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ABSTRACT

In conjunction with six Maryland telephone crisis hotlines, the Center for Substance
Abuse Research (CESAR) has developed the Maryland Automated Hotline Reporting System
(MAHRS). Data collected through MAHRS provide a new indicator of substance use and the
need for treatment across the state.

Working with hotline staff, CESAR developed a scannable telephone log form that
met the data collection needs of each hotline and CESAR. In return, the hotlines agreed to
ask several drug-related questions of all callers who mention alcohol or drugs as a problem.
Completed forms are sent to CESAR each month for opticzl scanning and analysis, and
CESAR returns an updated file to each hotline. MAHRS can generate descriptive reports
tailored to each hotline’s needs, as well as county-level and statewide data on alcohol and
drug use, frequency of specific drug mentions, patterns of injection drug use, callers’
assessment of their need for alcohol or drug treatment, and many other aspects of the data.

Based on the first five months of MAHRS data collection (March 1-July 31, 1993),
about 10% of calls to the six hotlines involve alcohol or other drugs (AOD). The monthly
number of AOD-related calls was highly stable over the period, which suggests that calls to
MAHRS hotlines are a psomising indicator of community-level drug problems. More than
half of the callers who mentioned ~Icohol and/or other drugs as a.problem reported a current
need for treatment, which lends credibility to MAHRS as a needs assessment and treatment
planning tool. One-third of the AOD-related calls resulted in referrals to addiction services.

The AOD-related problems mentioned by hotline callers are consistent with what is
known from other sources about patterns of drug use in the state. For example, the steady
increase over the period in mentions of heroin use by hotline callers in the Baltimore Metro
area 1s consistent with reports of the ready availability of low-cost, high-purity heroin in that
part of the state. A comparison of MAHRS data and data from the Substance Abuse
Management Information System, an established indicator of substance use and treatment
utilization, also indicates considerable agreement regarding the regional distribution of
substance use.

The data from the first five months of MAHRS operation provide a baseline against

which changes in drug use and need for treatment can be measured. Subsequent CESAR
reports will update MAHRS findings.
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THE MARYLAND AUTOMATED HOTLINE REPORTING SYSTEM

The Maryland Automated Hotline Reporting System (MAHRS) automates the
collection of data from calls to six telephone crisis hotlines in Maryland. Based on
information from approximately 80,000 calls to the hotlines a year, it is now possible to track
substance abuse trends that may correlate with the need for treatment among the caller
population. Data from the first five months of operation (March 1-July 31, 1993) show a
high level of stability in reported drug use, which suggests that the hotline statistics may be
sensitive to community drug-use trends. We expect that these data will be a valuable
addition to the set of substance abuse indicators monitored by the Center for Substance Abuse
Research (CESAR).

This report describes findings from the first five months of MAHRS data collection.
The research methodology is described in Appendix A. Future reports will update findings
as additional data become available.

BACKGROUND

Calls to telephone crisis hotlines are a potential source of information about substance
abuse treatment needs among the general population. In recent years, data collected from
hotlines have been used to investigate such drug-related problems as smoking (Shiffman,
1986; Shiffman and Jarvik, 1987), cocaine abuse (Roehrich, 1988), and substance abuse
trends (Gold, 1984; Washton et al., 1984). Data can typicaily be collected more quickly
through hotlines than through conventional sources, as demonstrated by the two substance
abuse hotlines that reported the crack epidemic several years before other sources (Hall,
1988). Hotline research also provides information about substance abusers who would not be
reached by traditional methods (Washton and Gold, 1987).

When CESAR began working with the six hotlines that make up MAHRS, the hotlines
were recording information about callers on paper forms and then transferring it later to a
computer for generating reports. Tiine-consuming data entry demands often resuited in
backlogs of several months, and hotline staff often had difficulty generating timely and useful
reports for internal purposes and to meet the needs of the agency or organization operating
the hotline.

Hotline counselors had earlier told CESAR staff that substance abuse problems were
discussed in many of the calls they received, so caller information appeared to be a
potentially valuable source of data on the use of alcohol and other drugs (AOD).
Unfortunately, none of the hotlines had systematic procedures for collecting AOD
information. CESAR offered to automate the hotlines’ data collection if, in return, the
hotlines would ask several AOD-related questions of any caller who mentioned alcohol or
drugs as a problem. The questions ask if the alcohol or drug user has ever injected illegal
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drugs and if the user thinks he or she needs treatment for alcohol or drug use. Also included
is an inventory of drugs that are checked off by hotline staff if mentioned by the caller.

CESAR collaborated with the hotlines over a period of months to create a scannable
data collection form (Figure 1) that accommodated the needs of the six hotlines. The forms
are filled out by hotline staff during telephone interviews and are sent once a month to
CESAR for optical scanning and analysis. CESAR has also created a customized software
application for this database that enables individual hotlines to create a variety of descriptive
reports about the calls they receive, including reports on the characteristics of callers, key
concems of callers (e.g., substance abuse, domestic violence, pregnancy, AIDS,
homelessness), outcome of calls (e.g., hang-up, client sent to emergency room), and referrals
(e.g., addiction services, legal services, other hotlines).

The AQOD questions are analyzed by CESAR to obtain information about substance
abuse trends in Maryland. Reports can be generated describing the county-level distribution
of alcohol and other drug use, number of specific drug mentions, patterns of injection drug
use, callers’ assessment of the need for alcohol or drug treatment, and many other aspects of
the data. :

FINDINGS

This section analyzes data coilected from the six MAHRS hotlines from March 1
through July 31, 1993. To ensure anonymity, each hotline is identified only by a letter of
the alphabet ("A" through "F").

MAHBRS Call Volume

The total number of calls received over the five months was 34,217. One third of the
calls (N=11,133) were from "frequent callers," people who called many times a month for
companionship rather than crisis help. As explained in Appendix A, frequent callers were
excluded from the analyses so they would not distort the results. Thus, the total number of
calls analyzed is 23,084 (Table 1). All subsequent tables are based on those 23,084 calls.
Each hotline’s call volume remained relatively stable over the five months. The total number

of calls per month across all hotlines also stayed within a narrow range, from 4,205 to 5,150.

Call volume varied across hotlines, however; one hotline received more than 7,000 calls and
two hotlines each received fewer than 2,000 calls.

