specialty Substance Abuse Treatment
by Facility and Type of Care, 1995

Nunber Per cent Per cent
(in 1,000s) by Facility Type by Type of Care

Setting/ Anbu- 24-
Servi ce 24-hr  Anbu- 24-hr lator hr Anmbu-
Orientation Tot al Care latory | Total Car e y Total Care latory
Tot al 1, 009 145 864 100 100 100 100 14 86
Freest andi ng
subst ance
abuse treat nent 460 71 388 46 49 45 100 16 84
Mental health

servi ces 255 26 230 25 18 27 100 10 90
Physi cal health
services 171 21 150 17 15 17 100 12 88
Cri m nal
justice system 92 23 68 9 16 8 100 25 75
Q her comunity
settings
and services 32 3 28 3 2 3 100 10 90

Notes: Freestanding substance abuse treatment includes facilities that provide no medical or mental health services other
than substance abuse treatment. Mental health settings and services include psychiatric and behavioral hospitals,
community mental health centers, and psychiatric and mental health counselors that directly provide a range of mental
health services in addition to substance abuse treatment. Physical health settings and services include hospitals, medical
centers, clinics, and HMOs that directly provide medical services in addition to substance abuse treatment. These facilities
may also provide mental health services. Criminal justice system includes correctional facilities; juvenile residential
facilities; community corrections facilities; probation, parole, and TASC programs; and DUI/DWI/DDP and domestic
violence programs. Other community settings and services include facilities that provide social services in addition to
substance abuse treatment. These include community, family, and human services and resources organizations; youth
centers; schools; Employee Assistance Programs; and charitable organizations.

Source: SAMHSA, Office of Applied Studies. 1997. UniformFacility Data Set (UFDS): Datafor 1995 and 1980-1995.
Estimates of clients represent the number of clients in treatment on a single day, October 2, 1995. Surveys were mailed
to 12,674 specialty substance abuse treatment providers in the United States that were identified by the States and Federal
agencies. Both private and public providers were included. About 83 percent received public funds. Reporting providers
can be central administrative agencies, treatment locations, or different treatment units at the same location. The response
rate was 87 percent, with 10,746 providers completing the UFDS survey. Estimates are adjusted to account for item-level
nonresponse. Data for individual jurisdictions exclude treatment providers operated by or under contract to Federal
agencies or tribal governments. U.S. population data are based on the U.S. Bureau of the Census public use files consistent
with estimates published in Current Population Reports, Series P-25, No. 1127. Numbers may not sum to totals due to
rounding.
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RATE OF INPATIENT AND RESIDENTIAL SUBSTANCE ABUSE
TREATMENT BY STATE

1 States with the highest rates include the District of Columbia, Alaska, Delaware, New Hampshire,
and New York. States with the lowest rates include Vermont, Indiana, and Idaho.

Inpatient and Residential One-Day Client Census
in Substance Abuse Treatment Facilities, Age 12 and Older, 1995

Rat e per Rat e per
State Clients 100,000 State Clients 100,000
Tot al 139, 983 64.7 M ssouri 2,637 59.7
Al abama 1,502 42. 4 Mont ana 222 30.8
Al aska 615 129.8 Nebr aska 1,033 76. 6
Ari zona 1,977 58. 2 Nevada 608 48.5
Ar kansas 832 40. 4 New Hanpshire 1, 095 115.2
California 15, 698 61.9 New Jer sey 3, 387 51.4
Col or ado 1,452 47.0 New Mexi co 1,043 77.1
Connecti cut 1,862 68. 4 New Yor k 17,182 114.5
Del awar e 743 124.8 North Carolina 1, 680 28.1
D. C 958 203. 7 Nort h Dakot a 283 53.1
Fl ori da 14, 685 123.9 Chio 5,474 59.1
Georgi a 2,322 39.3 Okl ahoma 1,951 72.1
Hawai i 427 43.9 Oregon 1,502 57.4
| daho 238 25.3 Pennsyl vani a 7,742 76. 4
Illinois 5,180 53.3 Rhode | sl and 502 60. 7
| ndi ana 1,191 24. 7 South Carolina 1, 207 39.6
| owa 1,028 43. 2 Sout h Dakot a 591 99.1
Kansas 898 42.6 Tennessee 1, 543 35.2
Kent ucky 1, 333 41.2 Texas 12,231 81.2
Loui si ana 2,421 68.5 Ut ah 1, 265 83.4
Mai ne 1,079 103. 4 Ver nont 96 19.7
Mar yl and 1,878 45.1 Virginia 3,872 70.1
Massachusetts 3,317 65. 2 Washi ngt on 2,286 51.0
M chi gan 3,264 41.5 West Virginia 652 41.6
M nnesot a 2,049 54.0 W sconsin 1,577 37.2
M ssi ssi ppi 1,170 53.1 Woni ng 203 51.3

Source: SAMHSA, Office of Applied Studies. 1997. UniformFacility Data Set (UFDS): Datafor 1995 and 1980-1995,
Table 10. Estimates of clients represent the number of clients in treatment on a single day, October 2, 1995. Surveys were
mailed to 12,674 specialty substance abuse treatment providers in the United States that were identified by the States and
Federal agencies. Both private and public providers were included. About 83 percent received public funds. Reporting
providers can be central administrative agencies, treatment locations, or different treatment units at the same location. The
response rate was 87 percent, with 10,746 providers completing the UFDS survey. Estimates are adjusted to account for
item-level nonresponse. Data for individual jurisdictions exclude treatment providers operated by or under contract to
Federal agencies or tribal governments. U.S. population data are based on the U.S. Bureau of the Census public use files
consistent with estimates published in Current Population Reports, Series P-25, No. 1127.
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LENGTH OF STAY IN SUBSTANCE ABUSE TREATMENT

In 1995, the overall average length of stay for an episode of substance abuse treatment was 5.4 months.

In general, the average length of stay for a substance abuse treatment episode was relatively shorter in
hospital inpatient facilities (6 weeks) than in outpatient drug-free facilities (7.2 months).

The average length of stay in methadone maintenance treatment facilities was almost 14 months.

Average Length of Stay (in Months) in Substance Abuse Treatment
by Facility Typeand Primary Substance, 1995

Tot al Al cohol Only [llicit Drug

Facility Type Avg. 95% Cl ™ Avg. 95% Cl Avg. 95% Cl
Tot al 5.4 | (5.3 - 5.6) |4.8 [(4.6 -5.1) | 5.3 [(5.1 - 5.5)
Hospital inpatient 1.2 (0.9 - 1.5) |0.8 [(0.6 - 1.2 1.2 |(0.9 - 1.6)
Resi denti al 3.0 (2.8 - 3.1) |2.5 [(2.3 - 2.8) 2.7 |(2.5 - 2.9)
Qut pat i ent 7.2 | (6.9 - 7.4) |6.3 [(6.0 - 6.6) | 6.9 [(6.6 - 7.1)

Drug-free 6.8 | (6.6 - 7.0) | NA” NA NA NA

Met hadone

mai nt enance 13.6 [(12.1 - 15.3)| NA NA NA NA

* Includes “drug only” as well as “both alcohol and drug.”

** “CI” is the confidence interval; it presents the lower and upper bounds that are expected to include the true population
value for 95 percent of repeated samples.

" “NA” = not applicable.

Source: SAMHSA, Office of Applied Studies. 1997. 1995 Uniform Facility Data Set (UFDS) Survey, and Treatment
Episode Data Set (TEDS), reported through 11/05/96. UFDS estimates represent the number of clients in treatment on a
single day, October 2, 1995, and are adjusted for item nonresponse. TEDS represents admissions to treatment in specialty
substance abuse facilities that receive public funds. Lengths of stay were estimated based on 5,664 providers that reported
to both UFDS and TEDS. Lengths of stay for each facility were calculated as the daily prevalence (UFDS census) divided
by the daily incidence (TEDS annual admissions divided by 365). For each subcategory in the table above, the average
length of stay, with a 95-percent confidence interval for the average, was computed. To eliminate outlying observations,
length of stay was limited to a maximum of 5 years. Parameter estimates were based on the log of the length of stay, in
order to approximate a normal distribution. Facilities that did not report to both TEDS and UFDS for each subcategory
were excluded; thus the number of facilities used for each subcategory varies, from 86 facilities reporting persons in
treatment for alcohol abuse in hospital inpatient facilities, to 5,174 facilities reporting persons in treatment for substance
abuse in any type of facility.
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LENGTH OF STAY IN SUBSTANCE ABUSE TREATMENT
BY FACILITY TYPE

Overall, half of all clients in substance abuse treatment stay in treatment for 7 weeks or less, and 75
percent stay in treatment for 5 months or less.

In outpatient drug-free treatment, the average length of stay (LOS) is 6 months, with 75 percent of
clients remaining 8 months or less.

The average length of stay is shortest in hospital inpatient facilities, averaging 3 weeks.

Inresidential treatment, the average length of stay is 1.7 months, with 75 percent of clients remaining
3 months or less.

In methadone maintenance, the average length of stay is 10.7 months.

Thevariation in length of stay is greatest in methadone maintenance and least in hospital inpatient care.

Length of Stay in Treatment (in Months) in Substance Abuse Specialty Facilities, 1990

25th 75t h
Modal ity Aver age Percentile Medi an Percentile
Al nodalities 3.3 0.7 1.7 5.0
Qut patient drug-free 6.0 2.3 4.3 7.7
Resi denti al 1.7 0.7 1.3 3.0
Hospital inpatient 0.7 0.3 0.7 1.0
Met hadone mai nt enance 10.7 1.0 4.3 12. 7

Source: National Institute on Drug Abuse. Drug Services Research Survey (DSRS) Phase II, unpublished data. DSRS
is a representative sample of about 2,200 drug abuse clients discharged from treatment between September 1, 1989, and
August 31, 1990. Clients were drawn from a nationally representative sample of 120 specialty substance abuse facilities
stratified by the following modalities: outpatient drug-free, residential, hospital inpatient, and methadone maintenance.
Data are derived from client record abstracts.
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SUBSTANCE ABUSE TREATMENT - - GENDER

The relative percentage of males and females among admissions to publicly funded substance abuse
treatment facilities remained relatively stable between 1992 and 1996.

In 1996, 70.3 percent of the admissions were males and 29.7 percent were females.

Gender of Admissionsto Substance Abuse Treatment
Trendsin Number (in Thousands) and Percent of Admissions**
TEDS Panel of 47 States, 1992-1996

1992 1993 1994 1995 1996

Nunber Nunber Nunber Nunber Nunber

Gender (9 (9 (9 (9 (9
1, 480 1,524 1, 558 1, 557 1,534

TOTAL* (100% (100% (100% (100% (100%
Mal es 1, 055 1, 080 1,101 1, 090 1,073
(71.7) (71.3) (71.1 (70.4) (70.3)

Femal es 416 435 448 459 453
(28.3) (28.7) (28.9) (29.6) (29.7)

*Total includes admissions with unknown gender.

Source: SAMHSA, Office of Applied Studies. 1998. National Admissionsto Substance Abuse Treatment Services: The
Treatment Episode Data set (TEDS) 1992-1996, Rockville, MD. Table (2.4). TEDS collects data on admissions to
substance abuse treatment providers that receive public funds. The national trends for 1992-1996 were based on a panel
of the 47 States and jurisdictions that reported for 1996. The panel consisted of 78 percent of all TEDS administrative-
eligible facilities. Transfer admissions and admissions for co-dependents were excluded. The States not included were
Arizona, Mississippi, Nebraska, Pennsylvania, and Wyoming.
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SUBSTANCE ABUSE TREATMENT - - AGE GROUPS

Between 1992 and 1995, the distribution of age groups among the admissions to publicly funded
substance abuse treatment facilities remained stable.

During this period, the largest age group among admissions reported to SAMHSA’s Treatment Episode
Data Sets (TEDS) was age 25-44. Furthermore, the percent of admissions age 25-44 was 65%, twice
the size of that age group in the general population (32%).

Age Groups of Admissionsto Substance Abuse Treatment
Trendsin Number (in Thousands) and Percent of Admissions
TEDS Panel of 47 States, 1992-1996

1992 1993 1994 1995 1996 u. S
Age at Nunber Nunmber Nunber Nunber Nunmber Popul ati o
Admi ssi on (9 (9 (9 (9 (9 n
(9
TOTAL* 1, 480 1,524 1, 558 1, 557 1,534
(100% (100% (100% (100% (100% (100%
<15 yrs. 25 24 26 28 29 21. 9%
(1.7) (1.6) (1.7) (1.8) (1.9)
15-24 yrs. 301 293 302 311 309 13. 5%
(20.5) (19.3) (19.4) (20.0) ((20.2)
25-34 yrs. 589 597 588 560 519 15. 2%
(40.0) (39.3) (37.9) (36.1) (33.9)
35-44 yrs. 386 423 449 461 469 16. 3%
(26.2) (27.9) (28.9) (29.7) (30.7)
45-54 yrs 121 131 139 145 154 12. 2%
(8.2) (8.6) (8.9) (9.3) (10.1)
55-64 yrs. 38 38 38 37 38 8. 1%
(2.6) (2.5) (2.4) (2.4) (2.5)
65+ yrs. 13 12 12 11 13
(0.9) (0.8) (0.8) (0.7) (0.8) 12. 8%

*Total includes admissions with unknown age.

Source: SAMHSA, Office of Applied Studies. 1998. National Admissions to Substance Abuse Treatment Services: The
Treatment Episode Data set (TEDS) 1992-1996, Rockville, MD. Table (2.4). TEDS collects data on admissions to
substance abuse treatment providers that receive public funds. The national trends for 1992-1996 were based on a panel
of the 47 States and jurisdictions that reported for 1996. The panel consisted of 78 percent of all TEDS administrative-
eligible facilities. Transfer admissions and admissions for co-dependents were excluded. The States not included were
Arizona, Mississippi, Nebraska, Pennsylvania, and Wyoming. Data on the U.S. residential population: U.S. Bureau of
the Census. Population Projections of the United States by Age, Sex, Race, and Hispanic Origin, 1995 to 2050.
Population Electronic Product #45.

336 Substance Abuse and Mental Health Statistics




SUBSTANCE ABUSE TREATMENT - - RACE/ETHNICITY

In 1996, as in prior years, the percentage of blacks among substance abuse treatment admissions was
more and of whites was less than in the general population. In 1996, 24.9 percent of the treatment
admissions were blacks compared with 12.1 percent of the population; and, 60.3 percent of the
admissions were white compared with 73.3 percent of the general population.

Hispanics, were found among admissions to publicly funded substance abuse treatment facilities in the
same proportion that they were in the general population.

Race/Ethnicity of Admissionsto Substance Treatment Abuse
Trendsin Number (in Thousands) and Per cent of Admissions
TEDS Panel of 47 States, 1992-1996

1992 1993 1994 1995 1996

Nunber Nunber Nunber Nunber Nunber U S
Race/ Ethnicity (9% (9% (9% (99 (99 Popul ati o

n

TOTAL* 1, 480 1,524 1, 558 1, 557 1,534

(100% (100% (100% (100% 100%

(100%

White, non- 870 880 899 914 919
Hi spani c (59.2) (58.2) (58.1) (60.3) (60.3) 73.3%
Bl ack, non- 385 404 410 402 379
Hi spani c (26.2) (26.7) (26.5) (26.5) (24.9) 12. 1%
Hi spani c 162 172 180 144 164

(11.0) (11.4) (11.6) (9.5 (10.8) 10. 1%
Aneri can 35 37 36 35 37
I ndi an/ Al aska (2.4) (2.4) (2.3) (2.3) (2.4) 0. 7%
Nati ve
Asi an/ Pacific 8 9 10 10 10
| sl ander (0.5) (0.6) (0.6) (0.6) (0.6) 3. 4%
O her 9 11 12 12 15

(0.6) (0.7) (0.8) (0.8 (1.0) 0. 3%

*Total includes admissions with unknown race/ethnicity.

Source: SAMHSA, Office of Applied Studies. 1998. National Admissions to Substance Abuse Treatment Services: The
Treatment Episode Data set (TEDS) 1992-1996, Rockville, MD. (Table 2.4). TEDS collects data on admissions to
substance abuse treatment providers that receive public funds. The national trends for 1992-1996 were based on a panel
of the 47 States and jurisdictions that reported for 1996. The panel consisted of 78 percent of all TEDS administrative-
eligible facilities. Transfer admissions and admissions for co-dependents were excluded. The States not included were
Arizona, Mississippi, Nebraska, Pennsylvania, and Wyoming. Data on the U.S. residential population: U.S. Bureau of
the Census. Population Projections of the United States by Age, Sex, Race, and Hispanic Origin, 1995 to 2050.
Population Electronic Product #45.
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SUBSTANCE ABUSE TREATMENT - - EDUCATIONAL LEVEL

In 1996, the educational level of admissions to publicly funded substance abuse facilities was lower than

inthe general population; about 34 percent of the admissions had not completed high school compared
with 18.9 percent of the general population.

Between 1992 and 1996, the educational level of the admissions to publicly funded substance abuse

facilities remained relatively stable. In 1992, 64.1 percent of the admissions completed highschool or

post high school education compared with 66.5 percent in 1996.

Highest School Grade Completed by Admissionsto Substance Abuse Treatment
Trendsin Percent of Admissions, Age 18 and Older

TEDS Pand of 47 States, 1992-1996

TEDS Adm ssi ons**
u. S

) Popul ati o
H ghest G ade n Age 18+
Conpl et ed 1992 1993 1994 1995 1996
TOTAL

Thousands* 1, 480 1,524 1, 558 1, 557 1,534

Per cent (100% (100% (100% (100% (100% 100%
0-8th Gade 11. 1% 10. 6% 10. 3% 9. 7% 9.3% 7.5%
9-11th G ade 24. 8% 24. 7% 24.3% 24.4% 24.2% 11. 4%
Hi gh school / GED) 40. 2% 40. 2% 40.7% 41.1% 41.7% 33. 2%
Post Hi gh school 23. 9% 24. 4% 24.8% 24.9% 24.8% 47. 9%

*Total includes admissions with highest school grade unknown.

**Percentages were adjusted for sex, race/ethnicity and age to the U.S. population.

Source: SAMHSA, Office of Applied Studies. 1998. National Admissions to Substance Abuse Treatment Services: The
Treatment Episode Data set (TEDS) 1992-1996, Rockville, MD. (Table 2.5). TEDS collects data on admissions to
substance abuse treatment providers that receive public funds. The national trends for 1992-1996 were based on a panel
of the 47 States and jurisdictions that reported for 1996. The panel consisted of 78 percent of all TEDS administrative-
eligible facilities. Transfer admissions and admissions for co-dependents were excluded. The States not included were
Arizona, Mississippi, Nebraska, Pennsylvania, and Wyoming. Data on education in the U.S. residential population: U.S.
Bureau of the Census. Current Population Survey. Educational Attainment in the United States, March, 1996 (Table 1).

340

Substance Abuse and Mental Health Statistics




SUBSTANCE ABUSE TREATMENT - - EMPLOYMENT STATUS

The percentages of employed and unemployed admissions age 18 and older to publicly funded substance
abuse treatment facilities remained relatively stable from 1992 to 1996.

Between 1992 and 1996, a greater percentage of admissions were not in the labor force than employed
or unemployed. In 1996, 49.2 percent were not in the labor force, 29.9 percent were employed, and
20.9 percent were unemployed.

The employmentrate in the U.S. general population, age 18 and older, was about twice as high (64.3%)
as that of the substance abuse treatment admissions (29.9%) in 1996.

Employment Status of Admissionsto Substance Abuse Treatment
Trendsin Percent of Admissions, Age 18 and Older **
(TEDS Panel of 47 States) and the U.S. Population, 1992-1996

TEDS Admi ssi ons*
U S
Popul ati on
Age 18 and
a der
Enpl oynment St at us 1992 1993 1994 1995 1996
Total Adm ssions*
Age 18 and d der
Thousands 1,378 1, 425 1, 446 1, 432 1, 403
Per cent (1009 (1009 (100% (100% (100% 100%
Enpl oyed 30. 1% 29. 3% 28. 9% 29.0%  29. 9% 64. 3%
Full -time 23. 3% 22. 4% 22. 2% 22.2%  22.8% 53. 5%
Part-time 6. 9% 6. 9% 6. 8% 6. 8% 7.1% 10. 8%
Unenpl oyed 22. 7% 22. 1% 21. 4% 20.6%  20. 9% 3. 4%
Not in Labor Force 47. 2% 48. 6% 49. 7% 50.4%  49.2% 32.3%

*Total includes admissions with unknown employment status.
**Percentages were adjusted for sex, race/ethnicity and age to the U.S. population.

Source: SAMHSA, Office of Applied Studies. 1998. National Admissionsto Substance Abuse Treatment Services: The
Treatment Episode Data set (TEDS) 1992-1996, Rockville, MD. Table (2.5). TEDS collects data on admissions to
substance abuse treatment providers that receive public funds. The national trends for 1992-1996 were based on a panel
of the 47 States and jurisdictions that reported for 1996. The panel consisted of 78 percent of all TEDS administrative-
eligible facilities. Transfer admissions and admissions for co-dependents were excluded. The States not included were
Arizona, Mississippi, Nebraska, Pennsylvania, and Wyoming. Data on employment in the U.S. residential population:
Bureau of Labor Statistics, U.S. Department of Labor. Current Population Survey, 1996 (Tables 3 and 8).
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SUBSTANCE ABUSE TREATMENT - - PRIMARY SUBSTANCE OF ABUSE

The primary substance of abuse consistently reported between 1992-1996 by admissions to publicly
funded substance abuse facilities was alcohol — either alone or with another drug.

