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Table 22. Obstacles to Obtaining Treatment On the Outside in the Last Year (Percent of

Weighted Sample)

“l'am going to read a list of reasons some
people give for not getting/for why they have
not tried to get help or treatment for drug or
alcohol problems. [will read each item on
the list, and you tell me if it was a reason you
did not get treatment/ additional trcatment/tiy
to get help during the last 12 months."

The nearest available services were too far
away

Your insurance company would not pay for
the type of treatment that you needed
(wanted)/additional or more intensive
treatment

(IF FEMALE) llie facility, program, or
provider wa-. not sensitive to the special
needs of women.

You did not meet the admission requirements
of the program or treatment

You did not want anyone to know you had a
substance aim e problem

The type of treatment that you wanted is not
available in [S A IE NAME]

(IF DISABLE") The facility was not
accessible to you because you had a handicap
or disability

The facility, program, or provider did not
have counselors or doctors from your ethnic
group or who spoke your language

Your counselor or doctor did not think that
you needed the additional or more intensive
treatment

You were on the waiting list, but you had
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Obstacle to
Obtaining
Additional

or More
Intensive

Treatment

(n=54)
41

40

42 (n=6)

39
35

20

22 (n=10)

16

43

Obstacle to
Obtaining
Treatment

That

Respondent
Would Have
Sought (n -=30)

3l

23

11 (n=4))

17

30

)2(n=10)

NA

17

Obstacles to
Obtaining
Treatment

Even Though

Didn’t Try to
Obtain It

(n=16)

23

40(n=2)

NA
17

10

0 (n=3)
10

NA

NA
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Table 22. Obstucl s to Obtaining Treatment On the Outside in the Last Year (Percent of
Weighted Sample)

“l'am going to read a list of reasc s some Obstacle to  Obstacle to Obstacles to
people give for not getting/for wh, they have  Obtaining Obtaining Obtaining
not tried to get help or f «itment for drug or ~ Additional Treatment Treatment
alcohol problems. 1 will read each item on or More That Even Though
the list, and you tell me if it was a reason you intensive Respondent Didn't fry to
did not get treatment/ additional treatment/try ~ Treatment ~ Would Have Obtain It
to get help during the last 12 months.” (n=54)  Sought (n =30) (n=16)
changed your mind by the time you were

called

The facilities or programs did not have the

special services you needed, such as medical NA
or mental health care, housing, employment

counseling, or child care.

SUMMARY AND CONCLUSIONS

Between July 11and October 13, 2000, the study completed 208 interviews with
Alaskan adult residents who entered state correctional facilities during the past year. The
imitates had at least one month during the last year when they were not incarcerated. The
female respondents (n=40) came from the Hiland Mountain Correctional Center, while the 168
male respondents came front the Palmer Correctional Center’s minimum security unit (n=85)
and the Wildwood Correctional Center (n=83). The study drew a 100% sample of the three
prison units and interviewed all eligible inmates who were willing to participate. The study
achieved a 77V response rate, with a range from 74% to 84% at the three prisons.
Respondents understood and responded fully to the study’s questions. The interviews averaged
one hour in length. Measures built into the study design indicated that the data were high in
quality.

The interviewed prison inmates were primarily males (81% actual, 91% weighted),
aged 35 years, employed (72%) when not incarcerated, and had completed a median of 11
years of education. Thirty-nine percent of the subjects were Alaska Natives, 31 % white, and
16% were African Americans The age and race/ethnicity statistics closely matched statistics
for all inmates in the state’s prison facilities, except that die female inmates at Hiland Mountain
were less likely to be Alaska Natives and less likely to be employed just prior to incarceration.
One in five inmates were homeless during die year before imprisonment. On average
(unweighted), the respondents had been on the outside for five and a half (5.6) months during
the last year. The median prisoner in all three prisons had been incarcerated four times.
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'flic Alaskan prisoners had extensive histories of alcohol use and nonmedical use of
contr> 'led drugs. All of the prisoners reported using alcohol at some point in their lives, and
95% reported using a controlled drug for nonincdica! purposes The comparable rate of
lifetime controlled drug use in a national sample of state prisoners was 83%. The most widely
used druns by the Alaskan inmates were marijuana (93%) and cocaine (76%). Nearly three out
of four (74%) of the Alaskan inmates admitted illegal drug use in the year before they were
incarcerated, and more than half (61%) of the respondents used an illegal drug in the month
before entering jail. Forty percent used cocaine in the past year, and over a quarter (27%)
reported cocaine use in the 30 days prior to incarceration. These findings are consistent with or
higher than the findings of other published prisoner studies, ‘id the willingness of every study
participant to admit extensive illegal drug use suggests that underreporting was not an
overwhelming problem. Nevertheless, it would be reasonable to assume that the study’s
estimates are conservative.

Histories ol substance abuse disorders were nearly universal among Alaska’s inmates.
Nine out often prisoners met formal DSM-IV diagnostic criteria for a substance use disorder
at some time in their lives. These statistics are based on the same criteria required to justify
admission to treatment services across the nation. Moreover, the study’s questionnaire used
D1S questions that are the most fully validated in the field. Although it comes as no surprise
that many prisoneis have drug and alcohol problems, the State now knows the full extent of
these problems file lifetime prevalence rate of substance use disorders among Alaska
prisoners’ was higher than the rates reported in any previously published studies that included
standardized diagnostic measurements of prisoner samples (Table 1).

Four out of five Alaskan inmates have had an alcohol use disorder at some time in their
lives, and two out of five had a cocaine use disorder. The males at Palmer Minimum and
Wildwood were more likely to have had lifetime alcohol use disorders, while the females at
Hiland Mt. were more likely to have had a lifetime cocaine use disorder. Males were also
more likely than females to have abused hallucinogens at some time. With the exception of
hallucinogens and sedatives, most of these substance use disorders were dependence rather than
abuse.

Most (79fi 1of the Alaskan newly incarcerated inmates were actively abusing or
dependent on a substance in the last year and therefore needed treatment provided during the
past 12 months when they are not incarcerated. The rate of current substance use disorders was
among the highest reported rates in the published literature (Table 1). Sixty-seven percent of
the Alaskan prisoners had an alcohol use disorder when not in prison during the past year, and
43% had adrug u e disorder in the last year when on the outside. Eighteen of die subjects who
lacked a current substance use disorder had received treatment in the last year because either
diey were in remission or were borderline cases that may have been missed by ,.ie assessment
instrument.

By comparison with the study’s diagnostic findings, only 25% of female prisoners and
10%> of male prisoners on December 31, 1999, had been sentenced for a drug-related offense
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(Department of Correction 1999). Clearly, focusing on that statistic leads one to underestimate
the level of treatment need among prisoners.

There was no difference between males and females in die rate with which they needed
treatment during the last year, but Alaska Natives were more likely to have needed treatment in
the past year (885. ) than were Whiles and African Americans (76% and 74% respectively).
Nearly all (97'V»of the Native Alaskan prisoners had lifetime histories of substance use
disorders.

Many of the prisoners had received treatment for substance use disorders in the past
when not incarcerated. Seventy-nine percent had received some form of substance abuse
treatment (specialty, self help or noaspccialty) during their lives. While the largest percentage
(43%) of these prisoners had received treatment once or twice in the past, 26% of this group
had received treatment three or more times. In most cases (63% of die total sample), the
prisoners had recer ed specialty treatment as well as self help or nonspecialty treatment for
their alcohol oi drug problems. During the past year, 53% of the prisoners received treatment
for substance use disorder in the mondis before they entered prison. There was no difference
bciween the prison samples in this regard.

A substantial proportion of these subjects had unmet need for treatment services prior to
incarceration. Ol the Alaskan prisoners who had a lifetime substance use disorder, 18% never
received treatment of any kind. Of the subjects who had a substance use disorder in the last
year, 43% did not receive substance abuse treatment of any kind in the last year when they
were on the outside. Outreach and expanded treatment availability to prisoners in need is an
attractive intervention strategy.

There u.is also evidence of unmet need and demand for treatment in the prisoner
sample that needed it. Of the subjects who received treatment in die last year, nearly half
(49%) said that they would have wanted longer, more intensive, or additional services than
they received ii the services had been available.

The interviewers asked the 69 subjects who needed treatment in the last year but had
not obtained treatment if they would have sought treatment if it had been available. Thirty-
seven percent ol the subjects responded affirmatively. Half of them said that they had taken
concrete steps in an effort to obtain care. In most cases, they called a program, asked
knowledgeable people about the availability of care, or obtained a referral. Some were on
waiting lists I'm treatment. If that percentage of all prisoners in the state needed and wanted
treatment but Jid not receive it, there would have been 293 prisoners in the last year who
represented unmet demand for treatment.

The intei \ ieu asked subjects who qualified for diagnostic questions but did not receive
treatment or w  wanted additional treatment what explained their fail to seek or obtain desired
treatment. The most common reason was the absence of insurance or a way to pay for treatment.
The prisoners were also concerned about red tape and hassles during the admissions process. A
number of prisoners mentioned that the treatment programs were full, that the respondent lacked
transportation, or that the programs were too far away.
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Implications

The resul >showed that the prisoners had extensive histories of substance abuse and
high levels of fn atmeni need. The vast majority of inmates had problems with alcohol or
drugs. Many ha . received needed treatment, but some of these seriously ill substance abusers
are apparently ailing through the cracks in the system. Of those who needed but did not receive
treatment, nx tc than a third said that they would have sought it if it had been available or had
sought it without success. Of those who did receive treatment in the past year, half said that
they would have sought more treatment if it had been available. Thus, the treatment needs of
Alaska's pnsoncr-to-be population are great, many have received treatment, but many would
utilize adt t onal care if it is made available. These findings can be used to justify expansion of
services in Alaska.

Ihc study showed that failing to estimate the treatment needs of state residents who
were in ¢ stody would result in underestimation of the overall state need for treatment
services, although the actual number was small when compared to the total state population.
While the .ate of need among prisoners is probably greater than any group besides clients in
treatment, the number of recently incarcerated prisoners at any point in time is not very large.
In Alaska, the estimated number was 610. Part of the explanation is that on any day many of
persons wh > verc incarcerated during a year have been discharged. As a result, their treatment
needs are parlot the estimate obtained from the household survey of the general population or
in estimates o. the needs of homeless people, people in households without telephones, and
persons who have died of diseases related to their substance use disorders. Despite their
relatively sm. 1L si.'s, this population is at extremely high risk of substance abuse, medical
complications, md committing crimes as a result of their continued dependence on alcohol and
drugs.
The study confirmed the growing realization that substance abuse treatment should be a
central feature of the rehabilitation of today’s prisoners. The prevalence of substance use
disorders has bee, steadily increasing over the last decade, and now we know that it is nearly a
universal condition Recent publications suggest that the correctional system's budget for
treatment has increased little over the same period (Alaska Justice Statistical Analysis Unit and
Justice Center 2000c). Many inmates who failed to obtain treatment on the outside have
obtained it in prison. Addiction to alcohol and controlled drugs is a chronic condition, and
most of these prisoners will soon be released. It would therefore be logical for the State to
consider the potential value of undertaking an expansion of treatment services to meet the

needs of all who require and want help.
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APPENDIX A POPULATION WEIGHTING OF THE ALASKA PRISON STUDY

This appendix provides further details of the creation of weights use,. oy the study to
project the sample results to the total population of prisoners in in-state institutions. This
weighting adjusted the age, gender, and race distributions of the sample to that of the eligible
population residing in in-state correctional institutions (excluding Alaskan prisoners in out-of-
state correctional institutions, in Community Residential Centers, and in special olTsite
programs). Readers should bear in mind that the study did not sample from the total target
population, and therefore generalizing from the sample to the total eligible in-state prison inmate
population must be made on the basis of assumption empirical similarity rather than statistical
inference. The purpose of the weighting is to remove observed differences due to these
demographic characteristics (age. gender, and race), but the weighting would have no direct
effect on an> differences due to other factors unrelated to these demographic characteristics.
Also, the weightin does not address differences between the in-state prisoners and the out-of-
state prisoners or pi isoners in community residential centers that are not part of the target

population
Target Population

The fiict step in creating weights is to define the population, file primary purpose of the
Alaskan family ol studies was to estimate the total number of Alaskan residents in the State's
nonprison population who needed treatment during the past year. The telephone survey
interviewed a sample of household residents about their need for treatment at any time during the
trailing 12 months Irom the day of the interview. Of course, some of the people in the household
population had been in prison for part of that year, and their treatment needs are subsumed by the
results of the telephone survey. The prisoner study sought to interview persons who were not
reachable by the telephone survey because they were incarcerated at the time of the survey . The
Alaska Prisoner Study therefore sampled current inmates who were residents of the general
Alaskan population and who may have needed treatment when they were on the outside for a
month or more dm mg the previous 12 months. Consequently, the eligible population of current
inmates had to be \laskan residents and outside of prison for at least one month during the year
before they were interviewed.

In order to estimate the size of this “target population,” the authors contacted the Alaska
Department of Corrections (DOC) to obtain a count of the number prisoners at one point in time
who had been sentenced during the past year. According to the Alaska Department of
Corrections' /WO <Jffender Profile, there were 2,529 inmates in state correctional institutions on
December 31. 1999. Many of these prisoners were in custody prior to sentencing, and therefore
were incarcerated lor more than one year. After removing those cases, the remaining total
number of recently incarcerated prisoners in Alaska was 678. Prisoners who entered DOC
custody in the first month of the fiscal year, and who were still in prison at the end of the year
would not meet the criterion that they were in the general population for a month or more in the
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year. Inorder to eliminate those cases, the authors assumed a flat ra'e of intake during the year,
and estimated that | 1/12ths of the 678 prisoners or 622 prisoners satisfied the criterion for length
of time not incarcerated. Finally, it was necessary to decrease that number by removing inmates
who were not Alaskan residents. Because the DOC count did not identify whether the prisoners
were Alaskan residents, the authors used results from its screening of prisoners in order to recruit
the sample for the present study. Six of the 315 screened inmates ( 1.9%) in the three prisons
reported that they were not residents. The authors applied this rate of non-residents to the
remaining I)x>Ccount of 622 prisoners. Thus, an estimated 12 nonresidents were eliminated
from the 622 he final result was an estimate that the population size of the study-eligible

prisoners was 610.

Representativeness of the Individual Prison Samples and the Total Interviewed Sample

The Alaska Prisoner Study sought to interview every eligible prisoner at each of the three
participating correctional centers. Hiland Mountain. Palmer Minimum Security, and Wildwood.
Because the authors thought that it would have to interview all eligible inmates in order to
achieve its goal of two hundred interviews, all eligible prisoners were invited to participate. As
a result, the study amplcs need no adjustment for unequal probabilities of selection that might
make the study samples unrepresentative of all eligible prisoners at each site.

However, the total sampled population had a disproportionate number of female
prisoners. As shown in Table Al. only nine percent (8.9% to be precise) of the Alaskan inmates
were female. Nine percent of 200 would be just 1S cases, too small fora reliable analysis of
differences between the treatment needs of male and female prisoners. In order to have enough
females in the sample, the authors decided to oversample the females. Consequently, when
describing the results for the sampled inmates, the authors have reweighted the results to reduce

the weight of females to nine percent.

Projection to the | tal Population

Although the study could not generalize its results from the sampled subject to the total
inmate population on the basis of statistical inference, the authors felt that it was useful to
consider what the study’s results would imply if the sample were assumed to be representative of
the total population The Alaska Prison Study could not use a sampling plan that randomly
selected correctional centers. Most (81%) of the women in Alaska prisons are incarcerated at the
Hiland Mountain Correctional Center. lliland Mountain had to be selected or the study goals
would not be met. Some sites were not accessible. For example, the study could not interview
prisoners at the Point McKenzie Rehabilitation Project because cellular phone transmission was
not possible from that location. Budget constraints precluded conducting interviews at small
prisons in remote locations. A key remote location was the Arizona Detention Center to which
the State had sent S65 inmates (25% of the total prisoner population) as of December 31, 1999.
According to the Alaska Department of Corrections’ /99V Offender Profile, that group of
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prisoners had a somewhat higher percentage of charges related to substance abuse that the
prisoners housed in in-state institutions.

Despite a non-random selection of prisons, the authors assumed that the study’s results
would be relevant to the entire system in the absence of any other studies of this sort. If the
results were used to plan for the entire system, then the authors should weight the study's sample
results so that they would be as comparable as possible to the total population of eligible
prisoners. Ihe studs interviewed a large proportion of all the eligible prisoners, i.e., 55% of the
population of eligible female prisoners and 31% of the male prisoners. According the 1999
Offender Profile (page 53), the sampled prisons spanned the range with regard to the percentage
of prisoners with substance abuse charges. Ilighland Mountain ranked highest out of 15 in-state
prisons with regard to the percent with alcohol related charges and 2rd with regard to controlled-
drug related charges Wildwood ranked 4lhon alcohol and 8hon controlled drugs, while Palmer
Minimum ranked 12hon alcohol and 5lhon controlled drugs. The demographic characteristics of
the sampled prisoners did not differ markedly from the demographic characteristics of the total
population. Demographic information was not available on the subgroup of study-eligible
prisoners. We compared the age and race distributions of the study sample to the distribution of
all prisoners 11aide \ I). I e age and race characteristics of the study sample were not
significantly diflcivnt from those of all prisoners. However, to make the study sample as
representative .is possible, the authors employed population weights that would project the study
sample to the si/e 11the total study-eligible population of recently incarcerated prisoners with an
age and race distribution that matched the total population. Information was not available on the
joint distribution of race and age. The weighting procedure used the marginal frequencies to
generate separate weights for age and race. The extent to which the weighted study sample
characteristics differed from those of all prisoners was a function of the extent to which the age

distributions diftered across race groups.
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Table Al. Race and Age, by Gender for Survey Sample and Inmate Population on 12/31/99

Females Males
Survey Inmate Weightea Survey Inmate Weighted
Race Sample  Population Sar%e ,  Sample ~ Population Ssgrrr:/pel)(/e
(N-40) (N =225) (N = 73) (N=168) (N=2304) (N =537)
Native 33 2 30 0 39 %
White 42 53 53 35 44 44
Black 18 14 13 15 12 12
Other 7 5 4 8 5 5
Total 100% 100% 100% 100% 100% 100%
Chi-square  1.82. NS Chi-square = 7.34 , NS
Age
1810 24 15 19 18 18 17 17
25t0 4 37 29 29 3 32 32
35 to 44 35 37 36 36 32 32
Over 44 13 15 17 15 19 19
Total 100% 100% 100% 100% 100% 100%
Chi-square = 1.20, NS Chi-square = 2.49. NS

NS= not significant; Inmate data from the 1999 Offender Profile, Alaska Department of
Corrections 1999)
Representativeness

For each gender, the race and age distributions of the survey sample and the in-state
inmate population in Alaskan prisons did not differ significantly. For both males and females,
there were slightly fewer white inmates and more Native Alaskan inmates in the survey sample
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than in the total population. The age distribution of the survey sample also did not difTer
significantly from the age distribution of the total inmate population.

The weight assigned to each study respondent was the product of the population weight,
the race weight, and the ugc weight. For each gender, the population weight was the ratio of the
estimated total population to the number of prisoners who completed valid interviews. The age
weight was the ratio of the percent of the total inmates in the respondent's age group to the
percent of the study sample in that age group. A simiht computation generated the race weight.
The characteristics of the weighted study sample mate ied those of the total population (Table I)
The differences between the weighted sample and the total population were not more than two
percent in an> of the 16 cells defined by gender, race, and age group.

SPSS Commands for Alaska Prisons Study Sample Weighting
This section of Appendix A describes the SPSS commands that generated the weights.

*** \\eights for Ak Prison study
**#

RECODE

d lage
(1thru 24 11 (25 thru 34=2) (35 thru 44=3) (45 thru Highest=4) INTO
agecoded .

VARIABL E | ABEES agecoded 'Age recoded to intervals'.

EXECUTE.

6
*** Female weights
*k*k

COMPUTE popwate = 1.825 .

COMPUTE Racewate = | .

IF (dlracel = 1) Racewate = 1.2518 .
IF (dlrace I =2) Racewate =0.78286 .
IF (dIracel 5) Racewate =0.87077 .

IF (dlrace | =( Racewate =0.62667 .

COMPUTE Agewate= 1.0.

IF (agecoded = 1) Agewate = 1.2333 .
IF (agecoded 2) Agewate = 0.7787 .
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IF (agecoded = 3) Agewate = 1.0657 .
IF (agecoded = 4) Agewate = 1.25 .

VARIABLE LABELS popwate 'Weight to size of population ',
VARIABLE LABELS racewate "Weight to race distribution ',
VARIABLE LABELS agewate 'Weight to age distribution .

COMPUTI- lotwatc = popwate * racewate *agewate .
VARIABLE I ABELS totwate 'Product of all weights'.

EXECUTE.
*** Male weights
*kk

COMPUTE popwate = 3.19643 .

COMPUTE Racewate = 1.

IF (dIracel I) Racewate = 1.168.
IF (dIracel - 2) Racewate = 0.7485
IF (diracel 5) Racewate =0.94647 .
IF (d Irace | = 3) Racewate = 1.0.

IF (dIrace1=4) Racewate = 10.

IF (dlracel 6) Racewate = 1.0.

IF (dIracel 7) Racewate =1.0.

IF (dlrace | 9) Racewate = 1.0.

COMPUTE Agewate =1.0.

IF (agecoded = 1) Agewate = 0.94413 .
IF (agecoded = 2) Agewate = 1.05161 .
IF (agecoded  3) Agewate = 0.87603.
IF (agecoded  4) Agewate = 1.25503.

VARIABLE LABELS popwate 'Weight to size of population *.

VARIABLE LABELS racewate "Weight to race distribution ’.
VARIABLE LABELS agewate "Weight to age distribution .

COMPUTE. Totwate = popwate * racewate * agewate .
VARIABLE LABELS totwate 'Product of all weights'.