Characteristics of Callers
Eighty-seven percent of MAHRS calls were from people calling to discuss their own
problems (Table 2). The remaining calls were from people calling about a third party

(someone other than themself -—— 8%), from agencies (3%), or from people calling about
themself and a third party (2%). Sixty-nine percent of the calls were from females, and
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Figure 1: MAHRS
Data Entry Form

UNIVERSITY OF MARYLAND AT COLLEGE PARK
CENTER FOR SUBSTANCE ABUSE RESEARCH

MARYLAND HOTLINE DATA ENTRY FORM

- ; i [TCALL i f GENCER TCLIENT |
“o. pay | ym | mME | LEngTui AGE } HOTLINE ] ot e B
T A : D Pz '
! B S | E | 1! i = ramae cd !
Zwan QD@ SNl Do DD @@ DGR | FORM D@
T DD Cw ’GDC DCH O @@l DLce I QveH DO
= D@ Cxzr o S2DC RS fele) DFCH | Q@ ~cane D
Zhor D@ 7 Caesi o erler]e fole) DMC ! 3 Susiness [ 1e]]
Yy DO@ | Cu, SIG POE @D | @re | Dswater DI
Zan s DGO 0 THio; CSCE] l@ (O S LLDws @ Frzne Frend DA !
T, OOD D Csel o, @ 3 DG DA - 2 !
Sl DO@D | Cw L O OCC!  {@©C| | SPECIAL CLENT i oo |
TS, D@@ | Cm 0 @ QD lololo @Al @CMH & Frequent [ DD
TCu _MERE - DY DOD RO1O)] @ Renan. Clients & MPD DD
Z Nov D Cemmon '
T Tec
: . i
CUNTY T Caivent 19 Corenaster D Kem D St Marvs @ Unknown CALLER i
D Anne Arunaet - T® Carcline @ Frazanck a Montgemery, 2D Tabat QP Cthen i © Seit }
2 Alleganv 3 Carrall @ Garrant @PG, @D Wasnington Soecirv: ! 3ra Pany!
D Bat.Civ D Cacit I Harer @@ QueenAnne & Wicomico i D Agency
D Bai. 2C 9 Chanes 9 Hewarg @ Somerset & Warcester ——
ISSUES ID Aduit Motestea As A Child 2 ien, Famuy Issues @ HeusingyHometessnass

.. 3 Chila Sexuai Assauit

“ark all that apply)

3 AlconolDrugs
iilt out enuire drug box beiow)

3D Crug Cealer

D Cther Acaictions

D Eaung Cisoraers

&) Comestc Violence

B Batterars

7D Sexual AssauRace

W Child Sexual Abuse ’

3D Aauit AcusesNeglect
@ Chiia AbusarNegiect

+ TP Sexua issues

JD Sexuat Minonues
& Pragnancy

. @AIDS

I Sexuauv Transmittea Disease
@ Physical Heaith Concem
1 SeparaucrviDivorce

;. 3D Parenung Issues

2D Runawav/Threwaway

ey

2 Laten Key Concems

2D Social Parsonai Rerat.
23 Menrat Heaith Concemns
2D Psycnotogical Crisis

D Maruat Slress

2 Dauly Stressars

2D EmotovmenvScnoot

D Financial Stress

D Lagai Cancerns

@ Suiciae 1acuve atemot)
@ Suicige Ideauon

@ Susvivar tfamity mem.)
D kemiciae

D CeanvOving

3D Rengious/Cunt Issuas
@ Szrvica tnquirvy

CLIENT REFERRED TO:

DISPOSITION
(Marx all that aoply)

@ Intervennon senyower agency
€D Intarvennon sanvin-house

T Ciiant 10 waik-1n

@ Cther agencwoerson called
) CMH contacrea

@ RenaD, agency cantacted

{Mari all that apply)

@) Hang-up
| USER: DSeif @3roPav  DBomn | O CverdoseyWithcraward, @ Gen. Closureno further neio
DRUGS IDENTIFIED BY CALLER: (Marx ail that aopwv) @ Cilent witi cail back
@ Alconot @ Other omates * @ Hotlina to ) follow-up
D Cigarentes @ Innaants @3 Client 10 &.8.
D Cther tooacco @LSD @ Client aaclined services
2D Cocaine (powaern) @3 MananasHasnisn
33 Cracx (smokaote) @ Memacone
39 Darvon O PC?
‘D Designer Orugs @ Quaaiuces @ Mantal Heaith Sannces
2P Downers D Tranaumzers @ Addicnons trearment
3P Heroin @ Ucpers .@ Shelterin-house
1D Cther: Speciiv: (® Other sneiters
_@0ss

ASK: Has this person ever injected illega) drugs?

@ Yes

@ No

@ Clentrarusea @ Cillent doesn't know

@ Own theraoist
. (@ Private therapist
@ Seif-heip grouns

@D Cwn support sysiems
2D Comestic violenca

@ Sexuat assauit

D Heaith sarvices

2D Lagal services

@ ADSCTS

@ Rescue services

& Law Enfercement

ASK: Oces this person 1y ng (D Yes. arug and.alcenol | @D Other Homstess services @D Youtn servicss
{hnk that s/he now @ Yes. arug oniv 3 Chant retusea D Other nonine @ Protecuve services
gmz:rgf;"xgxu‘:’:? @ Yes, aiccnotonly 3 Ciient doesn't know & Other helping agency B Semior Cilizens services
i£3 Cther casis sarvicas ‘D Scnool services
* CLIENYT REFERRED BY: g&gfg_hé NEEDING ggﬁiﬁrf SHELTER o Persons| | [ooumemon
) SELF @ Cther P, e ) |_IN FAMILY” i
D Friena @Q Aehgious  Formai Eviction @ Sheiter Full I | i l l | '
. I Emoloyer @ Palice @ Inrormal Evction @ inappronate [.__] L—T
D Famivmem. (D Cther county & Transtent ey @@ OIOIOTO)
relauve @ Non-county @ Ccmesuc Violence i, PG l @l DODD
D Schoois source @ Famuv Conrlict HOMELESS: ¢ SHELTER D DODD
B 0SS I Pubiic listng 3@ Instunona Discnarge : / L6 ;@ ©lolo]
P Cther SBovt. 33 Other 2 Situatonar D VYes ! QPGH | D) @QOD o]
Scecirv: f @ cter D No | % sc | o @ % % %{
f @FCo olo) @
TRACED COMPL | SEAVICE TYPE | RACZ |l @FEs . @Ol oo
Z Yes @ Yas (@ Counseting 2 Waik-in DAL Amer,. @ Hisnan.l L. ! DD @ QO
'.?, No @ No ] D Curreacn | @ Caucasion D Cther l QDG OIOIO]O)]
@ Fotlow-up D Imaks i

CcocccococcococcccococCTCcooce
31 EASE DO NOT WRITE IN THIS AREA

(O%)




Figure 1 (cont)
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although the median age was 30, almost one third of the calls were from persons under age
20 or over age 44,

Table 1: Monthly Number of Calls to Hotlines

Hotline

Month

(1993) A B C D E F Total
March 1,580 564 411 1,004 1,255 336 5,150
April 1,408 469 371 884 954 319 4,405
May 1,345 426 340 861 878 355 4,205
June 1,484 409 334 948 1,015 346 4,536
Tuly 1,447 512 403 1,090 1,049 287 4,788
Total 7,264 2,380 1,859 4,787 5,151 1,643 | 23,084

NOTE: Excludes 11,133 calls from frequent callers.