Between 1992 and 1996, the percent reporting marijuana as their primary substance of abuse at
admission to publicly funded substance abuse facilities doubled from 6.0 percent to 12.8 percent; In
1996, the number of admissions reporting marijuana as their primary substance of abuse was 196,000.

Primary Substance of Abuse Among Admissions to Substance Abuse Treatment
Trendsin Number (In Thousands) and Percent of Admissions Age 12 and Older,
TEDS Panel of 47 States, 1992-1996

Primary Nunber in Thousands Per cent
Subst ance 1992 1993 1994 1995 1996 199 1993 1994 1995 1996
2

TOTAL 1,480 1,524 1,558 1,557 1,534 100 100% 100% 100% 100%
%

Al cohol 535 511 473 441 433 | 36. 33.5 30.3 28.3 28.2

Only 2

Al cohol & 322 336 335 324 325 21. 22.0 21.5 20.8 21.2

Anot her 8

Dr ug

Cocai ne 263 268 277 253 240 | 17v. 17.6 17.8 16.3 15.7
8

Heroin & 182 211 225 209 214 | 12. 13.8 14.4 13.4 14.0

Opi ates 3

Mari j uana 89 107 137 182 196 | 6.0 7.0 8.8 11.7 12.8

/ Hashi sh

Sti mul ant 22 28 44 63 54 | 1.5 1.9 2.8 4.0 3.5

S

O her 21 20 20 19 18] 1.4 1.3 1.3 1.2 1.1

Dr ugs

None 45 43 48 65 54 | 3.1 2.8 3.1 4.2 3.5

Report ed

*Total includes admissions with unknown race/ethnicity.

Source: SAMHSA, Office of Applied Studies. 1998. National Admissions to Substance Abuse Treatment Services: The
Treatment Episode Data set (TEDS) 1992-1996, Rockville, MD. Table (2.3). TEDS collects data on admissions to
substance abuse treatment providers that receive public funds. The national trends for 1992-1996 were based on a panel
of the 47 States and jurisdictions that reported for 1996. The panel consisted of 78 percent of all TEDS administrative-
eligible facilities. Transfer admissions and admissions for co-dependents were excluded. The States not included were
Arizona, Mississippi, Nebraska, Pennsylvania, and Wyoming.
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SUBSTANCE ABUSE TREATMENT - - RACE/ETHNICITY
BY PRIMARY SUBSTANCE OF ABUSE

in general and for Mexicans and Puerto Ricans in particular.

any other racial/ethnic group.

Primary Substances of Abuse Reported by Racial/Ethnic Groups: Percent of Admissionsto
Substance Abuse Treatment, TEDS Panel of 47 States, 1996

In 1996, almost half of the Alaskan Natives and American Indian admissions to publicly funded
substance abuse treatment facilities reported only alcohol as their primary substance of abuse

The primary substance of abuse at admission was heroin for about a third of the Hispanic admissions

Smoked cocaine was the primary substance of abuse for a larger proportion of black admissions than

Primary Substance at Adm ssion
Tot al Al cohol + Non-
Race/ Adm ssi ons Al cohol O her Snoked  Snoked O her *
Ethnicity (Thousands) Oly Dr ug Cocai ne Cocaine Heroin Drugs
Total ** 1,534 28. 2% 21. 2% 11. 6% 4. 1% 12.9% 22. 0%
(100%

Wi t e,

non- Hi spani c 919 (100% 34. 1% 22. 6% 6. 1% 3.2% 9.9% 24.1%
Bl ack,

non- Hi spani c 379 (100% 14. 7% 20. 8% 28. 7% 6.0% 12.6% 17.2%
Hi spani c 164 (100% 22. 8% 14. 2% 5. 6% 5.0% 32.0% 20.4%

Mexi can 69 (100% 27. 9% 13. 3% 3.5% 3.2% 33.8% 18.3%

Puerto Rican 58 (100% 10. 0% 13. 0% 6. 7% 6.2% 41.2% 22.9%

Cuban 4 (100% 30. 9% 13. 2% 13.9% 12. 3% 6.6% 23.1%

Q her 33 (100% 33.8% 18. 4% 6. 7% 5.4% 15.8% 19.9%
Hi spani cs
Al askan Native 6 (100% 47. 2% 28. 8% 3. 9% 1.8% 5.3% 13.0%
Anerican |Indian 31 (100% 42. 0% 27. 9% 3. 4% 2. 2% 5.3% 19.2%
Asi an/ Paci fic
I sl ander 10 (100% 19. 9% 17. 0% 8. 5% 2.5% 11.6% 40.5%
O her 15 (100% 19. 4% 16. 5% 7.6% 3.5% 24.8% 28.2%

*Other drugs include marijuana, amphetamines and other stimulants, opiates other than heroin, tranquilizers, sedatives,
PCP and other hallucinogens, and inhalants.
**Total includes admissions with unknown race/ethnicity.

Source: SAMHSA, Office of Applied Studies. 1998. National Admissions to Substance Abuse Treatment Services: The
Treatment Episode Data set (TEDS) 1992-1996, Rockville, MD. (Table 3.2). TEDS collects data on admissions to
substance abuse treatment providers that receive public funds. The national trends for 1992-1996 were based on a panel
of the 47 States and jurisdictions that reported for 1996. The panel consisted of 78 percent of all TEDS administrative-
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eligible facilities. Transfer admissions and admissions for co-dependents were excluded. The States not included were
Arizona, Mississippi, Nebraska, Pennsylvania, and Wyoming.
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SUBSTANCE ABUSE TREATMENT - - REFERRAL SOURCES

In 1996, about a third of the substance abuse treatment admissions to publicly funded facilities were
referred by individuals, and about a third by the criminal justice system.

The primary source of referral for admissions to substance abuse treatment for heroin was by individuals
(67.5%).

The criminal justice/driving under the influence (DUI) system was the primary source of referral for
46.1 percent of those treated for only alcohol.

Sour ce of Referral For Substance Abuse Treatment Admissions
by Selected Primary Substances of Abuse, 1996

Al | **
Adni ssi ons Al cohol

Ref erral Source (Thousands) Only Cocai ne Her oi n
Tot al 1,534 433 240 196

Thousands* (100% (100% (100% (100%

Per cent
I ndi vi dual 33. 9% 26. 4% 36. 4% 67.5%
Crimnal justice/ DU 35.3 46. 1 25.7 10.5
Subst ance abuse provi der 12.4 10. 2 17.2 12.7
Q her health care provider 7.3 8.1 8.1 4.5
School (Educational) 1.5 0.9 0.4 0.1
Enpl oyer/ EAP 1.4 1.5 1.5 0.4
QO her comunity referral *** 8.2 6.9 10.7 4.2

*Total includes admissions with unknown referral source.

**Percentages calculated on admissions with known referral source.

***Includes community and religious organizations or any Federal, State, or local agency that provides aid in the areas
of poverty relief, unemployment, shelter, or social welfare. Selfhelp groups such as Alcoholics Anonymous (AA), Al-
Anon, and Narcotic Anonymous are included in this category. Also includes defense attorneys.

Source: SAMHSA, Office of Applied Studies. 1998. National Admissions to Substance Abuse Treatment Services:
The Treatment Episode Data set (TEDS) 1992-1996, Rockville, MD. (Table 3.7). TEDS collects data on admissions
to substance abuse treatment providers that receive public funds. The national trends for 1992-1996 were based on a
panel of the 47 States and jurisdictions that reported for 1996. The panel consisted of 78 percent of all TEDS
administrative-eligible facilities. Transfer admissions and admissions for co-dependents were excluded. The States not
included were Arizona, Mississippi, Nebraska, Pennsylvania, and Wyoming.
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SUBSTANCE ABUSE TREATMENT - - INSURANCE

In 1996, about 65.5 percent of the total admissions to publicly funded substance abuse treatment
facilities in 1996 had no health insurance.

Medicaid (11.1%) was the main type of health insurance among the total admissions.

More heroin admissions had Medicaid (18%) than admissions for any other primary substance of
abuse

Type of Health Insurance For Admissionsto Substance Abuse Treatment
by Selected Primary Substances of Abuse, 1996

Al ** Non-
Admi ssi ons Al cohol Snoked Snoked

Heal th | nsurance* ( Thousands) Only Cocai ne Cocai ne Her oi n
TOTAL

Thousands** 732 231 84 30 81

Per cent (100% (100% (100% (100% (100%
None 65. 5% 64. 5% 69. 2% 61. 5% 63. 1%
Medi cai d 11.1 7.9 14. 2 11.5 18.8
Private |nsurance 7.6 10.0 4.4 6.4 4.3
Bl ue Cross/ 3.0 3.8 1.8 2.2 1.7
Bl ue Shield
HMO 3.6 4.3 3.0 3.6 2.8
Medi car e 2.0 2.7 1.5 1.5 1.8
O her *** 7.1 6.8 5.8 13. 4 7.5

*Type of client’s health insurance (if any). The insurance may or may not cover alcohol or drug treatment
**Data on insurance were reported by 731,595 (48%) out of 1,534,045 admissions
*** The “Other” category includes CHAMPUS.

Source: SAMHSA, Office of Applied Studies. 1998. National Admissions to Substance Abuse Treatment Services:
The Treatment Episode Data set (TEDS) 1992-1996, Rockville, MD. (Table 3.10). TEDS collects data on admissions
to substance abuse treatment providers that receive public funds. The national trends for 1992-1996 were based on a
panel of the 47 States and jurisdictions that reported for 1996. The panel consisted of 78 percent of all TEDS
administrative-eligible facilities. Transfer admissions and admissions for co-dependents were excluded. The States not
included were Arizona, Mississippi, Nebraska, Pennsylvania, and Wyoming.
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RATE OF SUBSTANCE ABUSE TREATMENT BY STATE

I States vary widely in their rates of substance abuse treatment. States with the highest rates include
the District of Columbia, Utah, Alaska, New York, and Oregon. States with the lowestrates include
Tennessee, Arkansas, Minnesota, and Georgia.

One-Day Client Censusin Substance Abuse Treatment Facilities, Age 12 and Older
by State, 1995

Rat e per Rat e per
State Clients 100,000 State Clients 100, 000
Tot al 989, 781 457. 4 M ssouri 11, 628 263. 4
Al abama 9, 860 278.3 Mont ana 1,620 224.9
Al aska 4,311 910.1 Nebr aska 5,794 429.6
Ari zona 9,212 271.1 Nevada 4,870 388.5
Ar kansas 3,430 166. 4 New Hanpshire 3,376 355. 3
California 143, 803 566. 7 New Jer sey 23, 385 354.6
Col or ado 19, 004 615.1 New Mexi co 9, 201 680. 2
Connecti cut 11, 924 437.7 New Yor k 129, 584 863.5
Del awar e 3, 665 615. 8 North Carolina 17, 210 287.9
D. C 4,520 961. 0 Nort h Dakot a 1,331 249.9
Fl ori da 64, 353 542.7 Chio 41, 225 445, 1
Georgi a 10, 575 179.1 Ckl ahoma 7,225 267.0
Hawai i 2,920 300.1 Oregon 22,010 840.5
| daho 2, 808 298.1 Pennsyl vani a 36, 268 357.8
Illinois 47,224 486. 4 Rhode | sl and 5,940 717.7
I ndi ana 14, 343 297.1 South Carolina 12,852 422.0
| owa 6, 045 254. 1 Sout h Dakot a 2,033 341.1
Kansas 8, 689 411. 8 Tennessee 6, 475 147.5
Kent ucky 18, 876 584.1 Texas 38, 318 254. 3
Loui si ana 11, 135 315.2 Ut ah 14, 244 939.5
Mai ne 5,570 533.8 Ver nont 2,704 553.9
Maryl and 27, 826 668. 2 Virginia 18, 206 329.6
Massachusetts 26, 691 525.0 Washi ngt on 36, 624 816. 7
M chi gan 47, 287 600. 7 West Virginia 4,435 283.2
M nnesot a 6, 788 179.1 W sconsin 15, 567 367.0
M ssi ssi ppi 5, 056 229.5 Wom ng 1,741 440. 4

Source: SAMHSA, Office of Applied Studies. 1997. Uniform Facility Data Set (UFDS): Data for 1995 and
1980-1995. Estimates of clients represent the number of clients in treatment on a single day, October 2, 1995. Surveys
were mailed to 12,674 specialty substance abuse treatment providers in the United States that were identified by the
States and Federal agencies. Both private and public providers were included. About 83 percent received public funds.
Reporting providers can be central administrative agencies, treatment locations, or different treatment units at the same
location. The response rate was 87 percent, with 10,746 providers completing the UFDS survey. Estimates are adjusted
to account for item-level nonresponse. Data for individual jurisdictions exclude treatment providers operated by or
under contract to Federal agencies or tribal governments. U.S. population data are based on the U.S. Bureau of the
Census public use files consistent with estimates published in Current Population Reports, Series P-25, No. 1127.
Numbers may not sum to totals due to rounding.
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SUBSTANCE ABUSE TREATMENT - SERVICE NEEDS

Over a third of the clients in the National Treatment Improvement Evaluation Study (NTIES)
reported the need for ancillary services, such as educational, legal, and housing services.

While the need for ancillary services was great, very few received such ancillary services while in
treatment.

Almost half of the clients were involved in the criminal justice system or had other legal problems,
yet only 6 percent reported receiving legal services.

Percent of Clientsin the National Treatment Improvement Evaluation Study
Reporting Ancillary Services Needed and Received

Servi ces Needed/ Recei ved Number Per cent
Educati on

Lacked Hi gh School 2023 38
Degr ee/ Di pl oma

At t ended school 509 10
Vocational Training

Rat ed very inportant 2177 41

Recei ved services 1053 20
Legal

Needed services 2050 39

Recei ved services 382 6
Benefits

Rat ed very inportant 2322 44

Recei ved services 531 10
Housi ng

Rat ed very inportant 2513 48

Recei ved services 505 10

Source: Gerstein et al. 1997. National Treatment Improvement Evaluation Study (NTIES) Final Report. Center for
Substance Abuse Treatment. Rockville, MD. (Table 4.4) NTIES is a five year evaluation of the clinical outcomes
of clients in CSAT funded substance abuse treatment demonstration programs. CSAT programs focus on under-
served and other populations of great need. The initial sample was 6,593 clients and the followup rate was 82
percent. Data were collected at intake, discharge, and one-year followup. A pre/post comparison design was used
to measure the impact of the publicly funded programs on its high risk clients.
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SUBSTANCE ABUSE TREATMENT-LENGTH OF STAY

males stayed longer than females in residential treatment.

facilities where Hispanics stayed longer.

methadone treatment.

Females were more likely than males to stay longer in outpatient and correctional treatment, while

Whites had the longest length of stay in all the treatment modalities except correctional treatment

Youth under age 18 stayed longer than any other age group in all the treatment modalities except

Average Length of Stay (Weeks) Clients Spent in Substance Abuse Treatment
National Treatment I mprovement Evaluation Study (NTIES)

Residential
Qut - Shor t Long
Met hadone pati ent term term Correctional

Gender

Mal es 28 17 9 15 11

Femal es 27 20 8 14 13
Race/ethnicity

Hi spani c 20 17 9 12 14

Bl ack ( Non- Hi spani c) 29 18 5 13 12

VWi te (Non-Hi spanic) 32 19 13 18 10
Age

Under 18 years --- 21 27 14 19

18 to 29 years 23 18 11 14 13

30 to 39 years 28 17 7 14 10

Over 40 years 29 19 5 13 10

Source: Gerstein etal. 1997. National Treatment Improvement Evaluation Study (NTIES) Final Report. Center for
Substance Abuse Treatment. Rockville, MD. (Table 4.1). NTIES is a five year evaluation of the clinical outcomes
of clients in CSAT funded substance abuse treatment demonstration programs. CSAT programs focus on under-served
and other populations of great need. The initial sample was 6,593 clients and the followup rate was 82 percent. Data
were collected at intake, discharge, and one-year followup. A pre/post comparison design was used to measure the
impact of the publicly funded programs on its high risk clients.
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SUBSTANCE ABUSE TREATMENT - IMPACT (NTIES)

Clients served by SAMHSA’s Center for Substance Abuse Treatment funded substance abuse
programs in the National Treatment Improvement Evaluation Study reduced their drug use by almost
a half'in the year after treatment.

While 50.4 percent of the clients had used crack prior to treatment, only 24.8 percent reported crack
use in the year following treatment.

The percent of clients using heroin decreased from 23.6 percent prior to treatment to 12.6 percent
in the year following treatment.

Percent Clients Reporting Drug and Alcohol Use
Before and After Substance Abuse Treatment (N=4,411)
National Treatment I mprovement Evaluation Study (NTIES)

Use of Drug Bef ore After D fferenc Per cent ag
in Past 12 Mnths e e
Change
Mari j uana 55.6 27.8 -27. 8* -50. 0%
Crack 50. 4 24.8 -25.5* -50. 7%
Cocai ne 39.5 17.8 -21.7* -55. 0%
Her oi n 23.6 12.6 -11.0* -46. 5%
Any Drug 85.7 50.5 -35. 2% -41. 1%
Primary Drug 72.8 37.7 -35. 1* -48. 3%
Primary Substance 90. 3 57.1 -33. 1% -36. 7%

(al cohol or other drugs)

* Pre/Post difference is significant at p<.05.

Source: Gerstein et al. 1997. National Treatment Improvement Evaluation Study (NTIES) Final Report. Center for
Substance Abuse Treatment. Rockville, MD. (Table 6.1) NTIES is a five year evaluation of the clinical outcomes of
clients in CSAT funded substance abuse treatment demonstration programs. CSAT programs focus on under-served
and other populations of great need. The initial sample was 6,593 clients and the followup rate was 82 percent. Data
were collected at intake, discharge, and one-year followup. A pre/post comparison design was used to measure the
impact of the publicly funded programs on its high risk clients.
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SUBSTANCE ABUSE TREATMENT - IMPACT ON HOMELESSNESS (NTIES)

The percent of clients served by SAMHSA’s Center for Substance Abuse Treatment programs in the
National Treatment Improvement Evaluation Study reporting being homeless at some point in the
past 12 months decreased after substance abuse treatment.

More clients in residential substance abuse treatment reported being homeless prior to treatment than
in any other treatment modality.

The greatest decrease in clients being homeless after treatment occurred among clients in correctional
and short term residential treatment.

Per cent of Clients Reporting Being Homelessat Any Timein Past 12 Months
Before and After Substance Abuse Treatment by Treatment Modality
National Treatment I mprovement Evaluation Study (NTIES)

Bef ore After Di fference Per cent ag
© Change
Tot al 19.2 11.0 -8. 1% -42.5%
Met hadone Mai nt enance 6.9 4.1 -1.8 -40.4
Met hadone Detoxification 8.6 10. 7 +2.1 +24. 4
Non Met hadone CQut pati ent 18.8 11.3 -7.5*% -39.8
Resi denti al
Short term 22.1 10. 1 -12. 0* -54.3
Long term 27.2 16. 7 -10. 5* -38.5
Correctional 13. 4 6.2 -7.2* -53.4

* Pre/Post difference is significant at p<.05.

Source: Gerstein et al. 1997. National Treatment Improvement Evaluation Study (NTIES) Final Report. Center for
Substance Abuse Treatment. Rockville, MD. (Tables 6.37-6.42) NTIES is a five year evaluation of the clinical
outcomes of clients in CSAT funded substance abuse treatment demonstration programs. CSAT programs focus on
under-served and other populations of great need. The initial sample was 6,593 clients and the followup rate was 82
percent. Data were collected at intake, discharge, and one-year followup. A pre/post comparison design was used to
measure the impact of the publicly funded programs on its high risk clients.
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SUBSTANCE ABUSE TREATMENT - IMPACT ON EMPLOYMENT

Clients served by SAMHSA'’s Center for Substance Abuse Treatment programs in the National

Treatment Improvement Evaluation Study were less likely to be on welfare and more likely to have

apaying job after substance abuse treatment.

after treatment by 10.2 percent.

Those clients who worked prior to substance abuse treatment increased their average annual income

Employment and Income of Clients Before and After Substance Abuse Treatment
National Treatment Improvement Evaluation Study (NTIES)

Bef or e After Di fference Percent
Change

Percent Receiving Job 50. 8% 60. 3% 9. 5% 18. 7%
Income in Past 12 Mbnths
(N=4, 411)
Aver age Annual Job $8812. 40 $9713. 30 $901. 00* 10. 2%
I ncome($) of Those
Recei ving Job Incone
Before and After (N=1609)
Percent Receiving Wl fare 39. 7% 35.4% -4. 3% -10. 7%
Incone in Past 12 Months
(N=4411)

* Pre/Post difference is significant at p<.05.

Source: Gerstein et al. 1997. National Treatment Improvement Evaluation Study (NTIES) Final Report. Center for
Substance Abuse Treatment. Rockville, MD. (Table 6.15) NTIES is a five year evaluation of the clinical outcomes
of clients in CSAT funded substance abuse treatment demonstration programs. CSAT programs focus on under-served
and other populations of great need. The initial sample was 6,593 clients and the followup rate was 82 percent. Data
were collected at intake, discharge, and one-year followup. A pre/post comparison design was used to measure the

impact of the publicly funded programs on its high risk clients.
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SUBSTANCE ABUSE TREATMENT - IMPACT ON CRIMINAL BEHAVIOR

treatment.

treatment no longer did so in the year after treatment.