EXECUTE.
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APPENDIX B. CHANGES IN THE CORE QUESTIONNAIRE AND ADMINISTRATION
GUIDE

This appendix describes the changes made when updating the core needs assessment
questionnaire of the National Technical Center for the Alaska Prisoner Study.

Pemu-.Maphic Questions (Modules li and J). Because the subject matter of this study is
sensitive, it is important to have a scries of warm-up questions in the beginning of the interview.
Consequently, we split the demographic questions into two modules. The first demographic
module consists of non-threatening questions, and we lengthened this module by moving some
demographic items up from the NTC instrument's second demographic section at the interview’s
end. Age is generally asked as part of the eligibility and respondent selection process; if not, we
put an age question at the end of the introduction rather than in the demographic module in order
to avoid the possibility of asking about age twice or including an item that would almost always
be skipped. Ihe gender question in the earlier questionnaire was simplified by asking the
respondent to report his or her gender. Only if the person refused were the interviewers
instructed to attempt to guess the respondent’s gender from the respondent’s voice. We updated
the race and ethnicity questions to comply with the new Year 2000 Census categories and OMB
requirements on this point. Ihe instrument determines whether the respondent is of Ilispanic or
|.atino origin first, and then asks about which Hispanic group, with categories for the most
common llispanic populations in the US. The race item follows and allows respondents to report
as many as five race responses. We simplified the questions on employment to eliminate
unnecessary questions regarding what unemployed persons were doing, and we moved the
questions to this module from it place in the second demographic module of the earlier
instrument. Our revisions of the response categories in the schooling questions now provide
information on the respondent’s year of education rather than broader categories. The remaining
questions in this module on marital status and military duty, were moved up from the second part
of the demographic module to this one. and we modified the items slightly.

The second part of the demographic module, which covers the more sensitive
demographic topics, comes near the end of the iterview after the diagnostic and treatment
modules. We added questions to this module to obtain more precise information on pregnancy
and child care for the measurement of treatment service mix and unmet demand for ancillary
services. The interviewer asks women of childbearing age (under 55) about pregnancy, prenatal
referrals, and prenatal care. This information would be relevant if the subject had needed
treatment in the past year. If the woman was pregnant in the last year, the interviewer asks
whether she received prenatal care and whether she had any serious consequences that required
hospitalization. These questions will be relevant to this study and are asked only if a respondent
had a substance use disorder, received treatment in 'he last year, or had unmet demand for
treatment in the last year.

The questions on criminal activities and arrests relate to measurement of treatment
service mix and efforts to determine whether the survey can accurately estimate substance-
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related arrest statistics, | or the inmate study, we also added questions about incarceration and
having received treatment in prison during the past year. Persons who needed treatment in the
last year and who received it in prison would he relevant for estimating the amount of unmet
need and demand in prison.

Several questions were added to this module regarding suicide and being a danger to
others. These items measure the severity of the need for treatment as well as the level of care that
a person in need .mould receive. The sensitive nature of the items dictated their placement near
the end c"thc questionnaire.

Finally, we revised the question about the respondent’s family income. This item was the
most frequently refused question in the previous version of the questionnaire, and so we revised
It to minimize the number of refusals. Measuring income is usually essential to the study because
it helps determine the respondent’s eligibility for state-funded substance abuse treatment
services. Tvpically. Lrespondent’s family income and the number of people dependent on that
income determine whether the State ..ould pay for any of the respondent’s treatment, and if so,
what proportion of the costs that the State will pay. The presence of a pregnant person also bears
on eligibility Ibr public funding in some states.

Health Status and Insurance Questions (Module B): Al the end of the first demographic
moduh we have created a new submodule regarding health. Although general health is not a
topic of interest for this questionnaire, there are several substance-abuse-related health issues on
which we needed information. The questions assess general physical and psychological health
status, disabilit es, as well as health problems or injuries that are often found in people with
alcohol or drug problems. Some of these items were scattered throughout the prior N1C
questionnaire, hut most are new to this instrument. To bolster the health context of the interview,
we decided lo ather the health-related questions together to create this health section and to
place it early 1M the questionnaire.

The H tquestions in this module address general physical and emotional health. Taken
from the Beltav ioral Risk Factor Surveillance Survey (BRFSS) telephone questionnaire (CDC
1997). the general physical and psychological health questions can be compared to BRFSS
results to asses. the validity of the current survey, but the items’ primary role is to assess health
status as part of our measure of treatment service mix. Poor physical or psychiatric health isa
primary justification for needing a higher level of care, such as detoxification in a hospital or
residential facility. We also ask whether the person was hospitalized in the last year, obtained
psychiatric treatment, or required psychiatric medication as a way of measuring the seriousness
ofany health or psychiatric problems that might have warranted hospitalization if the respondent
had sought treatment for substance abuse.

In the health section, we covered measuring disability. This information is relevant for
assessing unmet treatment services needs due to disability and for ensuring that the disabled have
equal access to treatment services. Because we collect these data by interview, we did not
include a question on functional hearing impairment. For the purposes of the needs assessment
study, we were interested in measuring disabilities besides substance abuse.

In ordei to ease respondents into describing their substance-abuse-related problems and
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to help identify cases where substance abuse problems were likely but not reported, we included
a series of questions about health problems associated with substance abuse. Covered in these
questions are tuberculosis, syphilis, gastritis, cirrhosis, endocarditis, hepatitis, cancers of the lip.
throat or stomach, fall:., bums, automobile accidents and adverse reactions. The link between
these health problems and substance abuse is not mentioned in the question, however. Included
in this module are several items on high blood pressure and head injuries that were also needed
for the treatment service mix scales.

The health section ends with questions, taken from the BRFSS questionnaire, about tlv
source of payment lor the respondent's health insurance coverage. We included these items to
determine how any substance abuse treatment the respondent might have received or needed in
the last year would have been financed. In particular, the questions determine whether the
insurance co\erage was paid privately, by Medicare. Medicaid, Indian llealth Service, the
military, by some other payer. We also asked whether there were any gaps in coverage, whether
the coverage included substance abuse services, and whether any health care services received in
the past year were paid for by the State. Eligibility for state payment of substance abuse services
is determined in the second demographic section rather than here. By moving the insurance
coverage questions to the health module, we substantially eliminated many of the insurance
questions that were included in the treatment modi.. of the previous questionnaire.

Recent md fiver Use of Tobacco, Alcohol, and Other Drutts (Adult Modules c and rj: ~ To the previou
of other substance use in adults. Also, beginning with questions on tobacco use helps our
strategy of leading the respondents gradually into questions on alcohol and then illicit drugs. Ihe
adult tobacco items come from the BRFSS’s telephone survey questionnaire, and therefore they
have the added value of being useful for validating the current telephone survey questionnaire.
Because every >tate administers these BRFSS tobacco items in a telephone survey that runs
continuously every year, states can compare the data of these item with the BRFSS data to obtain
an indication of whether the current survey has obtained valid information. The questions
determine whether the person had ever been a smoker (defined as having had 100 or more
cigarettes in his or her life), whether the person is a current smoker, and if so how many
cigarettes were smoked in the past 30 days.

Because tobacco use is a relatively more important issue for adolescent than adult
substance abuse services, the module on tobacco is more extensive in the adolescent division of
the instrument. lhe questions on lifetime use and use in the last 30 days are the BRFSS
questionnaire (CPC 1997).

The items in this module measuring alcohol use and then the items measuring
nonmedical use of controlled drugs ask a limited number of questions about the extent of use in
the last year, the year before, and lifetime. These questions include assessments of ever use, any
use in the last \ ear, and the quantity and frequency of use in the last year. This module also
contains several treatment service mix items designed to identify persons who had recent
episodes of binge drinking and extremely high levels of intoxication during the past year.
Subjects who reported binge drinking and very high levels of consumption per drinking episode
would he candidates for hospital detoxification if they needed treatment. We also ask a series of
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questions about lifetime substance use, including being hospitalized, being told to cut down or
seek treatment by a health professional, having a "drinking/drug problem" or feeling dependent
on substances, or having received alcohol or drug treatment. Although these last items are
standard epidemiological questions, they play several differ troles in this instrument-one of

which we describe next.

Qualif} inx Criteria; One purpose of the alcohol and drug use items is to identify
respondents who should not be asked questions in the remaining modules regarding substance
use disorders and substance abuse treatment. It makes little sense to ask people who have not had
a drink in the last year or two whether they needed treatment for alcohol abuse in the last year.
Similarly, some respondents have had only a few drinks in their lives, it is inefficient for a
survey to spend its resources questioning these subjects about symptoms ol lifetime alcohol
abuse or dependence. Because only about 10% of the general population is likely to have a
current substance use disorder, investigators can realize substantial gains in survey efficiency by
confining the diagnostic and treatment modules to only those respondents with a high likelihood
of having a cu: rent <r lifetime substance use disorder. If subjects do not qualify for the
diagnostic and treatment-related questions, they skip most of the questionnaire. Using this
strategy in the previous questionnaire, we found that the average length of this interview ina
general household population was less than 10 minutes, even though the instrument was long.

In this instrument, a primary basis for deciding whether respondents should “qualify" for
the diagnostic and treatment modules is the amount of substance use in the last yea/’. Most
respondents report sonic drinking in the last year, but relatively few report enough drinking to
warrant their 1cing asked the diagnostic, treatment need, and patient placement questions.

Using data on the quantity and frequency of drinking in the last year from the NIAAA
National Longitudinal Alcohol Epidemiology Survey (NI.AES), we developed objective
“qualifying criteria" for the alcohol diagnostic module in the previous version of our instrument
(McAuliffe cl al. 1995. pp. 6-9 to 6-13). The goal ot the qualifying criteria was to skip the
diagnostic and treatment modules with as many respondents as possible who were highly
unlikely to halo a current diagnosis. At the same time, we required that the qualifying criteria
identify at least 90% of the persons who had a current alcohol dependence diagnosis. This
analysis revealed that the levels of use reported by people who meet the criteria for alcohol

6We did not use the term “screening” in this context because we used that term when
discussing whether subjects would be eligible to participate in the survey.
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dependence is surprisingly small in many cases, and women with diagnoses of alcohol
dependence report lower levels of drinking than do men with alcohol dependence diagnoses. In
order to insure that our qualifying criteria were as efficient for both sexes, we used different
cutoffs for men and women.. We have used the same alcohol items and cutoffs in the present
survey instrument.

It is noteworthy that these empirically-derived cutoffs for women were so low that a few
women who meet these qualifying criteria will object to being asked questions which seem to
imply that the respondents may have had an alcohol use disorder. We have given much
discussion and thought to how best to respond to these complaints. Raising the cutoff would
result in missing a larger number of women who have alcohol dependence problems. The
instrument would therefore underestimate women’s dependence rate and need for services.
Using the cutoffs at all implies some underestimation of the dependence rate. Keeping the
cutoffs low would result ina slightly longer average length of the interview, possibly missing a
few nonusers, and taking more time with the few complaining respondents. We concluded that it
would be bettei Ibr the survey’s results, if not for the survey contractor, to instruct interviewers
about how to manage these complaints than to increase the cutoffs.

One goal of this instrument is to estimate the lifetime prevalence of substance use
disorders. Ihat goal i<important for epidemiological purposes and for assessing the validity
results by comparing them with results from other studies. Lifetime events are most commonly
measured in the same way. and research suggests that lifetime use is more accurately reported
than recent use In order to enhance the reliability of our qualifying criteria and to make sure that
we did not miss respondents who had an alcohol or drug use disorder in the past but had been
abstinent or using very small amounts in the last year (e.g., due to being in treatment or prison),
we also included a sei ies of qualifying criteria that were based on consequences of lifetime use.
A respondent qualified for the alcohol diagnostic module if he or she reported having ever: 1)
gone on binges ol' se\eral days or more, 2) been hospitalized or visited an emergency room due
to alcohol. 3) been warned by a doctor to cut down on drinking, 4) had a drinking problem or
been addicted to alcohol, or 5) received treatment for alcoholism. Although explained here, these
“qualifying” items are contained in Module D of the adult questionnaire.

We also used alcohol qualifying criteria from the D1S-1V that were based on the
frequency of lifetime use. In order to ensure that the epidemiological results of the present
survey could be compared to the results of epidemiological surveys using the DIS-1V, we added
several qualifying questions that are employed for the same purpose in the DIS-IV. The DIS-
1V’s alcohol qua.u'y ing items focus on a respondent's ever having at least six drinks, having at
least one drink a month during the year of heaviest drinking, and averaging more than tlve drinks
a week during the weeks when the respondent drank in his or her year of heaviest drinking. Each
respondent who meets either the DIS-1V or NCRPG qualifying criteria is asked the diagnostic
modules, while all other respondents are skipped to the few remaining questions at the end of the
instrument. Because the levels of use in the DIS-1V qualifying criteria are so low. it seems
unlikely that we would screen out any subjects who had a lifetime diagnosis.

for the drug use qualifying criteria, we used the criteria that we had used in the previous
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NTC instrument. Ain respondent who reported using marijuana more than five times in the year
prior to incarceration was asked the diagnostic questions for marijuana, and any respondent
reporting using any of the other illicit drugs at least once in that year was asked the diagnostic
questions for each stkh drug. These low levels of use appeared to be required as the qualifying
standards because household respondents tend to underreport illicit drug use in the interview,
and the authors wished to use the same qualifying criteria for the nonhousehold populations so
that the data would be comparable.

A respondent also qualified for the diagnostic and treatment modules if he or she had
ever been in a hospital or emergency room as a result of drug use, reported ever having a drug
problem or addiction, ever having received treatment for drug abuse, and ever having used drugs
by injection, fheso items are contained in Module E of the adult questionnaire. Finally, we also
used the DIS-IV"s criterion of anyone who reported ever using a drug six or more times in their
life. The DIS-IV criterion was apparently derived from research by Robins and Murphy (1967)
that found that anyone who used heroin six times or more eventually became addicted to the
drug. As with alcohol, this rate of use is so low that it is unlikely that anyone with adverse
effects of drug use w old fail to meet these criteria if the respondent was forthcoming about
her/his use. Ihe autin rs believe that this combination o ‘ast-year and lifetime criteria based on
the amount of use an.. adverse consequences of use offei the best chance of identifying all
persons who are likely to have had a substance use disorder diagnosis at some time in their lives.

Diagnostic Questions (Adult Modules D and F): Each diagnostic section contains a series
of questions designed to assess whether the respondent would meet the criteria developed by the
American Psychiatric Association's (1994) fourth edition of its Diagnostic and Statistical
Manual (DSM-1V) for diagnosis of a substance use disorder, including abuse and dependence.
The diagnostic questions are derived, with modifications for telephone administration, from the
|atest versions olTlie Diagnostic Interview Schedule (DIS-1V) (Robins et al. 1998) for the adults
and the Diagnostic In crview Schedule for Children (Shaffer et al. 1998).

(*hanges from DSM-111-R to DSM-IV: There were several major changes made in the
DSM criteria in the transition from DSM-I11-R to DSM-IV. The measurement of abuse was
substantially modified in the DSM-IV by increasing the number of specific symptoms from two
to four. One of the new items concerned failure to live up to role obligations, and the other
concerned legal problems. The number of criteria for dependence were reduced from nine to
seven by eliminating overlap with abuse and combining two items regarding withdrawal into one
with two subpart' Older significant changes involved the “clustering” of abuse and dependence
symptoms and the cri eria for remission from dependence.

Substance Abuse: According to the DSM-IV (American Psychiatric Association 1994,
page 182-183). substance abuse does not include tolerance, dependence or a pattern of
compulsive use. although abuse does involve continued use despite negative consequences.
Abuse includes "only the harmful consequences of repeated use.” The criteria of recurrent and
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significant consequences related to repeated use include: “repeated failure to fulfill major role
obligations, repeated use in situations in which it is physically hazardous, multiple legal
problems and recurrent social and interpersonal problems." Like the DSM-III-R, the DSM-IV’s
substance abuse eritci ia do not include "course specifiers,” such as partial or full remission. A
diagnosis of abuse is . uperceded by a diagnosis of substance dependence. That is. a person can
have an abuse diagno-ds only if her or she has never met the criteria for substance dependence

for that substance.

| lie specific 1>SM-1V criteria for a substance abuse diagnosis are:

i Recurrent sub tancc use resulting in failure to fulfill major role obligations at work,
school, or hou.e.

Recurrent sub tance use in situations in which it is physically hazardous.

Recurrent sub .lance-related legal problems.

Continued substance use despite having persistent or recurrent social or interpersonal
problems can: cd by or exacerbated by the effects of the substance (e.g.. fights).

To receive a ¢ agnosis of substance abuse, the person must meet one or more of the four
criteria within a 12-ni mth period. This requirement is called, the “clustering” criterion for an
abuse diagnosis. It is vorth noting that the DSM-IV says nothing about the logical possibility of
a person who reporter multiple symptoms of abuse in a year but none of the symptoms occurred
repeatedly withina 1 -month period. By the current criteria, that person does not have a
diagnosis of abuse.

Substance De; cndence: To receive a diagnosis of substance dependence according to
DSM-1V criteria, a person has to manifest three or more of the following criteria, “occurring at
any time in the same ¥@month period:

Tolerance development

Withdrawal sy inptoms or using the substance to relieve or avoid withdrawal

Taking more i fsubstance or for longer than intended

Persistent desire or unsuccessful efforts to quit or cut down

A great deal of time spent obtaining, using or getting over substance effects

Giving up important social, occupational or recreational activities becauseof use
Continued use Jespite having a persistent or recurrent physical or psychological problem
caused by or exacerbated by the substance

Symptom Clustering: It is the requirement that the symptoms must occur within a 12-
month period that is i lerred to as symptom “clustering” for dependence, which is somew hat
different than it was | rabuse. Clustering is probably the most important new feature of the
DSM-1V criteria for a uisc and dependence. Whereas the DSM-I11-R criteria required only that
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one ever experienced at least three out of nine symptoms to have a lifetime diagnosis of
dependence, the DSN .-V criteria require that at least three of seven symptoms occur within a
12-month period. DS YI-IV criteria for abuse require that at least one of the abuse symptoms
occur more than once ina 12-month period. These clustering requirements will probably reduce
the number of people who meet criteria fora substance use disorder.

To measure this clustering of symptoms, the DIS-1V and our instrument have added new
items at the end ofth relevant sections of the modules to determine whether the symptoms
occurred within a 12-month period. Although clustering is conceptually simple, it is cognitively
demanding for survey respondents, especially when the questionnaire is attempting to determine
annual pre\nlence—< w many respondents were dependent on a substance at any time during the
past year. In this proc ss of measuring symptom clustering, the respondent who has reported
three or more sympte ns of dependence must be reminded of all of the seven possible symptoms
that he or she has rep tied, and then asked ifthree or more of these symptoms occurred within a
12-month period. Bet mse the symptoms are complex ideas with several alternative
manifestations and ai  not everyday concepts (e.g., narrowing of the behavioral repertoire),
referring to these syn ptoms when asking the subjects about whether they occurred in a time
period that i not anc! ored by specific date is challenging. A similar, although somewhat less
taxing proccvx is regt. red for measuring the clustering of abuse symptoms. Although abuse
involves only one "sy nptom” at a time, many of the abuse “symptoms” are composed of several
sub-symptoms lor ¢ ample, failure to fulfill role obligations involves family, job, and school
responsibilities

The tcchnigiu «<employed by the DIS and DISC to measure these complex concepts are
not entirely satisl'acti y for telephone administration. Developed for in-person administration,
the DIS uses a check! st of brief descriptions of the symptoms as a visual cue lo help respondents
keep track of the nun ier of symptoms and sub-symptoms that they have experienced. For
telephone administra on, we have created “read-back tables” for the interviewers that use brief
descriptions of the sy nptoms. For example, at the end of the questions on dependence, the
interviewer reminds the respondent of the number of symptoms that he or she has reported and
repeats the read-back of the dependence symptoms. Then the interviewer asks whether there
was ever a time whet three or more of those “problems" occurred within a 12-month period.

Dependence <nurse Specifiers: A pe.son with a lifetime diagnosis of substance
dependence may be a lively dependent, in partial remission, or in full remission. The course
specifiers lbr depend nee in the DSM-I1I-R were revised in the DSM-1V. Whereas use of the
substance was a key i eterminant of remission in the DSM-III-R. substance use is not part of the
remission criteria int e DSM-IV. Also, the DSM-111-R used a six-month time frame for defining
remission. A person ! id to be substance use or symptom free for at least six months to be in full
remission. The DSM V changed the time frame and added new distinctions and requirements.
Both partial and full remission now require at least a month free of all symptoms. DSM-IV
added a new course s; ecifier dimension, “early” and “sustained” remission. A person is in early
remission if it has continued from one to eleven months. Once remission has continued for
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twelve months or mote, it is sustained remission. In the previous NTC instrument, we assumed
that anyone who had ..ctivc abuse or dependence or was in partial remission in the past year
needed some form of reatment. In light of the new distinctions regarding remission in the DSM-
IV, we have assumed hat respondents who were actively abusing or dependent or in early
remission in the last year. or partial remission were in need of treatment, whereas those in
sustained full rcmissi nwere not.

It is worth me tioning the rationale for including sustained partial and early full
remission in the treatuent-need group. Because a person insustained partial remission can have
as many as two symp.oms of dependence, any number of symptoms of abuse, and was once
dependent, we felt th; t these cases required some form of treatment (e.qg., follow-up or self-help
group participation). Ve felt that early full remission would call for aftercare, follow-up, or self-
help group participati 1L While probably few managed care systems would provide treatment for
people who were symptom free for six months or more, follow-up studies show' that relapse is
still sufficiently frequ tit to warrant low-cost forms of care.

Combined win the requirement of symptom clustering, these new DSM-IV course
specifiers substantial! increased the complexity of measuring the number of people who were in
need of treatment int e past year. It is noteworthy, the authors of the DIS-IV and the DISC-IV
made no attempt to 1L asure partial remission al all, and they included only crude measures of
sustained full rcmissi n. In the remainder of this section, we will describe changes in the DIS
that have icsultcd fro. ithe changes in the DSM. and then we will describe unique aspects of our
approach ti» incasurin the DSM criteria, especially the course specifications, in a telephone
survey of adults.