Table 2: Characteristics of Hotline Callers
(N=23,084 calls in 5 months)

Caller Self 87%
Third Party 8
Agency 3
Self & Third Party 2
100%
Gender Female 69 %
Age < 20 years 18%
20-29 24
30-44 ‘g
4 -t
= 45 100%
Median = 30
Hotline Called A 32%
B 10
C 8
D 21
E 22
F 7
100%

MNOTE: Calls from an agency or a third party are excluded from age and gender
statistics.




AOD-related Calls to Hotlines

Of the 39 issues listed on the data collection form (Figure 1), up to 4 issues are
recorded by hotline counselors for each call (average = 1.7). Issues that were mentioned
more frequently than alcohol and drugs were social and personal relationships (20%), mental
health concerns (15 %), daily stressors (13%), housing and homelessness (13%), and general
family issues (12%).

Alcohol use and drug use were mentioned in 2,353 (10%) of the 23,084 calls included
in the analysis (Table 3). The remainder of this report focuses on those 2,353 calls. The
total number of AOD-related calls was stable from month {0 month, ranging from 445 to
504. However, the number of AOD-related calls to individual hotlines ranged widely (e.g.,
Hotline B received 66 AOD calls in March and 30 in May; Hotline D received 39 AOD calls
in March and 20 in April).

Table 3: Monthly AOD-related Calls to Hotlines
(N=2,353 calls with AOD mentions in 5§ months)

Hotline

Month

(1993) A B C D E F Total
March 208 66 29 39 67 95 504
April 158 58 45 20 57 107 445
May 155 30 37 21 61 151 455
June 163 36 34 28 81 133 475
July 171 40 49 37 66 111 474
Total 855 230 194 145 332 597 2,353

AOD and Non-AQOD Calls, by County

Most of the AOD-related calls came from just five jurisdictions — St. Mary’s County
(555), Baltimore City (349), Prince George's County (295), Baltimore County (178), and
Frederick County (157). (See Table 4.) Fifteen of the remaining 19 counties received fewer
than 50 AOD-related calls during the five-menth period. As might be expected, the six
counties in which the MAHRS hotlines are located (Table 4) had six of the seven highest
total call volumes. The seventh is Baltimore City, which had a high call volume but is not
the site of a MAHRS hotline.




i Table 4: AOD and Non-AOD Calls, by County
(N=23,084 calls in 5 months)
Calls With
i No Calls With
AOD AQD
~ County* Mention Mention  Total Calls
Anne Arundel 335 42 377
_ Allegany 23 5 28
Baltimore City 1,751 349 2,100
' Baltimore County 1,058 178 1,236
5 Calvert 80 18 98
'd Caroline 16 3 19
Carroll 68 27 95
Cecil 157 9 166
Charles 21 7 28
Dorchester 51 3 54
Frederick* 1,417 157 1,574
Garrett 36 7 43
Harford 99 8 107
Howard* 1,599 133 1,732
Kent 10 l 11
Montgomery* 2,817 102 2,919
Prince George’s* 4,130 295 4,425
Queen Anne’s 12 1 13
Somerset 120 15 135
St. Mary’s* 925 555 1,480
Talbot 37 2 39
Washington 129 16 145
Wicomico* 1,162 115 1,277
Worcester 320 58 378
Out of State 744 31 775
Unknown 3,614 216 3,830
Total 20,731 2,353 23,084

*Counties in which the hotlines are located.

Population and Call Volume, by Region

Because the number of calls to many counties was small, we aggregated counties into
regions for the analysis (Figure 2). Assignment was based on the Maryland Adolescent
Survey (MAS) regional divisions, as follows: Western Maryland (Allegany, Frederick,
Garrett, and Washington counties), Southern Maryland (Calvert, Charles, and St. Mary’s
counties), Lower Shore (Dorchester, Somerset, Wicomico, and Worcester cotinties),
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Figure 2: Map of MAHRS Regions
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Baltimore Metro (Baltimore City and Anne Arundel, Baltimore, Carroll, Harford, and
Howard counties), DC Metro (Montgomery and Prince George’s counties), and Upper Shore
(Caroline, Cecil, Kent, Queen Anne’s, and Talbot counties).

Callers from the Upper Shore placed only 1.3% of total calls (and only 16 calls with
AOD mentions) during the period (Table 5), so drawing meaningful conclusions about
alcohol and other drug trends in the Upper Shore region is difficult. To simplify the
presentation of regional results, in subsequent tables we combined calls from the Upper Shore
and Out of State regions into an "Other" category.

Table 5: Percent of Population and
Call Volume of MAHRS Regions

% of State % of Total
Population Calls
Region® (N=4,781,468) (N=19,254)°
Baltimore Metro 49.1% 29.3%
DC Metro 31.1 38.1
Western Maryland 7.8 9.3
Southern Maryland 4.8 8.3
Upper Shore 3.8 1.3
Lower Shore 3.4 9.6
Cut of State 0.0 4.0
100.0% 100.0%

*Western Maryland = Allegany, Frederick, Garrett, and Washington counties;
Southern Maryland = Calvert, Charles, and St. Mary’s counties; Lower Shore =
Dorchester, Somerset, Wicomico, and Worcester counties; Baltimore Metro =
Baltimore City and Anne Arundel, Baltimore, Carroll, Harford, and Howard
counties; DC Metro = Montgomery and Prince George's counties; Upper

Shore = Caroline, Cecil, Kent, Queen Anne’s, and Talbot counties.

Excludes calls from "Unknown" category (3,830), which reduces the total
number of calls from 23,084 to 19,254,

The DC Metro and Baltimore Metro regions generated the greatest percentage of calls
(70%), but they also have the largest population by far (80% of state population). In
addition, three of the hotlines are in the DC Metro and Baltimore Metro regions, and a fourth
is nearby in the Western Maryland region. The Lower Shore region had a higher percentage
of AOD-related callers than expected (10%), given that the region has only 3% of the state’s
population. In general, the percentage of calls from a region was roughly equivalent to the
region’s share of the state’s population.




Drugs Used, Ever Injected, and Need for Treatment*

From March through July, 10.2% of calls included AOD-related mentions; the range
was 9.8% to 10.8% (Table 6). Except for heroin mentions, which rose steadily from 0.4%
to 0.9%, mentions of specific drugs were stable over the period. (Figure B-1 in Appendix B
displays the absolute number of AOD-related calls each month by type of drug mentioned.)
Reports of injecting illegal drugs were made in 1.1% of calls. Self-reported need for
treatment was relatively steady in two categories: an average of 2.1% of callers reported a
need for alcohol treatment and an average of 1.1% reported a need for both alcohol and drug
treatment. However, the rate of callers reporting a need for drug treatment alone increased
steadily from 1.4% to 2.5% over the period.