Percent Clients Reporting Criminal Activity

Before and After Substance Abuse Treatment (N=4,411)
National Treatment I mprovement Evaluation Study (NTIES)

Clients in the SAMHSA’s Center for Substance Abuse Treatment funded National Treatment
Improvement Evaluation Study significantly reduced their criminal activities after substance abuse

Over 75 percent of the clients who sold drugs, shoplifted, or beat someone up in the year prior to

Per cent age or

Quantity

Behavior in

Per cent age

Past 12 mont hs Bef ore After Di fference Change
Selling Drugs 64.0 13.9 -50. 0* -78.2%
Shoplifting 63.7 11.7 -52.0* -81. 6%
Beati ng Soneone Up 49.3 11.0 -38. 3* -77.6%
Arrested
for Drug Possession 14.6 7.2 -7. 4% -50. 7%
on Any Charge 48. 2 17.2 -30. 9* -64. 2%
Mostly Supported by
Illegal Activities 17.4 9.0 - 8. 5% -48. 6%

in Past 12 nonths

* Pre/Post difference is significant at p<.05.

Source: Gerstein et al. 1997. National Treatment Improvement Evaluation Study (NTIES) Final Report. Center for
Substance Abuse Treatment. Rockville, MD. (Table 6.8) NTIES is a five year evaluation of the clinical outcomes of
clients in CSAT funded substance abuse treatment demonstration programs. CSAT programs focus on under-served
and other populations of great need. The initial sample was 6,593 clients and the followup rate was 82 percent. Data
were collected at intake, discharge, and one-year followup. A pre/post comparison design was used to measure the

impact of the publicly funded programs on its high risk clients.
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SUBSTANCE ABUSE TREATMENT - IMPACT ON MENTAL HEALTH

Clients served by SAMHSA’s Center for Substance Abuse Treatment programs in the National
Treatment Improvement Evaluation Study (NTIES) reported significant decreases in mental health
problems and fewer had inpatient mental health visits after substance abuse treatment.

Both suicidal attempts related to alcohol or drug use and those not related to substance use decreased
after substance abuse treatment.

Per cent of Clients Reporting Mental Health M easur es
Before and After Substance Abuse Treatment (N=4,411)
National Treatment Improvement Evaluation Study (NTIES)

Behavi or Bef or e After

Suicide Attenpts:
Rel ated to Al cohol or Drug Use 4. 3% 2. 6%

Unrelated to Al cohol or Drug Use 2.8 1.5*

Pani ¢ Di sorder**

Rel ated to Al cohol or Drug Use 3.5 0. 2*
Unrelated to Al cohol or Drug Use 5.1 3. 9%
Very Bothered by Mental Health Probl ens 16.9 7. 3*
Sonewhat Bothered by Mental Health Problens 53.9 35. 3*
I npatient Mental Health Visits 6.5 4.7*

* Pre/Post difference is significant at p<.05.

**Panic disorder measures included (1) sudden attacks of anxiety when unrelated to being the center of attention or in
danger and when most people would not be afraid, and (2) having at 3 of 4 anxiety related physiological symptoms, such
as, heart pounding.

*#*Stayed overnight or longer at a hospital or clinic for an emotional or mental health problem.

Source: Gerstein et al. 1997. National Treatment Improvement Evaluation Study (NTIES) Final Report. Center for
Substance Abuse Treatment. Rockville, MD. (Table 6.22) NTIES is a five year evaluation of the clinical outcomes
of clients in CSAT funded substance abuse treatment demonstration programs. CSAT programs focus on under-served
and other populations of great need. The initial sample was 6,593 clients and the followup rate was 82 percent. Data
were collected at intake, discharge, and one-year followup. A pre/post comparison design was used to measure the
impact of the publicly funded programs on its high risk clients.
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SUBSTANCE ABUSE TREATMENT - COSTS AND LENGTH OF STAY

I Substance abuse treatment costs and lengths of stay vary greatly by type of treatment modality.

Average Costs and Length of Stay in Publicly Funded Substance Abuse Treatment Programs

by Modality
Aver age Aver age Aver age Length

Treatment Mbdality Cost / Day Cost/d i ent of Stay
I npati ent Met hadone $13 $3, 900 300 days
Qut pati ent (non-nethadone) $15 $1, 800 120 days
Correctional facility* $24 $1, 800 75 days
Resi denti al

Long-term $49 $6, 800 140 days

Short-term $130 $3, 900 30 days

*Provides costs for treatment only, does not include costs of incarceration

**Based on a subset of 286 substance abuse treatment units that had complete data on costs, revenues, admissions and
average daily caseload for the two reference years (June 1992 through May 1993, and June 1993 through May 1994).

Source: Gerstein et al. 1997. National Treatment Improvement Evaluation Study (NTIES) Final Report. Center for
Substance Abuse Treatment. Rockville, MD. (Table 6.22) NTIES is a five year evaluation of the clinical outcomes
of clients in CSAT funded substance abuse treatment demonstration programs. CSAT programs focus on under-served
and other populations of great need. The initial sample was 6,593 clients and the followup rate was 82 percent. Data
were collected at intake, discharge, and one-year followup. A pre/post comparison design was used to measure the
impact of the publicly funded programs on its high risk clients.
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OUTREACH SERVICES - SUBSTANCE ABUSE TREATMENT

I Among persons reached by SAMHSA's Center for Substance Abuse Treatment (CSAT) outreach
services, female clients are more likely than males to receive outpatient substance abuse treatment.

I Overathird of the outreach clients in substance abuse treatment received residential/inpatient care.

Per cent of Treated Outreach Clients* Receiving Substance Abuse Services by Sex

Type of Service Received Mal es (n=365) Femal es (n=216)
Det oxi fi cation 40% 34%
CQut pati ent treatnent 22% 34%
Resi denti al /i npati ent 40% 31%
Met hadone nai nt enance 10% 19%
Support groups** 33% 35%
O her 4% 3%

*Received substance abuse treatment in last 6 months as result of Outreach contact.
**Such as Alcoholics Anonymous and Narcotics Anonymous.

Source: SAMHSA’s CSAT National Evaluation Data and Technical Assistance Center (August 1995): Outreach for
Substance Abusers Report on the Client Outreach Services Assessment. HIV Outreach Program Information on 1,399
clients was examined to determine substance abuse treatment status and change in risk behaviors as a result of an
Outreach contact. AnOutreach client was defined as a user of the Outreach Project services with a documented face-to-
face encounter recorded in the client record or who has been assigned an identification number.
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SUBSTANCE ABUSE OUTREACH SERVICES - IMPACT

received substance abuse treatment.

stop their drug use.

The majority of outreach clients reduced their high risk needle behavior and almost all did so who

Outreach clients who received substance abuse treatment were more likely than the non-treated to

Per cent of Outreach Clients Reporting Reduction in High-Risk Behaviors
by Outreach Services Status

Qutreach and Treat ed*

Qutreach Only

n=285 n=264
Decreased sharing needle 90% 69%
wor ks
Decreased needl e use 80% 60%
St opped drug use 42% 14%

*Received substance treatment in last 6 months as result of Outreach contact

Source: SAMHSA’s CSAT National Evaluation Data and Technical Assistance Center (August 1995): Outreach for
Substance Abusers Report on the Client Outreach Services Assessment. HIV Outreach Program Information on 1,399
clients was examined to determine substance abuse treatment status and change in risk behaviors as a result of an
Outreach contact. An Outreach client was defined as a user of the Outreach Project services with a documented face-to-

face encounter recorded in the client record or who has been assigned an identification number.

Substance Abuse and Mental Health Statistics

373




SUBSTANCE ABUSE OUTREACH SERVICES

I Outreach workers target “hard core” and high-risk substance abusers to facilitate their access to

substance abuse treatment.

I Outreach clients who receive substance abuse treatment were more likely than those without such

treatment to receive ancillary medical services and tests for infections diseases.

Per cent of Outreach Clients Reporting Primary Drug Used
and Medical Services Received by Outreach Services Status

Primary Drug Used

Qutreach and Treat nent*

Qutreach Only

Heroi n
Crack
Cocai ne
Speed
Al cohol

Mari j uana

43%
21%
14%
8%
16%
9%

25%
25%
10%
5%
30%
14%

Medi cal and Di agnostic
Servi ces Received

Qutreach and Treat nent*

Qutreach Only

HI v/ Al DS
STDs

B

Medi cal
O her

*Received substance abuse treatment in the last 6 months as a result of the Outreach contact.

Source: SAMHSA’s CSAT National Evaluation Data and Technical Assistance Center (August 1995): Outreach for
Substance Abusers Report on the Client Outreach Services Assessment. HIV Outreach Program Information on 1,399
clients was examined to determine substance abuse treatment status and change in risk behaviors as a result of an
Outreach contact. An Outreach client was defined as a user of the Outreach Project services with a documented face-to-

55%
33%
32%
26%
40%

49%
29%
25%
19%
29%

face encounter recorded in the client record or who has been assigned an identification number.
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SUBSTANCE ABUSE OUTREACH SERVICESIMPACT

others not in the program.

condoms or dental dams.

Per cent of Outreach Clients Reporting They shared Information and Skills L earned From

Outreach Contacts

Astudy of clients in SAMHSA's Center for Substance Abuse Treatment (CSAT) outreach program
found that a majority of the outreach clients shared the information and skills learned from with

Female outreach clients were more likely than males to share information on protective sex with

Outreach clients who received substance abuse treatment were more likely than the nontreated to
share information on cleaning needles for injecting drug users.

Mal e Femal e

Qutreach + Qutreach Qutreach + Qutreach
Types of information/ Tr eat ment Only Tr eat ment Only
Skills Shared (n=362) (N=363) (N=213) (n=241)
Tot al 81% 71% 86% 80Y
On H V/ Al DS 78% 82% 86% 84%
On d eani ng needl es 54% 42% 60% 35%
On Condons/dental dans 67% 73% 7% 81%
Q her 20% 14% 14% 15%

*Received substance abuse treatment in the last 6 months as a result of the Outreach contact.

Source: SAMHSA’s CSAT National Evaluation Data and Technical Assistance Center (August 1995): Outreach for
Substance Abusers Report on the Client Outreach Services Assessment. HIV Outreach Program Information on 1,399
clients was examined to determine substance abuse treatment status and change in risk behaviors as a result of an
Outreach contact. An Outreach client was defined as a user of the Outreach Project services with a documented face-to-

face encounter recorded in the client record or who has been assigned an identification number.
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FUNDING SOURCES FOR SPECIALTY MENTAL HEALTH FACILITIES

In 1992, specialty mental health (MH) facilities collected $25.5 billion in total revenues.

In 1992, specialty mental health facilities received $10.4 billion from State government and $2.1
billion from local government.

In 1992, specialty mental health facilities received $4 billion from Medicaid and $4.1 billion from
client fees.

Major Funding Sourcesfor Specialty Mental Health Facilities by Facility Type, 1992
(in thousands of dollars)

State dient Q her Local
Facility Total ® CGovt . Fees Medi cai d® Medi car e Feder al © Govt .
Al $25, 477,387 $10, 424,904 $4, 124,589 $4,024,542 $1,628,259 $2,308,521 $2, 150, 403
Publ i c
Psychiatric
Hospi t al 8, 096, 881 6, 149, 152 121,227 1,356, 140 297, 957 37,725 106, 184
Private
Psychiatric
Hospi t al 6, 055, 016 136,679 3,234, 789 949,466 1,192,043 361, 132 94, 650
VA Medi cal -
Center® 1,537,624 - - - - 1, 537, 455
RTC for EDC 2,152,681 822,524 157, 264 238, 469 11, 423 34,031 636, 180
Psychiatric
Partial Care
O gani zat i on' 123, 018 48, 994 1,521 15,712 3,425 2,014 33, 907
Psychiatric
Qut pat i ent
dinic 820, 239 219, 372 135, 927 151, 015 9,990 21,913 165, 901
Mil ti service
Mental Heal th
Organi zati on 6, 691, 928 3,048, 183 473,861 1,313,740 113, 419 314,251 1,113,581

*Total includes other funding sources not listed, including block grant funds, foundation requests, individual trusts,
gifts, contributions of cash or liquid assets, United Funds, and Mental Health Association and other charitable
campaigns, as well as investments in nonmental health enterprises (e.g., vending machines, gift shops, interest and
dividend revenue).

b Medicaid includes Federal, State, and local shares.

¢ Other Federal funds does not include block grant funds.

4 Veterans Administration Medical Centers includes VA neuropsychiatric hospitals, general hospital psychiatric
services, and psychiatric outpatient clinics.

¢ An RTC for EDC is a residential treatment center for emotionally disturbed children.

f Free standing.

Source: Redlick RW, Witkin MJ, Atay JE, Manderscheid RW. 1996. “Highlights of Organized Mental Health Services
in 1992 and Major National and State Trends.” In SAMHSA, Center for Mental Health Services. Mental Health,
United Sates, 1996. Manderscheid RW, Sonnenschein MA, eds. DHHS Publ. No. (SMA)96-3098. Washington, DC:
U.S. Government Printing Office, Table 7.10, and Atay J, personal communication, July 22, 1997.
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SPECIALTY MENTAL HEALTH FUNDING SOURCES

In 1992, 41 percent of all specialty mental health (MH) facility revenues came from State
government.

In 1992, 53 percent of private psychiatric hospital revenues were from client fees, 20 percent from
Medicare, and 16 percent from Medicaid.

In 1992, 76 percent of public psychiatric hospital revenues came from State government, 17 percent
from Medicaid, 4 percent from Medicare, and 2 percent from client fees.

Per cent Distribution of Funding Sourcesfor Specialty Mental Health Facilities, 1992

Tot al State dient O her Local
Or gani zati on Revenues Govt. Fees Medicai d® Medicare Federal® Govt. O her
All 100% 41.0% 16.1% 15. 8% 6. 4% 9.1% 8.4% 3.2%
Public
Psychiatric
Hospi t al 100 76.0 1.5 16.7 3.7 0.5 1.3 0.3
Private
Psychiatric
Hospi t al 100 2.3 53.3 15.7 19.7 6.0 1.6 1.4
VA Medi cal
Center® 100 - - - - 100 - -
RTC for EDC! 100 38.2 7.3 11.1 0.5 1.6 29.5 11.8
Fr eest andi ng
Psychiatric
Partial Care
Organi zati on 100 39.8 1.2 12.8 2.8 1.6 27.6 14.2
Fr eest andi ng
Psychiatric
CQut pat i ent
Cinic 100 26.7 16.6 18. 4 1.2 2.7 20.3 14.1
Mul ti service
Mental Health
Organi zati on 100 45.6 7.1 19.6 1.7 4.7 16.6 4.7

2 Medicaid includes Federal, State, and local shares.

® Other Federal funds does not include block grant funds.

¢ Veterans Administration Medical Centers includes VA neuropsychiatric hospitals, general hospital psychiatric
services, and psychiatric outpatient clinics.

4 An RTC for EDC is a residential treatment center for emotionally disturbed children.

Source: SAMHSA, Center for Mental Health Services. 1996. Mental Health, United States, 1996. Manderscheid RW,
Sonnenschein MA, eds. DHHS Publ. No. (SMA)96-3098. Washington, DC: U.S. Government Printing Office, Table
7.10.
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SPECIALTY MENTAL HEALTH INPATIENT ADMISSIONS
BY DIAGNOSIS AND PAYMENT SOURCE

In 1986, 48 percent of all specialty mental health inpatient admissions relied on public funds.

Public funds more often paid for clients diagnosed with schizophrenia (58 percent) and personality
disorders (54 percent).

Private insurance more often paid for those diagnosed with affective disorders (46 percent) and
adjustment disorders (41 percent).

Diagnoses of Specialty Mental Health Inpatient Facility Admissions
by Payment Source,” 1986

Tot al Private
Adni ssi ons Publi c I nsurance Sel f - Pay No Charge I nsurance
Nunber Nunber Nunber Nunber Nunber
Di sor der (1, 000s) % | (1, 000s) % (1, 000s) % (1, 000s) % (1, 000s) %
Tot al 1,688 100 801 47.5% 126 7.4% 263 15. 699 498 29. 5%
%
Subst ance 351 100 171 48. 6 48 13.8 68 19. 4 63 18. 1
abuse
di sorder
Affective 536 100 222 41. 4 29 54 41 7.6 244 45.5
di sor der
Schi zo- 389 100 226 58. 2 23 5.8 89 23.0 51 13.0
phreni a
Personality 31 100 17 54.2 1 4.3 6 19. 4 7 22.1
di sorder
Adj ust nent 125 100 45 36.2 10 7.7 19 14.9 51 41. 2
di sor der
O her 257 100 121 47.0 14 5.6 40 15.6 82 31.8

* Payment source includes expected or actual principal source of payment.

Source: SAMHSA, Center for Mental Health Services (CMHS). 1986 Client/Patient Sample Survey (CPSS). CPSS
is a sample of clients/patients within all specialty mental health organizations that offer inpatient, outpatient, or partial
care services as identified in the CMHS biennial Inventory of Mental Health Organizations/General Hospital Mental
Health Services. This inventory comprises all specialty treatment providers that can be identified by the States and by
national mental health provider associations. Clients admitted to specialty mental health treatment facilities include
some substance abusers. Inpatient care includes the mental health services of State and county mental hospitals, private
psychiatric hospitals, multiservice mental health organizations, Veterans Administration medical centers, and
nonFederal general hospitals; residential treatment was excluded.
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EXPECTED SOURCE OF PAYMENT
FOR INPATIENT MENTAL HEALTH ADMISSIONS

In 1986, the expected payment source differed by race/ethnicity for admissions to inpatient facilities
specializing in mental health treatment.

A greater proportion of non-Hispanic Whites (34 percent) were expected to use private insurance
than any other racial/ethnic group.

Over half of the non-Hispanic Blacks and Native Americans were expected to use public insurance
to pay for their inpatient mental health treatment.

Specialty Inpatient Mental Health Treatment Admissions
by Expected Sour ce of Payment™ and Race/Ethnicity, 1986

Nunber of Public Self- No Private

Race/ Ethnicity Adnmi ssions | Total Insuranc Pay Charge Insurance
e

Tot al 1,688,000 | 100.0% 47.5% 7.4% 15.6% 29. 5%
Non- Hi spanic Wite 1,191,000 | 100.0 45. 2 8.3 12.6 33.9
Non- Hi spani ¢ Bl ack 372,000 | 100.0 54.2 3.7 24.0 18.0
Hi spani c 101, 000 | 100.0 47. 6 10. 4 18.6 23. 4
Native Anerican 12,000 | 100.0 60. 2 11.2 15.7 12.9
Asi an/ Paci fic |slander 12,000 | 100.0 46. 5 13.2 18.0 22.4

* Expected source of payment is the payment source that the facility expected the client to use to pay the bill.

Source: SAMHSA, Center for Mental Health Services (CMHS). 1986 Client/Patient Sample Survey (CPSS). CPSS
is a sample of clients/patients within all specialty mental health organizations that offer inpatient, outpatient, or partial
care services as identified in the CMHS biennial Inventory of Mental Health Organizations/General Hospital Mental
Health Services. This inventory comprises all specialty treatment providers that can be identified by the States and by
national mental health provider associations. Clients admitted to specialty mental health treatment facilities include
some substance abusers. Inpatient care includes the outpatient and partial care mental health services of State and
county mental hospitals, private psychiatric hospitals, multiservice mental health organizations, Veterans Administration
medical centers, and nonFederal general hospitals; residential treatment was excluded.
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SPECIALTY AMBULATORY MENTAL HEALTH ADMISSIONS
BY DIAGNOSIS AND PAYMENT SOURCE

disorder (40 percent).

percent) or receive coverage from public insurance (29 percent).

In 1986, 35 percent of specialty ambulatory mental health admissions relied on public funds.

Public funds more often paid for clients diagnosed with schizophrenia (63 percent) and affective

Private insurance more often paid for those diagnosed with adjustment disorder (30 percent).

Clients with a diagnosis of substance abuse disorder were more likely to pay out of pocket (42

Diagnoses of Specialty Ambulatory Mental Health Facility Admissions
by Payment Source,” 1986

Tot al Public Private
Adni ssi ons I nsurance Sel f - Pay No Charge | nsur ance
Nunber Nunber Nunber Nunber Nurber

Di sor der (1, 000s) % (1, 000s) % (1, 000s) % (1, 000s) % [(1, 000s) %

Tot al 2,337 100. 0% 820 35. 19 703 30. 1% 330 14.1% 485 20.8%

ngiggnce 290 100.0 83 28.6 122 42.2 46 15.7 39 13.5
Di sorders

Affective 347 100.0 140 40. 2 88 25.2 50 14.3 71 20.4
Di sorders

Schi zo- 218 100.0 138 63.3 31 14.1 32 14.9 17 7.7
phreni a

Personal ity 151 100.0 54 35.5 50 33.2 20 13.4 27 17.9
Di sorders

Adj ust ment 520 100.0 166 31.9 147 28.4 53 10.2 154 29.5
Di sorders

Gt her 811 100.0 240 29.6 265 32.6 129 15.9 178 21.9

* Payment source includes expected or actual principal source of payment.

Source: SAMHSA, Center for Mental Health Services (CMHS). 1986 Client/Patient Sample Survey (CPSS). CPSS
is a sample of clients/patients within all specialty mental health organizations that offer inpatient, outpatient, or partial
care services as identified in the CMHS biennial Inventory of Mental Health Organizations/General Hospital Mental
Health Services. This inventory comprises all specialty treatment providers that can be identified by the States and by
national mental health provider associations. Clients admitted to specialty mental health treatment facilities include
some substance abusers. Ambulatory care includes the outpatient and partial care mental health services of State and
county mental hospitals, private psychiatric hospitals, multiservice mental health organizations, Veterans Administration
medical centers, nonFederal general hospitals, residential treatment centers for emotionally disturbed children, free-
standing outpatient clinics, and freestanding partial care programs.
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EXPECTED SOURCE OF PAYMENT
FOR AMBULATORY MENTAL HEALTH ADMISSIONS

In 1986, the expected payment source differed by race/ethnicity for admissions to ambulatory
facilities specializing in mental health treatment.