Changes inth DIS: Compared to the DIS-III-R. the DIS-1V included small wording
changes in \irtually ¢ cry question, and there were several major structural changes dictated by
the transition from th  DSM-I11-R to the DSM-1V. The current version of the DISC differed
from prei ions \ersioi ; even more than the DIS-IV differed from its previous versions. However,
since the new version of the DISC is more like the adult DIS than were the previous versions of
the DISC, we had les difficulty making one instrument combining the DIS and DISC than we
would have ifwe had attempted doing so in the past.

Ilowever, the hanges from the DSM-111-R to the DSM-1V turned out to oe more
complex than they In tappeared, and they were difficult to measure. This difficulty is also
apparent when comp; ;ing the DIS and DISC. The DIS-IV and the DISC-1V take somewhat
different approaches: eclustering and remission. For example, the DISC-IV focuses on
measuring clustering | abuse symptoms in the last year, and docs not attempt to obtain the
information needed & determine whether the adolescent meets the clustering criterion for a
lifetime diagnosis of ibstance abuse. Neither instrument attempted to measure partial remission,
and measurement of Il remission does not appear to be entirely satisfactory" in either
instrument.

The structure fthe diagnostic questions follow the structure used in the DIS-IV. The
interviewer asks all o the alcohol diagnostic questions first. Then, referring to all controlled
drugs together, the in rviewer asks whether the respondent ever experienced the first abuse
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symptom as result of mwug use. Ifthe respondent answers yes. the interviewer repeats the
question again for each drug for which the respondent has qualified. Ifthe (respondent answers
no, the intei siewer gees to the next abuse or dependence symptom, and he/she continues through
all of the abuse and dependence symptoms. Once lifetime presence of the diagnostic symptoms
is established, the DIS-1V asks about recent occurrence of the symptom. This seme procedure
was followed in older versions of the NTC questionnaire.

The psm-1v diagnosis of abuse requires that the symptoms occur more than once in a
12-month period. In the DIS, respondents are asked whether they had ever experienced each of
the symptoms. Ihe questions are phrased in a fashion that explicitly or implicitly refers to the
symptoms occurring 1 currently. For example, “have you sometimes." “frequently.” or “more
than once [c\er implied).” Those respondents who respond positively to any of these problems
are asked. "was there ever any year in your life when [the problem/one of the problems) from
using alcohol occurred more than once." If so. the person meets the criteria for lifetime abuse if
the person we-. never dependent. To determine whether the person currently meets the criteria for
abuse due to any of the symptoms, the interviewer asks. "Did any of these problems occur
several times in the la t 12 months?”

(-'bailees in the NTC Instruments: I'hesc changes from the DSM-111-R to the DSM-1V.
additional changes In n the DIS-III-R to the DIS-1V, and the differences between the DIS-IV
and the bisc iV required Us to make significant changes in our adult telephone survey
questionnaire as well. |he differences between the DIS and the DISC diagnostic questions raised
a fundamental dilcmn a from the outset. How could we follow instruments that differed
substantially from mn another while still producing an instrument that could be used in one
survey and to compai  adults with adolescents? While we recognized the need to modify some
of the wording 0f the questions in the DIS in order to make them age-appropriate and more
comprehensible for ad descents, the authors of the DISC made many changes that went far
beyond those objectiv €S. The rationale for other changes (e.g.. the ordering of some related
questions) was not obvious, and there was no documentation that we could obtain from the
authors of e Disc that explained the many differences between the DISC and the DIS. While
boi  instruments cicai ly sought lo operationalize the DSM-1V, taking different approaches
without strong justifications raises the possibility that the results of the two instruments will
differ unneces ari'y (I atonctal. 198-1). Different results might be found, for example, with a
person who was inters iewed by the DISC-IV at 17 and a month later was interviewed with the
DIS-1V because beor she had turned 18. In a survey of the entire population 12 and older, such
differences are a concern, especially if the investigator or survey sponsor is interested in
comparing adolescent-, and adults. Although in most cases we decided to adhere closely to the
DISC and the pis respectively in the adolescent and adult divisions in this version of our
questionnaire, we mace some changes as needed to maintain comparability. In some cases, we
decided to follow one rather than the other because the one approach appeared to be superior,
especially for telcphoi e administration. Also, we occasionally found what we judged to be clear-
cut errors in the pis a.id DISC questions.
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Measuring Substance Abuse: The DIS included a question about having a traffic accident
In its questions regard ng social and interpersonal problems stemming from alcohc' use. We
decided to move that question below the items on criterion #2 about intoxication in hazardous
situations. We made this decision primarily because the question fit better conceptually in
criterion H2. there was nothing comparable in the DIS’s drug questions, there was nothing
comparable in the adolescent questions, and we could not fashion a read back that could
summarize the traffic uestion and the other questions in that set of items.

Measuring Clustering of Abuse Symptoms: One place in which our instrument differs
substantially from boi'i the DIS and the DISC concerns the clustering of the abuse symptoms. As
we note eat lier. the IT S asks its clustering question for all four symptoms of abuse at one time.
The inters iewer reads hack a shortened version of the symptoms and asks, "Was there any year
in your life when one | these problems from using alcohol occurred more than once." If so. the
DIS asks a series of ¢ estions including one regarding whether “Any of these problems occurred
several times inthe la tyear." Although we liked the questions used for clustering, we felt Iha,
the read back could Ik confusing because the symptoms were multifaceted. The DISC, by
contrast, asked a qucs on about clustering immediately after each symptom, and only asked
about scvcial s\mptoi  at once when several symptoms were experienced but no one symptom
occurred more than (L .e ina 12-month period. Because we felt that the DISC approach was
cognitively less dcma ling and would work better in a telephone interview, we adapted its
approach for both oui ulult and adolescent questions on abuse.

Another impo ant difference between our instrument and the DIS and the DISC
concerned the time pc iod about which we asked respondents in the questions concerning
clustering and rcmissi n. Inourjudgment, there is a key difference between clinical goals of the
DSM criteria and thei use in epidemiological and service research studies. The typical clinician
seeks to determine tlu diagnosis ofa person who is seeking treatment. The time referent is the
day ofthe interview,; ;d the twelve months lag employed in the instrument refers to the twelve
months prior to the da of the interview. From an epidemiological perspective, counting the
number of people whi would have a diagnosis on the day of the interview would be a point-
prevalencc estimate. / s we read the DIS and the DISC, we believe that their questions can only
measure that type of p evalcnce estimate. Frequently, authors describe this estimate as a one-
year prevalence, blit \ j do not believe that the DIS and DISC obtain all the information needed
for a one-y ear prevail .ee estimate of a disease that has clustering and remission-period features.

Because of tlu importance of this point, we will discuss it in some detail (also sec
McAuliffe et al. 1995 It is likely that during the past year there were individuals who would not
have a diagnosis on i may that they were interviewed, but who would have had a diagnosis at
some point during the 'revious year. For example, a person who was in sustained full remission
might no longer have .n active diagnosis when interviewed, but would have had an acti z
diagnosis of dependci e earlier in the year. Similar technical problems are present inestimating
the prevalence of disc ses, like cancer, that recur and which require a period free of symptoms
before declaring that i ie disease has remitted. Ifa person is assumed to have a diagnosis until
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five years have passcc without any symptoms, that person should be counted in a one-year
piovalence estimate. 10 obtain a one-year prevalence estimate, a researcher would have to ask
about disease symptoms in the period covering up to the last six years. Consequently,
epidemiological studies of one-year prevalence have a more complex measurement task than
would a clinician who is attempting to determine whether a person has a diagnosis.

Health service studies, such as those estimating the need for treatment services in the
last year, have a task t tnilar to that of the epidemiologists. For example, a person who met the
criteria for a diagnosis 11 months prior to the day of the interview would have needed treatment
at that time, even if tlu person does not meet the diagnostic criteria on the day of the research
interview. It is possible, for example, that the person may have had one symptom 11 months ago
and two symptoms 11 months before that. The three symptoms occurred within a 12 month
period, and therefore | months ago the person needed treatment, technically speaking. A person
who was m partial rer ission eleven months before the interview was conducted would also have
needed treatment (e.g.. aftercare) during the first month of the past year. Thus, to estimate the
need for treatment set ices for substance use disorders over the entire course of the last year and
allow for the 12-mont . clustering requirement and the one-year lag required by the remission
criteria, we had to me. sure the occurrence of symptoms in the past two years.

Inis the 12-m nth lag in achieving sustained full remission requires a 24-month period
to conclude that no tic itment was needed during any part of the previous 12 months. Clearly, the
12-monih lag in the si 'stance use diagnosis course specifiers complicates estimation of the need
for treatment services nthe past year.

Inorder to co| ewith this technical issue, we asked respondents who had a symptom of

abuse several times in me year.

“When was th last time that this happened more than once in a 12-month period? Wax it.

Entirely within the past two years?
More than two years ago?”

If the respondent agre. s with the first response category, we arc confident that the respondent
had an active diagnosi vat some time in the past year. In the most extreme case, the subject who
had the symptom exacly two years ago would have needed treatment on the first day of the last
year. Consequently, il the one year occurs within the last 24 months, the respondent needed

treatment at some time in the last year.

Measm mg Sul stance Dependence: At the end of the series of questions on dependence
symptoms, the interviewer asks a respondent a series of questions designed to measure whether
the person had a lifetime diagnosis and to determine the course specification.

It questionnaire follows a specific sequence of questions to assess the course
specification Ifthe re pondent reports three or more symptoms, the interviewer asks whether
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there was ever a 12-month period in which at least three of those symptoms occurred. If the
respondent answers no. he or she fails the clustering criterion and therefore has never had a
dependence diagnosis according to DSM-1V criteria. Thus, the respondent never met the
minimum requirements for needing treatment. If the respondent says yes. he or she meets the
clustering criterion foi a lifetime dependence diagnosis.

Ilowever, further questioning is needed to determine whether the person was actively
dependent, in early or sustained partial remission, or in early or sustained full remission during
the last year. Because a person may have more than one course specification in a year, we
assume that he or she would have sought treatment when the disease was at its most severe
during the period. That is. if the pemon is actively dependent at the beginning of the year and full
remission for the rest of the current year, we assume that the treatment would have been needed
when the person was actively dependent.

According to DSM-IV criteria, remission begins when the person has had at least one
month that was entirely free of dependence and abuse symptoms outside of an institution and not
counting chemotherapy such as methadone maintenance. Consequently, we ask a subject who
clustered lor alcohol or another drug, whether there has been a month free of all symptoms since
the last time the person had three or more symptoms in one year. If not. the person is actively
dependent, and no additional questions are needi I. Ifyes, then we ask questions designed to
determine whether the person is in partial or full remission.

Sustained full:emission from dependence occurs when the respondent has had at least 12
months entirely free o all dependence and abuse symptoms. Until then, the person is in early full
remission. Ifthe perso ihas had a reoccurrence of one or two symptoms, the person is in partial
remission, which can ; Iso he either early or sustained depending on how long ago the person had
a period entirely freer fsymptoms.

We determine .vhether the remission is “early” or “sustained” by a combination of when
the symptom-1Vce peri>d began and when the symptoms last occurred. We first ask when the
symptom-free period mmirted. If it began durinu the curren year, the person must have been
actively dependent foi part of the current yea..and he/she receives that course specification. If
the symptom-1Vee peri >dbegan in the year before last, then remission may be early full or partial
remission, depending L whether any symptoms recurred and when that happened last. If the
symptom-liee period I ogan more than two years ago, the person may have been in sustained full
or partial remission, again depending on whether and when any symptoms last recurred.

| or example it the person has not had any symptoms since the period with out symptoms
began more than two years ago, then he or she is in sustained full remission. If the last symptom
was in the yeai before last, the person is in early full remission. If there has been a recurrence of
one or two symptoms and that happened most recently in the last year, then the person is in
sustained partial remission as the year began. If the symptom-free period began in the year
before last and some sy mptoms have occurred in the last year, the person is in early partial

remission.

Substance Ahr < Course Specifiers: Because there are no course specifiers for abuse
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within the 1>SM-IV system, we were concerned that the DSM-IV criteria for abuse seemed
incomplete According to the DSM-1V, substance abuse is established when at least one of the
abuse critci 1 has recurred ina 12-month period, and the person never met criteria for
dependence |he symptoms include recurrent I) substance use resulting in failure to fulfill major
role obligations at woik, school, or home; 2) substance use in situations in which it is physically
hazardous;substance-related legal problems; and 4) continued substance use despite having
persistent 01 recurrent social or inteq)ersonal problems caused or exacerbated by the effects of
the substance. Consequently, if one of these symptoms occurred more than once in the last two
years, the person who has never been dependent has an active substance abuse diagnosis. It
follows that 11none of these symptoms occurred in the last two years, then the person who
previously had an abuse diagnosis is in remission, and he or she would not require treatment.

Sec'in Prevention: We added several items designed to measure the need for
secondary prevention services in the last year. Secondary prevention seeks to prevent a
substance user (a heavy alcohol user or a user of controlled drugs) from becoming a person with
a substance use disorder. We assumed that people who have not yet developed a full-blown
substance use disordei. but who have developed a symptom of a substance use disorder would
benefit Iron secondary prevention services. Consequently, we ask subjects who reported these
symptoms when they were last experienced. Ifany abuse or dependence symptoms were
experiences io the last year, but the person has not met criteria for a diagnosis of abuse or
dependence, we assume that the person was in need of secondary prevention in the last year.

Ire.'tment One 'lions: Met and Unnet Demand (Modules G. 1l. and I): Respondents who
qualify for any substance use disorder diagnosis will then be asked a series of questions about
treatment. In Module <i. we ask respondents who have had any treatment about their treatment
history and treatment utilization in the last year. We also ask about how these services were
funded. An important modification in this section was to change the system of modalities of
treatment to conform with the system employed in the most recent ASAM patient placement
model Ihe number ol detox modalities was expanded to include social setting detox and
outpatient detox. Residential treatment was expanded to include therapeutic community
treatment, chemical dependency programs, and “extended care” or “long-term care" treatments.

One major change to this module was to cover more non-specialty sources of treatment.
The questionnaire now colws treatment by a psychological counselor, including psychiatrists,
psychologists, and social workers. Family doctors and other nonspecialist physicians are a new
category. We also ask about outreach workers, acupuncturists, general health advisors, and
drunk-driving or court-appointed “treatment" classes.

Ihe prisoner version of the questionnaire included questions about obtaining treatment in
prison. Ihe items asked whether the respondent had ever received treatment in prison, how many
times, and whether the person had received treatment during the current incarceration.

In Module 11. we ask respondents if they would have wanted additional treatment
services in the past year had the services been readily available. If the respondents wanted
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additional treatment, we asked them a series of questions to Find out what additional services
they would have wanted, what prevented them from getting these services, and how the services
would have been paid for, especially if it would have been partly or wholly funded by the Slate.

In Module 1, we ask respondents who needed treatment but did not receive any in the la;t
year whether they would have wanted and sought services had the services been readily
available We also ask the respondent what steps if any they took to obtain treatment, and why
they did not obtain the treatment that they wanted. We expanded the list of possible reasons for
not getting desired services to include a broader range of factors. In the previous version of the
questionnaire, we confined the list to factors that a planner could influence. In this version, we
added rcasr'iN that could be addressed by clinical program modifications (e.g.. adding outreach)
We also ask the respondents what types of services they would have sought and how those
services would have been paid for.

he;.uncut Mix Index (TMI) Questions: The treatment mix questions are located
throughout he questionnaire. Although many of the treatment mix index questions are in the
demographies an | diagnostic sections, most are in the treatment modules. Many of the previous
TMI items were revised for this version of the questionnaire, and many were added. One change
was to exp.; al the number of treatment modalities to match the new ASAM levels. In the first
edition of tl.ei: Patient Placement Criteria, the ASAM authors distinguished only four levels of
care. Inthi \cisi n. the number of settings in which detoxification can take place was expanded
from two i medically monitored residential facility and a medically managed hospital) to include
in adoctor "office. 1day treatment setting, and a residential social detox program. In the
previous ASAM system, level Il included partial hospitalization and intensive outpatient
treatment. In this version, that level has been split into two sublevels. Level 1l has been split
into four suMcv els. With many new sublevels, the number of placement criteria and standards
for each liiw also increased markedly. We created a series of new items to measure these new
criteria. \I >since there are different groups of respondents who need to get these questions
(those who got treatment, those who wanted treatment, and those who needed it but did not want
it), these questions have had to take several different forms and are located in several different
places in the questionnaire. Therefore, each respondent will be asked the questions once, but
he/she will get the version of the questions which is appropriate for his/her treatment history.

(‘piilidemiality and Truthfulness Questions Chanties (Module K): A set of questions
about the confidentiality of the interview was added after the second set of demographic
questions. lhose questions assess whether there was anyone else in the room or listening in on
another phone during titc interview, and whether that possibility affected the respondent’s
responses After the confidentiality items, the questions about truthfulness were also modified to

try to obtain more accurate information.
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Drug Use Among Arrestees in Anchorage

Cussie Atwell and Matthew Gihlin
A survey of 718 male and female
arrestees in 1999 has revealed that cocaine

and marijuana arc the drugs used most of-

ten by those arrested in the Anchorage area.

The group was studied by the Justice Cen-
teras part of the Arrestee Drug Abuse Moni-

toring (ADAM) project, a national research

initiative undertaken by the National Insti-
tute of Justice (NIJ). The program, origi-

nally established in 1987 as the Drug Use

Forecasting Program (DUF) and subse-

quently redesigned and renamed in 1997,

operates in thirty-five sites across the coun-

try. Its purpose is to generate extensive and
timely data on drug use among the arrestee

population.
The drug use data obtained from ADAM
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have implications for both national and lo-
cal research and policymaking. On a na-
tional level, the data provide a national
picture ofdrug use and abuse among a popu-
lation that is difficult to reach from other
drug use data collection programs (e.g..
National Household Survey on Drug
Abuse). In addition, data arc used to ana-
lyze the relationship between drugs and
crime. On a local level, the data provide
local policymakers, law enforcement offi-
cials, and treatment professionals with a
valuable resource from which to identify
local drug trends, evaluate existing treatment
programs and ascertain the need for addi-
tional or improved programs, advise local
law enforcement personnel, and assist in
formulating better policy decisions.

Methodology

Data collection, using a uniform proto-
col, takes place in thirty-five sites across
the country. The uniform protocol enhances
the validity of program findings while also
helping to make findings comparable across
ADAM sites.

Four times a year (once every quarter)
the Justice Center collects data for a two-

An earlier FOrUM article, "The National
Drug Strategjy: Escalation of the War on
Dru?s” by John An%ell Fall 1989, is

gvtal able anline at the Justice Center Web
ite

http://www.uaa.alaska.edu/jusi/

week period in both Anchorage booking
facilities. Cook Inlet Pretrial and Sixth Av-
enue Correctional Center The Justice
Center and the Alaska Department of Cor-
rections have worked together to administer
a secure confidential collection procedure
The only criteria for inclusion in the study
are that inmates must not have been in cus-
tody for more than forty-eight hours and that
they must not be federal prisoners, Immi-
gration and Naturalization Service detainees,
or transfers from another facility. Once
identified as eligible, the inmate is asked to
participate inatwo-pronged study protocol.
The first part is an interview with a profes-
sionally trained interviewer. The main
content of the interview focuses on current
and prior drug use, and additional questions
deal with criminal histories, drug treatment,

Please see Anchorage Arrestees, page 7

Table 1. Percentage of Arrestees Found Positive for Drugs, by Sex, Age, and Race, Anchorage, 1999

Total
"mole (N1 Anv drug
Male Female  Male Female
Per cent oositive 563 1S5 538 X 561%
By age
15-20 51 19 66.7 % 52.6 %
21-25 95 28 579 60.7
2%-0 87 22 552 40.9
31-35 97 28 56.% 714
35+ 233 57 47 526
By race
While 288 70 573% 5861
American Indian/
Alaska Native 163
Black 92 17 67 4 82 4
Hispanic 23 1 522 1000
Asian 1% 4 _
Other 0 -

xiariiuana Opiates
Male female Female _Male Female .
256 X 36 1% 375% 310X 30% 19 %
137 X 211 % 608% 368 % 00% %
189 214 55 500
216 318 425 136
351 536 278 %93 52 0
262 404 270 11 39 15
201X 471% 396X 271X 42X 14X
118 159 326 333 32
457 647 359 I.1 86)
13 00 478 1000 7
38 50.0 385 500 % 0.0

Metharo-
__phetamine PCP .Multiple drug}.
Male Female Male Female  Male female.
05 X 00 x 0CX, 00x 121X 129 X
% 00 X 78X 10
AR A Y
0.0 00 88 149 45
to 00 00 103 214
04 00 00 00 99 123
10x oox 00% 00x 135X 171X
00 00 00 00
00 00 00 2 18
RN
. 0,0 B

Suurceof d m . Arrestee Drue Abuse Momtormg Program. National Institute of lustice
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M easuring the Drug Problem

The ADAM ptogram, which the Justice
Center is administering with the Department
of Corrections, is one of several national
sources of data on the extent of the use of
illicit drugs. As discussed in the article in
this issue "Drug Use Among Arrestees in
Anchorage," data from ADAM will be avail-
able to local agencies, anil in the future the
testing and survey questions will be tailored
to elicit more information in response to the
specific data needs of Alaska agencies. At
present, while there are several sources of
national data, there arc few established, on-
going sources ot accurate data on the extent
of the illicit drug problem in Alaska.

Availability of Drugs

Law enforcement agencies in Alaska,
including the in-state offices ol the U.S.
Drug Enforcement Agency (DEA), can only
measure drugs which are seized and estimate
the extent of the market using the size of
their seizures and other information derived
from investigations and case processing In
general, officers consider the estimates that
they make to be conservative, that is. un-
derestimates of the availability of drugs.