Calls from agencies, which make up 3% of total calls, are excluded from drug
injection and treatment statistics. These calls represent agencies contacting hotlines on behalf
of a client, to inquire about hotline services, or to tell hotlines about their services. Agency
calls frequently do not provide information on the history of a specific client, so they are
excluded from injection and treatment statistics.

AOD Mentions per 100 AOD Calls, by Region and Month

Some of the data presented so far could be misleading because of changes in the
number of calls to hotlines from month to month. To control for this potential bias, Table 7
focuses on the rate at which specific drugs were mentioned in each region. It is a useful
table for examining changes in alcohol and drug use calis over time. The "total" column is
the only column not based on rates; it is included so the reader can set the absolute number
of AOD mentions per region per month. Table B-1 (see Appendix B) provides the absolute
number of mentions per region per month for each drug.

A noteworthy trend evident in Table 7 is the steady increase in total rates of crack,
marijuana, and heroin mentions over the period. Rates of crack mentions increased in four
of six regions (Southern Maryland, Lower Shore, DC Metro, and Other), rates of marijuana
mentions increased in three regions (Southern Maryland, Lower Shore, and Baltimore
Metro), and rates of heroin mentions increased in three regions (Western Maryland,
Baltimore Metro, and DC Metro). It is possible that these increases are linked to increases
in drug box completion rates (see Appendix A). However, given that rates of alcohol and
cocaine mentions did not increase consistently in any region, despite the high number of
mentions in both categories, the increased rates of other drug mentions are not explainable by
increased drug box completion rates alone.

* The validity of AOD data relies on consistent completion of AOD-related items on the
hotline log form. Completion rates rose steadily throughout the five months covered by this
report, due to more consistent reporting by hotline counselors. Appendix A provides a
discussion of this issue.
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Table 6: Percent of Calls per Month with AOD Mentions, Self-reported History of
Injecting Illegal Drugs, and Self-reported Need for Treatment
(N=23,084 calls in 5 months)

March April May June July Total
(N=5,150) (N=4,405) (N=4,205) (N=4,536) (N=4,788) (N=23,084)

Any AOD Mention 9.8% 10.1% 10.8% 10.5% 9.9% 10.2%
Alcohol 6.6% 6.9% 6.5% 6.8% 5.8% 6.5%
Cocaine 2.1 1.7 2.3 2.0 1.9 2.0
Crack 1.5 1.7 2.0 2.0 1.9 1.8
Marijuana 1.1 1.2 1.4 1.3 1.4 1.3
Heroin 0.4 0.5 0.8 0.7 0.9 0.6
Other 1.7 1.3 2.3 2.0 2.2 1.9
Ever Injected* 1.0% 1.0% 1.3% 1.3% 1.1% 1.1%
Need Treatment®
Alcohol 1.8% 2.3% 2.4% 2.3% 1.7% 2.1%
Drug 1.4 1.6 2.0 2.1 2.5 1.9
Alcohol & Drug 1.1 0.8 1.2 1.2 1.3 1.1
Nome  _95.7 95.3 94.5 94.4 94.6 94.9
100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

NOTE: Calls from agencies are excluded from injection and treatment statistics.
*Excludes "doesn’t know" and "refused” to answer.

Table 7 shows that alcohol was mentioned in all regions far more frequently than any
other substance. (See also Figure B-2 in Appendix B.) The highest rates of heroin and
cocaine mentions were in the Baltimore Metro region; crack mentions were more widely
distributed.

Comparison of AOD and Non-AOD Callers

Sixty-nine percent of the total calls to the hotlines were from females, but oniy 47%
of calls with AOD mentions were from females (Table 8). Thus, calls from women were
less likely to involve AOD mentions than calls from men. The median age of both groups
was 30, but only 8% of AOD calls were from the youngest group (less than 20 years old)
compared to 18% of non-AOD calls. Hotlines D and E received a lower percentage of AOD
calls than non-AQOD calls, but Hotline F, which is affiliated with a drug treatment center,
received 26% of AOD calls and only 5% of non-AOD calls. Calls from Southern Maryland
showed the opposite pattern; they accounted for 6% of the calls without AOD mentions but
27% of calls with AOD mentions. Finally, callers from the DC Metro region made 40% of
the calls without AOD mentions but 19% of calls with AOD mentions. Eighty percent of
AQD calls came from three regions — Baltimore Metro, DC Metro, and Southern Maryland.
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Table 7. AOD Mentions per 100 AOD-related Calls and Total Drug Menlions, by Region and Month
(N=2,353 calls with AOD mentions in 5 months)
Absolute
Region® Month  Alcohol Cocaine Crack Marijuana Cigarettes Heroin LSD  PCP  Other | No. of
AQD
Mentions®
Western March 59 6 9 25 3 6 0 0 13 32
Maryland April 79 5 5 i5 3 0 5 0 13 39
May 74 18 8 13 8 3 3 0 16 38
June 5 14 18 39 14 4 7 0 14 28
July 63 8 10 23 15 10 0 2 6 48
Southern March 59 18 18 5 I 2 | 4 4 92
Maryland April 69 19 27 8 3 1 1 1 5 104
May 62 23 23 13 4 5 3 3 8 i46
June 71 14 19 15 3 6 3 2 6 129
July 73 20 28 12 5 2 4 4 6 109
Lower March 86 10 18 12 4 0 0 0 10 50
Shore April 76 10 16 i4 4 2 0 0 4 31
May " 4 25 21 4 0 4 0 21 24
June 45 16 35 3 3 0 0 0 3 31
July 66 9 3i 49 3 3 3 0 9 35
Baltimore March 64 32 13 8 7 9 2 2 8 180
Metro April 63 24 1 10 3 11 1 1 9 143
) May 46 27 14 11 4 i5 2 5 9 122
June 57 28 13 7 6 12 0 1 9 138
July 417 25 10 15 5 16 2 3 14 154
DC Metro March 60 17 18 11 6 1 1 0 7 83
April 55 10 14 14 6 I 3 0 § 71 .
May 58 12 18 17 8 8 2 3 20 65
June 68 20 23 14 24 4 2 2 19 95
July 51 19 24 13! 14 7 1 4 23 83
Other March 79 7 1 14 0 0 0 0 7 14
April 60 20 10 20 0 0 10 10 20 10
May 80 40 0 0 0 0 0 0 0 5
June 75 13 13 13 13 0 0 13 0 8
July 3G 0 50 10 0 0 0 0 20 10
Total March 65 22 15 10 5 5 1 2 8 451
April 66 17 16 13 4 5 2 1 8 418
May 39 21 18 13 5 8 3 3 12 400
June 65 20 19 13 10 7 2 2 10 429
July 57 19 20 15 8 9 2 3 12 439
NOTE: Rates computed by multiplying each cell of Table B-1 by 100, then dividing by the "Any AOD* value of the cell’s row in Table B-1.
*Other = Upper Shore and Out of State.
*This column reports absolute number of AOD mentions per region per month. All other columns are rates of AOD mentions per 100 AOD-
related calis.