A greater proportion of Native Americans (43 percent) and non-Hispanic Whites (32 percent) paid
for their treatment out of pocket than other racial and ethnic groups.

At least one-third of each racial and ethnic group used public insurance.

Specialty Ambulatory Mental Health Treatment Admissions
by Expected Sour ce of Payment” and Race/Ethnicity, 1986

Nunmber of Publ i c Sel f - No Private

Race/ Ethnicity Adni ssion | Total | nsuranc Pay Charge Insuranc
s e e

Tot al 2,337,000 | 100% 35.1% 30. 1% 14. 1% 20. 8%
Non- Hi spanic Wite 1, 833,000 | 100 32.4 32. 4 12.2 23.1
Non- Hi spani ¢ Bl ack 312,000 | 100 47. 4 22.0 19.4 11.2
Hi spanic 160, 000 | 100 37.3 20. 2 26.0 16. 4
Native American 16,000 | 100 46. 4 43.1 10.5 -
Asi an/ Paci fic |slander 16, 000 | 100 72.7 7.87 13.8 5.7

* Expected source of payment is the payment source that the facility expected the client to use to pay the bill.
** Small number of cases in sample; interpret with caution.

Source: SAMHSA, Center for Mental Health Services (CMHS). 1986 Client/Patient Sample Survey (CPSS). CPSS
is a sample of clients/patients within all specialty mental health organizations that offer inpatient, outpatient, or partial
care services as identified in the CMHS biennial Inventory of Mental Health Organizations/General Hospital Mental
Health Services. This inventory comprises all specialty treatment providers that can be identified by the States and by
national mental health provider associations. Clients admitted to specialty mental health treatment facilities include
some substance abusers. Ambulatory care includes the outpatient and partial care mental health services of State and
county mental hospitals, private psychiatric hospitals, multiservice mental health organizations, Veterans Administration
medical centers, nonFederal general hospitals, residential treatment centers for emotionally disturbed children, free-
standing outpatient clinics, and free-standing partial care programs.
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MENTAL HEALTH FACILITIES BY YEAR

The number of specialty mental health facilities has steadily increased, from about 3,000 in 1970 to
about 5,500 in 1992.

The largest increase occurred in the number of “other” organizations, which includes freestanding
psychiatric partial care and multiservice mental health facilities (from 67in 1970to 1,613 in 1992).

The number of nonFederal general hospitals with separate psychiatric services doubled in that period
(from 797 to 1,616), while the number of freestanding psychiatric outpatient clinics declined from
1,109 in 1970 to 862 in 1992.

Number of Mental Health Facilities,? 1970-1992

Facility Type 1970 1976 1980 1986 1990 1992
All facilities 3,005 3,480 3,727 4,747 5,284 5,498
State/county nental hospitals 310 303 280 285 273 273
Private psychiatric hospitals 150 182 184 314 462 475
NonFederal general hospitals 797 870 923 1,351 1,674 1,616
VA medi cal centersP® 115 126 136 139 141 162
Conmunity nental health centers 196 517 691 - - -
Resi dential treatment centers® 261 331 368 437 501 497

Freestandi ng psychiatric clinics® 1,109 1,076 1,053 773 743 862
O her® 67 75 92 1,448 1,490 1,613

* Some organizations (e.g., community mental health centers) were reclassified as a result of changes in reporting
procedures and definitions. From 1979 to 1980, comparable data were not available for certain organization types, and
data for either an earlier or a later period were substituted. These factors influence the comparability of 1980, 1986,
1990, and 1992 data from those of earlier years.

® Includes Department of Veterans Affairs (formerly Veterans Administration) (VA) neuropsychiatric hospitals, VA
general hospital psychiatric services, and VA psychiatric outpatient clinics.

¢ For emotionally disturbed children.

4 Qutpatient.

¢ Includes freestanding psychiatric partial care organizations and, in 1986, 1990, and 1992, multiservice mental health
organizations.

Source: SAMHSA, Center for Mental Health Services. 1996. Mental Health, United Sates, 1996. Manderscheid RW,
Sonnenschein MA, eds. DHHS Publ. No. (SMA)96-3098. Washington, DC: U.S. Government Printing Office,
Table 7.1.
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MENTAL HEALTH STAFFING BY PROFESSION

In 1992, about 432,900 people were employed as patient care staff in specialty mental health
facilities.

About 27,000 of these patient care staff were physicians, 25,000 were psychologists, about 57,000
were social workers, and about 79,000 were registered nurses.

The majority of patient care staff—in addition to physicians, psychologists, social workers, and
registered nurses—were professionals with at least a bachelor’s degree

Staff in Specialty Mental Health (MH) Facilities by Profession, 1992

Parti al
Care &
VA RTCs Mul ti - Psychiatric
Ful |l -Ti me All Medi cal for service MH CQutpatient
St af f Facilities Hospitals® Centers®” EDC Orgs® dinics®

Al patient
care staff 432, 866 240, 631 20,834 42,801 114,672 13, 177
Physi ci ans® 26, 752 15, 324 3, 889 874 5, 635 991
Psychol ogi st s 25, 000 9, 458 2,479 1,641 8, 785 2,567
Soci al workers 57,136 19, 950 2,244 6,506 23,102 5, 160
Regi st ered
nur ses 78, 588 64, 560 5,485 1,367 6, 636 488
O her
Mental Health
pr of essi onal s’ 102, 162 37,642 1,266 18,970 41, 033 2,940
Physi cal
heal th workers 16, 350 12,769 911 849 1,651 167
O her Ment al
Heal th worker s®? 126, 878 80, 928 4,560 12,594 27, 830 864

*Includes State and county mental hospitals, private psychiatric hospitals, and nonFederal general hospitals.

® Includes Department of Veterans Affairs neuropsychiatric hospitals, general hospital psychiatric services, and
psychiatric outpatient clinics.

¢ RTCs for EDC are residential treatment centers for emotionally disturbed children.

4 Freestanding.

¢ Includes psychiatrists and other physicians.

fIncludes staff with bachelor’s degrees and above.

¢ Includes staff with less than a bachelor’s degree.

Source: SAMHSA, Center for Mental Health Services (CMHS). Preliminary data from the Inventory for Mental Health
Organizations/General Hospital Mental Health Services. The surveys collected information from specialty mental health
organizations, general hospitals with separate psychiatric services, and general hospitals without separate psychiatric
services.
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ANNUAL ADMISSIONS TO MENTAL HEALTH FACILITIES

Of the 5.3 million admissions to mental health facilities in 1992, 27 percent were to nonFederal
general hospitals, and 13 percent to private psychiatric hospitals.

More than 45 percent of 24-hour care admissions were to nonFederal general hospitals.

About 47 percent of Veterans Administration medical center, 31 percent of private psychiatric
hospital, and 34 percent of nonFederal general hospital admissions were for ambulatory care.

Annual Admissionsto Mental Health Facilities by Type of Care, 1992

Number Per cent Per cent
(in 1,000s) by Facility Type by Type of Care
24-hr  Anbu 24-hr  Anbu 24-hr  Anmbu
Type of Facility Total care | - Total care | - Total care | -
atory? atory? at ory?
Al facilities 5,256 2,092 3,164 [100.0 100.0 100.0 (100.0 39.8% 60.2%
% % % %
St at e/ county 325 275 50 6.2 13.1 1.6 |100.0 84.6 15.4
nmental hospitals
Private 676 470 206 | 12.9 22.5 6.5 |100.0 69.5 30.5
psychiatric
hospital s
NonFeder al 1,431 951 480 | 27.2 45.5 15.2 [100.0 66.5 33.5
gener al
hospital s
VA nedi cal 340 181 159 6.5 8.6 5.0 |100.0 53.2 46.8
centers®
Al'l ot her 2,485 215 2,270 | 47.3 10.3 71.7 |100.0 8.7 91.3
facilities®

* Includes outpatient and partial care.

® Includes Veterans Administration neuropsychiatric hospitals, general hospital psychiatric services, and psychiatric
outpatient clinics.

¢ Includes federally funded community mental health centers, residential treatment centers for emotionally disturbed
children, freestanding psychiatric outpatient clinics, freestanding psychiatric partial care organizations, and multiservice
mental health organizations.

Source: SAMHSA, Center for Mental Health Services. 1996. Mental Health, United Sates, 1996. Manderscheid RW,
Sonnenschein MA, eds. DHHS Publ. No. (SMA)96-3098. Washington, DC: U.S. Government Printing Office, Tables
7.3,7.5,7.6.
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TRENDS IN ADMISSIONS TO MENTAL HEALTH FACILITIES

facilities.

nonFederal general hospitals.

Between 1975 and 1992, there was a 24 percent increase in total admissions to all mental health
The largest increases took place in admissions to private psychiatric hospitals and

Trendsin Annual Admissionsto Mental Health Facilities by Facility Type, 1975-1992

* Some organizations (e.g., community mental health centers) were reclassified as a result of changes in reporting
procedures and definitions. From 1979 to 1980, comparable data were not available for certain organization types, and
data for either an earlier or a later period were substituted. These factors influence the comparability of 1980, 1986, 1990,
and 1992 data from those of earlier years.
® Totals may not sum to 100 percent due to rounding. ° Includes outpatient and partial care.
Includes Department of Veterans Affairs (VA) neuropsychiatric hospitals, VA general hospital psychiatric services, and

VA psychiatric outpatient clinics.

¢ Includes federally funded community mental health centers, residential treatment centers for emotionally disturbed
children, freestanding psychiatric outpatient clinics, freestanding psychiatric partial care organizations, and multiservice

mental health organizations.

Source: SAMHSA, Center for Mental Health Services. 1996. Mental Health, United States, 1996. Manderscheid RW,
Sonnenschein MA, eds. DHHS Publ. No. (SMA)96-3098. Washington, DC: U.S. Government Printing Office,

Tables 7.3, 7.5, 7.6.

Nunber (in 1,000s) Per cent®
Facility Type?® 1975 1979 1986 1990 1992 |1975 1979 1986 1990 1992
Al facilities 4,011 4,349 4,775 5,333 5, 257|100% 100% 100% 100%  100%
St at e/ county nent al
hospital s 594 475 401 324 325]14.8 10.9 8.4 6.1 6.2
Private psychiatric
hospital s 162 174 367 570 676| 4.0 4.0 7.7 10.7 12.9
NonFeder al general
hospi tal s 813 788 1,382 1,618 1,43120.3 18.1 28.9 30.3 27.2
VA medi cal centers® 282 308 313 382 340] 7.0 7.1 6.6 7.2 6.5
Al other facilities® 2,160 2,604 2,312 2,439 2,485|53.9 59.9 48.4 45.7 47.3
24-hour care 1,558 1,541 1,819 2,035 2,092|100% 100% 100% 100%  100%
St at e/ county nent al
hospi tal s 434 383 333 276 275(27.9 24.9 18.3 13.6 13.1
Private psychiatric
hospi tal s 126 141 235 407 470| 8.1 9.1 12.9 20.0 22.5
NonFeder al general
hospital s 544 551 849 960 9511 34.9 35.8 46.7 47.2 45.5
VA medi cal centers® 181 180 180 198 181| 11. 6 11.7 9.9 9.7 8.7
Al other facilities® 273 286 222 194 215]17.5 18.6 12.2 9.5 10.3
Anmbul at ory care® 2,453 2,807 2,956 3,299 3,165[100% 100% 100% 100%  100%
St at e/ county nent al
hospi tal s 160 92 68 48 50| 6.5 3.3 2.3 1.5 1.6
Private psychiatric
hospi tal s 36 33 132 163 206 1.5 1.2 4.5 4.9 6.5
NonFeder al gener al
hospi tal s 269 237 533 659 480| 11.0 8.4 18.0 20.0 15.2
VA medi cal centers® 102 127 133 184 159| 4.2 4.5 4.5 5.6 5.0
Al other facilities® 1,886 2,318 2,090 2,245 2,270|76.9 82.6 70.7 68.1 71.7
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1990.

SPECIALTY MENTAL HEALTH FACILITY ADMISSIONS

BY TYPE OF CARE

Between 1990 and 1992, admissions to specialty mental health facilities decreased.

Admissions to facilities specializing in mental health treatment steadily increased between 1975 and

The decrease between 1990 and 1992 in specialty mental health facilities’ admissions was
associated with a decrease in outpatient admissions.

Annual Admissionsto Specialty Mental Health Facilities* by Type of Care, 1975-1992

Adm ssions (in 1,000s) Per cent

Al'l Ampu- 24- Hour Al'l Ampu- 24- Hour
Year Facilitie latory® Care® |Facilitie latory® Care®

S S

1975 4,010 2,453 1, 557 100. 0% 61. 2% 38. 8%
1979 4,349 2,807 1,542 100.0 64.5 35.5
1983 4,477 2,843 1,633 100.0 63.5 36.5
1986 4,775 2,955 1, 819 100.0 61.9 38.1
1988 5, 263 3, 264 1,999 100.0 62.0 38.0
1990 5, 335 3, 299 2,036 100.0 61.8 38.2
1992 5, 256 3,164 2,092 100.0 60. 2 39.8

* Some organizations (e.g., community mental health centers) were reclassified as a result of changes in reporting
procedures and definitions. From 1979 to 1980, comparable data were not available for certain organization types, and
data for either an earlier or a later period were substituted. These factors influence the comparability of 1980, 1986, 1990,
and 1992 data from those of earlier years.

® Includes outpatient and partial care.
¢ Includes inpatient and residential care.

Source: SAMHSA, Center for Mental Health Services. 1996. Mental Health, United States, 1996. Manderscheid RW,
Sonnenschein MA, eds. DHHS Publ. No. (SMA)96-3098. Washington, DC: U.S. Government Printing Office, Tables

7.3,7.5,7.6.
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INPATIENT AND RESIDENTIAL CLIENTS IN MENTAL HEALTH FACILITIES

At the end of 1992, there were 215,000 inpatient and residential treatment clients in U.S. mental
health facilities.

Thelargest proportion of 1-day census inpatient clients (39 percent) was in State and county mental
health hospitals.

The smallest proportion of inpatient clients (9 percent) was in VA medical centers.

One-Day Census of Inpatient and Residential Clients
in Mental Health Facilities, 1992

Nunmber of
Type of Facility Clients Per cent
Al Facilities 214,714 100. 0%
State/ county mental hospitals 83, 180 38.8
Private psychiatric hospitals 24, 053 11.2
NonFederal general hospitals 35, 611 16.6
VA nmedi cal centers?® 18, 531 8.6
Residential treatment centers® 27,751 12.9
O her® 25, 588 11.9

*Includes Department of Veterans Affairs (formerly Veterans Administration) (VA) neuropsychiatric hospitals, VA general
hospital psychiatric services, and VA psychiatric outpatient clinics.

® For emotionally disturbed children.

¢ Includes freestanding psychiatric partial care organizations and multiservice mental health organizations.

Source: SAMHSA, Center for Mental Health Services. 1996. Mental Health, United Sates, 1996. Manderscheid RW,
Sonnenschein MA, eds. DHHS Publ. No. (SMA)96-3098. Washington, DC: U.S. Government Printing Office, Table 7.4.
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INPATIENT CLIENTSIN STATE AND COUNTY MENTAL HEALTH HOSPITALS

The five States with the highest State and county mental hospital inpatient rates per 100,000
population were the District of Columbia (191.9), Delaware (76.6), New York (61.2), Nevada
(51.5), and Mississippi (47.6).

The five States with the lowest State and county mental hospital inpatient rates per 100,000
population were Rhode Island (6.4), Arkansas (7.9), Vermont (10.7), Arizona (11.7), and New
Hampshire (11.8).

Inpatient Clients per 100,000 Population in State and County Mental Hospitals, 1994

Rat e per Rat e per
St ate Nunber 100, 00 St at e Nunber 100, 000
Tot al 72,238 27.9 M ssouri 1,109 21. 4
Al abanm 1, 647 39.2 Mont ana 197 23.6
Al aska 101 17. 4 Nebr aska 599 38.3
Ari zona 462 11.7 Nevada 760 51.5
Ar kansas 183 7.9 New Hanpshire 137 11.8
California 3,814 12.0 New Jer sey 3,405 42.5
Col or ado 775 21.2 New Mexi co 209 13. 3
Connecti cut 958 28.6 New Yor k 11, 316 61.2
Del awar e 546 76. 6 North Carolina 2,203 31.5
D. C. 1, 148 191.9 Nor t h Dakot a 213 34. 3
Fl ori da 2,766 20.0 Chi o 1, 849 16. 8
Georgi a 3,239 47.1 kI ahoma 675 21.6
Hawai i 200 17.8 Oregon 855 27. 7
I daho 138 12.9 Pennsyl vani a 4,787 39.5
Illinois 2,860 24. 3 Rhode | sl and 63 6.4
| ndi ana 1, 320 23.0 Sout h Carolina 1, 089 30.5
| owa 513 18. 6 Sout h Dakot a 317 45, 2
Kansas 883 35.5 Tennessee 1, 142 22.0
Kent ucky 645 16.9 Texas 2,930 16. 4
Loui si ana 1, 091 25.6 Ut ah 326 18.5
Mai ne 450 34.9 Ver nont 63 10. 7
Mar yl and 1, 820 35.5 Virginia 2,540 40.0
Massachusetts 793 12.8 Washi ngt on 1, 330 25.3
M chi gan 3,711 39.3 West Virginia 224 12.2
M nnesot a 1, 593 35.1 W sconsi n NA NA
M ssi ssi ppi 1, 208 47.6 Wom ng 147 31.9

Source: Center for Mental Health Services. Additions and Resident Patients at End of Year, State and County Mental
Hospitals, by Age and Diagnosis, by State, United States, 1994. Rockville, MD: Center for Mental Health Services,
1995, pp. 54-105. Data are not available for Wisconsin. Data used to determine rates for the U.S. population are based
on estimates of the civilian population for July 1994 by the U.S. Bureau of the Census. Rates are age adjusted.
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LENGTH OF STAY IN SPECIALTY MENTAL HEALTH
INPATIENT TREATMENT BY FACILITY TYPE

In 1986, the length of stay for a mental health inpatient treatment episode varied, but was less than
2 months for the majority of inpatient clients.

The length of stay for clients in State/county mental hospitals was longest compared with private
psychiatric and nonFederal general hospitals, multiservice mental health facilities, and Veterans
Administration medical centers.

ClientsinnonFederal general hospitals had the shortest stays and the least variation in length of stay
compared with other facility types.

Length of Stay (in Weeks) in Specialty Mental Health
Inpatient Treatment by Facility Type, 1986

25t h 75t h
Facility Type Mean Percentile Medi an Percentile
State/ county nental
hospital s 14.5 1.6 4.0 8.4
Private psychiatric
hospital s 5.1 1.6 3.4 5.1
Mil tiservice nental health
facilities 3.2 0.6 1.6 4.0
Vet erans Adninistration
medi cal centers 5.3 1.7 3.3 51
NonFederal general hospitals 2.2 0.7 1.6 2.7

Source: SAMHSA, Center for Mental Health Services (CMHS), 1986 Client/Patient Sample Survey (CPSS). CPSS is
a sample of clients/patients within all specialty mental health organizations that offer inpatient, outpatient, or partial care
services as identified in the CMHS biennial Inventory of Mental Health Organizations/General Hospital Mental Health
Services. This inventory comprises all specialty treatment providers that can be identified by the States and by national
mental health provider associations. Clients admitted to specialty mental health treatment facilities include some
substance abusers. Residential treatment was excluded.
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LENGTH OF STAY IN SPECIALTY MENTAL HEALTH
INPATIENT TREATMENT BY FACILITY TYPE AND DIAGNOSIS

In 1986, the length of stay for each major diagnosis differed by the type of facility.

Persons with a diagnosis of schizophrenia had the longest median length of stay for an inpatient
episode.

Half of all persons diagnosed with schizophrenia stayed no more than 19 days for an episode of
inpatient treatment.

Persons diagnosed with alcohol-related disorders had the shortest median length of stay; half'stayed
no more than 8 days.

Median® Length of Stay (in Days) in Specialty Mental Health
Inpatient Treatment by Facility Type and Diagnosis, 1986

Al cohol - Dr ug-

Rel at ed Rel at ed Affective Schi zo-
Facility Type Di sorders Di sorders Di sorders phreni a
Tot al 8 16 16 19
State/ county nental
hospital s 15 27 33 37
Private psychiatric
hospital s 24 27 24 18
Mul tiservice nental health
facilities 6 6 13 17
Vet erans Adm nistration
medi cal centers 22 21 24 23
NonFederal general hospitals 5 8 13 13

* Excludes deaths. The median is the midpoint having an equal number with shorter and longer stays. The median length
of stay is generally shorter than the mean length of stay because a few clients remain in treatment for extremely long
periods of time.

Source: SAMHSA, Center for Mental Health Services (CMHS), 1986 Client/Patient Sample Survey (CPSS). CPSS is
a sample of clients/patients within all specialty mental health organizations that offer inpatient, outpatient, or partial care
services as identified in the CMHS biennial Inventory of Mental Health Organizations/General Hospital Mental Health
Services. The inventory comprises all specialty treatment providers that can be identified by the States and by national
mental health provider associations. Clients admitted to specialty mental health treatment facilities include some
substance abusers. Residential treatment was excluded. Affective disorders include major depression and manic episodes.
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MENTAL SYNDROME BY SPECIALTY MENTAL HEALTH TREATMENT

In 1996, less than 30 percent of those who experienced major depressive episode during the year
received either inpatient or outpatient treatment in a specialty mental health facility.

Of the four major diagnoses measured by the National Household Survey on Drug Abuse, persons
with agoraphobia were the least likely to be treated in specialty mental health inpatient or
outpatient facilities in the past year. Agoraphobia involves fear of places or situations in which the
person feels help would be unavailable or escape difficult.