As a group, Alaska drug enforcement
officials describe changes and trends in the
drug market based 11 their work over a pe-
riod of time—growth in marijuana cultiva-

tion, increasing availability of amphet-
amines, persistence in the importation of
large amounts of cocaine—and arrests on
drug-related charges have increased over the
last two decades, but the efforts of law en-
forcement agencies arc not primarily di-
rected toward measurement

Federal Measurements of Drug Use

In addition to ADAM, the federal gov-

ernment has three other major drug use in-

dicators: the National Household Survey on
Drug Abuse (NHSDA), the Drug z\buse
Warning Network (DAWN), and Monitor-
ing the Future.

The National Household Survey on Drug
Abuse, which is administered by the U.S.
Department of Health and Human Services,
has been conducted annually since 1990,
Before then it was conducted periodically
beginning in 1971. In-person interviews on
past and current use of a wide range of licit
and illicit substances arc conducted with a
probability sample of persons aged twelve
or older drawn from the nation. Table |
shows results from the NHSDA since the
mid-1980s.

DAWN captures data semiannually on
reports of deaths from drug abuse and emer-
gency room treatment related to drug abuse
from a national sample ofemergency rooms

and medical examiners. The program has
heen collecting data since 1975.

Monitoring the Future, which is spon-
sored by the National Institute on Drug
Abuse, surveys a national sample of high
school students on availability and use of
drugs and attitudes toward use This survey
has also been conducted since the mid-70s.

While the instmments provide different
types of national data which may have rel-
evance for Alaska, ADAM is currently the
only national program which holds possi-
gility for providing specific state-related
ata.

State Measurement of Drug Use

There seems to be no continuing in-state
measurement of illicit drug use among the
state population as a whole, although there
ure certainly data assembled by many agen-
cies which belong to the overall drug abuse
picture. The Alaska State Plan for Alcohol-
ism and Drug Abuse Services, presented by
the Advisory Board on Alcoholism and
Drug Abuse as a statewide agenda for 1999
through 2003. has as part of its agenda im-
proving the consistency and maintenance of
data from various sources.

Various agencies, particularly the Alaska
Department of Health and Human Services,
have commissioned occasional individual

table 1. Estimated Prevalence of Drue and Alcohol Use Durine Lifetime

19)15 1988 1990 1991 1992 1993 1994 1995 1996 1997
Type of drug IN»e.n;ii  IN-8.6141  IN-9.2591 (N -32504) IN- 28.632) (N - 26.489) IN-17.8091 (N -17.747) IN-18.269) IN -24.505)
Any illicit drug* 344X 140 X 142X 341 % 333% 342X 144X 342X 348X 356X
Marijuana and hashish 294 306 305 305 302 310 AT 31,0 320 32.9
Cocaine ID 10b 1.2 115 1009 113 104 103 103 105
Crack - 13 15 21 15 19 19 18 22 1.9
Inhalants 79 64 57 61 5.3 59 58 57 56 57
Hallucinogens 69 76 79 84 83 90 87 95 97 96
Heroin 09 09 08 12 08 1.0 10 12 11 09
Nonmedical use of any
psychotherapeutic? 15 112 It.3 119 10 105 too 10.1 95 9.1
Stimulants 71 5.7 55 56 50 48 4.6 4.9 47 45
Sedatives 48 26 28 32 2.6 26 2.6 2.7 2.3 1.9
Tranquilizers 7(i 44 40 5.1 47 42 40 3.9 3.6 32
Analgesics 7 (i 58 63 68 6.1 64 60 6.1 55 49
Any illicit drug oth
ny et rug,o o 22 4 193 195 198 18.9 197 18.8 19.1 189 18.9
Ihan marijuana
Alcohol 849 840 822 83 6 81.9 826 84 2 82 3 02 6 819

a Include* al least one use of mantuana nr hashish, cocaine (including crack), inhalant*, hallucinogens (including PCP and ISD), heroin, or anv prescription type

psychotherapeutic used nonmedicallv.

b Includes nonmedical use of anv piescfiption-tvpe stimulant, sedative, tranouiluer. ot analncsic: does not include over the<ounter druits
¢ Includes at least one use of any of these listed diugs, regardless of marijuana/hashish use; mari)uana/hashish users who have used any of the other listed drugs are

Included

Source: Sourcebook of Criminal justice Statistics 1998, based on National Household
Surscvon Drue Abuse. U.S. Department of Health and Human Services
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studies which look at the drug issue from
various angles. In particular, in 1998 the

AADjvision of Alcohol and Drug Abuse and

Epidemiology Section of 1IMS sought

AAP o measure the extent of substance abuse as

a basis for determining the need for treat-
ment programs, The study, which was con-
ducted by The Gallup Organisation,
concluded above all, as have other studies,
that the substance abused most widely in
Alaska is, by far. alcohol, and the number
of adults needing treatment for alcoholism
is much higher than number needing treat-

National

On a national level, the ADAM program
discussed in this issue of the FOUMcost 13
million dollars in 1999. Ov.r the last two
decades the money allocated by the federal

ment for other drugs. Among controlled
drugs, dependency on marijuana was most
common, with 4.2 per cent of the popula-
tion estimated as dependant and an addi-
tional 1.0 percent defined as ubusers. The
survey also found that 0.2 per cent of adult
household residents showed evidence of a
dependency on cocaine; 0.1 per cent, a de-
pendency on amphetamines; and 0. 1percent
on hallucinogens.

The state also conducts the Youth Behav-
ior Risk Survey every two years through the
schools to assess attitudes and behaviors

Drug Control and the

government for drug control has grown over
1100 per cent. For FY 20(H) the federal gov-
ernment will spend an estimated 185 bil-
lion dollars on its drug control efforts - about

Alaska Justice Forum

which present risks to health. This survey,
however, is not administered in all pans of
the state.

While the plan presented by the A d\-
sory Board on Alcoholism and Drug Abuse
advocates improvements in coordination
among existing data a J studies and also
recommends more regular surveys of the
prevalence of alcoholism and drug abuse,
the establishment of such testing measures
will depend on resource allocations from the
state legislature as well as acquisition of fed-
eral funds.

Budget

one per cent of the total federal budget In
FY 1981 the drug budget was 1.5 billion

Please see Drug Budget, page 4

Table 1 federal Drug Control Spending bv Goal and Function, FY 1999-2001

Budget authorilv in millions of dollars.

FY 1999 FY 2000 FY 2001 Change from FY 2000
actual estimated request to Fy 2001
Amount %_ Amount X Amount X Amount X
Drug goals
Coal 1 20288 115 % 21664 117% 22348  tt 6 X 68 J 32 X
U Coal 2 75745 428 75688 410 8,2338 429 665 0 88
Ccoall uv006 186 35392 192 37416 195 2004 57
Coala 27249 154 22434 122 25003 130 2568 114
Coal5 20825 118 19826 107 2,859 114 2033 103
Subtotal 17,711.2 17,500.6 18,896.4 1,395.9 8.0 %
Coal 5 (U.S. Support for Plan 9544 52 % 318.1 17 X
Colombia and the Andean Region)
lidal 17.711.2 18.455.0 19,2145 759.6 41 X
Functions
Criminal lustice System  8,557.6  48.3 X 8,631 2 468 % 93655 488 % 754 3 8.7 X
Drug treatment  2,9490  16.7 31470 171 3,3820 176 234.9 7.5
Drug prevention 19535 110 20645 12 21723 110 57.8 28
Interclu non 2,417 9 137 1,9227 104 22134 115 2908 151
Research 781.3 4.4 856.2 4.6 898 3 47 42.1 4.9
Intelligence 2773 16 2899 16 353 16 154 53
International 774.7 44 589.0 32 589 6 31 06 0.1
Subtotal 17,711.2 17,500.6 18,896.4 1,395.9 0.0 %
International (U 5. Support for Plan 954.4 52 % 318.1 17X
Colombia and the Andean Region) '
Total 17,711 2 18,455.0 19,2145 759.6 41 %
functional arras
Demand redu' lion 5,570 6 315 X 59532 323 X 6,283.9 327 X 3300 56 %
Domestic law enforo-merit 8,948 1 505 9,035.7 490 9,8094 511 773.7 86
Interchi lion  2,417.9 137 19227 104 22134 It5 2908 151
International 7747 44 589 0 3.2 589 6 31 06 ol
International (U.S. Support for Plan
Colombia and the Andean Region) 00 954.4 52 318 1 L
Total 17,711.2 18,455.0 19,2145 759.6 41 %

Sourer: Office ol National Drug Control Policy
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Dy BLooet
(contlnued"r‘rom page 3)

ollars, about .2 per cent of the national
budget at that time
The overall statement of national drug
policy with its application to specific pro-
grams is presented in two documents entitled
"National Drug Control Strategy” and “Stra-
tegic Goals and Objectives of 1999 National
Drug Control Strategy." The documents,
which are published by the Office of Na-
tional Drug Control Policy (ONDCP), the
executive agency bearing responsibility for
coordinating the drug control effort wi’hin
the federal government, present live goals

Table 2. Federal Drue Spending bv Department
In millions of dollars

as the underlying structure of the drug war
and its appropriation of funds: to educate
and enable America's youth to reject illegal
drugs as well as alcohol and tobacco; to in-
crease the safety of America’s citizens by
substantially reducing drug-related crime
and violence; to reduce health und social
costs to the public of illegal drug use; to
shield America's air. land and sea frontiers
from the drug threat; and to break foreign
and domestic drug sources of supply. These
goals subsume seven functions: criminal
justice, drug treatment, prevention, interdic-
tion. research, intelligence and international
efforts. The tables accompanying this ar-
ticle detail the drug control budget in terms
of these goals
und functions.

As Tables
| and 2 show,
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justice system receives the largest sub-por-
tion of the money, with the Department of
Justice by far the recipient of the greatest
amount among the major federal depart-
ments, but it is important to recognize that
major thrust of the drug control effort is, in
essence, directed toward enforcement and
almost all of the main federal departments
administer some drug-related enforcement
program Considerably more funds go into
policing, corrections, interdiction, intelli-
gence and international control efforts than
go into treatment and prevention.

For many federal agencies the percent-
age of the agency budget now devoted to
the drug control effort is growing (Table 3).
For some agencies, such as the Federal Bu-
reau of Prisons, the U S Marshals Service
and the National Institutes of Health, the
portion of the budget which is drug related

Fr1999  Fy2000  Fy2001 _Ch4QRe FY.OWLL  the criminal is now over fifty per cent.
actual  (climated  request ~ Amount X
Defense 9749  t.iIX112 1,029 1 238 8 24 % Table 3. Selected Federal Agencies: Percentages of
Education 6632  698.1 750 9 528 76 Budget Related to Drue Control
Health andslifvr?ciz 28661 30709 32648 1859 60 FY 1999  FY 2000 FY 2001
Housing and Uiban actual  estimated  request
Developmenl H00 3100 3150 50 16 federal Bureau of Prisons 580 X 578 X 575 %
Justice 7,398 5 7.4432 8,236 9 793.7 107 U S Marshals Service 526 526 52.4
Office of National Immigration and
Drug Control Policy 453 2 101 4 496 8 34 [ Naturalization Service 155 158 166
Slate 498 7 282 8 276 8 60) (29 Bureau of Alcohol, tobacco o 7 430
Transportation 871 1 0il 0 684 9 538 85 and Firearms
Treasury 17561 11996 16883 1887 126 US Customs ~ 45.4 352 350
Veterans Affairs 1,041 71,1114 1,155 5 441 40 Olfice of lustice Programs 275 282 31.9
Allother 877 3 0788 997.5 187 19 Federal ludiciary 187 187 IB 7
Subtotal 17,7112 17,1006 18,8964 13959 8.0 % US Attoney 178 17.9 169
Plan Columbia and 954 4 318 1 CO_PS 330 33.0 330
Andean Region Department of Education 17 16 17
Total 17712 18,1530 19,2143 759.6 41 % National Institutes of Health ~ 74.6 745 742

Source: Office of N.m-m | Orue Control Policy

Source: Olticc ol National Drue Control Policy

Drug Cases in the Courts

The available figures for federal courts
show a steady rise in the percentage of the
caseload related to drug charges Ifable I)
since the early 1980s. Between FY 1992
and FY 1999 the percentage of drug cases
as part of the total caseload more than
doubled, rising from 13,3percent lo 29 per
cent. The actual numberof drug cases tiled
in U.S. District Courts nationwide more than
quadrupled, from 4193 in FY 82 lo 17,483
in FY 99. Figures for case filings for U.S.
District in Alaska do not reflect thi national
rise; in 10<*2 the percentage of total caseload

twas alreaoy 25 per cent and in 1999, 22.5
'percent. It has ranged from a high of 34.5
per cent to a low of 10.4 per cent

The percentage of total felony tilings in

the Alaska Court System which are drug
cases has remained relatively stable since
the early 1980s, neither rising nor falling
significantly, although the actual number of

felony drug cases being filed each year has
risen steadily, with 342 filed in 1982 and
809 filed in 1999—a growth of 137 percent.
(The Alaska Court System felony drug case

Table 1. Federal Drug Cases Filed in U.S. Dislritt Courls-U.S. and Alaska

United States Alaska

Fiscal Drug cases Total criminal Drug rases

year cases Number X pf total cases Number X of total
1982 31,623 4,193 133 X 190 48 253 X
1987 42,156 8,869 200 221 23 10 4
1992 47,472 12,833 27.0 286 68 238
1997 50,363 13,656 211 220 76 345
1998 57,691 16,281 282 261 49 188
1999 59,923 17,483 29.2 227 51 225

Sources: Sourcebook ol Criminal fusfice Statistics. 1983. 1988. 199J: Aclmrnotntrve Ol/rce ol the U.S. Courts
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The Alaska Department of Corrections:
The Drug Treatment Picture

Although some plans for general screen-  the time they begin serving their sentences.
ing of inmales fordrug and alcohol problems ~ As a result, no firm numbers are available
arc now being considered, the Alaska De- on the extent of the drug problem among
partment of Corrections at present docs not  the inmate population. DOC docs state that
test inmates for drug or alcohol problems at  the available treatment programs are always

Table t. level of Prior Drug Use by Stale and Federal Prisoners
bv Tvoe and Drue and Freauencv of Use, 1991 and 1997

Used drugs in the

full, with those ordered by the courts into
treatment receiving priority for available
spaces and others being treated on a volun-
tary, first-come, first-served basis. More
inmates request treatment than there are
spaces available. (Table | pro-
vides national data on the extent
of prior drug use among prison-

ers.)
The annual budget for DOC

Ever used drugs month priorto  Used drugs at the i
. X substance abuse programs is just
Ever used in the natl regularly4 offense tired dfese. under one miIIiorq dg”ar& ItJhaS

1991__11)97 1991 1997 1991 J997 1991

Slate prisoners
Marijuand/h.ishith 738 % *70 H 519 % 583 X 322 % 392X 14 %

Cocaine/crick 494 49 2 31.9 336 252 250 145
lteroin/opiales  25.2 45 153 150 96 92 58
Depressants 240 137 108 113 38 51 10
Stimulants' ~ 29.7 '63 166 161 74 9.0 2.9
Hallucinogens'l 26 9 ‘87 ns5 113 37 40 16
Inhalants . 144 54 . 10 -

Anv <Iriiitt 794 % 11U) % 622 % 69.6 % 499 % 565 X 31.0 %

Federal prisoners
Marijuana/hashish 528 %  <j2 X 322 X 466X 192 X 304 X 59 %

Cocainc/crack 37,3 4B 206 282 15 4 200 17
lteroin/opiates 14 i 161 93 89 55 54 3.7
Depressants 131 165 53 80 14 3.2 0.3
Stimulants' 168 109 83 129 39 76 18
lidHucinoitens' 146 ‘9 0] 48 64 12 17 05
Inhalants - ? 26 - 05 -

Anvdruit (01 X *29 X 421 % 573X 318 % 448 % 168 %

Nole. 1>pl.uk aMIn riK:Mb I .in total bfCtuu* nntoner* rruiv have used more than one tvi* ol (fruit

i Uw-dl dtucsonee 1 week or more for at least @ month
b In- itides barbiturates Iranauili/erv and Ouaalude
¢ I"i lodes amphetamine and metbamohctamine.

d. Includes ISO and PCP
e Ot ier unspecified druRs are included Inthe totals

Sourc>m Sourrvhook of Criminal luiitce Statistics 1998

figures also iacluFel ases related I>the im-  years. Plans to establish admg court within
portation of C) the Alaska system have run into funding

Because of changes in data systems il is difficulties.
impossible to assemble consistent regular

figures on the specific charges associated Table 2. Drug Cases Filed in the

with drug case filings in the Alaska Court Alaska Court Svstem

System over the last two decades, but a cur- Total

sory examination of data from 1997, 1998 criminal Drue rases

and 1999 reveals that most felony drug cases cases filed Number X of total

are filed under AS 11.71.030 and .040— 1982 1,607 342 21.3 X

misconduct involving a controlled substance 1987 2,661 473 178

in the third and fourth degrees. 1992 2,763 519 188
Alaska does not have a discrete drug 1997 3362 791 235

court which solely handles drug cases. Ac- 1998 3,588 836 233

cording to figures from the Bureau of Jus- 1999 3429 809 23.6

tice Statistics, at theend of FY 98, there were Note: Uiug case totals im lode cases filed ondei

430 such courts nationwide in operation or statutes pertaining to contiaband, controlled

substances drugs and the importation of alcohol

in the planning stages. The majority ofthose Source: AlzsL) Court ystem annusl reports

in operation had been so for less than two

1997 not increased ineight years. The
department contracts with state-
151 X approved substance abuse

148 treatment providers in the com-
56 munity for all of its programs.
t8 The department itself has only
42 one regular position in this area,
t8 the Substance Abuse Program

- Coordinator, who administers the
326 % DOC programs. Because fund-

ing available for the programs
108 X has not increased, the number of

93 treatment providers willing to
30 contract with DOC is declining.
10 The department offers an in-
41 mate substance abuse program in
08 each facility, but those at the

; Ketchikan, Palmer, Yukon-
22.4 % Kuskokwim, —and  Anvil
Mountain Correctional Centers

are educational programs only.

At Sixth Avenue and Mat-Su
Pretrial, orientation programs are
offered. At Cook Inlet Pre-Trial

and Fairbanks Correction Center
education programs with an in-
troduction to  treatment
component are available. Al Lemon
Creek, Meadow Creek, Spring Creek,
and Wildwood Correctional Centers and
at the Point MacKenzic Rehabilitation
Center, the programs offer a level of
treatment comparable to that labeled as
"outpatient treatment” in the general
community. The only intensive residen-
tial treatment program is one for women
at Hiland Mountain Correctional Cen-
ter. Another intensive residential
program, for men, which will be located
at Wildwood, is in the planning stages.
These intensive residential treatment
programs are being primarily funded by
federal monies, with some state match-
ing funds required. (Federal funds are
currently available only for residential

Please see Alaska DOC. page 6
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Alaska DOC
(continued from page 5)

rograms.)

According lo DOC figures, during FY
1999, 1583 inmates were admitted to the
programs comprising the substance abuse
educational component and 306 to the
outpatient-level programs. Since the
residential treatment progrutn for women
opened at Hiland Mountain, 94 inmates have

Incarceration on

Table 1. federal Prison Prisoners Sentenced

for Drug Offenses, 1980-1998

Senlew rd imputation
Drue offenses

Total sentenced

heen admitted. The Central Arizona
Detention Center, the private correctional
facility owned by Corrections Corporation
of America in Florence, Arizona, which
contracts with DOC, also offers a substuncc
abuse day treatment program.

This Arizona facility, with dose to 900
Alaska inmates, is. in effect, the state’s
largest institution. The rise in the number
of inmates being sent to Arizona has an
effect on the drug treatment situation within

The "war on drugs" has led lo an
enormous increase in both the num-
bers and percentages of inmates in the
federal system incarcerated primarily
for drug offenses (Tabic I), but to less
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other Alaska facilities. The shifts among
inmate populations which occur as an
administrative consequence of the use of the
out-of-state prison can undermine the
establishment of stable treatment program
environments.

In addition to providing the treatment
programs under contract. DOC ulso facili-
tates the formation of twelve-step programs
such as Narcotics Anonymous and Alcohol-
ics Anonymous in its facilities.

Drug O ffenses

in the corrections data base, 105, or 5 per
cent, were sentenced on a drug-related of-
fense as the primary offense (Table 2).
(Corrections hecame a separate state depart-
ment in 1984; before then it was a division
within Health and Human Services. The
data base from which these figures were
taken was put in place in late 1983.) By the
end of 1999, the total DOC inmate popula-
tion, including that in community residential
centers, was 4077. Of these, 247—6.1 per
cent— had a controlled substance charge as
ihe primary charge. (These figures do not
include those imprisoned on a parole or pro-
bation violation which was itself a drug
offense, so they are undoubledly somewhat
low.) While the percentage of prisoners in
the Alaska system on drug charges has
grown only slightly, ihe actual number has
increased by more than 135 percent, paral-
leling the climb in the overall DOC
population.