Table 8: Characteristics of AQOD-related and Non-AQD-related Calls
(N=23,084 calls in 5 months)

Non-AOD AQD
(20,731) 2,353)
Gender Female 69% 47%
Age < 20 18 8
20-29 23 34
30 -44 46 50
= 45 13 8
100% 100%
Median 30 30
Hotline Called A 32 36
B 11 10
C 8 8
D 21 6
E 23 14
F 5 26
100% 100%
Region DC Metro 40 19
Baltimore Metro 29 34
Lower Shore 10 9
Southern Maryland 6 27
Western Maryland 9 9
Other 6 2
100% 100%

NOTE: Calls from an agency or a third party are excluded from age and gender statistics.

Characteristics of AOD Callers

Females, as noted, made 47% of the calls with AOD mentions, but they were
overrepresented (58%) among calls with heroin mentions and underrepresented (37%) among
calls with marijuana mentions (Tabie 9). The median age of 30 is consistent for almost all
groups of caliers with specific drug mentions, except for the LSD group, which was slightly
older (35). Callers in the middle age groups, ages 20-29 and 30-44, placed 84% of total
AQOD calls and from 79% to 91% of calls for each individual drug and alcohol. Callers in
the under-20 age group, who placed 8% of the AOD calls, were overrepresented among calls
with marijuana (16%), LSD (13%), and PCP (17%) mentions. Callers in the over-44 group,
who placed 8% of the calls with AOD mentions, were overrepresented among calls with
alcohol mentions (11%) and underrepresented among calls with marijuana mentions (1%). A
pattern of age-related usage is evident here: alcohol mentions were more prevalent among
older callers and marijuana mentions were more prevalent among younger callers. In
addition, PCP and LSD mentions may be more prevalent among young callers, but the small
number of total mentions makes this difficult to determine.

Thirty-four percent of calis with AOD mentions were from the Baltimore Metro
region, but Baltimore Metro was overrepresented among calls with heroin (66%) and cocaine
(48%) mentions. All other regions were underrepresented among calls with heroin mentions,
largely due to the high number of hercin mentions in Baltimore Metro. Twenty-seven
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Table 9: Demographics, Drugs Used, Ever Injected, and Need for Treatment of Callers with AOD Mentions
(N=2,353 calls with AOD mentions in 5 months)

Percent Mentioned

Alcohol Cocaine Crack Marijuana Heroin LSD PCP Any Alc/Drug
(N=1,465) (N=451) (N=405) (N=282) (N=147) (N=49) (N=43) (N=2,353)

Gender Female 42 46 46 37 58 17 33 47
Age < 20 6 7 6 16 5 i3 17 8
20-29 31 41 42 37 37 37 37 34
30 - 44 53 49 49 46 52 44 42 50
= 45 11 3 3 1 6 6 4 __ 8

100% 100% 100% 160% 100% 100% 100% 100%
Median 32 30 30 30 31 35 33 30
Region Western Maryland 10 1 5 16 7 13 2 9
Southern Maryland 29 26 36 24 14 35 37 21
Lower Shore 10 5 12 10 1 5 4] 9
Baltimore Metro 31 48 24 28 66 27 40 34
DC Metro 18 15 21 20 12 17 16 9
Other 2 1 2 2 _ 0 13 _5 2

100% 100% 100% 100% 100% 100% 100% 100%
'_3—; Ever Yes 10 28 22 14 68 15 20 13
Injected No 57 43 47 56 16 59 55 53
IHegal Refused 9 10 8 6 5 3 3 10
Drugs Doesn’'t Know 24 19 23 24 11 23 22 24

100% 100% 100% 100% 100% 100% 100% 100%
Thinks No 32 25 22 34 24 45 31 30
HelShe Yes - Drug 3 39 43 25 44 29 26 21
Needs Yes - Alcohol 35 3 2 6 2 2 2 22
Treatment Yes - Both 16 22 24 i8 24 14 34 13
Now Refused 3 3 i 2 6 0 2 2
Doesn’t Know 11 B 8 1 -6 _ 10 _5 12

100% 100% 100% 100% 100% 100% 100% 100%

NOTE: Calls from an agency or a third party are excluded from age and gender statistics.  Agency calls are also excluded from injection and treatment statistics.




percent of calls with AOD mentions were from Southern Maryland, but the region was
overrepresented among calls with LSD (35%), crack (36%), and PCP (37%) mentions. The
other regions were proportionally represented in AOD-related calls for most drugs. The
information collected on injection of illegal drugs lends validity to the data. Although only
13% of the calls with AOD mentions involved a person who had ever injected "legal drugs,
68% of the calls with heroin mentions involved a person who had injected. The next highest
group was cocaine calls, 28% of which involved a report of drug injection. The substantial
difference in injection practices between heroin calls and all other alcohol and drug calls is
consistent with the typical route of administration of heroin.

Callers with AOD mentions were asked, "Does this person think s/he now needs
treatment for alcohol or drug use?" Twenty-one percent responded "yes" for just drug
treatment, 22% for just alcohol treatment, and 13% for both alcohol and drug treatment.
Hence, more than half (56%) of calls with AOD mentions involved a person who needed
some kind of AOD treatment services. The highest rates of treatment need were associated
with heroin (70%), crack (69%), and cocaine (64 %). The lowest rates were for LSD (45%)
and marijuana (49%).

Characteristics of AOD Callers, by Need for Treatment

Fifty-one percent of callers who reported a need for drug treatment were female,
compared to only 36% of callers who reported a need for both alcohol and drug treatment
(Table 10). Callers who just wanted drug treatment were more likely to be under age 30
than callers who just wanted alcohol treatment (56% versus 30%), and the alcohol-only
group was more likely to be over age 44 than the drug-only group (13% versus 2%). Not all
hotlines and regions had equal proportions of callers who reported a need for treatment.
Callers to Hotline A placed 38% of calls with AOD mentions but only 25% of calls with
reported need for alcohol treatment. Callers from Southern Maryland placed 40% of calls
with reported need for both alcohol and drug treatment, but overall they accounted for only
28% of calls with AOD mentions. Among calls in which need for alcohol and drug
treatment was reported, 40% involved a history of injection of illegal drugs.

Callers Referred to Addiction Services

Of 2,353 calls with alcohol or drug mentions, 32% resulted in referrals to addiction
services (Table 11). Calls with crack (44%), PCP (40%), and L3D (39%) mentions were
most likely to result in referrals to addiction services, compared to 31% of calls with
marijuana mentions and 21% of calls with mentions of "other" drugs, a category that
includes cigarettes, Darvon, inhalants, downers, and several other infrequently mentioned
drugs. In 37% of calls that included mention of injection of illegal drugs, the callers were
referred to addiction services. Not surprisingly, the highest rates of referral were for calls in
which a need for treatment was reported — from 43% to 51% of these calls resulted in
referrals, depending on what kind of treatment was needed. More surprising is the finding
that only about half of these calls resulted in treatment referrals, although many of the
unreferred callers may have already been participating in drug or alcohol treatment
programs.
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Table 10: Characteristics of AOD-related Calls and Callers, by Need for Treatment
(N=2,353 calls with AOD mentions in 5 months)

Treatment Needed Now?