Past-Year Specialty Mental Health Treatment by Selected Mental Syndrome, 1996
U.S. Population, Age 18 and Older

CQut pati en No | npatient
| npati ent t I npatient & or
Treatnment  Treat nment Qut pat i ent Qut pat i ent
Mental Syndrone Tot al Only Only Tr eat ment Tr eat ment
Maj or 100. 0% 0. 3% 26. 0% 2. 0% 71. 8%
depressi ve
epi sode
General i zed 100.0 0.5 31.5 3.0 65.0
anxi ety
di sorder
Agor aphobi a 100.0 0.1 15.4 3.4 81.1
Pani c attack 100.0 0.3 24.0 2.4 73.3

* Outpatient mental health treatment includes treatment for psychological problems and emotional difficulties at a mental
health clinic or by a mental health professional on an outpatient basis.

Source: SAMHSA, Office of Applied Studies. 1997. Unpublished data from the 1996 National Household Survey on
Drug Abuse. The 1996 survey employed a multistage area probability sample of about 18,000 noninstitutionalized civilian
respondents 12 years and older and incorporates an oversampling of Blacks, Hispanics, and young people. The survey
also included a module of questions asking adults about their mental health status during the past year. The adult mental
health screening scale developed by the Institute for Social Research at the University of Michigan was used to estimate
the presence of four clinical mental syndromes defined in the DSM-III-R (Revised Third Edition) published by the
American Psychiatric Association (1987).
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LENGTH OF STAY IN SPECIALTY MENTAL HEALTH
OUTPATIENT TREATMENT BY FACILITY TYPE

treatment varied by type of facility.

in length of stay than in any other facility type.

Length of Stay (in Months) in Specialty Mental Health

Outpatient Treatment by Facility Type, 1986

In 1986, the average length of stay for an episode of care in specialty mental health outpatient

In 1986, persons in State/county mental hospital outpatient treatment experienced greater variation

25t h 75th
Facility Type Mean Percentile Medi an Percentile
State/ county mental hospitals 13.2 1.5 7.9 10.6
Private psychiatric hospitals 7.1 2.5 5.7 10.6
Mul tiservice nmental health
facilities 10. 4 1.6 5.5 9.6
Vet erans Admi nistration
medi cal centers 8.5 0.5 3.3 7.3
NonFederal general hospitals 7.1 0.9 4.4 10. 4
Qut patient psychiatric clinics 8.7 1.8 5.7 9.

Source: SAMHSA, Center for Mental Health Services (CMHS), 1986 Client/Patient Sample Survey (CPSS). CPSS is
a sample of clients/patients within all specialty mental health organizations that offer inpatient, outpatient, or partial care
services as identified in the CMHS biennial Inventory of Mental Health Organizations/General Hospital Mental Health
Services. The inventory comprises all specialty treatment providers that can be identified by the States and by national
mental health provider associations. The median length of stay for outpatient clients was calculated from the time of
admission until termination. Although measuring length of stay by this method neither indicates that a client received
active treatment throughout an entire period nor measures the number of visits received by a client, it does tend to point
out differences among clients that could be indicative of differences in factors such as length of actual treatment,
termination policies, and client dropoutrates. Clients admitted to specialty mental health treatment facilities include some

substance abusers. Deaths are excluded.
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MENTAL HEALTH TREATMENT BY DIAGNOSIS AND TYPE OF CARE

Of4 million clients in mental health treatment facilities in 1986, the largest proportion (22 percent)
was admitted for affective disorders (major depression and manic episodes).

Persons with diagnoses of personality disorder or adjustment disorder were more likely to be
admitted to ambulatory than inpatient care.

Persons with diagnoses of affective disorder or schizophrenia were more likely to be admitted to
inpatient than ambulatory care.

Client Admissionsto Mental Health Facilities by Diagnosis and Type of Care,” 1986

Nurmber ™™ (1, 000s) % by Di agnosis % by Type of Care
I'n

patien Anbu- In Anmbu- In Ambu-
Di agnosi s Tot al t latory |[Total patient latory|Total patient |atory
Tot al 4,025 1,687 2,337 |100. 0% 100.0%100. 0%100.0% 41.9% 58. 1%
Subst ance
abuse
di sorders 641 351 290 | 15.9 20.8 12.4 |100.0 54.7 45.3
Affective
di sorders 883 536 347 | 21.9 31.7 14.9 |100.0 60.7 39.3
Schi zo-
phreni a 607 389 218 | 15.1 23.0 9.3 [100.0 64.1 35.9
Personality
di sorders 182 31 151 4.5 1.8 6.5 |100.0 16.9 83.1
Adj ust nent
di sorders 644 125 520 16.0 7.4 22.2 | 100.0 19.3 80.7
Other 1,068 257 811 26.5 15.2 34.7 | 100.0 24.1 75.9

" Inpatient care includes the mental health services of State and county mental hospitals, private psychiatric hospitals,
multiservice mental health organizations, Veterans Administration medical centers, and nonFederal general hospitals;
residential care is excluded. Ambulatory care includes the outpatient and partial care mental health services of State and
county hospitals, private psychiatric hospitals, multiservice mental health organizations, Veterans Administration medical
centers, nonFederal general hospitals, residential treatment centers for emotionally disturbed children, free-standing
outpatient clinics, and free-standing partial care programs. Clients may be admitted to both inpatient and ambulatory care
during the year and may be counted more than once. Substance abuse disorders include diagnosis of either abuse or
dependence for alcohol and other drugs.

" Numbers may not sum to totals due to rounding.

Source: SAMHSA, Center for Mental Health Services (CMHS), 1986 Client/Patient Sample Survey (CPSS). CPSS is
a sample of clients/patients within all specialty mental health organizations that offer inpatient, outpatient, or partial care
services identified in the CMHS biennial Inventory for mental Health Organizations and General Hospital Mental Health
Services. The inventory comprises all specialty treatment providers that can be identified by the States and by national
mental health provider associations. Clients admitted to specialty mental health treatment facilities include some
substance abusers.
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SPECIALTY MENTAL HEALTH FACILITIES BY METROPOLITAN STATUS

Metropolitan counties (96%) are more likely than non metropolitan counties (79%) to have any
specialty mental health treatment facilities.

In 1990, few rural counties had overnight or inpatient mental health treatment facilities.

Per cent of Counties With Specialty Mental Health Facilitiesin 1990
by Metropolitan Status* and Type of Mental Health Facility

Mental Health Tot al Met ropol i t an Non- net ropol i t an
Facility Type (n=3, 102) (n=813) (n=2, 289)

Any Mental Health 83% 96% 79%

Anmbul at ory 83 96 78

Over ni ght 36 73 22

I npatient** 30 67 16

O her overnight*** 22 48 12

*Counties with populations of 50,000 or more were considered metropolitan. Counties with populations less than 50,000
were considered non metropolitan

**24 hour care in a hospital setting
***QOvernight care in a setting other than a hospital (includes residential treatment care and residential supportive care).

Source: Goldsmith HF, Wagenfeld MO, Mandersheid RW, Stiles DJ, Windle C, Witkin MJ. 1994. The Ecology of
Mental Health Facilities in Metropolitan and Non-Metropolitan Counties. CMHS Mental Health United States, (Table
7.1). DHHS Pub. No. (SMA) 94-3000. The psychiatric facility data are from CMHS’s 1990 Inventory of Mental Health
Organizations, the 1990 Inventory of General Hospital Facilities, and the 1990 Mental Health Directory (a list of specialty
mental health facilities by address and type of services provided.
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CLIENTSIN MENTAL HEALTH TREATMENT BY GENDER AND AGE

1 In 1990, mental health facilities had over 3 million clients, or 1.4 percent of the U.S. population.
1 The distribution of mental health clients by gender and age was similar to the general

U.S. population.

Distribution of Clientsin Mental Health Treatment
and the U.S. Population by Gender and Age, 1990

Denogr aphi c Mental Health u. S
Characteristics Tr eat ment Popul ati on
Gender
Mal e 52. 7% 48. 8%
Femal e 47. 3 51.2
Age
Less than 18 21. 4 25.8
18 to 34 29.9 28.3
35 to 64 38.7 33.4
65 and ol der 10.0 12.5

Source: SAMHSA, Center for Mental Health Service. 1996. Mental Health, United States, 1996. Manderscheid RW,
Sonnenschein MA, eds. DHHS Publ. No. (SMA)96-3098. Washington, DC: U.S. Government Printing Office. U.S.
Bureau of the Census. 1994. Satistical Abstract of the United Sates: 1993 (113th edition). Washington, DC. The
1990 mental health inventory includes data from 5,300 providers. Data are reported or imputed for all providers
specializing in mental health treatment that can be identified by the States and by provider associations.
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MENTAL HEALTH TREATMENT BY RACE/ETHNICITY

In 1990, over- and underrepresentation existed for some racial/ethnic minorities in mental health
treatment facilities.

Although Blacks represented only 12 percent of the U.S. population in 1990, they represented 20
percent of clients in specialty mental health treatment that year.

In 1990, 1 percent of clients in mental health treatment was Asian, but this group represented 3
percent of the U.S. population.

Distribution of Clientsin Mental Health Treatment
and the U.S. Population by Race/Ethnicity, 1990

Mental Health u. S
Race/ Ethnicity" Tr eat ment Popul ati on
Tot al 100. 0% 100. 0%
VWite 77.7 83.9
Bl ack 20.1 12.3
Asi an 1.3 3.0
Native American 0.9 0.8
Hi spanic 7.3 9.0

* Hispanics are included in the racial groupings.

Source: SAMHSA, Center for Mental Health Service. 1996. Mental Health, United States, 1996. Manderscheid RW,
Sonnenschein MA, eds. DHHS Publ. No. (SMA)96-3098. Washington, DC: U.S. Government Printing Office. U.S.
Bureau of the Census. 1994. Statistical Abstract of the United States: 1993 (113th edition). Washington, D.C. The
1990 mental health inventory includes data from 5,300 providers. Data are reported or imputed for all providers
specializing in mental health treatment that can be identified by the States and by provider associations.
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MENTAL HEALTH EPISODES BY YEAR AND TYPE OF CARE

to 2,664 in 1992.

more than 900 episodes per 100,000 population each year.

The total number of mental health episodes increased from about 3.7 million in 1969 to 8.8 million
in 1992; this increase occurred primarily among outpatient and partial care episodes.

Therate of outpatient and partial care episodes per 100,000 population increased from 992 in 1969

The rate of inpatient care episodes has been fairly stable during this time period, with 800 to just

Mental Health Episodes” by Year and Type of Care, 1969-1992

Epi sodes per

100, 000 Popul ati on

Nunber of Al | I npatient Qutpatient
Year Epi sodes Epi sodes Care Care™
1969 3,682,454 1, 853 861 992
1971 4,190, 913 2,052 860 1,192
1975 6, 857, 597 3, 245 860 2,385
1983 7,194, 038 3,084 799 2,285
1986 7, 885, 618 3, 295 859 2,436
1990 8, 620, 628 3,491 917 2,574
1992 8,824,701 3,580 916 2,664

* Episodes are defined as the number of persons receiving services at the beginning of the year plus the number of

additions to these services throughout the year.

** Includes partial care episodes.

Source: SAMHSA, Center for Mental Health Services. 1996. Preliminary data from the Inventory for Mental Health
Organizations/General Hospital Mental Health Services. The surveys collected information from specialty mental health
organizations, general hospitals with separate psychiatric services, and general hospitals without separate psychiatric

services.
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MENTAL DIAGNOSES AMONG ASIAN/PACIFIC ISLANDER PATIENTS

Compared with the overall patient population in the Los Angeles County public mental health
systemin 1988-1989, a greater proportion of major depression, schizophrenia, and anxiety disorder
diagnoses were present among the Asian/Pacific Islander population.

Ofall the Asian/Pacific Islander groups, the highest proportion of major depression and the lowest
proportion of schizophrenia were observed in the Indochinese patient group.

The highest percentage of schizophrenia was found in the Japanese group.

Per centage of Total and Asian/ Pacific Islander Mental Health Patients
in Los Angeles County by Mental Diagnosis, 1988-1989

Adj ust -
Maj or Schi zo- ment Psychoti Bi polar Anxiety
Race/ Ethnicity Depression phrenia D sorder c Di sorder Di sorder O her
Di sor der
Total patients 20. 2% 18. 6% 14. 4% 11. 0% 6. 7% 4.4% 24.7%
(n=83, 682)
Total AP 24.1 23.6 12.6 9.8 5.7 5.3 18.9
patients
(n=3, 324)
I ndochi nese 37.5 14. 2 9.7 6.4 3.3 9.8 19.1
(n=665)
Chi nese 25. 4 25.1 14. 2 9.5 4.7 4.9 16. 2
(n=598)
Japanese 18.3 30.4 14.1 8.0 6.3 3.1 19. 8
(n=532)
Filipino 18.6 25. 4 13.2 11.3 7.9 4.1 19.5
(n=432)
Kor ean 23.7 23. 4 7.4 11.2 7.1 5.1 22.1
(n=399)
O her (n=698) 18.6 24.9 15.3 12. 7 6.2 3.7 18.6

Source: Kim-Goh M, Yamamoto J, Suh C. 1994. “Characteristics of Asian/Pacific Islander Psychiatric Patients in a
Public Mental Health System.” Asian American and Pacific Islander Journal of Health 2(2):125-132, Tables 1 and 2.
The study population consisted of all Asian and Pacific Islander (API) patients seen in all Los Angeles County mental
health facilities between 1988 and 1989. Data were abstracted from the Los Angeles County Department of Mental
Health’s Automated Information System. API comprise about 11 percent ofthe Los Angeles County population and about
4 percent of the county mental health patients. Los Angeles County mental health staff include ethnic therapists who are
bilingual and bicultural. The analysis was based on 3,324 API patients (47 percent male and 53 percent female). The
largest group of API patients (20 percent) were Indochinese (e.g., Cambodian, Hmong, Laotian, and Vietnamese). Other
large API groups were Chinese (18 percent), Japanese (16 percent), Filipinos (13 percent), and Koreans (12 percent). The
primary language for 64 percent of the API patients was an Asian language. Almost half (44 percent) of the API patients
were age 30 or younger.
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INPATIENT MENTAL HEALTH TREATMENT
BY DIAGNOSIS AND RACE/ETHNICITY

inpatient facilities with affective disorders than were Blacks (19 percent).

likely to have a diagnosis of schizophrenia than Whites (20 percent).

Specialty Mental Health Care Inpatient Admissions

by Diagnosis and Race/Ethnicity, 1986

In 1986, a higher percentage of Whites (36 percent) were admitted to specialty mental health

Blacks (34 percent) who were admitted to specialty mental health inpatient facilities were more

Di agnosi s VWi te’ Bl ack” Hispanic’
Tot al 100. 0% 100. 0% 100. 0%
Affective disorders” 35.8 18. 7 27.6
Schi zophr eni a 19.6 34.2 21.3
Al cohol disorders 12.9 19.2 13.0
Drug disorders 5.5 9.7 17.3
O her disorders 26.2 18. 2 20. 8

* Whites and Blacks may also be Hispanic; Hispanics may be of any race.
** Affective disorders include major depression and manic episodes.

Source: SAMHSA, Center for Mental Health Services (CMHS), 1986 Client/Patient Sample Survey (CPSS). CPSS is
a sample of clients/patients within all specialty mental health organizations that offer inpatient, outpatient, or partial care
services as identified in the CMHS biennial Inventory of Mental Health Organizations/General Hospital Mental Health
Services. The inventory comprises all specialty treatment providers that can be identified by the States and by national
mental health provider associations. Clients admitted to specialty mental health treatment facilities include some
substance abusers. Inpatient care includes the mental health services of State and county mental hospitals, private
psychiatric hospitals, multiservice mental health organizations, Veterans Administration medical centers, and nonFederal

general hospitals; residential treatment was excluded.
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AMBULATORY MENTAL HEALTH TREATMENT
BY DIAGNOSIS AND RACE/ETHNICITY

In 1986, 24 percent of Whites and 12 percent of Blacks who were admitted into specialty mental
health ambulatory care had an adjustment disorder diagnosis.

There was a higher percentage of Whites (16 percent) who were admitted into specialty mental
health ambulatory care with an affective disorder than there were Blacks (10 percent) who were
admitted with this diagnosis.

There were three times more Blacks (22 percent) in specialty mental health ambulatory care with
a schizophrenia diagnosis than there were Whites or Hispanics (7 percent each) with this

diagnosis.
Specialty Mental Health Care Ambulatory Admissions
by Diagnosis and Race/Ethnicity, 1986
Di agnosi s Whi t e’ Bl ack”™ Hi spanic’
Tot al 100. 0% 100. 0% 100. 0%
Adj ust nent di sorder 24.1 12.0 19.3
Affective disorders™ 15.5 9.8 17.7
Al cohol disorders 9.6 8.1 8.3
Schi zophreni a 6.8 22.0 6.8
Drug disorders 2.6 6.0 3.9
Q her disorders 41.4 42.1 44.0

" Whites and Blacks may also be Hispanic; Hispanics may be of any race.
™ Affective disorders include major depression and manic episodes.

Source: SAMHSA, Center for Mental Health Services (CMHS), 1986 Client/Patient Sample Survey (CPSS). CPSS is
a sample of clients/patients within all specialty mental health organizations that offer inpatient, outpatient, or partial care
services as identified in the CMHS biennial Inventory of Mental Health Organizations/General Hospital Mental Health
Services. The inventory comprises all specialty treatment providers that can be identified by the States and by national
mental health provider associations. Clients admitted to specialty mental health treatment facilities include some
substance abusers. Ambulatory care includes the outpatient and partial care mental health services of State and county
mental hospitals, private psychiatric hospitals, multiservice mental health organizations, Veterans Administration medical
centers, nonFederal general hospitals, residential treatment centers for emotionally disturbed children, free-standing
outpatient clinics, and freestanding partial care programs.
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MENTAL HEALTH HOSPITAL CARE - MICHIGAN CHILDREN IN MEDICAID
PROGRAM

In Michigan, the mean age ofnondisabled Medicaid children underage 19 who were hospitalized
for psychiatric treatment in 1990 was 13.7 years.

The mean length of stay for the five most frequent inpatient psychiatric diagnoses varied from 40.7
days for adjustment reaction (ICD Code 309) to 116.8 days for a diagnosis of conduct disturbance
not elsewhere classified (ICD-9 Code 313).

About23 percent ofthe hospital stays by nondisabled Medicaid children and adolescents were for
a diagnosis of affective psychosis (ICD-9 Code 296).

Characteristics of Hospital Stay for Nondisabled Children Under Age 19
in Michigan Medicaid Population by Psychiatric Diagnosis*, 1990

Mean
Per cent Length of

Mean of Total Mean Cost** St ay

Psychi atric D agnosis Age(Yrs) St ays per Stay (Days)

Al'l psychiatric diagnosis 13.7 100.0 $14, 740 59.7

Affective psychoses 14.8 23.1 12,509 49.5

Neurotic disorders 14.1 16. 0 13, 484 56. 2

Adj ust ment reaction 13.8 19.0 11,186 40. 7

Enpti onal di sturbance 13. 4 8.3 20, 854 90.0
specific to chil dhood and

adol escence
Conduct di sturbance not 13.1 10. 3 26, 352 116.8

el sewhere classified

*These 5 diagnoses accounted for 77 percent of inpatient psychiatric stays in Michigan.**Includes payment by other third-
party sources.

Source: Buck JA. 1997. Utilization of Medicaid Mental Health Services by Nondisabled Children and Adolescents.
Psychiatric Services, 48(1):65-70. This study used the 1990 data from the Medicaid Analysis Project for Four States
sponsored by HCFA. Michigan and Tennessee were chosen for the analysis because of their high quality data,
demographic diversity, and relatively low rates of Medicaid managed care in 1990. The eligible study population consisted
of nondisabled mental health services claimants under age 19 who were continuously enrolled in Medicaid throughout
1990. Medicaid mental health services included alcohol and drug abuse treatment. About 75 percent of the study
population in each state qualified for Medicaid through AFDC. Excluded were those who qualified for Medicaid through
Supplemental Security Income. About 5 percent of the general nondisabled Medicaid population under age 19 received
mental health services in Michigan and 7 percent in Tennessee.
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MENTAL HEALTH OUTPATIENT CARE - MICHIGAN CHILDREN IN MEDICAID
PROGRAM

In Michigan, 95 percent of the outpatient clinic visits, 33 percent of the outpatient hospital visits,
and 18 percent of the outpatient physician visits by nondisabled Medicaid children and adolescents
in 1990 were for psychiatric treatment.

The percent of outpatient visits by Medicaid nondisabled children and adolescents in 1990 for
psychiatric treatment increased with age for all service types until the 10-14 age group and then
declined.

Percent of Outpatient Visitsfor Mental Disorders* by Nondisabled Children Under Age 19
Michigan Medicaid Population by Age Group and Service Type, 1990

Age Age Age Age
CQut pat i ent 1-4 5-9 10- 14 15-18
Service Type Year s Year s Year s Year s Tot al **
Cinic 76% 97% 98% 90% 95%
CQut pat i ent 12 29 46 35 33
hospi t al
Physi ci an 9 19 23 16 18

*Percent of visits for which a diagnosis of mental disorder (other than dementia or retardation) was given.**Includes
children less than one year of age.