Figure 1 federal Prison Population Sentenced for
Drug and Non-Drug Offenses, 1976-1998

Non-drug offenses

1970 1972 1974 1976 1978 1980 1982 1984 1986 1988 1990 1992 1994 1996 1998

Nole: These data represent inmales housed in feder.il Bureau of Prison facilities; inin.ites housed Inconlurt

and unsenlenced Percent  of a proportional increase in similar
oopuljlion Tulil - ".umber oftotal  imprisonments in the Alaska state sys-
1980 24,252 19,023 1749 250 % tem,
1981 26,195 19,765  1.076 257 The inmate population sentenced
1982 28,133 20918  .518 264 for drug offenses is now almost 60 per
1983 30,214 26027 .20t 277 cenjof the total federal inmate popu-
1984 32317 21,623 B.AS2 295 [ation Iktween 1985 and 1998 ihe
1322 fgggé éiggf | ?9119 312‘1 NUMDEY o f federal inmates sentenced
’ : s for drug char rew by nearl
1987 43,683 14,161 i, 154 42% p?ar?eﬁ? charges grew by nearly 500
PO L0816 e The Alaska Department of Correc-
1990 57331 17847 2 017 523 tions does not show such aprecipitous
1901 63711 53526 '0498 570 rise in the numbers or percentages of
1992 70,346 61026 6349 596 inmates sentenced primarily for drug
’ ’ ; offenses.
1993 79,483 70,557 4.945 609
1994 85 290 76.186 46.741 61 4 ~InDecember 1985. out of the total
1995 89:564 79.347 411118 606 inmate populatlon of 2124 reported
1996 94,215 83,515 50.754 608
1997 100.639 89,748 54,099 603
1998* 106,536 95,522 56,291 589 100000
Nole: The* djtj represent inmales h« .rd in frderjl '
Bureau of Prison lj< tlilies; inmales hon . J m contract
facilities are not includes'
+ 1998 data are preliminary and sublet I lo Pswisvv
Source: Sourcebook of Criminal luslio f.idslrfi 1998,
based on data from the federal Bun -j ol Prisons
Table 2. Alaska Department of Corrections:
Inmates with Drue Offense as Pnnurv Offense
Dnfj*ffonts - Tda)
% of lulil  prison
Male Female Number popn ... population
1985 105 4% 2,124
1986 115 ol 2,245
1991 167 67 248.1 10000
1995 240 68 3,520 0
1996 251 6: 3721
1997 298 7.2 4,164
1998 276 67 4,097 , e ,
1999 202 45 247 61 4,077 facilities are not included. 1998 Data are preliminary and subject to revision.

Nole: Includes inmates incommunity re ulential centers.

Source o/ dafa; Alaska Deoartmenl vi >dlirections

Source of data: Sourcebook of Criminalluslice Statistics 1998,
hased on data from the Federal Bureau of Prisons
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Table 2. Percentage of Arrestee* Rcoortinr Drug Use in the Past 30 Oavl, bv Age and Sex. Anchorage. 1999
] Crack and Marijuana and Opiate* and ~ Any two Or more
Crack_ Cocaire tofajne cocaine___ -taatet.. drug*
Male  female Male female Male Female Male Female Male female Male female
All age* 192 9% 297 X 121 X 148% 559% 116X 94X 116 % 12X 26X 260X 266X
By age
15-20 00 X 158 X 137X 53X 00X 53% 98 X 53X 20X eox 275X 2tl X
21-25 105  25.0 116 214 53 179 n6e 179 3.2 36 287 214
26-30 2t0 182 115 227 46 182 92 182 11 a1 26.7 273
31-35 278 35.7 16 7 107 113 71 63 107 00 36 313 185
35 219 368 104 140 47 105 99 88 0.9 00 21 333

Source of djti  Anottev Prun Above Moniforin* Program. Nanontl Institute ol /uUice

Anchorage Arrestees
(continued from page 1)

educational background, desire lor treat-
ment. and demographics. The second part
of the ADAM protocol involves the collec-
tion of a urine sample front the interviewee
used to corroborate the information given
in the interview. The specimen is shipped
to a lab where it undergoes testing for the
presence of ten different drugs.

Participation is strictly voluntary with the
inmate having the right to refuse to answer
any question asked or terminate Ihe inter-
view at any time. The urine sample is also
voluntary and (he interviewee may refuse
to provide a specimen despite participating
kin the self-report interview. However, the
sample is only collected if the inn ate has
completed the interview. All of tlu infor-
mation obtained during the inters jew pro-
cess is strictly confidential, and individual
results cannot be made available to any law
enforcement or prosecutorial agency, Strict
measures are taken to ensure that the inter-
viewer does not know the names of the per-
sons being interviewed, and the survey
instrument and urine sample are not marked
in any way which could be traced back to
the individual.

At the end of data collection the ques-
tionnaires are sent to Washington. D C. for
analysis; aggregate data are returned to each
individual site for further study.

1999 Results

Though participation in the study is vol-
untary, the participation rate is tdatively
high. In 1999, 1,117 arrestees were ap-
proached; 76 per cent (n=844) contributed
an interview. Of those who agreed to be
interviewed, 85 per cent provided a urine
specimen for testing (n=718). The results
discussed below reflect findings from the
participants that contributed both ,m inter-
view and urine specimen,

In 1999, a total of 563 male and 155 fe-
male adult arrestees were surveyed. (An-

chorage is not currently surveying juve-
niles.) The results arc for those arrested for
all offenses—not just on drug related
charges. The data show that cocaine and
marijuana were used most frequently by

Applications of ADAM Data
In addition to providing a barometer of

Please see Anchorage Arrestees, page R

hoth male and female arrestees
Slightly more than half tested
positive for any drug, while 25
percent of the males and 36 per
cent of the females tested posi-
tive forcocaine, and 37 percent
of males and 3 1 per cent of fe-
males were positive for mari-
juana. Less than five per cent
of those arrested tested positive
for opiates or methamphct-
amines. (SecTable I.)

The self-reported drug
information shows that 31 per
cent of males and 45 percent of
females admitted using cither
crack or powder cocaine within
the last 30 days (Table 2).

Among those reporting the
use of either crack or powder co-
caine, males (n=1()8) used crack
a mean 8.8 days and females
(n=46), 12.7 days. The mean
number of days for powder co-
caine usage was 6.5 for males
(n=68) and 8.6 for females
(n=23). The number of days per
month of reported use for mari-
juana was 11.2 for males
(n=269) and 11.0 for females
(n=69). (See Table 3.) As Table
4 shows, the data also under-
score the fact that drug use is
common among individuals ar-
rested across the spectrum of
crimes.

Since 1999 was the first full
year of data for the Anchorage
site, no statistical comparisons
with previous years are possible.
As data collection continues it
will be possible to examine
trends in drug use among
Anchorage arrestees.

table 3. Mean Number of Days Arrestees Used
Drugs in Ihe Pasl 30 Davs, Anchorage. 1999

Male Female
N-363 N-155 _
Mean Mean
number of number ol
N davs n __ ditti_
Crack ion 88davs 46 12.7 davs
Cocaine 68 6.5 23 86
Marijuana 269  11.2 69 11.0
Opiates 15 5.9 5 110
Melhamphelamines 13 65 4 83

Sourte Arrestee D'ug Abuse Monitoring Program
Nations! Institute of lustice

Table 4. Percentage of Artestees Found Positive for
Anv Drug, bv Offense Category, Anchorage, 1999

Male Female
X X
Offense N oosilive N oositive
Violent offense 152 461 % 3% 371 %
Robbery 7 429 31000
Assault 126 468 29 345
Weapons 12 667 1 tooo
Other violent offense 17 294 4 250
Property offense 106 S75% 31 613X
Larceny/theft 46  67.4 21 652
Burglary 11 545 0 00
Stolen vehicle 10 800 2 1000
Other property offense 43 47.2 0 po
Drug offense 16 875S% 6 500\
Drugsales t 1000 0 00
Drug possession 15 867 6 500
Prostitution 0 00 7 714%
Other offense 369 575 % 97 60.8 %

Note: Detail may not add to total because some arrestees may
have been arrested for more than one offense.

Source: Arrestee Dru? Abuse Monitoring Program
National Institute of lustice
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A Nocal drug use patterns among the arrested
A"Bpopulation, ADAM data have a variety of

other uses. Abriefoverview of how the data
are being used in other cities can suggest
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possibilities for use in Alaska.

Researchers in Philadelphia tire using
ADAM data to explore the impact of certain
“gateway" drugs on subsequent escalation
to harder drug use In addition, 'he same
researchers arc attempting to develop a
typology of drug users, which can
potentially lead to varied interventions or
treatment based on user type. Other
researchers are examining the relationship
between drugs and crime.

It should be noted, however, that the
ADAM data collection effort is not limited
only to information about drugs.
Researchers maximize the amount of data
that can be collected through ADAM by
creating addenda to the survey instrument,
For example, after being interviewed about
their drug use patterns, arrestees in 11
ADAM sites were questioned about
firearms, including their reasons for owning
a firearm, method of obtaining guns, and
attitudes toward firearms.

Future of the Program in Anchorage

In January 2000, the ADAM survey in-
strument was expanded to include more rel-
evant data for both law enforcement and
treatment professionals. It will be possible
to cross-link results to other national data-

Search for Historical

Dr. Lawrence Trostle of the Justice Cen-
ter is compiling historical materials on
Alaska Native policing from 1867 through
1959.  He is interested in looking at any
material—diaries, letters, government
records, missionary or other church records,
newspaper accounts—which relate to the
contribution of Alaska Natives to law en-
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hases suclt as the National Household Sur-
vey on Drug Abuse and the Treatment Epi-
sode Data Set. This, in turn, will provide
even more specific information on drug use
for local policymakers, treatment profes-
sionals and law enforcement. Furthermore,
the Justice Center intends to supplement the
new instrument with addenda specifically
aimed at local issues such as alcohol use.
The National Institute of Justice and the In-
stitutional Review Board that oversees the
project must first approve all addenda used.

Inorder to disseminate the aggregate data
and enhance ADAM’s utility to the Anchor-
age community, the Anchorage site will also
assemble a Local Coordinating Council. It
will include members of the community at-
large as well as professionals in the areas of
drug abuse treatment, the judiciary, and law
enforcement. We anticipate the implemen-
tation of an outreach program that will col-
lect one quarter's data from other areas of
the state such as Fairbanks, Juneau, Barrow
and Bethel.

The ADAM program is in its infancy in
Alaska but has the potential to increase use-
ful information available for professionals
across lhe state

Cassie Atwell and Matthew Gihlin are re
search assoclates With the Justice Center.

Records

forcement or to the general provision ofjus-
tice services in the period after the purchase
of Alaska from Russia through the enact-
ment of statehood. He is also interested in
speaking with anyone who may have per-
sonal reminiscences to recount. Trostle can
be reached through the Justice Center at
(907) 786-1815 or aflct@uaa.alaska.edu.

Non-Profit Organization
U.S. Postage
PAID
Anchorage, Alaska
Permit No. 107
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Drug Use Among Arrestees in Anchorage

Cassie Atwell and Matthew Gihlin

A survey of 718 male and female
arrestees in 1999 has revealed that cocaine
and marijuana are the drugs used most of-
ten by those arrested in the Anchorage area.
The group was studied by the Justice Cen-
teras part of the Arrestee Drug Abuse Moni-
toring (ADAM) project, a national research
initiative undertaken by the National Insti-
tute of Justice (NW). The program, origi-
nally established in 1987 as the Drug Use
Forecasting Program (DUF) and subse-
quently redesigned and renamed in 1997,
operates in thirty-five sites across the coun-
try. Its purpose isto generate extensive and
timely data on drug use among the arrestee
population.

The drug use data obtained front ADAM

HIGHLIGHTS
INSIDE THIS ISSUE

* Measuring the drug problem (page 2).

+ Drug control in the national budget (page
3).

+ Drug cases in federal and Alaska courts
(page 4).

* Drug treatment in Alaska prisons (page S).

« Incarceration for drug offenses (page 6).

have implications for both national and lo-
cal research and policymaking. On a na-
tional level, the data provide a national
picture of drug use and abuse among a popu-
lation that is difficult to reach from other
drug use data collection programs (e g,
National Household Survey on Drug
Abuse). In addition, data are used to ana-
lyze the relationship between drugs and
crime. On a local level, the data provide
local policymakers, law enforcement offi-
cials, and treatment professionals with a
valuable resource from which to identify
local drug trends, evaluate existing treatment
programs and ascertain the need for addi-
tional or improved programs, advise local
law enforcement personnel, and assist in
formulating better policy decisions.

Methodology

Data collection, using a uniform proto-
col, takes place in thirty-five sites across
the country. The uniform protocol enhances
the validity of program findings while also
helping to make findings comparable across
ADAM sites.

Four times a year (once every quarter)
the Justice Center collects data for a two-

An earlier FOrUmarticle. "The National
Drug Strategy: Escalation of the War on
Drugs" by John Angell. Fall 1989, is
available online at the Justice Center Web
Site.

http:/lwww.uaa.alaska.edu/just/

week period in both Anchorage booking
facilities, Cook Inlet Pretrial and Sixth Av-
enue Correctional Center The Justice
Center and the Alaska Department of Cor-
rections have worked together to administer
a secure confidential collection procedure
The only criteria for inclusion in the study
are that inmates must not have been in cus-
tody for more than forty-eight hours and that
they must not be federal prisoners, Immi-
gration and Naturalization Sen ice detainees,
or transfers from another facility. Once
identified as eligible, the inmate is asked to
participate in a two-pronged study protocol.
The first part is an interview with a profes-
sionally trained interviewer. The main
content of the interview focuses on current
and priordrug use. and additional questions
deal with criminal histories, drug treatment,

Please see Anchorage Arrestees, page 7

fable t. Percentage of Arrestees Found Positive for Drugs, by Sex, Age, and Race, Anchorage, 1999

Total
sample (N) Any drug Cocaine Ooiates
Male Female  Male Female  Male Female Male Female Male_Fgmate
Per cent positive  S63 155 538 X 561 X 256 X 361X 375X 310% 30% 19X
By age
1520 51 19 667X 526% 137X 211 % 608X 368% 00X 53 X
21-25 95 28 57.9 60.7 189 214 558 50.0 32 00
26-30 87 2 55.2 409 216 318 425 136 00 00
31-35 97 28 56.7 71.4 3$Hl 536 21.8 39.3 5.2 00
3B+ 233 57 47.6 52.6 262 404 270 211 39 35
By race
While 288 70 57 1% 586 X 271 % 471% 396 X 271X 42% 14X
American Indian/
Alaska Native 144 63 118 159 326 33 14 32
Black 92 17 67.4 82.4 457 647 359 294 1 g0
Hispanic 23 1 522 1000 130 00 478 1000 87 88
Asian 13 4 — 308 500 385 500 8%
Other 0 0.0 0.0 - ) -

Metham-

ohetamine PCP Multiple drugs
Male.. female
05% 00% 00X 00X 121 % 129 X
00% 00X 0.0% 00X 78 X 105X
11 00 0.0 00 189 107
00 0.0 00 0.0 14.9 45
10 00 00 0.0 103 214
04 00 00 00 99 123
10X 00% 00X 00X 135% 171X
00 00 00 00
88 00 0.0 00 152 118

88 §§ 8% 130 00

08

Source of d*ts: Arrestee Drug Abuse Monitoring Program. National Institute of lustice
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M easuring the Drug Problem

The ADAM program, which the Justice
Center isadministering with the Department
of Corrections, is one of several national
sources of data on the extent of the use of
illicit drugs. As discussed in the article in
this issue "Drug Use Among Arrestees in
Anchorage," data from ADAM will lie avail-
able to local agencies, and in the future the
testing and survey questions will be tailored
to elicit more information in response lo the
specific data needs of Alaska agencies. At
present, while there are several sources of
national data, there are few established, on-
going sources of accurate data on the extent
of the illicit drug problem in Alaska.

Availability of Drugs

Law enforcement agencies in Alaska,
including the in-state offices of the U.S.
Drug Enforcement Agency (DEA), can only
measure drugs which are seized ami estimate
the extent of the market using the size of
their seizures and other information derived
from investigations and case processing. In
general, officers consider the estimates that
they make to be conservative, that is. un-
derestimates of the availability of drugs.

As a group, Alaska drug enforcement
officials describe changes and trends in the
drug market based on their work over a pe-
riod of time—growth in marijuana cultiva-

tion, increasing availability of amphet-
amines, persistence in the importation of
large amounts of cocaine—and arrests on
drug-related charges have increased over the
last two decades, but the efforts of law en-
forcement agencies are not primarily di-
rected toward measurement.

Federal IV..asuremcnts of Drug Use

In addition to ADAM, the federal gov-
ernment has three other major drug use in-
dicators: the National Household Survey on
Drug Abuse (NHSDA). the Drug Abuse
Warning Network (DAWN), and Monitor-
ing the Future.

The National Household Survey on Drug
Abuse, which is administered by the U.S.
Department of Health and Human Services,
has been conducted annually since 1V90.
Before then it was conducted periodically

eginningin 1071. In-person interviewson
past and current use of a wide range of licit
and illicit substances are conducted with a
probability sample of persons aged twelve
or older drawn from the nation. Tabic |
shows results from the NHSDA since the
mid-1980s.

DAWN captures data semiannually on
reports of deaths from drug abuse and emer-
gency room treatment related to drug abuse
from anational sample of emergency rooms

and medical examiners. The program has
heen collecting data since 1975.

Monitoring tl.r Future, which is spon-
sored by the National Institute on Drug
Abuse, surveys a national sample of high
school students on availability und use of
drugs and attitudes toward use. This survey
has also been conducted since the mid-70s.

While the instruments provide different
types of national data which may have rel-
evance for Alaska, ADAM is currently the
only national program which holds possi-
hility for providing specific state-related
data.

State Measurement of Drug Use

There seems to be no continuing in-state
measurement of illicit drug use among the
state population as a whole, although there
arc certainly data assembled by many agen-
cies which belong to the overall drug abuse
picture The Alaska State Plan for Alcohol-
ism and Drug Abuse Services, presented by
the Advisory Board on Alcoholism and
Drug Abuse as a statewide agenda for 1999
through 2003, has as part of its agenda im-
proving Ihe consistency and maintenance of
data from various sources.

Various agencies, particularly the Alaska
Department of Health and Human Services,
have commissioned occasional individual

fable 1. Estimated Prevalent e of Drug and Alcohol Use During Lifetime

1981 1988 1990 1991 1992 1993 1994 1995 199b 1997
Type of drug IN-8021) iN-e.flU)  <N-0.259) IN-32.594) IN-28 832) (N-26.489)(N -12.809) (N-17.7471 IN- 18-269) IN - 2-CiOiL
Any illicit drug* 3445 340k 342 % 341 % 3335 3425 3M45% 342% 348% 356\
Marijuana and hashish 29 A 306 305 305 30.2 310 a1 310 320 329
Cocaine 12 106 1.2 115 10.9 113 104 10.3 103 105
Crack - 13 15 21 15 19 19 18 2.2 19
Inhalants 79 6.4 5.7 61 53 5.9 538 5.7 56 5.7
Hallucinogens 69 76 7.9 84 83 90 8.7 9.5 9.7 96
Heroin 09 09 08 12 08 10 10 1.2 11 0.9
Nonmedical use of an
psychotherapeutic” Yost 11.2 113 119 110 105 100 to.1 95 9.1
Stimulants 71 57 55 5.6 50 48 46 49 47 45
Sedatives 4% 26 28 32 26 26 26 2.7 23 1.9
Tranquilizers 7.6 44 4.0 51 4.7 42 40 39 36 32
Analgesics ~ 7b 58 63 68 61 64 60 61 55 49
Any illicit drug oth
ny 1Tt Crdg ofner 24 193 195 198 189 197 188 191 189 18.9
than maniuana
Alcohol 349 84,0 822 836 819 82.6 842 82 3 826 81.9

a Includes .it least one use ol
psychotherapeutic used nunmedicallv

km 01 hashish, cocaine (Including crack), inhalants, hallucinogens (including PCP and ISDI. heroin. or any presi opium lyi*-

b Includes nonmedical use ol anv pirsciiotion lype stimulant, sedative, tranauiliaer. or analgesic does nol include over Ihe-counier drugs
¢ Includes at least one use ol any ol llu-sc livted drugs, regardless ol mao|uanaihashish use; marijuana/hashish users vsho have used any ol lhe other listed drugs are

included

Source; Sourcebook 0l Oiminal /uslice StatolKS 199%; bated on National Household
Curses on Drug Abuse. U'S Deoartnient ol Health and Human Services
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studies which look at the drug issue t.om
various angles. In particular, in 1998 the
Division of Alcohol and Drug Abuse and
he Epidemiology Section of HHS sought
0 measure the extent of substance abuse as
a basis for determining the need for treat-
ment programs. The study, which was con-
ducted by The Gallup Organization,
concluded above all, as have other studies,
that the substance abused most widely in
Alaska is, by far, alcohol, and the number
of adults needing treatment for alcoholism
is much higher than number needing treat-

National

On a national level, the ADAM program
discussed in this issue ol the FOrUMcost 1.3
million dollars in 1999. Over the last two
decades the money allocated by the federal

ment for other drugs. Among controlled
drugs, dependency on marijuana was most
common, with 4.2 per cent of the popula-
tion estimated as dependant and an addi-
tional 1.0 per cent defined as abusers. The
survey also found that 0.2 per cent of adult
household residents showed evidence of a
dependency on cocaine: 0.1 per cent, a de-
pendency on amphetamines; and 0. 1percent
on hallucinogens.

The state also conducts the Youth Behav-
ior Risk Survey every two years through the
schools to assess attitudes and behaviors

Drug Control and the

government for drug control has grown over
1100 per cent. For FY 2000 the federal gov-
ernment will spend an estimated 18.5 bil-
lion dollars on its drug control efforts - about

Alaska Justice Forum

which present risks to health. This survey,
however, is not administered in all parts of
the state.

While the ; lan presented by the Advi-
sory Board on Alcoholism and Drug Abuse
advocates improvements in coordination
among existing data and studies and also
recommends more regular surveys of the
prevalence of alcoholism and drug abuse,
Ihe establishment of such testing measures
will depend on resource allocations from the
state legislature as well as acquisition of fed-
eral funds.

Budget

one per cent of the total federal budget. In
FY 1981 the drug budget was 1.5 billion

Please see Drug Budget, page J

Table 1 Federal Drug Control Spending bv Coal and Function, FY 1999-2001

Budget authority in millions o( dollars.