No Alc Only Drug Only Alc & Drug Total
{(N=612) (N=456) (N=422) (N=239) (N=1,729)*

Gender Female 54% 42% 51% 36% 47%
Age < 20 12 2 7 8 7
20 - 29 26 28 49 41 35
30 - 44 50 57 42 48 50
=45 12 13 2 3 _ 8
100 % 100% 100% 100% 100%
Median 31 33 27 30 30
Hotline A 49 25 40 29 38
B 10 13 9 9 10
C 8 8 3 5 6
D 6 5 5 3 5
E 11 16 19 13 15
F 16 33 24 41 26
100% 100 % 100% 100% 100%
Region DC Metro 16 19 23 15 19
Baltimore Metro 46 23 38 28 35
Lower Shore 9 12 8 10 9
Southern Maryland 18 35 25 40 28
Western Maryland 9 & 4 5 7
Other 2 3 2 2 2
100% 100% 100% 100% 100%
Drug Alcohol 66 % 98 % 10% 85% 63%
Mentioned® Cocaine 17 2 37 38 21
Crack 14 2 39 38 20
Marijuana 15 3 16 20 13
Heroin 5 <1 14 14 7
Ever Injected (yes) 13% 6% 31% 40% 19%

NOTE: Calls from an agency or a third party are excluded from age and gender statistics, Agency calls are also
excluded from injection and treatment statistics.

*Excludes "refused" (53 calls), "doesn’t know" (243), and "migsing” (328).

®Sums to greater than 100% because some caliers mentioned multiple drugs.
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Table 11: Referral to Addiction Services, by
Drug Mentioned, Ever Injected, and Need for Treatment
(N=2,353 calls with AOD mentions in 5 months)

Referred to Addiction Services

Alcohol or Drug Mentioned (N)

Crack (405) 44%
PCP (43) 40
LSD (49) 39
Cocaine (451) 37
iIeroin (147) 36
Alcohol (1,465) 31
Marijuana (282) 31
Other Drug (335) 21
All AOD Calls (2,353) 32

Ever Injected (N=241) 37%

Self-reported Need for

Treatment (N)* 51%
Both (239) 50
Drug (422) . 43
Alcohol (456) 15
No (612)

*Excludes "refused” (33 calls), "doesn’t know" (243), and "missing"
(328).

Comparison of MAHRS Data and SAMIS Data

The principal purpose of MAHRS is to investigate hotline calls as indicators of need
for substance abuse treatment in the caller population. One way to determine if hotline calls
are valid indicators of treatment need is to compare the MAHRS findings to an indicator of
treatment utilization, such as the Substance Abuse Management Information System (SAMIS)
indicators collected by the Alcohol and Drug Abuse Administration (ADAA). For each
person admitted to alcohoi or drug treatment in Maryland, SAMIS records up to three
substances mentioned by the client as most problematic in his or her life. If AOD-related
hotline calls are a good indicator of relative need for substance abuse treatment, MAHRS
callers can be expected to mention alcohol and other drugs in similar proportions to SAMIS
clients. If crack was mentioned in 30% of MAHRS calls with AOD mentions, for example,
one would expect a similar proportion of SAMIS clients to mention crack. Total
correspondence is not expected, because unlike MAHRS callers, SAMIS clients are currently
entering treatment, so the two populations presumably represent populations that differ to
some degree with regard to life-style, severity of drug problem, motivation to seek treatment,
and other important dimensions.
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Table 12: Comparison of SAMIS and MAHRS AOD Meations, by Drug

Alcohol Mentions Marijuana Mentions

SAMIS MAHRS

SAMIS MAHRS
(N=40,932) (N=1,332) (N=14,915) (N=263)

Western Maryland 88% 70% Western Maryland 35% 22%
Southern Maryland 87 55 Lower Shore 33 19
Lower Shore 84 71 Southern Maryland 25 1
DC Metro 71 59 Baltimore Metro 24 10
Baltimore Metro 63 56 DC Metro 22 13

Cocaine/Crack Mentions Herain Mentions

SAMIS MAHRS SAMIS MAHRS
(N=23,583) (N=1796) (N=12,294) (N=140)
Baltimore Metro 47% 36% Baltimore Metro 34% 13%
— DC Metro 31 31 DC Metro 8 4
o Lower Shore 30 29 Lower Shore 3 i
Southem Maryland 25 37 Westem Maryland 2 5
Western Maryland 24 16 Southern Maryland 2 3
PCP Mentions
SAMIS MAHRS
(N=2,258) (N=43)
DC Metro 8% 2%
Southern Maryland 7 3
Baltimore Metro 3 2
Western Maryland 3 1
Lower Shore 0 0

NOTES: SAMIS data are for fiscal year 1993. MAHRS data are for March through July 1993. The Upper Shore region was omitied from the table
because of the small number of calls.




‘Table 13: Comparison of SAMIS and MAHRS AOD Mentions, by Region

Western Maryland Southern Maryland

SAMIS MAHRS SAMIS MAHRS
Mentions Mentions Mentions Mentions
(N=4,355) (N=185) (N=3,442) (N=580)

Alcohol 88% 10% Alcoliof 87% 55%
Marijuana 35 22 Marijuana 25 il
Cocaine/Crack 24 i6 Cocaine/Crack 25 37
pCP 3 | pcp 7 3
Heroin 2 Heroin 2 3

Lower Shore Baltimmore Melro

SAMIS MAIIRS SAMIS MAHRS
Mentions Mentjons Mentions Mentioas
(N=2,864) (N=191) (N=32,906) (N=737)
— Alcohol 84% 1% Alcohiol 63% 56%
o Marijuana 33 19 Cacaine/Crack 47 36
Cocaine/Crack 30 29 Heroin 34 13
Heroin 3 1 Marijuana 24 ]
pCp 1] 0 PCP -3 2
DC Metro
SAMIS MAILIRS
Mentions Mentions
(N=11,036) (N=397)
Alcohol 1% 59%
Caocaine/Crack 41 31
Marijuana 22 13
Heroin 8 4
pPCP 8 2

NOTES: SAMIS data are for fiscal year 1993. MALHRS data are for March through July 1993. The Upper Shore region was omitted from the tabfe

because of the small number of calis.