Source: Buck JA. 1997. Utilization of Medicaid Mental Health Services by Nondisabled Children and Adolescents.
Psychiatric Services, 48(1):65-70. This study used the 1990 data from the Medicaid Analysis Project for Four States
sponsored by HCFA. Michigan and Tennessee were chosen for the analysis because of their high quality data,
demographic diversity, and relatively low rates of Medicaid managed care in 1990. The eligible study population consisted
of nondisabled mental health services claimants under age 19 who were continuously enrolled in Medicaid throughout
1990. Medicaid mental health services included alcohol and drug abuse treatment. About 75 percent of the study
population in each state qualified for Medicaid through AFDC. Excluded were those who qualified for Medicaid through
Supplemental Security Income. About 5 percent of the general nondisabled Medicaid population under age 19 received
mental health services in Michigan and 7 percent in Tennessee.
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MENTAL HEALTH HOSPITAL CARE - TENNESSEECHILDREN IN MEDICAID
PROGRAM

In Tennessee, the mean age of nondisabled Medicaid children under age 19 who were hospitalized
for psychiatric treatment in 1990 was 14.2 years.

The mean length of stay for the five most frequent inpatient psychiatric diagnoses varied from 35.6
days for adjustment reaction (ICD-9 Code 309) to 50.6 days for conduct disturbance not
elsewhere classified (ICD-9 Code 312).

Characteristics of Hospital Staysfor Nondisabled Children Under Age 19
in Tennessee M edicaid Population, by Psychiatric Diagnosis*, 1990

Mean
Lengt h
Mean Age Per cent of Mean Cost** of Stay
Psychiatric D agnosis (Yrs) Total Stays per Stay (Days)
Al psychiatric 14.2 100 $9, 288 43.5
di agnosi s
Affective psychoses 14.7 16.5 10, 696 45, 2
Neurotic disorders 14.3 11.4 8,870 41.1
Adj ust nent reaction 14.3 12.9 7,367 35.6
Enoti onal di sturbance 13.9 19.9 9,161 46. 4
specific to chil dhood
and adol escence
Conduct di st urbance not 13.5 11.7 9,876 50.6

el sewhere classified

*These 5 diagnoses accounted for 77 percent of inpatient psychiatric stays in Michigan.**Includes payment by other third-
party sources.

Source: Buck JA. 1997. Utilization of Medicaid Mental Health Services by Nondisabled Children and Adolescents.
Psychiatric Services, 48(1):65-70. This study used the 1990 data from the Medicaid Analysis Project for Four States
sponsored by HCFA. Michigan and Tennessee were chosen for the analysis because of their high quality data,
demographic diversity, and relatively low rates of Medicaid managed care in 1990. The eligible study population consisted
of nondisabled mental health services claimants under age 19 who were continuously enrolled in Medicaid throughout
1990. Medicaid mental health services included alcohol and drug abuse treatment. About 75 percent of the study
population in each state qualified for Medicaid through AFDC. Excluded were those who qualified for Medicaid through
Supplemental Security Income. About 5 percent of the general nondisabled Medicaid population under age 19 received
mental health services in Michigan and 7 percent in Tennessee.
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MENTAL HEALTH OUTPATIENT CARE - TENNESSEECHILDREN MEDICAID
PROGRAM

In Tennessee, 93 percent of the outpatient clinic visits, 35 percent of the physician visits, and 8
percent of the outpatient hospital visits by nondisabled Medicaid children and adolescents in 1990
were for psychiatric treatment.

Most of the outpatient clinic visits by nondisabled Medicaid children and adolescents at all ages
(except those under age one year) were for psychiatric treatment.

The percent of outpatient visits to a physician for mental health care by the nondisabled Medicaid
children and adolescents increased with age.

Per cent of Outpatient Visitsfor Mental Disorders* by Nondisabled Children
Under Age 19, in Tennessee M edicaid Population
by Age Group and Service Type, 1990

Age Age Age Age
Cut pat i ent 1-4 5-9 10- 14 15-18
Service Type Year s Year s Year s Year s Tot al **
Cinic 93% 96% 94% 89% 93%
Cut pat i ent\ 3 4 12 12 8
hospi t al
Physi ci an 16 31 47 43 35

*Percent of visits for which a diagnosis of mental disorder (other than dementia or retardation was given.**Includes
children less than one year of age.

Source: Buck JA. 1997. Utilization of Medicaid Mental Health Services by Nondisabled Children and Adolescents.
Psychiatric Services, 48(1):65-70. This study used the 1990 data from the Medicaid Analysis Project for Four States
sponsored by HCFA. Michigan and Tennessee were chosen for the analysis because of their high quality data,
demographic diversity, and relatively low rates of Medicaid managed care in 1990. The eligible study population consisted
of nondisabled mental health services claimants under age 19 who were continuously enrolled in Medicaid throughout
1990. Medicaid mental health services included alcohol and drug abuse treatment. About 75 percent of the study
population in each state qualified for Medicaid through AFDC. Excluded were those who qualified for Medicaid through
Supplemental Security Income. About 5 percent of the general nondisabled Medicaid population under age 19 received
mental health services in Michigan and 7 percent in Tennessee.
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by Age, Sex, and Recent Substance Use . . . . . . . . . . . . . 138, 140
Benzodiazepines e e e 96, 102
Births
to Teenagers . . . . . . . . . . . . . . . . . . ... . .. . . . . 154
Black . . . . . . . . . . . . . . . . . . . . . .. . ... . b6, 338 346
California . . e o« . . . . . . . . . . . 60, 64, 286, 328, 352, 402
Anahei mSanta Ana . . . . . . oo 62 66, 288
Los Angeles . . . . . . . . . . . . . . . .. 62, 66, 212, 220, 288, 422
Gakland . . . C e e e e s 62, 66, 288
San Bernardino . . . . . oo 62, 66, 288
San Diego . . . . . . . . . . . . . . . . . . . . . 62, 66, 212, 220, 288
San Francisco . . . . . . . . . . . . . . . ..., 212, 220
CHAMPUS
Al cohol Abuse Treatnent . . . . . . . . . . . . . . . . . . . . . .. 274
Drug Abuse Treat nent e e e e e s s 214
Mental Health Treatnment . . . . . . . . . . . . . . . . . . . . ... 274
Chi l dren
AIDS/IHIV . . . oo e s e s s 192
Behavioral Problers . . . . . . . . . . . . . . . . . . . . . . . . . 168
Emergency Room Episodes . . . . . . . . . . . . . . . . . . . . . . . 210
Famly Structure . . . . . . . . . . . . . . . . . . . . . . . 150, 152
Substance Use . . . . . . . . . . . . . . . . . 36, 46, 48, 150, 152, 168
Cigarettes e e e e e e e ... ... ... . ... .. . . 76, 78, 158
Adolescents . . . . . . . . . . . . . . . . . . . . . . . . . . ... 1le8
by Behavioral Problemss . . . . . . . . . . . . . . . . . . . . . . . 168
by Mental D sorder -
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by Metropolitan Statistical Area (NMSA)

by Pregnancy Trinester

by State

I nci dence (New Users)

Tr ends .o .

Use . e
dient/Patient Sarrple Survey ( CPSS)
406, 410, 412, 424, 426
Co- exi sti ng Di sorders

by Age . . oo

by Facility

by Gender
Cocai ne

Adol escent s

by Drsablllt); Status and Age Group'

by Drug Education
by Grade . . .
by Mental Di sor der
Deat hs
Emer gency Room Epl sodes
I nci dence (New Users)
Productivity
Tr eat ment
Tr ends
Use .

Codei ne
Deat hs

Col or ado
Denver

Conmuni ty Mental Health Center '(C'IVH'C)'

Anbul atory Care

I npatient Care

One-Day Census .

Subst ance Abuse Treat rrent

Trends . e
Conorbidity .
Conduct Di sorder

by Gender
Connecticut . . . . .
Correctional Facility

Anbul atory Care

I npatient Care

One-Day Census .

Subst ance Abuse Treat rrent
Cost s

AIDSIHY . . . . . . .

Al cohol Abuse Di sorder

Al cohol, Drug and Mental ‘Heal t h ('AIZ')IV)'

by Mental D sorder
Cocai ne Control
Crine . .
Drug Abuse 'Di sorder
Health Care . . . .
Injuries by BAC .
Mental Disorder
Per Capita .
Productivity Loss oo
Subst ance Abuse Di sorder
Tr ends e
Counsel ors
Subst ance Abuse Treat nent
Crime . . e
Assaul t
Bur gl ary
Cost s

62
158
. . 60
24, 26
24, 26
.20
382 384 386 388 404,
2, 10, 12, 14, 16, 17, 130
o .. . 18, 246
284
Co. . ..o ... 154
76, 78, 96, 102, 162, 358, 374
Coe . .. oo, 48
58
.. 18
76, 82
. . 8
... 222
204, 206, 208
- 2
.. . . . . . . 260
. . 344, 346, 348, 350
34, 48, 52, 76, 82, 208
. . . . . .. 20, 22
o .. 222
. . 328, 352, 402
62, 66, 212, 288
326
326
326
326
. . . . . . . 390
138, 140, 142, 144
.. . . . 154
328, 352, 402
326
326

326
326

N N

170, 172

. . 270

176

... .. 298

172, 174, 176

. . 170, 172

170, 178

Co 180

172, 174, 176
Ty
170, 172, 174, 176
. . . . 170, 316
170, 270

322

160, 162, 170, 172, 174, 176, 178

244, 246
.. ... 244, 246
170, 172, 174, 176
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Driving Wile Intoxicated (DW)
Drug O fenses .
Drug Possession
Drug Trafficki ng
Fel ony
Fraud .

Homi ci de .

Lar ceny/ Theft

M sdeneanor .

Mot or Vehicle Theft
Property O fenses . .
Public-Order O fenses
Robbery Coe e e
Sexual Assault

Stolen Property
Violent O fenses

Deat hs
Accidents . .

Al cohol Abuse .
Al cohol - Rel at ed
Al'l Causes

180,

by Al cohol Abuse Treat ment Corrpl etion

Cocai ne- Rel at ed
Codei ne-Related . . . . .
Costs by Mental Disorder
Diet/Activity-Rel ated
Drug Abuse . .
Firear ns- Rel ated
Her oi n- Rel at ed
Mean Age .
Mental  Di sor der - Rel at ed
Met hanphet am ne .
M crobi al Agents- Rel ated . . .
Organic Mental D sorders-Rel at ed
Preventable . . .
Psychotic D sor der-Rel ated
Sexual Behavi or-Rel at ed
Subst ance Abuse- Rel at ed
Sui ci de Coe
Tobacco-Rel ated . .
Toxi ¢ Agent s- Rel at ed
Traffic Fatalities
Tr ends oo
Vet er ans
Del awar e
Depr essi on .
Anmbul at ory Care
by Age .
by Crinme . Coe
by Enpl oyrrent St at us
by Gender . . . . . .
by Illicit Drug .
by Race/Ethnicity
Crine .
Det oxi fication Facili ty
Adni ssi ons Coe
by Type . .
Substance Abuse Treat ment
Disability Status
Drug Use by Age G oup

Di sor der
Adj ust nent Ce e e
Affective . . 4, 6, 114, 116 382

Agor aphobia . . . . . . . oo 8,

Al cohol Abuse

382,
386 406,
114, 118,
238,

182,

" 228,

" 120,

412,

412,
120,

250,

184,

216, 226, 228, 230,

230,

124,

422,
424,
122,
252,

| 244,

" 226,

| 244,

218,

232,

" 216,
232,

" 126,

426,
426,
130,
258,

162,

246
208,
244,
244,
246,

.22.4' .

", 3.4' .

218,
234,
\8.

'32'8, .

.15.4’ .
.12.2' .

428,
428,
146,
406,

244,
248,
244,
244,
250,
244,
244,
244,
250,
244,
246,
246,
244,
244,
244,
248,

226,
208,

172,

236,

" 226,

236,
184,

352,

118,

160,
250,
124,
250,

432,
432,
160,
424,

246
364
246
246
252
246
246
246
252
246
248
248
246
246
246
364

226
238
238
238
224
222
222
176
218
222
218
222
216
238
220
218
216
218
216
218
238
238
218
218
218
222
224
402
114
408
120
162
146
252

422

252

324
324
324

58

434
434
408
426
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Antisocial Personality e e e e e e .. ... B, 114
Anxiety . . Coe e 4, 6, 114, 116, 128, 154, 422
Attention Deficit Hyperactivity . . . . . . . . . . . . . . . . 138, 140
Co- exi sting Ce 2, 10, 12, 14, 16-18, 130, 154, 246, 284
Conduct Co e e e . e . ... .. .. . . . . . . 1b4
Conduct Di sorder e e e e ... ... ... ... . 138, 140
Depression . 8, 114, 118, 120, 122, 124, 126, 130, 146, 154, 160, 162,
238, 250, 252, 408, 422
Dr ug Abuse . oo 250, 252, 406, 424, 426
Dysthyma . . I )
General i zed Anxi et y 8, 114, 118, 120, 122, 146, 408
Mood Di sorders I 4
Neurotic . 428, 432, 434
Non Affective Psych05| s . . . . . 6, 114
Qpposi ti onal (defl ant) Disorder . . . . . .o 138, 140
Pani ¢ . . 8, 114, 118, 120, 122, 130, 146, 160, 366, 408
Per sonal i ty . e e e e . . . . . . . . . . 382, 386, 412
Post-Traumatic Stress (PTSD) 132, 160, 162
Psychotic . . . e« o« . . . . . . . . 160, 240, 422
Schi zophreni a 112 240 250 252, 382, 386, 406, 412, 422, 424, 426
Sexual . . C e e e e . . 160
Si npl e Phobi a 114 128 160
Soci al Phobia . . G e 114, 128, 160
Subst ance Abuse2, 4 6 12, 14, 16-18, 154 238 246 250 252 382 386
406, 412, 424, 426
suicide . . . ..o 160, 228, 230, 232, 234, 236, 238, 240
Driving Under the Influence (DUI) e e e ... 162, 244, 246
by G ade . oo . . 188
Trends . . . . . . 188
Driving Wil e Intoxicated (DW) 162, 244, 246
Drug Abuse Disorder
by Gender . 250, 252
Costs 170, 172
Crinme . 250, 252
Drug Abuse Tr eat ment
Admi ssions . 324, 334, 338, 340, 342, 344, 346, 348
Anmbul at ory Care . 24 )
by Coverage Limts .. . 278
by Facility 324, 330
by Fanily Incone . . . 318
by Insurance 274, 318
by Payer 268, 272
Coverage Limt s . . 276
I npatient Care . ... .. 424
Length of Stay (L(B) 330, 356, 368
Medicaid . . R 1 4
Need . . 288
Private I|nsurance 312
Publ i c I nsurance 312
Sel f-Pay . . e ) 4
Drug Abuse WAr ni ng Net wor k (DAV\N) 204, 206, 208, 210, 212, 214, 220, 222
Anphet ami ne . e
Cocai ne Ce 204, 208
Heroin . . 204, 206, 208, 210
I njecting Drug ‘Use .. . . . . . 210
Met hanphet am ne 212, 214
Drug Control
Cocai ne 298
Costs . . . . . 298
Demand Reduction 296, 298
Interdiction 296, 298
Treatment . . . . 298
Drug Education 78
Drug O fenses
Subst ance Use- Rel at ed 162, 244, 248
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Drug Selling 300, 364
by Grade .. 242
Drug Use
Age of First Use . . . . . . . . . 30
by Acadeni c Standi ng 84, 86, 164, 166
by Age . . . . . . 156, 158
by Marital ‘Status . . . . 156
by Parental Status 156, 158
by Race/Ethnicity . . 156
I nci dence (New Users) 24 26 28 30 32 34
Pr egnancy .o e 156 158
Pr obl ens 266
Tr ends . . 76, 82, 86, 166
Emer gency Room Epl sode
Anphet ami ne . ... 214
Cocai ne oo 204, 206
Heroin . 204, 206, 210
Met hanphet ani ne- Rel at ed .. 212, 214
Subst ance Use . . 204
Trends . . 204
Enotional Disorders
Anxiety . . . . . . . . . .. L. 142, 144
by Age, Sex, and Recent Substance Use 142, 144
Depression . .o 142, 144
Enpl oyee Assi stance Pr ogram (EAP)
Al cohol Abuse Di sorder .o 258
Enpl oynment St at us
Al cohol . . . . . . . 88, 148
by Mental D sorder 146, 148
Drug Use . . 88, 90
Substance Abuse Treat ment 342, 362
Expendi t ures
Al cohol Abuse Treat nment 268, 272
Drug Abuse Treat nent 268, 272
Ceneral Hospital . . 316
| npatient . . . . . . . 316
Mental Heal th Treat ment 268, 272, 378
Physical Health Care . . . . . 316
Psychi atric Hospital oo . . . . . 316
Substance Abuse Prevention 290, 292, 294
Subst ance Abuse Treat nent 268, 272, 316
Facility
Community Mental Health Center (CNHC) 326, 390
Correctional .o Co . . 326
Det oxi fication . 324
Freest andi ng Psychi atric dinic 390
Ceneral Hospital Coe .o . . . . . . 326
Hospi t al . . 324, 330, 332, 392
I ntensive Qut pat i ent . ... ... 324
Mental Health by Met ropoI itan Status .. . 414
Mental Health Organization . .. 174, 176
Met hadone Program . . . e+« .« . . . . . . 324, 330, 332
Mul ti service Mental Health Organi zation . . 378, 380, 392, 404, 406, 410
Non- Federal Ceneral Hospi tal . . . . . 390, 394, 396, 400, 404, 406, 410
Non- Resi dent i al . Ce e e .o . . . 326
Nursing Homes . . . 174, 176
O fice-Based Physici ans 174, 176
Qut patient Drug-Free . . . . . . . . . 330, 332
Private Psychiatric Hosp| tal 378 380 390 394 396, 400, 404, 406, 410
Psychiatric CQutpatient dinic . . . . 378, 380, 392, 410
Psychiatric Partial Care O gani zation . . 378, 380, 392
Public Psychiatric Hospital oo . . . . . 378, 380
Resi dential . . . . . . . . . . .. . . 324, 326, 330, 332
Resi dential Treatnent Center (RTC) . 378, 380, 390, 392, 400
Resi denti al / Rehabilitation Long Term oo .
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Resi dential / Rehabilitation Short Term . . . . . . . . . . . . . . . . 324

Short-Stay Hospital . . . e e e e e o ... 174, 176

Speci al i zed Hospital . s VA )

Stat e/ County Ment al Fbspital . . . . . 390, 394, 396, 400, 404, 406, 410

Trends . < 1o 10]

Vet erans Adni ni'stration (V@US 380 390 392 394, 396, 400, 404, 406, 410
Fanmi |y

Alienation . . . . . . . . . . .00 L 134, 136

Suicide Risk . . . . . . . . . . oo 134, 136
Famly Structure

Subst ance Use . C e e e e e e 150, 152
Fatal Accident Rbport|ng Systen\(F e e e e ... .. . . . 182, 184
Federal Expenditures

by Facility . . . . . . . . . . . . . . . . . . . . . . . . . . 378, 380

Drug Control oo e e e e e e 2986

Mental Health Treatment . . . . . . . .\ oo 378, 380

Subst ance Abuse Prevention . . . . . . . . . . . . . . . . . . . . . 29

Trends . . . . . . . . . . . oo 296
Florida . . . . . . . . . . . . . . . . . . 60, 64, 286, 328, 352, 402

M am - Hi al eah . . . e e e e e o ... ... ... . . . . 62, 66, 288

Tanpa- St . Petersburg oo e e e e e . .. ... . . . . . 62, 66, 288
Fr eest andi ng Psychlatrlc dinic

Trends . . . C e e e e s 390
Fundi ng Sources

Federal Governnent e e e e e e . ... ... .. . . . . . 290, 378, 380

Local Governnent . e e e e e e . . ... .. . . . . . 290, 378, 380

Mental Health Treatment . . . . . . . . . oo 378, 380

State Gover nnent .o .. . .. .. . . . 290, 292, 294, 378, 380

Substance Abuse Prevention . . . . . . . . . . . . .. .. 200
Gender

Ferale . . . . . . 6, 30, 36, 38, 56, 86, 120, 124, 126, 128, 132, 138

140, 142, 144, 150, 154, 160, 162, 166, 168, 228, 232, 236, 240, 252, 260,
334, 356, 370, 376, 416
male . . . . . . . 6, 30, 36, 38, 56, 84, 120, 124, 126, 128, 132, 138
140, 142, 144, 150, 164, 168, 224, 228, 230, 234, 240, 248, 250, 260, 334,
356, 370, 376, 416
General Hospita

Anbul atory Care . . . . . . . . . . . . . . . . . . . . . . . . .. . 3206
Expenditures . . . . . . . . . . . . . . . . . . . . . . . . . ... 316
| npatient Care . . . . . . . . . . . . . . . . . . . . . . . . ... 326
One-Day Census . . R L)
Substance Abuse Treatment . . . . . . . . . . . .. ... .. . .. 326
CGeneralized Anxiety Disorder
Anbul atory Care . . . o
by Age . e e e e oo 118, 120
by Enploynent Status . . . .o 146
by Gender . . . . . . . . . . . . . . . . . . . ... 00120
by Illicit Drugs . . . . . . . . . . . . . . . . . . . ... ... 8
by Race/Ethn|C|ty C e e e e e e e 122
Georgia . . . Ce e e e e 60 64 286 328 352 402
Atlanta . . . . . . . . . . . . L0 Co 62 66, 212, 288
Savannah . Ce e e e e 132
Great Snoky Mbunt ai n Study C e e e e e e 138, 140, 142, 144
Hal | uci nogens . . . e e e e e . ... . ... ... . . 176, 78, 102
Adol escents . . . . . . . . . . . . . . . . . . . . . . . . . . . 48, 168
Affective . e o1
by Behavi oral Problems . . . . . . . . . . . . . . . . . . . ... . 168
by Drug Education . . . . . . . . . . . . . . . . . . . . . . . ... 1718
Trends . . . e e e e oo ..o, 48, 76
Use . . . . . L e e 20, 22
Hawai i C e s s e e s 328 352 402
Hazards . . . . . . . . . . L L s . 132
Heroi n . e 4
AdOl €SCENT'S . . o . 48, 210
by Age . . . . . . . . . L L L. s 210

482 Substance Abuse and Mental Health Statistics




Deat hs
Emer gency Room Epl sodes
Tr eat nent .o
Tr ends
Hi spanic
Central
Cuban
Mexi can Arrer| can
Puerto Rican
Sout h Aneri can

Ameri can

HI V/ Al DS

Homel ess

Hospi t al
Al cohol Abuse Treat nent
by Mental D sorder

Drug Abuse Treat nent
Length of Stay (LQOS) .
Mental Heal th Treat nent
St af f
Subst ance Abuse Treat ment
Hospital Care
Mental Health
| daho Coe
Illicit Drugs
Adol escent s
Age . .
Anmphet ami ne
by Age

by Dlsabl'llty Status and Age Group'

by Race/ Et hni ci ty
Cocai ne .
Deaths .
Enpl oynent
Gender .
Hal | uci nogens
Heroi n .
I nhal ant s
Marijuana . .
Met hanphet am ne . .
Metropolitan Statisti cal
Popul ati on Density
Psychot her apeuti cs
Race/ Et hni ci ty
Regi on
State
Tr eat ment
Tr eat nent
Tr ends

I'1linois
Chi cago . .
Cook County

I ndi ana .