FY 1999 FY 2000 FY 2001 Change from FY 2000
artual estimated request to FY 2001
Amount % __Amount % Amount % Amount X
Drug goals
ioatt 2,0288 ttst 2,1664 117 X 2,2348 116 X 68 3 32 X
Coal2 75745 428 75688 41.0 8,2338 429 665.0 88
Coal3 3,006 186 35392 192 37416 195 202.4 57
ioatd 2,7249 154 22434 122 25003 130 2568 114
Coal5 20825 118 19826 107 2,1859 114 2033 103
Subtotal 17,711.2 17,500.6 18,896.4 1,395.9 8.0 %
Coal 5 (U.S. Support (nr Plan 954 4 59 X 318 1 17 X
Colombia and the Andean Region)
Total 17,711.2 18,4550 19,2145 759.6 41 %
Functions
Criminal lustice system  8,5576  48.3 X 8,631 2 468 % 9,3855 488 X 754.3 87 %
Drug treatment  2,9490 167 3,1470 171 3,3820 17.6 234 9 75
Drug prevention 1,953 5 110 2,0645 112 21223 110 57.8 28
Inlerdunon 2,4)79 137 1,9227 104 22134 115 2908 151
Research 7813 44 8562 46 8983 4.7 421 49
Intelligence 2773 16 2899 16 3053 16 154 5.3
International 7747 44 5890 32 5896 3.1 06 01
Subtotal 17,711.2 17,500.6 18,396.4 1,395.9 8.0 %
International (U S. Support (nr Plan 954 4 59 X 318 1 17 X
Colombia and the Andean Region) '
Total 17,711.2 18,455.0 19,2145 759.6 41 %
Functional areas
Demand reduction  5,5706 315 X 5953.2 323 X 6,283.9 327 X 3308 56 X
Domestic law enfort merit 8.948 1 505 9.035.7 490 98094 511 773.7 8.6
Inleriiirtion  2,417.9 137 19227 104 22134 115 290.8 151
International 7747 44 580.0 3.2 589.6 3.1 0.6 0.1
International (U S. Support (nr Plan
Colombia and the Andean K.-gion) 00 9544 52 318 1 L7
Total 17,711.2 18.455.0 19.2145 759.6 41 %

Source: Office ol National Oruit Control Pohcv
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Drug Budget
(continued from page 3)

dollars, about .2 per cent of the national

et at (hat time.
he overall statement of national dmg
icy with its application to specific pro-

grams is presented in two documents entitled
“National Drug Control Strategy" and "Stra-
tegic Goals and Objectives of 199V National
Drug Control Strategy." The documents,
which are published by the Office of Na-
tional Drug Control Policy (ONDCP), the
executive agency bearing responsibility for
coordinating the drug control effort within
ihe federal government, present live goals

Table 2. Federal Drug Spending bv Department

as the underlying structure of the drug war
and its appropriation of funds: to educate
and enable America’s youth toreject illegal
drugs as well as alcohol and tobacco; to in-
crease the safety of America’s citizens by
substantially reducing drug-related crime
and violence; to reduce health and social
costs to the public of illegal drug use; to
shield America's air, land and sea frontiers
[rom the drug threat; and to break foreign
and domestic drug sources of supply These
goals subsume seven functions: criminal
justice, drug treatment, prevention, interdic-
tion, research, intelligence and international
efforts. The tables accompanying this ar-
ticle detail the drug control budget in terms
of these goals
and functions.

Page 4

justice system receives the largest sub-por-
tion of the money, with the Department of
Justice by far the recipient of the greutest
amount among the major federal depart-
ments, but it is important to recognize that
major thrust of the drug control effort is, in
essence, directed toward enforcement and
almost all of the main federal departments
administer some drug-related enforcement
program. Considerably more funds go into
policing, corrections, interdiction, intelli-
gence and international control efforts than
go into treatment and prevention.

For many federal agencies the percent-
age of the agency budget now devoted to
the drug control effort is growing (Table 3).
Forsome agencies, such as the Federal Bu-
reau of Prisons, the U.S. Marshals Service

In millions of dollars As Tables and the National Institutes of Health, the
_ I and 2 show, portion of the budget which is drug related
Fv1999  Fr2000  Pv2001  Change FY 00-0] the criminal is now over fifty per cent.
actual ~ ("imaled request  Amount %
Defense  974.9 1005.2 1,029.1 238 8 24 % Table 3. Selected Federal Agencies: Percentages of
Education 663.2 698.t 750 9 528 76 Budget Rel. cd lo Drug Control
Healthand Hunan 98661 30'89 32648 1859 60 FY 1999  FY2000 FY 2001
. actual  estimated request
llousing and Urban
Dgevelopment 3100 1o 3150 50 16 Federal Bureau of Prisons 580 % 578 %  57.5 \
Justice 7,398 5 74412 8,236.9 793.7 107 US. Marshals Service 52 6 526 524
Office of Natiun.il Immigration and
Drug Control Policy 453 2 461 4 496 8 354 m Naturalization Service 5 158 166
State  498.7 2828 276 8 60 @) Bureau ol Alcohold, ;obacco a9 g 170
Transportation  87).1 631.0 684.9 538 85 and tirearms
Treasury 1,7565 14996  1/883 1887 126 US. Customs 454 352 350
Veterans Affairs  1.041.7 11114 1,155.5 441 40 Office of lustice Programs ~ 27.5 28.2 31.9
All other 877 3 978.8 997.5 187 19 Federal ludiciary 1B 7 187 187
Subtotal 17,711.2 175006 18896.4 1,3959 8.0 % US. Attomey 178 179 169
Plan Columbia and COPS 330 330 130
Andean Region 954 4 318 1 Department of Education 1.7 16 17
Total 1,771.2  18.455.0 192145 759 6 41 % National Institutes ol Health 74 6 745 74 2

Source: Office ol National Drue Control Policy

source: Office ol National Drug Control Policy

Drug Cases in the Courts

The available figures for fedeial courts
show a steady rise in the percentage of the
caseload related to drug charges iTable 1)
since the early 1980s. Between FY 1992
and FY 1999 the percentage of d ug cases
as part of the total caseload more than
doubled, rising from 13.3 percent lo 29 per
cent. The actual number of drug cases filed
inU.S. District Courts nationwide more than
quadrupled, from 4193 in FY 82 to 17,483
in FY 99. Figures for case filing' for U.S.
District in Alaska do not reflect this national
rise; in 1982 the percentage of tota caseload
was already 25 per cent and in 1499, 22.5
per cent. It has ranged from a high of 34.5
per cent to a low of 10.4 per cent

The percentage of total felony filings in

the Alaska Court System which are drug
cases has reinair id relatively stable since
the early 1980s, neither rising nor falling
significantly, although the actual number of

felony drug cases being filed each year has
risen steadily, with 342 filed in 1982 and
809 filed in 1999—a growth of 137 percent.
(The Alaska Court System felony drug case

Table 1. Federal Drug Cases Filed in U.S. District Courts-U.S. and Alaska

United States Alaska
Total criminal Drug cases Drug cases
year cases Number % of total cases Number % of total
1982 31,623 4,193 133 % 190 48 253\
1987 42.156 8,869 21.0 22 23 104
1992 47.472 12,833 270 286 68 23.8
1997 50,363 13,056 271 220 76 345
1998 57,691 16,281 282 261 49 188
1999 59,923 17,483 292 227 51 225

Sources: Sourcebook ol Criminal lustice Statistics. 1983. 1988. 1993; Administrative Ullice ot the U.S. Courts
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The Alaska Department of Corrections:
The Drug Treatment Picture

Allhough some plans for general screen-
ing of inmates fordrug and alcohol problems
arc now being considered, the Alaska De-
partment of Corrections at present does not
lest inmates for drug or alcohol problems at

the time they begin serving their sentences
As a result, no firm numbers arc available
on the extent of the drug problem among
the inmate population. DOC does slate thul
the available treatment programs arc always

Table 1. Level of Prior Drug Use by Stale and Federal Prisoners
bv Tvoe anc Drue and Freouenrv of Use, 1991 and 1997

Ever used in the past

1991 1997
prisoners
Marijuana/hashish ~ 73.8 X 770 %
Cocainclerack ~ *194 192
Heroin/opiates k5.2 245
Depressants  24.0 23.7
Stimulants' 297 28 3
Hallunnog- ns'l  20.9 287
Inhalants - 144
Anydrug' 794 % 83.0 %
a prisoners
Marijuana/hashish 528 7. 652 %
CocjineAfack  37.3 44 8
Heroinfopiates 14 1 161
Depressants*  13.1 165
Stimulants' 168 209
tlallucinogens 148 190
Inhalants 7
\ny drug" 601 % 729 %

Ever used drugs

Used drugs in the
month prior to

Note. Dft.ils .Kid to i tore « uii) lot.il because orison*rs mav have used more than one tvoe of drini

a. Us* Ilimits once a week or more for at least a month
ti In linic) barbiturates. Irarujuilifers. and Ouaalude.
¢ ik ludes amohetamine and methdmohetamin*

d Includes LSD and PCP.

* Cnlier unspecified drew are included in ihe totals

Sour* (» Sourcehook ol Criminal lustice Statistics 1998

figures also include cases related :o the im-
portat'on of alcohol.)

Because of changes in data systems it is
impossible to assemble consistent tegular
figures on the specific charges associated
with drug case filings in the Ala ka Court
System over the last two decades, outa cur-
sory examination of data from |’ +7. 1998
and 1999 reveals that most felony mug cases
are filed under AS 11.71.030 at | 040—
misconduct involving a controlled ubstance
in the third and fourth degrees.

Alaska does not have a disc cte drug
court which solely handles drug cases. Ac-
cording to figures from the Bureau of Jus-
tice Statistics, atthe end of FY 98, there were

J-430 such courts nationwide in operation or
in the planning stages. The majority of those
in operation had been so for less than two

years. Plans to establish adrug court within
the Alaska system have run into funding
difficulties.

Table 2. Drug Cases Filed in Ihe
Alaska Court Svstem

Total

criminal PAKtMB------

cases filed  Number X ot total
1982 1,607 342 211 X
1987 2,661 47] 178
1992 2,763 519 (88
1997 3,362 791 235
1998 3,588 836 233
1999 3,429 809 236

Note: Drug case totals include cases filed under
statutes pertaining to contraband, controlled
substances, drugs and the imoortation of alcohol.

Source: Alaska Court System annual reports

Used drugs at the

full, with those ordered by the courts into
treatment receiving priority for available
spaces and others being treated on a volun-
tary, first-come, first-served basis. More
inmates request treatment than there arc
spaces available. (Table I pro-
vide* national data on the extent
of prior drug use among prison-
ers.)

The annual budget for DOC
substance abuse programs isjust

regularly* offense time of offense under one million dollars. It has
1091 1997 loo1 1907 1001 1097 not increased in eight years. The
department contracts with state-

519X 583% 322% 392X 114% 1517, approved ubstance abuse
319 336 252 250 145 148 treatment providers in the com-
15.3 15.0 96 92 58 5.6 munity for all of its programs.
108 113 )8 51 10 I8 The department itself has only
166 163 4 90 29 42 one regular position in this area,
115 3 3.7 40 16 18 the Substance Abuse Program
- 54 - L0 : Coordinator, who administers the
62.2 % 696 % 499'S 565% 31.0% 326 % DOC programs. Because fund-
ing available for the programs

22X 4667 192X 304X 59X 1087  hasnotincreased, the numberof
06 282 54 Doo 717 93 treatment providers willing |~
91 89 55 54 37 70 contract with DOC is declining.
51 80 14 39 03 10 The department offers an in-
8t 129 39 76 18 41 mate substance abuse program in
48 64 12 17 05 08 each facility, but those at the
- 2.6 - 0.5 - Ketchikan, Palmer, Yukon-
21 % 573% 31.8% 448 % 168 % 224 %  Kuskokwim, and  Anvil

Mountain Correctional Centers
are educational programs only.
At Sixth Avenue and Mat-Su
Pretrial, orientation programs are
offered. At Cook Inlet Pre-Trial
and Fairbanks Correction Center
education programs with an in-
troduction  to  treatment
component are available. Al Lemon
Creek, Meadow Creek, Spring Creek,
and Wildwood Correctional Centers and
at the Point MacKenzie Rehabilitation
Center, the programs offer a level of
treatment comparable to that labeled as
“outpatient treatment" in the general
community. The only intensive residen-
tial treatment program is one for women
at Hiland Mountain Correctional Cen-
ter. Another intensive residential
program, for men. which will be located
at Wildwood, is in the planning stages.
T' ese intensive residential treatment
programs are being primarily funded by
federal monies, with some state match-
ing funds required. (Federal funds are
currently available only for residential

Please see Alaska DOC, page 6
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Alaska DOC
(continued from page 5)

rograms.)

According to DOC figures, during FY
1999, 1583 inmates were admitted to the
programs comprising the substance abuse
educational component and Xri to the
outpatient-level programs. Since the
residential treatment program &r women
opened at Hiland Mountain. 94 ini tics have

Incarceration on

Table 1. Federal Prison Prisoners Sentenced

for Drue Offenses, 19ft->-1998

Senior, ed population

Total sentenced

Drug offenses

been admitted. The Central Arizona
Detention Center, the private correctional
facility owned by Corrections Corporation
of America in Florence, Arizona, which
contracts with DOC, also offers a substance
abuse day treatment program.

This Arizona facility, with close to 900
Alaska inmates, is, in effect, the state’s
largest institution. The rise in the number
of inmates being sent to Arizona has an
effect on the drug treatment situation within

The "war on drugs” has led to an
enormous increase in both the num-
bers and percentages of inmates in the
federal system incarcerated primarily
fordrug offenses (Table 1), but to less

and unsentenced Percent  of a proportional increase in similar
population Total  -umber oltotal  imprisonments in the Alaska state sys-
1980 24,252 19,023 4,749 250 X tem.
1981 26,195 19.765  -076 257 The inmate population sentenced
1982 28,133 20,938 5518 264 for drug offenses is now almost 60 per
1983 302la 26027 L 277 cent of the total federal inmate popu-
1981 32317 27,623 8.152 295 lation. Between 1985 and 1998 the
1985 jgggé 262 L 344 nUMDer of federal inmates sentenced
1323 prapos '34"163 2;;2 jgé L(;rr ?:2:1% charges grew by nearly 500
iggg ‘5131313 igggg 5-'?55% 23 g ~ The Alaska Department of Correc-
1990 57331 4847 5037 523 tions does not show such a precipitous
1901 63,711 53526 0498 570 rise in the numbers or percentages of
1992 70346 61026 (-319 596 n;;nates sentenced primarily fordrug
offenses
13:? ;3;‘33 ;gigg g?jg gfi ~In December 1985. out ol the total
1995 89,564 79347 11118 60 6 inmate population of 2124 reported
1996 94,215 83515 0.754 608
1997 100,639 89,748 4,099 60.3
1998* 106,536 95522 6291  58.9

Note: These data represent inmales h -used in Federal
Bureau ol Prison facilities, inmates hi iced in contract

facilities are not indud- |

* 1998 data are Drelirninarv and sul | to revision.

Source: Sourcebook ot Criminal lusln  Malntirs 1998,

based on dafa From Ihe federal flu .tu ol ns

Table 2. Alaska Department < Corrections:;
Inmates with Drug Offense as I' imarv Offense

Page 6

other Alaska facilities. The shifts among
inmate populations which occur as an
administrative consequence of the use of the
out-of-state prison can undermine the
establishment of stable treatment program
environments.

In addition to providing the treatment
programs under contract, DOC also facili-
tates the formation of twelve-step programs
such as Narcotics Anonymous and Alcohol-
ics Anonymous in its facilities.

Drug O ffenses

in the corrections data base. 105, or 5 per
cent, were sentenced on a drug-related of-
fense as the primary offense (Table 2).
(Corrections became aseparate state depart-
ment in 1984; before then it was a division
within Health and Human Services. The
data base from which these figures were
taken was put in place in late 1983.) By the
end of 1999, the total DOC inmate popula-
tion, including that in community residential
centers, was 4077. OIThese, 247—6.1 per
cent— had acontrolled substance charge as
the primary charge. (These figures do not
include those imprisoned on a parole or pro-
hation violation which was itself a drug
offense, so they arc undoubtedly somew hat
low.) While the percentage of prisoners in
the Alaska system on drug charges has
grown only slightly, the actual number has
increased by more than 135 percent, paral-
leling the climb in the overall DOC
population.

Figure 1. Federal Prison Population Sentenced for

Nole: These data representinmales housed in federal Buieau of Prison facilities; morales housed inconluil

DruRoffe. es_  Tol,|
%t -total  prison
Male Female Number pop ton population
1985 105 9 X 2,124
1986 115 51 2,245
1991 167 f7 2,483
1995 240 (3 3,520
1996 251 i 7 3,721
1997 - 298 ' 4,164
1998 - - 276 <7 4,097
1999 202 45 247 t 1 4,077 facilities are not included. 1998 Data are preliminary and subject to revision

Note: Includes inmates in community s ,dermal centers.
Source o data; Alaska Deoartwen i corrections

Source of dafa: Sourcebook ol CriminalJustice Statistics 1998.
hased on data from the Federal Bureau ofPrisons
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Tabic 2. Percentage of Arrestees Reporting Drug Use in the Past 30 Davs. bv Age and Sex, Anchorage. 1999
) Crack and Marijuana and Opiatesand  Any two or more
_fracle ChSaire, . cocaine. cocaine iU
Male Fern. m  Male Female Male  Female Male Female Male Female Male Female
All ages 192X 297 - 121 X 148% 55X 116% 94X U6% 12% 26% 260% 266 X
By a*«
1520 00 X 158 137X 53X 00X 53X 98X 53X 20X 00X 275X 2Alw
21-25 105 250 116 214 53 179 116 179 32 36 28 7 214
26-30 230 182 Its5 227 46 182 92 182 11 91 267 273
31-.35 2718 357 167 107 113 71 63 107 00 36 313 185
He 219 368 104 140 47 105 9.9 88 09 0.0 22 1 333

S.. iiro/rfjij Atmtec Drue Abute Monitoring Program National Insiltutool tustire

Anchorage Arrestees
(continued from page 1)

educational background, desire lor treat-
ment, and demographics. The second part
of the ADAM protocol involves i scollec-
tion of a urine sample from the iii crvicwcc
used to corroborate the informal >n given
in the interview. The specimen <shipped
to a lab where it undergoes tcsn  for the
presence of ten different drugs.

Participation is strictly volunta
inmate having the right to refuse
any question asked or terminate ihe inter-
view al any time. The urine san le is also
voluntary and the interviewee n a refuse
to provide a specimen despite pa it iputing
(in the self-report interview Mo ever, the
sample is only collected if the i mate has
completed the interview. All ot lie infor-
mation obtained during the intei lew pro-
cess is strictly confidential, und idividual
results cannot be made available >any law
enforcement or prosecutorial ago y Strict
measures are taken to ensure that lie inter-
viewer does not know the names i | the per-
sons being interviewed, and ! e survey
instrument and urine sample are i t marked
in any way which could be traced back to
the individual.

At the end of data collection lie ques-
tionnaires are sent to Washingtoi . D C for
analysis; aggregate data are retuii d to each
individual site for further study.

with the
>answer

1999 Results

Though participation in the st ly is vol-
untary, the participation rate is datively
high. In 1999, 1,117 arrestees .verc ap-
proached; 76 per cent (n=844) v unbilled
an interview. Of those who agi cd to be
interviewed, 85 per cent provul 1a urine
specimen for testing (n=718). 1 .e results
discussed below reflect rinding from the
;participants that contributed hot an inter-
view and urine specimen.

In 1999, a total of 563 male a | 155 fe-
male adult arrestees were surve d (An-

chorage is not currently surveying juve-
niles.) The results are for those arrested for
all offenses—not just on drug related
charges. The data show that cocaine and
marijuana were used most frequently by
both male and female arrestees.
Slightly more than half tested
positive for any drug, while 25
per cent of the males and 36 per

Applications of ADAM Data

In addition to providing a barometer of

Mease see Anchorage Arrestees, page <

lable 3. Mean Number of Days Arrestees Used
Drugs in the Past 30 Davs. Anchorage, 1999

cent of the females tested posi- Male Female
tive for cocaine, and 37 per cent N-563_ N-155
of males and 31 per cent of fe- Mean Mean
males were positive for mari- number nl number of
juana. Less than five per cent _SL _ davs__ N davs
of those arrested tested positive Crack 108 88davs 46 127 davs
for opiates or methamphet- Cocaine 68 65 23 86
amines. (See Table 1) Marijuana 269  It.2 69 110
The self-reported drug Opiales 15 59 5 110
information shows that 31 per Mrlhamplietammes 13 65 4 8

cent of males and 45 per cent of
females admitted using either
crack or powder cocaine within
the last 30 days (T '-tc 2),

Among those i orting the
use of either crack or powder co-
caine, males (n=108) used crack
a mean 8.8 days and females
(n=46), 12.7 days. The mean
number of days for powder co-
caine usage was 6,5 for males
(n=68) and 8.6 for females
(n=23). The number of days per
month of reported use for mari-
juana was 11.2 for males
(n=269) and 11.0 for females
(n=69). (Sec Table 3.) AsTable
4 shows, the data also under-
score the fact that drug use is
common among individuals ar-
rested across the spectrum of
crimes.

Since 1999 was the first full
year of data for the Anchorage
site, no statistical comparisons
with previous years are possible.
As data collection continues it
will be possible to examine
trends in drug use among
Anchorage arrestees.

Offense

Violent offense

Property offense

Prostitution
Other offense

Note: Detail may not add to total because some arrestees may
have been arrested for more than one offense

Sourer. Arrestee Drug Abuse Monitoring Program,

Sourer Aimin' Plug Abus* Monitoring Program,

Nalioo.il Instituted/ lustier

Table 4. Percentage of Arrestees Found Positive for
Anv Drug, bv Offense Category, Anchorage, 1999

Male Female
X X
N positive N positive
152 461 % 3% 371 %
Robbery 7 429 3 100.0
Assaull 126 468 29 345
Weapons 12 667 1 1000
Otherviolent offense 17 294 4 250
106 575 % 31 61.3 %
larceny/theft 46 67 4 23 652
Burglary It 545 0 00
Slolen vehicle 10 800 2 1000
Other properly offense 43 47 2 10 500
Drug offense 6 875% 6 500X
Drugsales 1 1000 0 00
Drug possession 15 867 6 500
0 00w 7 749
369 575 % 97 60.8 %

National Institute ol lustice
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Anchorage Arrestees
(continued frompage 7)

® b al drug use patterns among th arTested

opulation, ADAM data have a -.iiicty of
other uses. A briefoverview of hr v the data
arc bring used in other cities ca.i suggest
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possibilities for use in Alaska.