A comparison of the SAMIS and MAHRS indicators shows considerable agreement
regarding regional distribution of substance use (Table 12). In general, the region with the
highest percentage of SAMIS mentions for a given drug is also the MAHRS region with the
highest percentage of calls with mentions of the same drug, and so on for the second, third,
fourth, and last region. The only substantial deviation from this pattern is found with
Southern Maryland’s alcohol mentions (second highest in SAMIS, lowest in MAHRS) and
cocaine/crack mentions (second lowest in SAMIS, highest in MAHRS). The pattern holds
for most regions for all five substances included in the table. Moreover, as discussed above,
we expect some differences between the two indicators because they are likely to represent
somewhat different populations of AOD users.

Broad agreement is also found between the MAHRS and SAMIS indicators regarding
relative number of mentions of each drug in a given region (Table 13). The drug with the
greatest proportion of SAMIS mentions in a region is also the drug with the greatest
proportion of MAHRS mentions in the same region, and so on for the second, third, fourth,
and last drug. This pattern holds for all drugs in two regions (DC Metro and Baltimore
Metro), and in the remaining regions (Western Maryland, Southern Maryland, and Lower
Shore) four out of five drugs are in corresponding order.

IMPLICATIONS

Several findings indicate that calls to MAHRS hotlines are a promising indicator of
need for substance abuse treatment in Maryland. First, steady numbers of monthly AOD-
related calls to the six hotlines provide a baseline against which changes in drug use can be
measured. Second, the compliance of hotline counselors with data collection protocols is
high, which ensures that findings are representative of the overall caller population. Third,
the internal consistency of the data is good. For example, Hotline F, which is affiliated with
a drug treatment center, received 26% of AOD-related calls and only 5% of non-AOD calls.
Also, although only 13% of the calls with AOD mentions involved a person who had ever
injected illegal drugs, 68% of the calls with heroin mentions involved a person who had
injected, which is consistent with the typical route of administration of herpin. Fourth, most
Maryland counties are represented among MAHRS callers, so findings can be used to assess
statewide substance use trends. Fifth, the MAHRS data show impressive agreement with
SAMIS, an established indicator of need for substance abuse treatment.

The current findings provide important information about substance use and need for
treatment in Maryland. Of 23,084 calls in the first five months of MAHRS operation,
10.2% mentioned alcohol and/or drugs as a problem, 1.1% reported a history of injecting
illegal drugs, and 5.1% reported a need for substance abuse treatment. The highest rates of
injection of illegal drugs were reported in calls with heroin, crack, and cocaine mentions.
The data also show that the highest percentage of calls with reported need for treatment were
from callers who mentioned alcohol. In the current sample, about half of the calls with
reported need for treatment resulted in referral to treatment.
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Another important finding is the successful operation of the MAHRS system. Based
on a review of published literature, this is the first time that several hotlines have adopted a
mutually acceptable data collection process for operational and research purposes and then
demonstrated a high level of compliance with research protocols.

After five months of operation, MAHRS has demonstrated the kind of stability that is
required for tracking trerds. If heroin mentions increased rapidly after being consistently
low over a long period, CESAR could alert staff and local agencies to the problem. If
researchers suspected a declining trend in crack use, perhaps it would be reflected in the
hotline calls, More than half of callers with alcohol and other drug issues reported a current
need for treatment, which lends credibility to MAHRS as a needs assessment and treatment
planning tool. Future reports will update MAHRS findings periodically.
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METHODOLOGICAL AND ADMINISTRATIVE CONSIDERATIONS

DEVELOPMENT OF THE COMMON DATA COLLECTION FORM

The first step in automating the data collection and analysis procedures was to design
a single telephone log form that would meet the needs of the six hotlines and CESAR. Each
hotline already had its own form, but a consensus was reached to use one hotline’s rorm as a
base. Changes were then made in two areas. First, staff at each hotline recommended items
to be eliminated or added so that the form would better meet their individual data needs.
This was an iterative process involving several revisions and meetings with staff of all the
hotlines. Second, CESAR added a set of items, known as the "drug box" questions, that
were to be asked of any caller who mentioned alcohol or drugs as a problem. The drug box
questions are, "Has this person ever injected illegal drugs?" and "Does this person think that
s/he now needs treatment for alcohol or drug abuse?"' Also included is a list of drugs that
are checked off if mentioned by the caller.

Once the data needs were established, CESAR staff worked with National Computer
Systems to design a scannable version of the telephone log form (Figure 1). An important
design concern involved maintaining the anonymity of the callers, CESAR needed to receive
the forms for data processing, but hotline staff were accustomed to recording confidential
information directly on the forms. A lesser concern was devising a convenient way to
provide the hotline with a copy of the form.

To deal with these problems, CESAR developed a "snap set" scanning sheet. This is a
two-sheet form bound on one side. The scannable sheet is the first page, and the second

. sheet is a non-scannable copy of the first. A piece of carbon paper separates the two sheets

and is used to produce the copy. The sheet was designed so that all machine-scannable
information was on the front of the first sheet and all confidential information was on the
back of the second sheet. When a call has been completed, the scannable form and the
carbon copy are separated, and counselors write their confidential assessment of the call on
the back of the copy. The scannable forms are then sent to CESAR monthly for processing,
for which CESAR has purchased an optical scanner and written a customized scanning
program. A more complete discussion of these procedures is found in the MAHRS Training
and Procedures Manual (Wagner, 1993).

After the form was designed, CESAR and the hotlines began pilot testing. CESAR
obtained a sample of completed forms to ensure that the drug box questions were being
answered properly and to determine the percentage of calls involving alcohol and other drug

"When a caller is calling about someone else (a third party) and mentions the third
party’s drug use, the caller is asked to report on the third party’s injection history and need
for treatment.
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issues. The hotlines provided feedback about the data collection system, which was modified
and reevaluated several times. In March 1993, all hotlines switched to the new system.

Each month, CESAR provides each hotline with an updated file of its data. Using a
software application created by CESAR, the hotlines can then produce reports tailored to
their individual needs.

DATA COLLECTION

To obtain answers to the drug box questions, hotline counselors need to deviate only
slightly from their standard procedures. If a caller mentions alcohol or drugs, the counselors
are instructed to ask the drug box questions. They are not asked to probe for specific drugs
used by callers, but rather to record on the log form any drugs mentioned spontaneously by
the caller.

In most cases, hotline counselors fill out one form per phone call. However,
counselors were asked to fill out only one form per month for each frequent caller, some of
whom call daily or even more often.? If frequent callers are identified in this way, CESAR
can adjust the database so that characteristics of frequent callers are not overrepresented in
the sample. For example, if a heroin user from Baltimore called twice every day, and a
counselor filled out a new log sheet each time, Baltimore’s heroin problem would appear
spuriously high.