I nhal ants
Adol escent s G e
by Behavi oral Problens
by Drug Education
Tr ends
Use . . .

I njecting Drug Use

| npati ent
Expendi t ures

I npatient Care
Admi ssi ons
Al cohol Abuse Treat ment
by Di sorder oo

'Status

o 268, 272, 280,
Need

‘Area (MBA)

282, 318, 324, 326,

194, 196,

.. 204,
344, 346
56, 84, 86,

422 842 862

428,
330, 332,

106,

104,
. . 328,

S,'Zb,'ZQ,'3ﬁ,'48; 204,

.o 20 22
48 204, 206
.o 20 22
8 20 22 30 32, 48,
. . . . 212,

'8, 20,

'16'4, .

'16'4, .

'42'8, .

'20'6, .

328, 330,

" 206,

348,
338,
"
166,
42,

43 2.,

432,

' 330,

110,
352,

48,

208,

48,
210,
48,
152,

214,

48,

332,
286,

32, 34, 46, 48,

60, 64, 286, 328,
... 62, 66,

60, 64, 286, 328,

352
240,
250,
352,

52, 76 78

48,

. 4'8 . 5.2 . 7'6

198, 200,

382,
382,

202, 210,

20,
372,

398,

41 2.,

222
210
350

48
346

42
346
346
346

42
226
360

330
434
330
434
392
392
332

112
402

150
36
214
46
58
42
222
222
90
36
168
222
168
168
220
66
74
168
40
70
64
352
288
74
402
288
252
402
82
168
168
78
82
22
376

316
412

406
424
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by Facility . . . . . . . . . . . . . . . . . . . 326, 394, 396, 400, 404

by Insurance . C e e e e e . . . . 314, 382, 384
by Race/Ethn|C|ty C e e e e e 384, 424
by State . . . e 724 s A 10 )
Children LOS . . . . . . . . . . . . . . . . . . . . . . . 428, 432, 434
Coverage Limts . . . . . . . . . . . . . . . . . . . . . . .. 276, 278
Drug Abuse Treat nent 0] )
Epi sodes . C e e e e e e e s 420
Lengt h of Stay (LO& e e e e e e oo 404, 406
Medicaid . . e e e ... ........ 428, 432, 434
Mental Health Treatment . . . . 104, 106, 108, 110, 112, 276, 278
282, 382, 384, 394, 396, 398 400 402, 404 406 412 420 424
One- Day Census . . .o . .o . . 326
Substance Abuse Treatment . . . . . . . . . . . . 282 314 326 328, 406
Trends . C e e e e e e . 398, 420
| npati ent Det oxi fication Treatment
Al cohol Abuse . . . . . . . . . . . . . . . . . . . . . . . .. 216, 278
Coverage Limts . . . . . . . . . . . . . . . . . . . . . . .. 276, 278
Drug Abuse . . . . . . . . . . . . . . . . . . . . . . . .. .. 2716, 278
I nsurance . . e YAt
Substance Abuse . . e VA0
| npati ent Rehabi | i tation Treatment
Al cohol Abuse . . . . . . . . . . . . . . . . . . . . . . . .. 216, 278
Coverage Limts . . . . . . . . . . . . . . . . . . . . . . .. 276, 278
Drug Abuse . . . . . . . . . . . . . . . . . . . . . . . . .. 276, 278
I nsurance
by Type of Care . . . . . . . . . . . . . . . . . . . . . . . . ... 216
Chanpus . . . e
Cover age Limits . . . 276, 278
Medicaid . . . . . . . . . . . . . . . 268, 272, 274, 312, 316, 378, 380
Medi care . e e e e e . .. . . . . . 268, 272, 274, 378, 380
Mental Health Treatment . . . . . . . . . . ..o 276, 278
Private . . . . . . . . 268, 272, 274, 312, 314, 382, 384, 386, 388
Public . . . . . . . . . . . . . 268, 272, 312, 314, 382, 384, 386, 388
Sel f-pay . .. . 274, 312, 314, 378, 380, 382, 384, 386, 388
Substance Abuse Treatment . . . . . . . . . .. 276, 278, 320, 350
Trends . C e e e e e 320
I nventory of Mental Heal th C)ganizations (1vHO) . 280 282 378 380 390
392, 394, 396, 398, 416, 418, 420
lowa . . . . . . e . . . . . . . . . . . . 328, 352, 402
Jai | oo e e e ..o ..o244, 246, 248, 250, 252
Job Perfor mance
Al cohol -Related . . . . . . . . . . . . . . . . . . . . . . . . . . . 258
Kansas Coe . . . . . . . . . . . . . . . 60, 64, 286, 328, 352, 402
Kent ucky . . .« . . . . . . . . . . . 60, 64, 286, 328, 352, 402
Lengt h of Stay (LCED . e e e e e . . .. .. . . . . . . . . . 356, 368
Al cohol Abuse Treatment . . . . . . . . . . . . . . . . . . ... .33
Anbulatory Care . . . . . . . . . . . . . . . . . . . . . ... ... 40
by Facility . . e e e e e . . . . . . . . . . . . 330, 404, 406, 410
Drug Abuse Tr eat ment e K10
I npatient Care . . e e e ... ..o ... 404, 406
Mental Health Treatment . . . . . . . . o oo 404, 406, 410
Subst ance Abuse Treatnment . . . . . . . . . . . . . . . . . . . . . . 330
Local Expenditures
by Facility . . e e e e e e ... ... ... . . . 3718, 380
Mental Health Treatment . . . . . . . . . oo 378, 380
Subst ance Abuse Prevention . . . . . . . . . . . . . . . . . . . . . 29
Louisiana . . . . . . . . . . . . . . . . . . . 60, 64, 286, 328, 352, 402
Maine . . . . . e e . . . . . . . . . . 328, 352, 402
Marijuana . . . 52 76 78 82 96 102, 134, 162, 304, 308, 310, 358, 374
Adol escents . . . . . . . e o« o« . . . . . . . . . 48, 152, 168
Age of First Use . . {0
by Behavi oral Probl ems . e e e e e . .. ... . . . . . . 168
by Disability Status and Age (Roup . e e e e . . . . . . . . . . . . b8
by Drug Education . . . e e e e e e ..., T8
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by Gender 30
by Gade . . . . . 76 82
by Mental D sorder . 8
by Parents . 308, 310
by Popul ation Densi ty . . 30
by Race/Ethnicity 30
by Region . . . Coe 30
by Ri sk Fact ors . . 304, 308 310
I nci dence (New Users) Coe 30 32
Productivity . . 260
Tr eat ment N 7
Tr ends 32, 48, 52, 76, 82, 266
Use . . . . . . .. . . . . . . 20, 22
Marshal | | sl ands . . . . . 238
Mar yl and . . 328, 352, 402
Bal ti nore 62 66, 288
Massachusetts 328 352, 402
Bost on . 62 66, 288
Medi cai d Ce e e e . . . . . 316
Al cohol Abuse Treat nent 268, 272, 274
by Facility . . . . . . 378, 380
Children . . . 428, 430, 432, 434
Drug Abuse Tr eat ment . e e e e e . ... ... 268, 272, 274, 312
Mental Heal th Treat nment 268, 272, 274, 378, 380, 428, 430, 432, 434
Subst ance Abuse Treat nent e 110
Medi cal Exami ners
Drug- Rel at ed Deat hs 220, 222
Medi car e
Al cohol Abuse Treat nent 268, 272, 274
by Facility . . . . . 378, 380
Drug Abuse Treat ment . .. . . . 268, 272, 274
Mental Heal th Treat nent 268, 272, 274, 378, 380
Subst ance Abuse Treat nent Ce e e e 350
Mental Disorder . . oo 2 4 238
As Cause of Death C e e e e e 216
by Age . 18, 116, 118, 120, 132, 138, 140, 142 144
by Crinme . oo e e e e e . . . . . . . . . . . . 160, 162
by Enpl oyrrent St at us C e e e e e 146, 148
by Gender . . . . . . 6, 120, 124, 126, 128, 132, 240
by Illicit Drug . e -
by Race/ Et hni ci ty 122, 124, 126, 132, 134, 136
by Types . . Coe .. . . . . . 118
Co-existing . . . . . . . 10, 130
Co-existing wt 'h Substance Abuse Disorder .. . . 12, 14, 16-18, 246
Costs . Ce e e e e 172, 174, 176 428, 432, 434
Sui ci de . . . . 134, 238, 240, 366
Tr eat ment 104, 106, 108, 110, 112
Types . . . . . . . . 114, 120, 146
Yout h Co 134, 136, 138, 140, 142, 144
Mental Di sorders
Children . . 138, 140, 142, 144
Mental Health Treatment
Admi ssions . . . . 282, 382, 384, 388, 394, 396, 398, 412
Anbul at ory Care 282, 388, 394, 396, 398, 408, 410, 412, 426
by Age . . Ce e e e .« « « .« . . . . loe6, 416
by Assault ‘Status . .. 162
by Coverage Limts e &
by Di sorder . 112, 382, 386, 406, 412, 424, 426
by Facility oo . . 394, 396, 404, 406, 410
by Gender .« .« . . . 104, 416
by Insurance . . . 274, 382, 384, 386, 388
by Mental D sorder e e e e e . .. ... .. . . 408
by Race/Ethnicity 108, 110, 384, 388, 418, 424, 426
by State . . . oo N0 4
by Type of Care 420
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Costs . . . C e e e oo 72, 174, 176, 178

Cover age Limits . . . . o T 28
Episodes . . . . . . . . . . . . . . . ..o 420
Facility Type . . . . . . . . . . . . . . . 104, 106, 108, 110, 112, 414
H spanics . . . . . . . . . e . . 108
I npatient Care . . .o 104 106 108, 110, 112 282 366 382 384,
394, 396, 398, 404, 406 412, 424
Length of Stay (LO& Coe . e e e e . . . . . . . . 404, 406, 410
One-Day Census . . . . . . . .o 280, 282
Staff . . C e e e e s .. 392
Trends . . . . . . . L oL .o 396 398, 420
Met hadone . . Ce e e e 102, 356, 360, 368, 370
Met hadone Program FaC|I|ty
Admi ssions . . <y
Al cohol Abuse Treatment . . . . . . . . . . . . . . . . . . . .. .. 33
Length of Stay (LQOS) e K s
Subst ance Abuse Treatnrent . . . . . . . . . . . . . . . . . 324, 330, 332
Met hadone Tr eat nent Facility
by Insurance . . e
Met hanphet amine . . (S
by hktropolrtan AF€as . . . . 220
Deaths . . . C e e s s 220
Trends . . . . . . L L L L, 214
Mexi can American . C e 164, 166
Drug Use by Acadeni ¢ Standlng C e e e e e e 84, 86
M chi gan Co . .. . . . . . . 60, 64, 286 328 352, 402
Detroit . . . . . . . . . L L e 62, 66, 288
M cronesi a - 1
Mlitary
Drug Use . . . . . . . . . . . . . . . . . .. . ... . ... ... 656
Famly Stress . . . . . . . . . . . . . . . . . . . . . .. ... .. 254
Heavy Drinking . . . . . . . . . . . . . . . . . . . . . . b4, 254, 256
Wrk Stress . . . . . . . . . . . . . . . . . . . . . .. . . ... . 256
M nnesota . C e e 60, 64, 286, 328, 352, 402
M nneapolrs St. Paul e e e e e . ... ... ... . . B2, 66, 212, 288
Mssissippi . . . . . . . oo . . 328, 352, 402
M ssouri C e e e s 60, 64 286, 328, 352, 402
St. Louis . . . . .. Lo e 62 66, 212, 220, 288
Montana . . Ce e e e 328, 352, 402
Mil ti service Mental Health Crganrzatron
Al cohol Abuse Treatnent . . . e 0 )
Anbul atory Care . . . . . . . . . . . . . . . . . . . . ... .... 40
by Payer oo e e e e e e ... .. . 3718, 380
Drug Abuse Tr eat ment 0] )
I npatient Care . e e e e e 404, 406
Length of Stay (LO& C e e e e e . 404 406, 410
Mental Health Treatrent . . . . . . . . . . 378 380 392 404, 406, 410
Staff . . Ce e e e . ... 392
Substance Abuse Treatment . . . . . . . . . . . 406
Nati onal Adol escent and Child Treatnent Study (NACTS) Ce e e e 154
National Conorbidity Survey (NCS) . . . .. 2, 4, 6, 10, 12, 14, 16- 18,

114, 116, 124, 128, 130, 246, 284

Nati onal Drug and Al coholism Treatnment Unit Survey (NDATUS) 280, 282, 322
324, 326, 328, 352

Nati onal Eval uation

Drug Prevention . . e [e]0)
National Health Interview Survey (NHIS) oo 24 610
Nati onal Household Survey on Drug Abuse (NHSDA) . . . . 8, 20, 22, 24, 26

28, 30, 32, 36, 38, 40, 44, 46, 48, 58, 60, 62, 64, 66, 70, 72, 90, 92, 118,
120, 122, 126, 146, 148, 150, 152, 168, 274, 318, 408
Nati onal Survey