Researchers in Philadelphia are using
ADAM data lo explore the impact of certain
"gateway" drugs on subsequent escalation
to harder drug use. In addition, the same
researchers are attempting to develop a
typology of drug users, which can
potentially lead to varied interventions or
treatment based on user type. Other
researchers arc examining the relationship
hetween drugs and crime.

It should be noted, however, that the
ADAM data collection effort is not limited
only to information about drugs.
Researchers maximize the amount of data
that can be collected through ADAM by
creating addenda to the survey instrument.
For example, after being interviewed about
their drug use patterns, arrestees in 11
ADAM sites were questioned about
firearms, including their reasons for owning
a firearm, method of obtaining guns, and
attitudes toward firearms.

Future of the Program in Anchorage

In January 2000, the ADAM survey in-
strument was expanded to include more rel-
evant data for both law enforcement and
treatment professionals. It will be possible
to cross link results to other national data-

Search for Historical

Dr Lawrence Trostle of the Justice Cen-
ter is compiling historical materials on
Alaska Native policing from 1867 through
1959.  He is interested in looking at any
material—diaries, letters, government
records, missionary or other church records,
newspaper accounts—which relate to the
contribution of Alaska Natives to law en-

Page 8

bases such as the National Household Sur-
vey on Drug Abuse and the Treatment Epi-
sode Data Set. This, in turn, will provide
even more specific information on drug use
for local policymakers, treatment profes-
sionals and law enforcement. Furthermore,
the Justice Center intends to supplement the
new instrument with addenda specifically
aimed at local issues such as alcohol use.
The National Institute of Justice and the In-
stitutional Review Board that oversees the
project must first approve all addenda used.

Inorder todisseminate the aggregate data
and enhance ADAM’s utility to the Anchor-
age community, the Anchorage site will also
assemble a Local Coordinat ng Council. It
will include members of the cammunity at-
large as well as professional in the areas of
drug abuse treatment, thejudiciary, and law
enforcement We anticipate the implemen-
tation of an outreach program that will col
lect one quarter's data from other areas of
the state such as Fairbanks, Juneau, Barrow
and Bethel.

The ADAM program is in its infancy in
Alaska but has the potential to increase use-
ful information available tor professionals
across the state

Cassie Atvell and Metthew Gihlin are re-
search associates with the Justice Center.

Records

forcement or to the general provision ofjus-
tice services in the period after the purchase
of Alaska from Russia through the enact-
ment of statehood. He is also interested in
speaking with anyone who may have per-
sonal reminiscences to recount. Trostle can
be reached through the Justice Center at
(907) 786-1815 or atlct@ uaa.alaska.edu.

Non-Profit Organization
U.S. Postage
PAID
Anchorage, Alaska
Permit No. 107
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MARIJUANA AND BEHAVIORIAL HEALTH

Children Of Parents Who Use Marijuana Frequently
Are Much More Likeiv To Use The Druiz Than
Children In Homes Where Parents Do Not Use
Marijuana.

= A person’s perception of the risk from starting to use
marijuana influences their use of the drug. Alaska
ranks in the top 20% for rates of use of marijuana and

In the bottom 20% for the perception of risk from

using marijuana. Douglas erght, State Estimates of
Substance Use From the 2002 NSDUH,
Figures 2.5-2.10.

e A 1990 survey of 5,458 students in grades 7-12 from
27 school districts across Alaska found that children
iIn homes where parents used marijuana frequently
were 350% more likely (22.6% vs. %) to use
marijuana themselves than children in homes where
the parents did not use marijuana. (The State of
Adolescent Health in Alaska, May, 1990.

* Nationally, among youth perceiving their parents
would strongly disapprove of their trying marijuana
once or twice, only 5.4% had used marijuana in the
past month vs. 28.7% of youth in homes who
perceived that their parents would only somewhat

disapprove or neither approve or disapprove of their

trying marijuana. Overview ofFindingsfrom the 2003
National Survey on Drug Use and Health. Dept.
Health and Human Services, SAMHSA, Office of
Applied Studies, p. 6, 23, .



= “Recent studies have shown that prevalence of
adolescent marijuana use is inversely proportional to
the perceived risk associated with use” Legalization
ofMarijuana, Potential Impact on Youth, American
Academy ofPediatrics, June, 2004.

= In 2003, (nhationally) the percentage of youth
reporting it would be easy to obtain marijuana was

53.600. Overview ofFindingsfrom the 2003 National
Survey on Drug Use and Health, Dept. Health and
Human Sendees, SAMHSA, Office ofApplied Studies,

p. 6.

= This is approximately 15% lower than the number
(68%) of 4,129 Alaska youth grades 7-12 surveyed in
1988 who responded they had the actual opportunity
to try marijuana. Bernard Segal, Drug Taking
Behavior Among School Aged Youth, The Alaska
Experience and Comparisons with Lower 48 States,

1990, Figure 4.1.

Il. High THC Content Levels Mav Cause Increased
Rates Of Abuse And Dependence.

= Average THC content in Alaska marijuana has
increased from 1-2% to almost 14% in 2003. RepOrtS
from the Mississippi Monitoring Project, Dr. Elsohly.

®* Nationally, among past year marijuana users, overall
rates of past year abuse or dependence have increased
while the approximate number of users has remained
steady. This indicates that the increased potency of



marijuana may be to blame. COmptOH, WM, et.al.,
JAMA, May 5, 2004.

In Alaska, there were approximately 59 treatment
admissions for marijuana abuse in 1976. Drug Taklng

Behavior Among School Aged Youth, Segal, B., 1990,
p.9, citing, State Office ofDing Abuse, 1976, p.27)

There were an average of 434 marijuana treatment
admissions in Alaska between 2000 and 2003. This
represents a 600% increase since 1976. SAM HSA,

Substance Abuse Treatment Admissions, TEDS Data.

In 2003, approximately half of the marijuana
admissions in Alaska were for youth aged 12-17.
Over I/3 were Alaska natives. |d

More teens are in treatment each year for marijuana
dependence than for alcohol and all other drugs

combined. U.S. Dept ofH HS, SAMHSA, Office of
Applied Studies, TEDS Data, National Admissions to
Substance Abuse Treatment Sendees, 1992-2001:39,
table 5.1a, 5.1b, 156-157.

In Alaska natives, dependence on marijuana
frequently shows up as a secondary or co-occurring
disorder with alcohol dependence. (63% of Alaska
Natives with alcohol dependence were also dependent

on marijuana) Alaska Natives Combatting Substance
Abuse And Related Violence Through Self-Healing,
Centerfor Alcohol and Addiction Studies, Janualy,
1999



IIl. Marijuana Can Increase The Incidence Of
Psychotic Symptoms In Young People And Has An
Even Stronger Effect On Those Youth Predisposed

To Psychosis.

= 2/3rds (approximately 4,000) of Alaska’s new
marijuana users are between the ages of 12 and 17.

GJroerer, J., Initiation ofMarijuana Use, Trends,
Patterns, and Implications, SAMHSA, 2002.

= Using marijuana during adolescence and young
adulthood increases the risk of psychotic symptoms
later in life, and smoking marijuana can lead to

adverse psychiatric effects. 05, J., et.al., PrOSpeCtiVE
Cohort Study of Cannabis Use, Predisposition for
Psychosis, and Psychotic Symptoms in Young People,
British Medical Journal; Zammit, S, etal., Self
Reported Cannabis Use as a Risk Factorfor
Schizophrenia in Swedish Conscripts of 1969; Johns,
A., Psychiatric Effects of Cannabis, The British
Journal ofPsychiatry (2001)

= Teens engaging in risk behaviors, such as use of
drugs, including marijuana are at increased odds for
depression, suicidal ideation, and suicide attempts.
Hallfors, D., et.al., Adolescent Depression and
Suicide Risk, Am. J. Prev. Med., 2004; George C.
Patton; Cannabis Use and Mental Health in Young
People: Cohort Study, British Medical Journal,

November, 2002.

< Chronic marijuana use may be associated with

cognitive deficits. Cerebrovascular Perfusion In



Marijuana Users During A Month OfMonitored
Abstinence., Herning, R., et.al.. Neurologyx February,
2005.

Marijuana As A Gateway Drug.

Use of Marijuana May Act As A Gate\{vay To Other
prug use. Lynskey, M., et.al., Escalation ofDrug

Use In Eearly Onset Cannabis Users vs. Co-Twin
Controls, JAMA, January 22, 2003; Gfroerer, J.,
Initiation ofMarijuana Use, Trends, Patterns, and
Implications, SAMHSA, 2002.

Youth who had ever used marijuana were more likely
to have sold marijuana (24% vs. 1%) carried a

handgun (ZEL% VSs. 7%) or been.in.a gang (14% VS.
296) Juvenile Offenders and Victims, 1999 National

Report.

Youth who had ever sold marijuana were more likely
to have sold hard drugs (cocaine or heroin) (40% vs.
1%0) carried a handgun (35% vs. 8%) or been in a
gang (24% vs. 4%) than youth who never sold
marijuana. Juvenile Offenders and Victims, 1999

National Report.

Initiation of marijuana use before age 15 was
associated with a greater risk of using hard drugs such
as heroin and cocaine. Gfroerer, J., Initiation of
Marijuana Use, Trends, Patterns, and Implications,
SAMHSA, 2002,

Initiation of marijuana use before age 15 was
associated with being 6 times as likely to be



dependent on an illegal drug. Gfroerer, J. Initiation
ofMarijuana Use, Trends, Patterns, and
Implications, SAMHSA, 2002.

= Youths with an average grade of D or below were

more than 4 times as likely to have used marijuana in

the past year as you” who reported an average grade

of A. NHSDA Report, Marijuana Use Among Youths,
July 19, 2002.



Figure 2.5 Percentages Reporting Past Month Use of Marijuana among Persons Aged 12 or
Older, by State: 2002

Source: SAMHSA, Office of Applied Studies. National Survey on Drug Use and Health, 2002

Figure 2.6 Percentages Reporting Past Month Use of Marijuana among Youths Aged 12 to
17, by State: 2002

Source: SAMHSA, Office of Applied Studies, National Survey on Drug Use and Health, 2002
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Figure 2.9 Percentages Reporting Percelptions of Great Risk ofSmoking Marijuana Once a
Month among Persons Aged 12 or Older, by State: 2002

Source: r \MHSA, Office of Applied Studies, National Survey on Drug Use and Health, 2002.

Figure 2.10 Percentages Reporting Perceptions of Great Risk ofSmoking Marijuana Once a
Month among Youths Aged 12to 17, by State: 2002

Source: SAMHSA, Office of Applied Studies, National Survey on Drug Use and Health, 2002.
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The State of
Adolescent Health
4n Alaska



Executive Summary

lhe Alaskan Adolescent Health Survey was undertaken in 1989 to draw a picture of the perceived health status and risk behaviors of youth In the
state. It was Intended to leo,,n more about the health problems and concerns of youth from their perspective. The goal throughout has been to de-
vel~™tatewide database which when coupled with morbidity and mortality data would provide information to those who plan and develop ser—
vices at the state and local levels to better target those services.

While the entire state was invited lo participate, the largest metropolitan areas declined, and as a consequence completed responses were re—
ceived from 5,458 students in grades 7-1."' representing rural areas, small towns, highway communities and regional centers from 27 school dis—
tricts across Alaska. Seventy-seven percent of eligible students in participating districts completed the survey with the remaining students either
laving been absent the day of the survey (10%), having failed to bring the signed parental permission slip (10%), or having declined participation
(3%).

The sample represents 13% of public school students in grades 7-12. While we cannot claim that the data are statistically generalizable to all
‘ural and urban areas equally, we know this represents the largest study of youth health ever undertaken in Alaska.

Not only is it the largest study in terms of numbers of respondents, but Itis the most comprehensive as well. The Alaskan Adolescent Health
Survey contained 162 questions on a range of issues: health status; health-related behaviors; family life; feelings about school and school perfor—
mance, behaviors and attitudes about foods and eating; use of alcohol, tobacco, and drugs; sexual behavior and contraception; and involvement in
anti-social or deviant behaviors.

The results suggest that most youths surveyed see themselves to he healthy— at least physically healthy. On the other hand, because ol their
dietary or behavioral patterns 14 percent have risk factors which predispose to chronic illnesses later in life. These "predisposing factors" for ill—
nesses such as cardiovascular disease and cancer appear to be more prevalent in smaller communities. In addition, compared with the nation,
more Alaskan teens appear to be overweight.

lit concerns are common among teens wherever they live; and Alaskan youths are no exception. For example, three out of ten lemales and
10% of males in this survey have a distorted body image; they see themselves as fat when they are not. Such distortions may lead to problem eat—
ing patterns of chronic dieting, binging and purging.

As is true for physical health, most teenagers In Alaska also see themselves as emotionally healthy. However, there is asignificant minority of
teenagers who report problems of grave concern. Over one-in-twenty describe themselves as severely stressed— a third of whom have been
abused and half of whom have attempted suicide.

Overall, one-in-six Alaskan youths report they have attempted suicide— 23% of females and 13% of males. Over half of these youths report
having made multiple attempts. Over a third of all those who have made suicide attempts say they told no one. Many have family members or
friends WT ha' e either attempted or completed suicide. As one would anticipate, there is a strong association between suicidal behavior and other
risk factors (e.g., disordered eating, premature pregnancy) and especially abuse,

Physical and sexual abuse are relatively common among Alaskan youths with 23% of lemales and 8% of males reporting having been physi—
cally abused. A quarter of all girls and 3% of boys report sexual abuse. These figures especially for girls, are significantly higher than what many
estimate to be the national prevalence. A total ol 34% of girls surveyed report having been physically and/or sexually abused. Many youths who are
abused tell no one.

When we turn to sexual activity we find that overall 43% of males and 38% of females in the survey report being sexually active. Upon closer
examination, the patterns of sexual intercourse appear to parallel the nation as a whole with nearly three-quarters of females and two-thirds of
malg”~eporting being sexually active by the 12th grade.

N Pnny those who have had intercourse, 15% of the girls report ever being pregnant; and 9% of sexually active males were aware that they had

made someone pregnant. By the 12th grade, 21% of girls have been pregnant and, of those, more than one-in-four have been pregnant multiple

tlines.






Other Characteristics and
Related Problems

* Nearly three out ol ten ol
those who do poorly in
school are potential problem

rs. About a tenth of
those who do above average
are potential problem
drinkers.

* Those who have been abused
are more likely to be potential
problem drinkers (25%)
compareld.to those who h.ave*_.
not beer; abused (16%).

- 30% 0' 'mtenlial problem
drinkers have attempted sui—
cide, compared tc 13% of
non-drinkers, and 22% of
light drinkers.

e Compared with peers, poten—
tial problem drinkers are also
engaged in more anti-social

N Htrior, including vandal-
ism, group fighting, and run—

ning away from home.

Marijuana

Students were asked about their

use of marijuana:

e 22.2% of males and 20.5%
of lemales in grades 7-9 had
ever used marijuana.

e 45.9% of males and 45.8%
of females in grades 10-12
had ever used marijuana (see
Figure 25).

* While not dramatically so,
marijuana, like tobacco, is

~Miewhat more popular

N p ig youths from commu-—
nities under 2,500 than
youths from larger communi—

ties, with the greatest differ—

Figure 25: Percent Who Use Marijuana at Least Weekly*

%

'Weekly and daily use were combined lo represent regular use

ence among 10-12th grade
males who use marijuana
weekly or daily (17% vs.
10%).

« A third of those who have
ever used marijuana (34.8%)
report they have used it in Ihe
past week— 15% within the
past day. A fifth of users
have smoked marijuana in
the past month (20.8%), and
the remainder have smoked
marijuana over a month ago
(see Figure 27).

* A quarter of those who have
used marijuana within the
past year also report they
have used it before or during
school.

e More adolescents who report
their parents use marijuana
frequently use marijuana
themselves (22.6%) com —
pared with five percent o(
youths whose parents do not

use marijuana.

Inhalants
Inhalants area substance of
abuse among younger children:
— 7,7% ol males and 7.0%
ol lemales in grades 7-9
have ever used inhalants.

— 6.0% of males and 3.6%
of females in grades 10-12
have ever used inhalants
(see Figure 26).

* Less than 2% of all students
use inhalants on a monthly or
more frequent basis.

e While most youth who have
ever tried inhalants have
used them only once, ora
longtime ago, about fifteen
percent of those who have

ever tried them, report using

within Ihe past week (see Fig-
ure 271

* About 16% of those who had
used Inhalants within the
past year also reported they
had used them before
school, and half have used

them during school.

Other Drugs ol Abuse

Speed* has been tried by
12.2% of 10-12th grade males,
and 15.4% of females; yet few
appear to use if with any fre—
quency— 2% of males, and 3%
of females use it monthly or
more often tsee Table 32).

Cocaine has been tried by
9.2% of 10-12th grade males
and 10.3% of females. Again,
less than 2% of both gender
groups use if monthly or more
often.

Diet pills have been used by
far more 10-12fh grade females
than males (19.3% vs. 3.2%).
Nearly 7% of females report us—
ing diet pills monthly or more
often, compared to less than

one percent ol males.
‘Ollen teenagers leport using speed
when, inlacl. they ate using "look alike"

drugs, drugs which appear lo be
amphetamines bul are slimulanls such

8scalieine.

Figure 26: Percent Who Have Ever Used Inhalants
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chemical health as a priority
Issue (or teenagers in Alaska
and to address those dynamics
which predispose to drug use.
~feeet this challenge, we
NTOst lirst acknowledge that the
two primary substances of
abuse are tobacco and alcohol.
When daily cigarette and alco—
hol data are compared lor 12th
graders against national norms,
what we we see is shown in

Table 41.

For daily cigarette use.
there is a much higher rate
among female 12th graders in
Alaska compared with the na—
tion; however, based on self-
report, there is less daily drink—
ing by Alaskan seniors than for
the nation as a whole. Regular

f marijuana in Alaska
among high school seniors (al
least weekly) is nearly double
that of the nation. Whether
marijuana use has replaced al—
cohol as the preferred sub—
stance of regular use by
Alaskan seniors remains a pos—
sibility. To look at these data in
isolation from the other infor—
mation collected in the Adoles—
cent Health Survey is to ignore
the dynamics which predispose
to drug abuse. We know that
those who do poorly in school
are more likely to abuse sub—
stances; so, too, are those who

motionally stressed. We

know that those who are emo—
tionally isolated are more likely
to abuse drugs as are those

who have been abused.

CHALLENGE #8: To invest ad—
equately in the youth of Alaska
with the realization that they
are the state's most valuable
resource.

Clearly, this is the most difficult
challenge of all. This report
paints a portrait of youth in
Alaska which suggests cause

lor concern in a number of ar-

Simply stated, developing a
substance abuse prevention
program which does not ad —
dress the predisposing factors

and their interrelationships is

eas. Vet, after the dust settles,
will we say, “They’ll grow out
of it. We did?" Or, will we look
at these data and ask, "Where
should we invest our resources
to help the largest numbers and
most troubled of our adoles—
cents?"

These are not easy ques—

tions which lend themselves to

most likely to fail. Il is critical |
understand the forces which
predispose yourh to abuse
drugs if we are to assist them i

developing chemical health.

quick solutions. The meaning r
these findings should be de—
bated in our schools and in oui
legislature, in our churches,
and in our communltes. Only
then may we develop a
blueprint for action which will
help all teenagers in Alaska
achieve their maximum

potential.
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1. Introduction

This report presents the first information from the 2003 National Survey on Drug Use and
Health (NSDUH). an annual survey of the civilian, noninstitutionalized population of the United
States aged 12 years old or older. Prior to 2002, the survey was called the National Household
Survey on Drug Abuse (NHSDA). This brief Overview report provides a concise summary of the
main results of the 2003 NSDUH. A more complete presentation of the initial results of the
survey is given in the full report. Resultsfrom the 2003 National Survey on Drug Use ana'
Health: National Findings (Office of Applied Studies [OAS], 2004). Both reports present
national estimates of rates of use, numbers of users, and other measures related to illicit drugs,
alcohol, and tobacco products. Measures related to mental health problems aiso are included.
State-level estimates from NSDUH will be presented in a separate report.

A major focus of this report is changes in substance use between 2002 and 2003. Because
of improvements to the survey in 2002, the 2002 data constitute a new baseline for tracking
trends in substance use and other measures. Therefore, estimates from the 2002 and 20CH
NSDUHSs should not be compared with estimates from the 2001 and earlier NHSDAS to assess

changes in substance use over time.

1.1. Summary of NSDUH

NSDUH is the primary source of statistical information on the use of illegal drugs bj the

U.S. population. Conducted by the Federal Government since 1971, the survey collects dat2 by
administering questionnaires to a representative sample of the population through face-to-face
interviews at their places of residence. The survey is sponsored by the Substance Abuse and
Mental Health Sendees Administration (SAMHSA) of the U.S. Department of Health and
Human Sendees and is planned and managed by SAMHSA’s Office of Applied Studies (OAS).
Data collection is conducted under contract with RT1 International, Research Triangle Park,
North Carolina.1This section briefly describes the survey methodology; a more complete
description is provided in Appendix A in the full "National Findings" report (OAS, 2004).

NSDUH collects information from residents of households, noninstitutional group
quarters (e.g., shelters, rooming houses, dormitories), and civilians living on military bases.
Persons excluded from the survey include homeless persons who do not use shelters, military
personnel on active duty, and residents of institutional group quarters, such asjails and hospitals.
Appendix D in the full report describes surveys that cover populations outside die NSDUH

sampling frame.