Ideally, one call per month from each frequent caller would be included in the
analyses. Unfortunately, some hotlines are unable to record data in a way that makes this
possible. It was therefore necessary either to include or exclude all calls from frequent
callers. Given that frequent callers generate 33% of all calls but constitute much less than
33% of all callers,® we decided that excluding them would result in less bias than including
them. Nonetheless, some people probably called two or more times i~ 2 month and were not
categorized as frequent callers, so some multiple counting is inevitable.

Because call volume is a principal concern of hotlines, hotline staff wanted statistics
on all their calls, including those from frequent callers. To accommodate the hotlines while

2 Two categories of frequent callers ("frequent” and "common") were designated on the
data collection form, principally to meet cite-specific needs of different hotines. For the
purposes of this report, the categories are equivalent, and the term "frequent" is used
throughout to refer to both groups.

31t is impossible to determine the exact percentage from the existing data, but since
frequent callers by definition call several times per month, they constitute a much larger
fraction of total calls than of total callers.
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excluding frequent callers from CESAR'’s analyses, log forms include a numeric tally of the
number of calls per month from each frequent caller. This tally is then used to tailor reports
to the specific needs of individual hotlines.

DRUG BOX COMPLETION RATES

A crucial aspect of MAHRS data collection is that each counselor ask the drug box
questions when a caller identifies alcohol or drugs as a problem. If the drug box completion
rate is low, trends might be missed or differences might exist between calls for which the
drug box is and is not completed. For example, if a hotline had low completion rates during
a period of increasing heroin mentions ameng its callers, the trend would be missed by
MAHRS. One important measure of data quality is, therefore, the drug box completion rate.

In the first month of data collection, drug box questions were completed only 70% of
the time (Table A-1). However, this rate increased to 87% in the third month, and to 96%
in the fifth month. The "user" column in Table A-1 indicates whether an AOD mention
involves the caller, a third party, or both. The lowest completion rate for this question in
March was 60%, but by July the lowest rate was 91%. The "ever injected”" column indicates
responses to the question, "Has this person ever injected illegal drugs?" The lowest
completion rate for this question was 19% in the third month, compared to 90% in the fifth
month. The "needs treatment" column indicates respenses to the question, "Does this person
think that s/he now needs treatment for alcohol or drug use?" The lowest completion rate
for this question was 58 % in the first month, compared to 92% in the fifth month.

LIMITATIONS OF DATA

Because the six hotlines vary in terms of location, call volume, caller characteristics,
advertising, and other dimensions, sampling is nonrandom. As a result, explaining
differences between hotlines can be difficult. For example, even though MAHRS hotlines
are geographically diverse, some counties have greater access to hotline services than others.
A difference between counties in drug prevalence rates could therefore be attributed to either
hotline access or severity of the drug problem. Similarly, all six hotlines handle drug-related
calls, but some hotlines are better known for this service than others. In fact, the hotline
with the highest rate of AQD-related calls is part of a substance abuse treatment agency that
encourages clients to call the hotline. If one hotline received a high volume of drug-related
calls, it could be explained by the orientation of the hotline, severity of the local drug
problem, extent of advertising, or a combination of these and other factors. Establishing the
validity of the MAHRS data therefore requires comparison with previously validated
measures of substance use prevalence and need for substance abuse services.

Despite these limitations, standardized data collection permits assessment of treatmient
needs and AOD use trends. If procedures are followed consistently, and if rates of ACD use
and need for treatment remain stable over time, deviations can be assumed toc be associated
with underlying drug trends.
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Table A-1: Completion Rates for Three "Drug Box" Questions

Percent Completing Question

I T —

Ever Needs Average of
User* Injected Treatment 3 Questions
Hotline A March 85% 60% 76 % 74 %
April 36 80 &5 34
May 92 77 82 84
June 89 91 93 91
July 98 97 98 98
Hotline B March 97 88 94 93
April 91 95 95 94
May 100 97 97 98
June 92 78 86 85
July 98 98 98 98
Hotline C March 90 48 66 68
April 80 60 64 68
May 95 95 97 96
June 94 85 82 87
July 52 90 92 91
Hotline D March 69 46 59 58
April 60 40 50 50
May 43 19 33 33
June 96 100 100 99
July 95 100 100 98
Hotline E March 60 46 58 55
April 33 49 65 49
May 79 93 90 87
June 91 95 94 93
July 91 92 94 92
Hotline F March 73 53 63 63
April 89 83 91 88
May 86 96 95 92
June 99 97 97 98
July 96 100 100 99
Hotline March 80 59 71 70
Average April 79 75 82 79
May 87 86 88 87
June 93 92 93 93
July 96 96 97 96

*dentifies whether the "user” who is the focus of the call is the caller, a third party, or both.
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Table B-1: Number of Drug Mentions, by Region and Month

Region Month Alcohol Cocaine Crack Marijuana Cigarettes Heroin  LSD PCP Other Any AOD*
Western Maich 19 2 3 8 i 2 0 0 4 32
Maryland April 31 2 2 6 | 0 2 0 5 39
May 28 7 3 5 3 I 1 0 6 38
June 21 4 5 11 4 1 2 0 4 28
July 30 4 5 11 7 5 0 1 3 48
Southern March 54 17 17 5 1 2 1 4 4 92
Maryland April 72 20 28 8 3 1 1 1 5 104
May 91 34 34 19 6 7 4 4 11 146
June 92 18 25 19 4 8 4 3 8 129
July 80 22 3i 13 5 2 4 4 6 109
Lower March 43 5 9 6 2 0 0 0 5 50
Shore April 39 5 8 7 2 1 0 0 2 51
May 17 1 6 5 1 0 1 o 5 24
June 14 5 11 1 I 0 0 0 1 31
July 23 3 11 17 1 i 1 0 3 35
Baltimore March i16 58 24 14 13 16 3 4 14 180
Metro April 90 34 16 14 5 16 2 2 I3 i43
May 56 33 17 13 5 18 3 6 13 122
o June 79 38 18 10 8 17 0 1 12 138
o July 73 39 16 23 8 25 3 4 21 154
DC Metro March 50 i4 15 9 5 1 1 0 6 83
April 39 7 10 10 4 1 2 0 6 71
May 38 8 12 11 5 5 1 2 i3 65
June 65 19 22 13 23 4 2 2 18 95
July 42 16 20 S 12 6 1 3 19 83
Other March 11 1 1 2 0 0 0 0 1 14
April 6 2 1 2 0 0 i 1 2 10
May 4 2 0 0 0 0 0 0 0 5
June 6 1 1 1 1 0 0 1 0 8
July 3 0 5 1 0 0 0 0 2 10
Total March 293 97 69 44 22 21 5 8 34 45}
April 2717 70 65 47 15 19 8 4 33 418
May 234 85 72 53 20 31 10 12 46 400
June 271 84 82 55 41 30 8 7 43 429
July 251 84 88 64 33 39 9 12 54 439

*Sums o less than the row total because some callers mention suultiple substances.




Figure B-1: Number of AOD-related Calls per Month, by Type of Drug Mentioned
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