by Assault Status . . . . . ... 162
Nati onal Treatnent | nprovenent Study (hWIESB56 358 360 362 364 366, 368
Nebr aska Ce e e e . . . 328, 352, 402
Nevada e e e e oo ..o ...... 328, 3b2, 402
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New Hanpshire . . . . . . . . . . . . . . . . . . . . . . . . 328, 352, 402
New Jer sey e e e 60, 64, 286, 328, 352, 402
Newark . . . . . . . . . . . . . . . . . . . . . . . ... . 62 66, 288
New Mexi co e e . . . . . . . . . . . . . . . . 60, 64, 286, 328, 352, 402
New Yor k . . . . . . . . . . . . . . . . 60, 64, 286, 328, 352, 402
Nassau-Suffol k . . . . . . . o 62, 66, 288
New York . . e e e e e . ... ... ... . . . 62, 66, 288
Non Affective Psych05|s e
by Gender . . )
Non- Federal General Fbsplta
Adni ssions . . e e e oo 394, 396
Al cohol Abuse Treatment . . . . . . . .« . . . . . . . . . . . ... a06
Anbul atory Care . . . . . . . . . . . . . . . . . . . . . . 394, 396, 410
Drug Abuse Treat nent 0] )
I npatient Care . . . . . . . . . . . . . . . 394, 396, 400, 404, 406
Length of Stay (LO& e e e e e . ... ... ... . . . 404, 406, 410
Mental Health Treatnment . . . . . . . . . . . . . 394, 400, 404, 406, 410
One-Day Census . . e e e . . . 400
Substance Abuse Treatment . . . . . . . . . . . . . . . . . . . . . . 406
Trends . e e e e e e e 390
Non- Resi denti al - Facility
Anbul atory Care . . . . . . . . . . . . . . . . . . . . . . . . ... 3206
Inpatient Care . . . . . . . . . . . . . . . . . . . . . . . . ... 326
One-Day Census . . T A )
Substance Abuse Treatment . . . . . . . . . . . ... ... . . ... 32
North Carolina . e e e e e . . . . . . . . . . b0, 64, 286, 328, 352, 402
Charlotte . . . . . . . . . . . . . . . . oo 132
Nort h Dakota e e e oo, 328, 352, 402
Nur ses
by Facility . . e e e o392
Mental Health Treatment . . . . . . . .« o . . ... 392
Subst ance Abuse Treatnment . . . . . . . . . . . . . . . . . . . . . . 322
Cbsessi ve- Conmpul si ve
by Cime . . . . . . . . . . . . . . . . . . . . . . . . . ... .. 160
Cccupati on
Substance Use . . . . . . . . . . . . . . 0 0o oo, 92
Ohi o e e e . . . . . . . . . . . . . . . . . . 60, 64, 286, 328, 352, 402
&l ahora . . . . . . . . . . . . . . . . . . . 60, 64, 286, 328, 352, 402
OQpiates . . . . . . . . . . . . . . . . . ... ..096, 102
O egon . e . . . . . . . . . . . . . . . . . . 60, 64, 286, 328, 352, 402
Qut patient Care
by Age . . . . . . . . . . . . . . . . . . . . . . . . . . . . 430, 434
Children . . . . . . . . . . . . . . . . . . . . . . . . . . . 430, 434
Medicaid . . e e e e oo 430, 434
Mental Disorder . . e e e e oo 430, 434
Qut pati ent Drug-Free FaC|I|ty
Al cohol Abuse Treatnent . . . . . . . . . . . . . . . . . . . . . . . 33
Drug Abuse Treat nent e K10
Length of Stay (LQOS) e e e e e ..o o.......o330, 332
Subst ance Abuse Treatnrent . . . . . . . . . . . . . . . . . . . 330, 332
Qut pati ent Drug-Free Treatnent e i
by Insurance . s
CQut pati ent Rehabi | itation Treatment
Al cohol Abuse . . . . . . . . . . . . . . . . . . . . . . . .. 216, 278
Coverage Limts . . . . . . . . . . . . . . . . . . . . . . .. 276, 278
Drug Abuse . . . . . . . . . . . . . . . . . . . . . . . . .. 276, 278
Pacific Islanders
Marshall Islands . . . . . . . . . . . . . . . . . . . . . . . . . . 238
Mcronesia . . . . . . . . . . . . . . . . . . ... . . . 238
Pani ¢ Di sorder e !
Anbul atory Care . . . . . . . . . . . . . . . . . . . . . . . . . .. 408
by Age . . . I T 240
by Crinme . N K510
by Enploynent SEatuSs . . . . Lo 146
by Gender . . . . . . . . . . . . . . . . . . . ... .0 120
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by Illicit Drug . . . . . . . . . . . . . . . . . . . ... ... ... 8
by Race/Ethnicity . . . . . . . . . . . . . . . . . . . . . .. ... 122
Patient Care Staff
Counsel ors . C e e e e s 322
Mental Health Treatment . . . . . . . . v o v ... .. 392
Nurses . C e e e 322, 392
Physi cal Heal th Wrkers . . . . . . o . v v o 322, 392
Physicians . . . e e e oo 322, 392, 430, 434
Psychologists . . . . . . . . . . . . . . . . . . . . . . . . . 322, 392
Soci al Wirkers . . e e e e oo 322, 392
Substance Abuse Treatment . . . . . . . . oo .o 322
Payers . 110
Federal Gover nnent e e e e .. ... ... .. .. . . . . . 318, 380
Local Covernnent e e e e e .. ... ... . . . . . . . . . . 378, 380
Medicaid . . . . . . . . . . . . . . . . . . . . 268, 272, 350, 378, 380
Medicare . . . . . . . . . . . . . . . . . . . . 268, 272, 350, 378, 380
Private . . . . . . . . . . . . . . . . . . . . . . . . . ... 268, 272
Public . . . . . . . . . . . . . . . . . . . . . . . . . .. . 268, 272
Sel f-Pay . . e e e e e e e 378, 380
State CGovernment e e e e ... ........... 378, 380
Pennsyl vani a e e e e 60, 64, 286, 328, 352, 402
Phi | adel phia . . . . . . . . . . . . . . . . . . . 62, 66, 212, 220, 288
Personal ity Disorder
Admi ssions . e < N
Anmbul at ory CAre . . o 386, 412
by Insurance . . . . . . . . . . . . . . . . . . . . . . . . . 382 386
Inpatient Care . . . . . . . . . . . . . . . . . . . . . . . . 382 412
Physi cal Abuse
by Stress . . e A7
by Suicide Ri sk . . e e e e oo .....o134, 136
Physi cal Health Treat nent
Expendi tures . T M K ¢
Physical Health Wr ker s
by Facility . . e e e 392
Mental Health Treatment . . . . . . . .« o v ... . 392
Subst ance Abuse Treatrment . . . . . . . . . . . . . . . . . . . . . . 322
Physi ci ans
by Facility . . e e e e s 392
Mental Health Treatment . . . . . . . .« o v oo . 392
Substance Abuse Treatrment . . . . . . . . . . . . . . . . . . . . . . 322
Police Trouble
by College Drinking Level . . . . . . . . . . . . . . . . . . . 262, 264
Popul ation Density
Large Metropolitan . . . . . . . . . . . . . . . . . . . . . 30, 72, 74
Large Metropolitan . . . . . . . . . . . . . . . . . . . . . . ... 414
Mental Health Facilities . . . . . . . . . . . . . . . . . . . ... 414
Nonmetropolitan . . . e e e e e T2, 14, 414
Rural . . < )
Smal | h@tropol|tan . e e e e e oo 30, 72, T4
Post- Traumati c Stress Disorder (PTSD)
by Age . . . . . . . e R4
by Gender . . e K4
by Race/Ethn|C|ty e K4
Pregnancy
Al cohol . . . . . . . . . . . . . . . . . . . . . . . . . . . . 156, 158
Any Illicit Drug Use . . . . . . . . . . . . . . . . . . . . . 156, 158
Marijuana . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 158
Tobacco . . . . . . . . . . . . . . . . . . . . . . . . . . . ... . 158
Trimester . . . e e e e ... ... . 158
Prescription-Type EXugs
Codeine . . C e e e e 222
Psychotherapeutlcs C e e e e 20 48
Prevention
Al cohol /Drug Use . . . . . . . . . . . . . 300, 302, 304, 306, 308, 310
Assessnent e e e e ... ... .. . . . . . 302, 304, 306, 308, 310
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Drug Selling < {0 10]
Eval uati on 300, 302, 304, 306, 308, 310
Expendi t ures Ce e e e 290, 292, 294
Fundi ng Sour ces 290, 292, 294
Strategies .. 292, 294
Yout h Gang . . 300
Private Insurance
Al cohol Abuse Treat nment ... 274
by Disorder . . . 382, 386
Drug Abuse Treat ment . 274, 312
Mental Health Treatnent ... 274
Subst ance Abuse Treat nent 314, 350
Private Psychiatric Hospital
Admi ssi ons . 394, 396
Al cohol Abuse Treat ment . . . . . 406
Anbul atory Care 394, 396, 410
by Payer oo . . . 378, 380
Drug Abuse Tr eat ment . e e . .« . . . . . 406
I npatient Care . 394, 396, 400, 404, 406
Length of Stay (L(B) . . .« . . . . . . 404, 406, 410
Mental Health Treatnent 378, 380, 394, 400, 404, 406, 410
One-Day Census Ce e e e . . . 400
Substance Abuse Treat ment 406
Trends . . G 390
Productivity
by Gender . 260
Cocai ne Use . . . . . . . 260
Loss . 170, 172, 174, 176
Mari j uana Use o . . 260
Property O fenses
Subst ance Use- Rel at ed 244, 246, 248
Pr opoxyphene oo . oo .. 102
Psychi atric Hospi t al
by Metropolitan Status 414
Expendi tures . . Coe 316
Psychiatric Qutpati ent Cdinic
Anbul atory Care Coe . . . 410
by Payer . 378, 380
Length of St ay (L(B) . e N 0]
Mental Health Treatnent 378, 380, 392, 410
St af f Ce e e Coe .. 392
Psychiatric Partial Care Organi zati on
by Payer . Coe e e . . 378, 380
Mental Heal th Treat ment 378, 380, 392
Staff . . . . .o .. 392
Psychol ogi st s
by Facility . . 392
Mental Heal th Treat nment 392
Subst ance Abuse Treat nent 322
Psychot her apeuti cs
Adol escent s G e 48, 168
by Behavi oral Problens . . 168
by Mental D sorder . 8
Tr ends Co 48
Use . . 20
Psychoti ¢ Disorder
by Crine 160
by Gender . . 240
by Race/ Et hni ci ty 422
Sui ci de . 240
Public I nsurance
by Disorder . . . 382, 386
Drug Abuse Treat ment oo .. 312
Subst ance Abuse Treat nent 314
Public Psychiatric Hospital
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by Payer . 378, 380
Mental Healt h Tr eat nent 378, 380
Public-Order O fenses
Subst ance Use- Rel at ed 244, 246, 248
Race/ Ethnicity
Ameri can | ndi an . 50, 52, 84, 86, 140, 144, 164, 166, 346
Anmeri can | ndian/ Al askan Nat i ve Coe . 42, 134, 136, 192, 200,
202, 228, 230, 232, 234, 236, 384, 388, 418
Arrer| can | ndi an/AI askan N .o )4
Asi an/ Paci fic |sl ander e e e 42, 192, 200, 202, 228,
230, 232, 234, 236, 238, 384, 388, 418, 422
Black . . . e . 30, 40, 44, 56, 122, 124, 126,
132, 192, 194, 200 202 228, 230, 232 234, 236, 338, 346, 356, 384, 388,
418, 424, 426
H spanic . . . . . . . . . . 30, 40, 42, 44, 56, 84, 86, 122, 124, 126,
164, 166, 192, 200, 202, 228, 230 232, 234, 236, 338, 346, 356, 384, 388,
418, 424, 426
White . . . . . . . . . . . . . . 30, 40, 44, 56, 84, 86, 122, 124, 126,
132, 164, 166, 192, 194, 200, 202, 228, 230, 232, 234, 236, 338, 346, 356,
384, 388, 418, 424, 426
Regi on
North Central 30, 68, 70
Nor t heast 30, 68, 70
Sout h . 30, 68, 70
Sout hwest 84 86, 164 166
West . .o .o 30, 68, 70
Residential Facility
Admi ssi ons 324
Al cohol Abuse Tr eat rrent 330
by Type . . . 324
Drug Abuse Tr eat ment . . . 330
Length of Stay (LQOS) oo . . 330, 332
Subst ance Abuse Treat nent 324, 330, 332
Resi dential Treatnent
by Insurance .. . 314
by Payer Coe 378, 380
I npatient Care . . .« . . . . . 400
Mental Health . . . 106, 108, 110, 112
Mental Health Tr eat rrent 104, 106, 108, 110, 112, 378, 380, 392, 400, 414
One-Day Census N o] e)
St af f 392
Subst ance Abuse 314
Trends . . . . . . . 390
Rhode | sl and . . . 328, 352, 402
Rural . 138, 140, 142, 144
Sout hern Appal achi a 138, 140, 142, 144
Schi zophr eni a
Adm ssions . Y N 4
Ambul at ory Care 386, 412, 426
by Facility . . . . . 406
by Gender 240, 250, 252
by Insurance . . . 382, 386
by Race/ Et hni ci ty ... 422
Crine . . . e 250, 252
| npati ent Care . 112, 382, 406, 412, 424
Length of Stay (L(B) . . e e« . . . . . . 406
Mental Heal th Treat nent 112, 406
Suicide . . . . . . . 240
School Probl errs
by College Drinking Level 262, 264
Sedati ves
by Disability Status and Age G oup 58
Sel f - Pay
Al cohol Abuse Treat nent .. . 274
by Di sorder oo 382, 386
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by Facility . . . 378, 380
Drug Abuse Treat ment . .. 274, 312
Mental Heal th Treat nent 274, 378, 380
Subst ance Abuse Treat nent . . . . . 314
Sexual Abuse .o . . . . . 136
Sexual Assault 136, 164, 166
Sexual D sorder
by Crinme . 160
Sexual ly Tr ansmitted Diseases (STDs) 374
Si npl e Phobi a 114
by Crine 160
by Gender . .. 128
Snokel ess Tobacco 76, 78
Soci al Phobi a . 114
by Crine 160
by Gender . 128
Soci al Workers
by Facility . . 392
Mental Health Tr eat rrent 392
Subst ance Abuse Treat nent e s
South Carolina .o 60, 64, 286, 328, 352, 402
Charl est on e e e 132, 160
Geenville .. . . . 132
Sout h Dakot a .o 328, 352, 402
Speci al i zed Hospi t al
Anbul atory Care 326
I npatient Care . . I A <)
Mental Health Treat rrent 106, 108, 110, 112, 414
One-Day Census Coe . . . ..., 326
Subst ance Abuse Tr eat rrent 326
State
Al abama 328, 352, 402
Al aska . . . . . . . . . . . 328, 352, 402
Ari zona 62 66 76 78, 212, 220, 288, 328, 352, 402
Ar kansas . . . .o 328, 352, 402
California . . 60 62 64 66 80, 82, 188 212 220
242, 266, 286, 288 328 352 402
Col or ado . . . 62, 66, 212, 288, 328, 352, 402
Connecti cut . . . . . 328, 352, 402
Del awar e . . . . . 328, 352, 402
Fl ori da . 60 62 64 66 286, 288, 328, 352, 402
Georgi a 60 62, 64, 66, 212, 286, 288, 328, 352, 402
Hawai i . . . . . . . . . . 328, 352, 402
| daho e . . . . . . 328, 352, 402
Illinois 60, 62, 64, 66, 240, 250, 252, 286, 288, 328, 352, 402
| ndi ana e e 60, 64, 286, 328, 352, 402
| owa . . . . . . . 328, 352, 402
Kansas 60, 64, 286, 328, 352, 402
Kent ucky 60, 64, 286, 328, 352, 402
Loui si ana 60, 64, 286, 328, 352, 402
Mai ne . . . . . . . . . 328, 352, 402
Mar yl and 62, 66, 288, 328, 352, 402
Massachusetts . . 62, 66, 288, 328, 352, 402
M chi gan 60 62 64 66 286 288 328, 352, 402, 428, 430, 434
M nnesot a .o 60 62 64 66, 212, 286, 288, 328, 352, 402
M ssi ssi ppi .« .« .« . . . . 328, 352, 402
M ssouri 60, 62, 64, 66, 212, 220, 288, 328, 352, 402
Mont ana . e e . . . . . . . . . . . . . 328, 352, 402
Nebr aska 328, 352, 402
Nevada . . 328, 352, 402
New Hanpshi re 328, 352, 402
New Jer sey 60 62 64 66 286 288 328, 352, 402
New Mexi co .o 60 64, 286, 328, 352, 402
New York . . 60, 62 64 66, 286, 288, 352
North Caroli na 60, 64, 286, 328, 352, 402
Substance Abuse and Mental Health Statistics 491




North Dakota . . . . . . . . . . . . . . . . . . . . . . . 328, 352, 402

Gio . . . . . . . . . . . . . . . ... .. 60, 64, 286, 328, 352, 402
&l ahoma . . . . .. . 60, 64, 286, 328, 352, 402
Oegon . . . . . . . 60 64 286 302 304 306, 308, 310, 328, 352, 402
Pennsylvania . . . . . 60 62 64 66, 212, 220, 286, 288, 328, 352, 402
Rhode Island . . . . . . . . . . . 328, 352, 402
South Carolina . . . . . . . . . . . . . 60 64 160, 286, 328, 352, 402
South Dakota . . . . . . . . . . . . . . . . 328, 352, 402
Tennessee . . . . . . . . 60 64 286 328, 352, 402, 432, 434
Texas . . . . . . . . . 60 62 64 66, 212, 220, 286, 288, 328, 352, 402
Uah . . . . . . . .. . . . . . . 328, 352, 402
Vermont . . . . . . . . . . L. . . . . . 328, 352, 402
Virginia . e e e e 60, 64, 286, 328, 352, 402
Washi ngt on State . . ..o 60, 64, 212, 328, 352, 402
West Virginia . . . . . . . . . . . ... 60, 64, 286, 328, 352, 402
W sconsin . . . . . . . . . . . . . . . . . . . . . 60, 64, 286, 328, 352
Woming . . e e e e ... ... ...... 328, 352, 402
State Expendltures
by Facility . . e e e e e .. ... .. ... . . . 3718, 380
Mental Health Treatment . . . . . . . . . o 378, 380
Subst ance Abuse Prevention . . . . . . . . . . . . . . . . 290, 292, 294
State/ County Mental Hospita
Adni ssions . . e e e e oo 394, 396
Al cohol Abuse Treatment . . . . . . . . . . . . o . . . . . . ... a06
Anbul atory Care . . . . . . . . . . . . . . . . . . . . . . 394, 396, 410
Clients . . N0 4
Drug Abuse Tr eat ment 0] )
I npatient Care . . . . . . . . . . . . . . . 394, 396, 400, 404, 406
Length of Stay (LO& e e e e e . ... ... ... . . . 404, 406, 410
Mental Health Treatnment . . . . . . . . . . . . . 394, 400, 404, 406, 410
One-Day Census . . e e e . . . 400
Substance Abuse Treatment . . . . . . . . . . . . . . . . . . . . .. 406
Trends . . . . . . . L . ... 390
Stinmulants
Treatment . . . . . . . . . . . . . . . . . . . ... ... ... .. 344
Trends . . . . . . ..o . . . . . . 52,76
St udent s G e e e - 302 304, 306, 308, 310
Anmerican Indian . . . . . . . . . . . 50 52 84, 86, 134, 136, 164, 166
College . . . . . . . . . . . . . . .. . . . .. . . . 262, 264
Dropouts . . . . . . . . . . . . . . 84, 86, 164, 166
Drug Use by Acadeni ¢ Standlng .« « « « . . . . . . . . B4, 86, 164, 166
El emrentary . . . . . e e e e e 76
H gh School . . . . . . . . . . . . . . . . 76, 78, 80, 82, 188, 242, 266
Junior Highh . . . . . . . . . . . . . . . . . . 76, 80, 82, 188, 242, 266
Subst ance Abuse
Control Costs . . . . . . . . . . . . . . . . . . . . ... .. . . .. 298
Inpatient Care . . . . . . . . . . . . . . . . . . . . . ... ... 38
Mlitary . . . . . . . . . . . . . . . . . . . . . . . b4 56, 254, 256
Treatnment . . . . . . . . 334, 338, 340, 342, 344, 346, 348, 350
Substance Abuse Di sorder C e e e e e e .. 2, 4, 238
Anbul atory Care . . . . . . . . . . . ..o . 386
by Age . . . e e e 18
by Gender . . . . . . . . . . . . . . . . . . . . ... 6 154, 250, 252
by Insurance . e e e e e ... 382, 386
Co-existing with ‘Mental Di sorder e e e e ... 12, 14, 16-18, 246
Costs . . . e e e e e e 170, 316
Crime . . e e e e s 250, 252
Substance Abuse Prevention
Expenditures . . . . . . . . . . . . . . ..o o292, 294
Fundi ng Sources . . C e e e e e .. 290
Substance Abuse Prevention and Treatment Bl ock Grant (SAPT) . 290, 292, 294
Subst ance Abuse Treat ment
Admissions . . . . 282, 324, 334, 338, 340, 342, 344, 346, 348, 350, 412
Al cohol . . .o . . . . 314, 334, 338, 340, 342, 344, 346, 348, 350
Anmbul at ory Care . . . . . . . . . . . . 282, 326, 412, 426
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Ancillary Services 374, 376
by Coverage Limts . . 278
by Education . . . . 340
by Enpl oynent Status . 7 24
by Facility oo 324, 326, 330, 406
by Gender . . . . . . . 334
by Insurance 274, 314, 350
by Payer . . . 268, 272
by Race/ Et hni ci ty 338, 346
by State . . .« . . . . . 328, 352
by Substance 334, 344, 346, 348, 350
Correctional . . . . . . 3b6, 360, 368
Coverage Linmits .. . . . 276
Expenditures . . . . . - )
| mpact G e e 356 358 360 362 364 366, 368, 372, 374, 376
I npatient Care .o .o 282, 314, 326, 328, 406, 412, 424
I nsurance . . . . Coe e ... 320
Length of Stay (L(B) . . 330, 406
Met hadone .o 314, 356, 368
Need . . . . 286, 288
One- Day Census . . . 280, 282, 326
Qut pati ent .o . 356, 360, 368, 370
Qut pati ent Drug- Free . J )
Qutreach . . 370, 372, 374, 376
Referral Source . e . . . . . . . . 348
Resi denti al 314, 356, 360, 368, 370
Staff . . . . . S 4
Support G oups . . . . . . . . . . 370
Tr ends . 334, 338, 340, 342, 344
Substance Abuse Treatnent
Costs . . . . . . . . L. . . . . . . . . . . . . 368
Substance Use . . . . . . . . . . . 138, , 142, 144, 304, 306, 308, 310
Adol escent s Ce e e e e Coe .38, 150, 168
by Age . 36 38, 46 56, 150
by Drug Education . . . 78
by Enpl oynent Status . 88 90
by Family Structure .« . . . . 150, 152
by Gender oo 38, 56, 150, 168, 248
by Grade . . Coe 76, 78, 82
by Illicit Drug . Ce e e e 20, 22, 168
by Metropolitan St atistical Area (MBA) . . 62, 66
by Cccupation . . . Ce e e e .. 92
by Popul ation Densi ty 72, 74
by Race/Ethnicity 42, 44
by Region . . . Coe . 68, 70
by Ri sk Factor s 302, 304, 306 308, 310
by State . . Coe oo 60 64
by Suicide Ri sk 134
Crinme . 244 246 248
Deaths . . G e 220
Ener gency Room’ Epl sodes 204, 206, 208, 210 212 214
Par ent s . . Coe . . . . . . . 304, 306, 310
Producti vi ty 24 610
Tr ends 32, 34, 48, 68, 70, 88, 208
Sui ci de
Al cohol Abuse 238
by Crine 160
by Gender . . . 228 240
by Race/ Et hni ci ty 228 230 232 234, 236
Marshal | | sl ands . . 238
M cr onesi a 238
Trends . . 230 232 234 236
Sui ci de Atterrpt s . . 366
Synar Anendnent . 292 294
Tennessee 60 64 286 328 352, 402
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Texas . . . . . . . . . . . . . . . . . .. . . 60, 64, 286, 328, 352, 402

Dallas . . . . . . . . . . . . L. .o 62 66, 220, 288
El Paso . . . . . . . . . s 62 66, 288
Houston . . . . . . . . . . . . . . . . . . . . . . . . . . . b2, 66, 288
San Antonio . . . . . . . . . . . . . . . . . . . . . . . . . 62, 66, 288
Tobacco . . . . . L e e 142, 144
Deaths . . . . . . . L 218
Synar Anendrment . . . . . L L L L L L e e 292, 294
Traffic Fatalities
Al cohol -Related . . . . . . . . . . . . . . ..o 182, 184
by Age . . . . . . . . . . . . . . . ... ... ... ... 184
by BAC . . . . . . . . . . . . . . . . . . ... .. .. o.o180
Trends . . . . L L 182, 184
Tr eat nent
Al cohol Abuse . . . 268, 272, 274, 276, 278, 314, 318, 330, 334,
338, 340, 342, 344 346 348 350 406 424 426
Costs . . . . . . .o . 170, 172, 174, 176
Drug Abuse . . 268 272 274 276 278, 312 314 318
330, 334, 338, 340 342 344 346, 348 350 406 424 426
Dr ug Cont r ol Pollcy oo . 298
Mental Health . . . . 104, 106, 108, 110, 112 268 272 274 276 278,

280, 282, 284, 378, 380, 382, 384, 386, 388, 392 394 396 398 400 402
404, 406, 408, 410, 412, 414, 416, 418, 420, 422 424 426

Referral Source . . . . 348

Subst ance Abuse . . . 268 272 274 276 278 280 282 284 312 314,

320, 322, 324, 326, 330, 332 334 338 340 342 344 346 348 350 352
356, 358, 360, 362, 364, 366, 368, 376, 382, 386, 406, 412, 424, 426

Treatnment Episode Data Set (TEDS) . . . . . 282, 330, 334, 338, 340, 342
344, 346, 348, 350
Tuber cul osi s (TB) e
Ut ah .o e e e e ... ... ... ... 328, 352, 402
Vermont . . e e e ... ... ... 328, 352, 402
Vet erans Adni nistration (\¢0
Admi ssions . . e e e e oo oo 394, 396
Al cohol Abuse Treatment . . . . . . . oo 224, 406
Anbul atory Care . . . . . . . . . . . . . . . . . . . . . . 394, 396, 410
by Payer oo e e e e e e ... ... ... ... . 3718, 380
Drug Abuse Tr eat ment 0] )
I npatient Care . C e e e e 224, 394, 396, 400, 404, 406
Length of Stay (LO& e e e e e . ... ... ... . . . 404, 406, 410
Mental Health Treatrment . . . . . 378, 380, 392, 394, 400, 404, 406, 410
One-Day Census . . . . . . . ..o e e . . . 400
Staff . . < 1 4
Substance Abuse Treatment . . . . . . . . . . . . . . . . . . . . .. 406
I = 10 120
Victimzation
by Acadenmic Standing . . . . . . . . . . . . . . . . . . . . . 1le64, 166
by Race/Ethn|C|ty e e e e . . .. .. .. . . . . . 134, 136, 164, 166
Vi ol ence . . e e e e ... ... ... ... . . 162, 178, 364
Violent O fenses
Substance Use-Related . . . . . . . . . . . . . . . . . . . 244, 246, 248
Virgin Islands Coe e e e e e e oo 226, 238
Virginia . C e e e 60, 64, 286, 328, 352, 402
Washi ngt on State e e e e 60, 64, 286, 328, 352, 402
Seattle . . . . . . . . . L Lo, 212
Washington, DC . . . . . . . . . . . . . . . . 62, 66, 288, 328, 352, 402
West Virginia . e . . . . . . . . . . . . . . . 60, 64, 286, 328, 352, 402
Vhite . . . e e e . . ... .. .. . . . . . . . . .. . b6, 338, 346
Wsconsin . . .« .« . . . . . . . . . . . 60, 64, 286, 328, 352
Wor kpl ace Drug Téstlng
by Drug Category . . . . . . . . . . . . . . . . . . . . . . . . 96, 102
by Workforce Category . . . . . . . . . . . . . . . . . . . . . . 98 100
Reason for Testing . . . . . . . . . . . . . . . . . . . . . . . . . 98
Trends . . . . . . . . . . . . . . . . . . . . . . . . . 94 96, 98, 100
Wonming . . . . . . . . . . . . . . . . . . . . . . . . . . . 328, 352, 402
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Yout h .o
Anmeri can | ndi an .
Behavi oral D sorders
Enoti onal Disorders

. 5.0,. 5.2’. 8'4,' 8'6,

138, 140,
140, 144,

142,
164,
138,
142,

144
166
140
144
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