Since 1999, die NSDUH interview has been carried out using computer-assisted
interviewing (CAIl). Most of the questions are administered with audio computer-assisted self-
interviewing (ACASI). ACASI is designed to provide the respondent with a highly private and
confidential means of responding to questions to increase the level of honest reporting of illicit
drug use and other sensitive behaviors. Less sensitive items are administered by interviewers

using computer-assisted personal interviewing (CAPI).
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Consistent ith the 2002 survey, the 2003 NSDUH employed a 50-State sample design
with an independent, multistage area probability." sample for each of the 50 States and the District
of Columbia to facilitate State-level estimation. The design also oversampled youths and young
adults, so that each State's sample was approximately equally distributed among three major age
groups: 12 to 17 j ears, 18 to 25 years, and 26 years or older.

National! . 130.605 addresses were screened for the 2003 survey, and 67.784 completed
interviews were obtained. Tne survey was conducted from January through December 2003.
Weighted response rates for household screening and for interviewing were 90.72 and 77.39
percent, respecth ely.

1.2. Trend Measurement

Although the design of the 2002 and 2003 NSDUHs is similar to the design of the 1999
through 2001 .urveys. there arc important methodological differences that impact comparability
02002 and 2J03 estimates with estimates from prior surveys. In addition to the name change,
each NSDUH respondent is now given an incentive payment of S30. These changes, both
implemente. in 2002 and continued in 2003, resulted in a substantia! improvement in the survey
response raie. The changes also affected respondents' reporting of many critical items that are the
basis of prevalence measures reported by the survey each year. Comparability also could be
affected b; improved data collection quality control procedures that were introduced in the
survey beginning in 2001, and by incorporating new population data from the 2000 decennial
census in. >NSDUH sample weighting procedures. Analyses of the effects of each of these
factors 'ii NSDUH estimates have shown that 2002 and 2003 data should not be compared
with 2' il and earlier NHSDA data to assess changes over time. Therefore, this report
presr ts data on*v from the 2002 and 2003 NSDUHs to examine trends.

Limited trend assessment also can be done using information on prior substance use
collect, in the 2002 and 2003 NSDUHs. Specifically, questions on age at first use of
substai .es, in conjunction with respondents' ages and interview dates, provide data that can be
used tv estimate the rates of first-time use (incidence) for years prior to 2002 and 2003. Trends
for 19( 5 to 2002 in these incidence measures are discussed in Chapter 5 based on combined
2002 and 2003 data. Estimates of lifetime prevalence rates for years prior to 2002 were produced
from 2002 NSD I’H data on age at first use and included in the 2002 NSDUH full report (OAS.
2003). However, a recent evaluation assessing the validity of those estimates determined they
were subject to significant bias (Gfroerer. Hughes. Chromy. Heller, & Packer. 2004). Therefore,
these estimates of lifetime use are not included in this report. Further discussion of incidence
estimates is given in Chapter 5 and Appendix B of the full report.

1.3. Purpose of This Report and Availability of Other Reports

This Overview report is intended to provide a concise summary of the key results from
the 2003 NSDUH. It contains a subset of the results given in the full report. Results from the
2003 National Survey’ on Drug Use and Health: National Findings (OAS, 2004). Both reports
present the results in separate chapters that discuss the national findings on seven topics: use of
illicit drugs: use of alcohol; use of tobacco products; trends in initiation of substance use;
prevention-related issues; substance dependence, abuse, and treatment; and mental health. The



Trends in Initiation of Substance Use (Incidence)
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«  The annual number of marijuana initiates generally increased from 1965 until about 1973.
From 1973 to 1978. the annual number of marijuana initiates remained level at over 3
million per year. After that, the number of initiates declined, reaching a low point in 1990.
then rose again until 1995. From 1995 to 2002. there was no consistent trend, with
estimates varying between 2.4 million and 2.9 million per year.

«  Decreases in initiation of both LSD (from 631.000 to 272.000) and Ecstasy (from 1.8
million to 3.1 million) were evident between 2001 and 2002. coincid;"g with an overall
drop in hallucinogen incidence from 1.6 million to 1.1 million.

«  Pain reliever incidence increased from 1990 (573.000 initiates’) to 2000 (2.5 million). In
2001 and 2002, the number also was 2.5 million.

«  The number of new daily cigarette smokers decreased from 2.0 million in 1997 to 1.4
million in 2002. Among youths under 18. the number of new daily smokers decreased from
11 million per year between 1997 and 2000 to 734,000 in 2002. This corresponds to a
decrease from about 3.000 to about 2.000 new youth smokers per day.

Youth Prevention-Related Measures

«  The percentage of youths aged 12 to 17 indicating that smoking manjQana;drice aiftftSntfi
was a great risk increased from 32.4-percent-in 2002 to 34.9 -percent in -2003. There were no
changes between 2002 and 2003 in the percentages of youths perceiving a great risk
associated with using cigarettes, alcohol, cocaine, heroin, and LSD.

« - The7p'ercentage;ofvouths reporting that itwould be easy;toobtain marijuanadecljned
f slightly beffveeh2002 and 20037 iYom-55X>;tc The percentage of youths
reporting that LSD would be easy to obtain also decreased between 2002 and 2003, from

19.4 to 17.6 percent.

. Most youths (89:4’percehtTrsporfed that their parent would steongltf:disaf”
trying,
nnthe
,, somew
.percentused-m; .ijjuana.



6. Youth Prevention-Related M easures

, The National Survey on Drug Use and Health (NSDUH) includesan ctftefisiVe SiitsSfl
questions about risk and protective factors directed at youths aged 12 to 17. Risk factors include
thoseTh3TvI3ffaTcK™ertsf1”'br social environments associated with an increased likelihood of
sfti$SfSfI8EB58v while protective factors are related to a decreased likelihood of substance use.
These factors derive from circumstances, influences, and perceptions at many levels, such as the
individual, peer, family, school, and community levels (Hawkins. Catalano, & Miller, 1992).

Perceptions of Risk. Youths were asked how much they thought people risk harming
themselves physically and in other ways when they use various substances. Response choices in
the survey were “great risk,” *moderate risk," "slight risk," or *no risk." The percentage of
veuths aged 12 to 17 indicating that smoking marijuana once a month was a gre‘afris'k increased
from 32.4 percent in 2002 f<v34."*perceht m'2003:>There were no statistically significant changes
between 2002 and 2003 in the percentages of youths aged 12 to 17 perceiving a great risk in
using cigarettes, alcohol, cocaine, heroin, and LSD (Figure 9).

Figure 9. Perceived Great Risk of Use of
Selected Illicit Drugs among Youths Aged 12 to
17: 2002 and 2003

m2002
E20C3

-
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Smoke Use Cocaine  Try Heroin  Try LSD Once
Marijuana Once Once a Month  Once or Twice ~ or Twice
a Month
Note: Statistically significant differences (at 0.05 level) between 2002 and 2003 are denoted by"



Availability. In 2003, approximately one in six youths (16.1 percent) reported that he or
she had been approached by someone selling drugs in the past month. This was about the same
percentage as in 2002 (16.7 percent). The percentage of youths reporting that it would be easy to
obtain marijuana declined slightly between 2002 and 2003, from 55.0 to 53.6 percent. The
percentage of youths reporting that LSD would be easy to obtain also decreased, from 19.4 to

17.6 percent.

Parental Disapproval of Substance Use. In2003, youths who perceived that their parents,
Awould "strongly disapprove™ of their use of substances were much less likely to use those
substances than youths who perceived that their parents would only “somewhat disapprove" or
"neither approve nor disapprove." Among youths in 2003 who perceived that their parents would
strongly disapprove of their trying marijuana or hashish once or twice, 5.4 percent used
marijuana in the past month, while among youths whose parents would not strongly disapprove.
28Jipercent used marijuana in the past month.

The majority of youths in 2003 indicated that their parents would strongly disapprove if
they used marijuana once or twice (89.4 percent) or if they used marijuana once a month or more
(92.2 percent). Most youths also indicated that their parents would strongly disapprove if they
were to smoke one or more packs of cigarettes per day (89.8 percent) or have one or two alcohol
drinks nearly every day (88.5 percent). These rates of perceived parental disapproval were all

similar to the rates in 2002.

Delinquent Behavior. In 2003, youths were asked if they had engaged in the following
delinquent behaviors during the past year: gotten into a serious fight at school or w'ork,
participated in a group-on-group fight, attacked someone with the intent to seriously hurt him or
her. carried a handgun, sold illegal drugs, or stolen or tried to steal something worth S50 or more.
Youths who had engaged in these behaviors were more likely to have used illicit drugs in the
past month than other youths. Both the percentage of youths reporting that they had gotten into a
serious fight at school or work and the percentage participating in a group-against-group fight in
the past year increased between 2002 and 2003 from 20.6 to 23.8 percent and from 15.9 to 18.1
percent, respectively. The percentage selling illegal drugs in the past year decreased from 4.4
percent in 2002 to 3.6 percent in 2003. In 2003, 3.6 percent of youths indicated they had carried
a handgun in the past year. 4.5 percent had stolen (or tried to steal) something worth more than
$50. and 8.3 percent had attacked someone with the intent to seriously harm him or her; these
percentages were similar to those in 2002.

Exposure to Prevention Messages. In 2003, over half of all youths aged 12 to 17 (58.9
percent) indicated that they had talked w'ith at least one parent in the past year about the dangers
of tobacco, alcohol, or drug use. A majority of youths (83.6 percent) reported having seen or
heard alcohol or drug prevention messages outside of school in the past year, and 78.1 percent of
youths enrolled in school during the past 12 months reported having seen or heard drug or
alcohol prevention messages in school. These percentages were all similar to the percentages in

2002.
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Committee on Substance Ahuse and Committee or. Adolescence

Legalization of Marijuana: Potential Impact on Youth

ABSTRACT. As experts ir. the health care of children
and adolescents, pediatricians may be called on to advise
legislators concerning the potential impact of changes in
the IePaI status of marijuana or adolescents. Parents, too,
may look to pediatricians for advice as they consider
whether to support state-level initiatives that propose to
legalize the use of marijuana for medical purposes or to
decriminalize possession of small amounts of marijuana.
This policy statement provides the position of the Amer-
ican Academy of Pediatrics on the issue of marijuana
legalization, and the accomFanylng technical report
(available online) reviews what is currently known abovt
the relationship between adolescents' use of marlﬁuana
and its legal status to better understand how change
might influence the deg_ree_of marijuana use b%/ adoles-
cents in the future. Pediatrics 2004;113:1825-1626; man-
iuana, legalization, substance abuse, decriminalization.

INTRODUCTION
ubstzrtce abuse by adolescents is an ongoing
concern of pediatricians. Marijuana is the illicit
substance most commonly abused by adoles-

APcents.1.Any change in the legal status of marijuana,

even if limited to adults, could affect the prevalence
of use among adolescents.1For example, tobacco and
alcohol products, both legal for adults 18 and 21
years of age, respectively, are the psychoactive sub-
stances most widely abused by adolescents.
Marijuana currently is dass’ified by the L'5 Drug
Enforcement Agency as a schedule | drug, which
means that it has a high, potential for abuse, has no
currently accepted medical use in the United States,
and lacks accepted safety for use under supervision
by a physician. Rigorous srientific research to deter-
mine whether marijuana, especially cannabinoids,
has any potential therapeutic effect is iust beginning.
In contrast, the significant neuropharmacologic, cog-
nitive, behavioral, and somatic consequences of
acute and long-term marijuana use are well known
and indude negative effects or. short-term memory,
concentration, attention span, motivation, and prob-
lem solving, which, dearly interfere with learning;
adverse effects on coordination, judgment, reaction
time, and tracking ability, which contribute substan-
tially to unintentional deaths and injuries among
adolescents (especially those associated with motor
vehides); and negative health effects with, repeated
use similar to effects seen with smoking tobacco.3
More information, induding historical perspec-

AMrSDLATRICS (ISSN 0031 4005). Copyright C 20W by th« American Acad-

emy o! Pediatrics.

tives on the legal status of marijuana as well as
concerns surrounding medicinal use of marijuana, is
available in the accompanying technical report
(available online).1

RECOMMENDATIONS

1. Tne Amencar. Academy of Pediatrics opposes the
legalization of marijuana.

2. The .American Academy of Pediatrics supports
rigorous sdentiric research regarding the use of
cannabinoids for the relief of symptoms not cur-
rently ameliorated by existing legal drug
formulations.
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Legalization of Marijuana:

ABSTRACT. This technics] report provides historical
persFectlves and comparisons of various approaches to
the legal status of marlg]ua_na to aid in forming public
policy. Information on the impact that decriminalization
and I%ga_llzatlon of marijuana could have on adolescents,
in addition to concerns surrounding medicinal use of
marijuana, are also addressed in this report Recommen-
dations are_included in the accompanylnlg policy
statement Pediatrics 2004:113:e632-663S.” URL: h ‘tp:
[ v,-wv,\pediatrics.org/cgiicontent/fulL'113/6/e632; mari-

juana. legalization, substance abuse, decriminalization.

ABBREVIATIONS. AAP. American Academy of Pediatrics. 10M.
Institute of M ediane-

BACXGROUND

0 ver the last 40 years, the legal status of mar-
jjuar.a has beer, debated vigorously. Propo-
nents of policies that would permit individ-

possession of small amounts of marijuana argue

it is a safe drug and that criminal sanctions
against personal use and possession represent at
worst excessively harsh and at best unnecessary pen-
alties. Echoing these sentiments, editors of TreLsncal
have concluded that "cannabis per se is not a hazard
to sorietv but driving it further underground may
well be.": Advocates for legalization also point out
that the morbidity, mortality’, and economic costs to
society associated with alcohol and tobacco use in
the United States dwarf those associated with, mari-
juana use.

Those opposing liberalization of current laws
counter that marijuana is not a benign drug, espe-
cialiv in light of new psychopharxnacologic informa-
tion demonstrating that marijuana shares many fea-
tures with other illicit drugs. They also contend that
legalization or decriminalization of personal use of
marijuana likely would trigger a substantial increase
in use, with foreseeable increases in the social, eco-
nomic, and health costs.

Most recently, the debate has focused or. the med-
ical use of marijuana (that is, the use of smoked
marijuana to treat a variety of medical conditions).
Eight states (Alaska, Arizona, California, Colorado,
Maine, Nevada, Oregon, and Washington) have

Tre puidance in this repor. does not indicate in exclusive course oi treat-
menl"or serve is <ittnaard of megics! cere Venations, telang into accoun:

ndividual circumstances, may be appropriate.
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Potential Impact on Youth

passed ballot Initiatives that provide for medical use
of marijuana under certam circumstances; one other
state (Hawaii) has enacted state legislation permit-
ting medical marvuana user Tne federal government
has opposed vigorously any efforts to permit physi-
cians to prescribe marijuana for medical purposes, an
approach, characterized by the former editor of the
New England Joumal cf Medicne as "misguided,
heavy-handed, and inhumane."3

Controversy regarding marijuana is not limited to
the United States. Australia has decriirunalizeti the
ust of marijuana in some territories, and Canada* as
well as Switzerland and other European countriesd
are reconsidering their approach to marijuana. How-
ever, the most widely publicized approach, to regu-
lation of marijuana is that of The Netherlands. Under
a complex system of "law-on-the-books" and "law-
in-action," Dutch law permitsﬁpersonal use of mari-
juana but outlaws possession.

Pediatricians, too, are not of one mind in their
views regarding the legal status of mariiuana. Ir. a
periodic survey of fellows of the American Academy
of Pediatrics (.AAP) conducted ir. 1995/ only a mi-
nority (18%) favored legalization, and 26% believed
that possession or sale should be a felony’; 31% felt
that marijuana should be available by prescription
for medical purposes tc a certain class of patients,
and 24% believed that marijuana should remain ille-
gal but penalties forJ)ersonaI possession should be
reduced or eliminated.

Since the periodic survey was conducted, much,
more has been learned about the psychophannaco-
logic properties of mariiuana. Scientists have dem-
onstrated that the emotional stress caused by with-
drawal from marijuana is linked to corticotropin-
releasing factor, the same brain chemical that has
been linked to anxiety and stress during opiate, al-
cohol, and cocaine withdrawal 6 Others report that
tetrahydrocannabinol, the active ingredient in mari-
juana, stimulates release of dopamine in the me-
solimbic area of the brain, the same neurochemical
process that reinforces dependence on other addic-
tive drugs9 Current scientific information about
marijuana has been summarized in the .AAP policy
statement "Marijuana: A Continuing Concern for Pe-
diatricians."10Some of the significant neuropharma-
cologic, cognitive, behavioral, and somatic conse-
quences of acute and long-term marijuana use are
well known and include negative effects on short-
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term memory, concentration attention span, motiva-
tion, and problem solving, which dearly Interfere
with learning; adverse effects on coordination Judg-
ment, reaction time, and tracking ability, which con-
tribute substantially to unintentional deaths and in-

~curies among adolescents (especially those associated

ith motor vehides); and negative health effects
with repeated use similar to effects seen with smok-
ing tobacco. Three recent studies11-1* demonstrate an
association between mariiuana use and the subse-
quent development of mental health problems; how-
ever, a small study of 56 monozygotic cotwins dis-
cordant for marijuana use did not find an}- such
associations. 4

DEFINITION OF TERMS

There are 3 general polity perspectives concerning
the status of mariiuana in die United States: prohibi-
tion, decriminalization, and legalization. Prohibition
describes current federal policy toward marltjuana
use, which seeks to minimize or prevent use of mar-
ijjuana with strong legal sanctions and aggressive
interdiction of supp(ljy_routes. Decriminalization and
depenalization (used interchangeably ir. this report)
refer to the elimination, reduction, and/or nonen-
forcement of penalties for the sale, purchase, or pos-
session of marHuan_a although such activities remain
illegal. Under decriminalization, penalties for use or
distribution are at least possible theoretically, and
advertising would be banned. Leqahzanon, one step
beyond decriminalization, would fundamentally
change the status of marijuana in society. It is an
ficknowledgment that the government has no funda-

ental interest in an individual's use of a drug,
Ithough it may still seek to regulate its sale, distri-
bution, use, and advertisement to safeqguard the pub-
lic's health. Such is the case with alcohol and tobacco.
Of the 3 approaches, only the prohibitionist ap-
proach has reducing or limiting drag use as its ex-
plicit goal.

HISTORICAL PERSPECTIVES ON DRUG POLICIES
IN THE UNITED STATES

Important perspectives on how* changing the sta-
tus of marijuana could affect use by adolescents can
be gleaned from an examination of this country's
experience with drugs over tine last 200 years. During
the 19th century, opiate drugs were legal and widely
available. Oi)lum use was common, especially
among middle-class white women.1s Use of mor-
phine also was extensive, and heroin was marketed
as a "sedative for coughs.” Cocaine, which routinely
wtes added to patent medicines and beverages, also
was legal; it was prized for its local anesthetic effect
and its ability to counteract the effects of morphine.
The national opiate addiction rate increased from
0.72 per 1000 in 1840 to 4.59 per 1000 in the 1890,
thereafter beginning a sustained decline.16p 2L

Another wave of drug use began in the_ mid-1960s
as enforcement of marijuana laws by police became
lax and adolescent and layperson perceptions of the
MMerisk of regular use declined. Officials rrom the US

Enforcement Agency expressed the view that
the Tight against marijuana detracted from the more

important work of combating heroin use.14 1741
Drug incarcerations per 1000 arrests began to drop in
1960 and remained low through 1979. The Carter
administration  (1977-1981) proposed removin
criminal sanctions for possessing small amounts o
mariiuana.U(P1/Si In_ 1975, 6% of nigh school seniors
reported using mariiuana daily during the previous
30 days. By 1978, the same ¥ear during mmwAich per-
ceived risk of regular use of marijuana reaches its
low'est point ever, 10.7% of high school seniors re-
ported using the drug daily.17

Drug use in .America tends to follow cycles, often
WHith one generation having to relearn the experi-
ences of previous ones. Ninety- years after the first
cocaine epidemic, cocaine use began to increase ir.
the 1970s and escalated substantially from 1980 to
19%. Because it had been so long since the previous
epidemic, cocaine was perceived to be asaie drug. In
a*chapter on cocaine in the 1980 edition of a promi-
nent textbook of psychiatry, the authors wrote: "If it
is used no more than two or three times a week,
cocaine creates no serious problems,*18 In 1977,10%
of 18- to 25-vear-olds had used cocaine; that propor-
tion doubled to 20% ir. 1979. By 1985, one third or 15-
to 25-vear-olds had used cocaine, as had 17.3% of
12th graders.15 OnIP]/ with subsequent widespread
pubI|C|t¥ about the health risks and addictive prop-
erties of cocaine and the epidemic of crack cocaine
did cocaine use among young people begin tc wane.

US AND INTERNATIONAL EXPERIENCES WITH
.MARIJUANA LEGALIZATION AND
DEPENALIZATION

Because to our knowledge no country' has com-
pletely legalized the saie, possession, and aJve: using
of marijuana, there are no studies that examine the
effect of legalization on marltjuana use hy young
people. Hence, we examine daf2 on adolescents' use
of marijuana in states and countries that have, to a
greater or lesser extent, decriminalized use and pos-
session of this drug. o

Analyzing data from the annual Monitoring the
Future survey, Johnston et alzs concluded that de-
criminalization of marijuana in a number of states
from 1975 to 1980 ai)_pare;]t(l]y had nc effect on high
school students' beliefs attitudes about mari-
juana or on their use of the drug during those years.
In contrast, Chaioupka et al,Z analyzing data from
the 1992-1994 Monitoring the Future surveys, found
that "youths living in decriminalized states are sig-
nificantly more likely to report currently using mar-
jjuana and may consume more frequently."

_There are several possible explanations for these
disparate findings. .Although the study by Johnston
et al did not find any effect of decriminalization,
baseline marijuana use was higher in states that
changed their law's compared with, states that did
not, although the subsequent rate of increase in all
states was the same, It is possible that the lugner
baseline rates of use ir. the states that decriminalized
marijuana use may have reflected a more lax or
tolerant approach to mariiuana use before decrimi-
nalization. Hence, decriminalization would not have
resulted in any significant lessening of enforcement,
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