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ACQUISrrlONS 

FOREWORD 

This study is part of an effort by the National Institute on Drug Abuse (NIDA) to 
assess treatment resources available to the nonopiate drug abuser. Drs. Safer and 
Sands have summarized the report submitted by Research Triangle Institute into the 
format herein. 

The purpose of the study is to obtain information about the types of treatmerlt 
available to persons who abuse drugs other than opiates (e.g., amphetamines and 
barbiturates), to describe the treatment programs and the clients in these programs, 
and to identify critical needs in nonopiate drug abuse treatment. It is hoped that 
the information from this study will be useful in both national and local efforts to 
provid(~ effective treatment for nonopiate drug abuse problems. 
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Chief 
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Summary 

This report presents the findings of a study 
on the treatment of nonopiate drug abusers 
in drug abuse treatment centers and mental 
health treatment centers. This exploratory 
investigation provides a description and com­
parison of incidence rates. demographic vari­
ables. and treatment of the nonopiate abuser 
population in three types of settings: 

• Type I--four freestanding drug abuse 
clinics 

• Type II--four drug abus~ units in commu­
nity mental health centers (CMHCs) 

• Type III--four community mental health 
centers without separate facilities for drug 
abusers. 

Findings are based on a sample of 1.113 cli­
ents from the overall population of the 12 
clinics--including 281 nonopiate abusers. 

Client records and staff interviews were the 
sources of data. 

The emphasis of this report is placed on the 
exploratory. descriptive nature of the project, 
the principal findings of which follow. 

DEMOGRAPHIC 
CHARACTERIS'fICS 

In the sample as a whole (N=l.l13). the major­
ity of clients were male (56 percent). white 
(65 percent). unmarried (at least 72 percent). 
young (mean age 26.4). and unemployed (63 
percent) • Typically. Type I programs had 
young male opiate addicts with limited educa­
tion and low-status jobs. who were frequently 
refened by the criminal justice system. 
Type II clients were more often diagnosed.as 
having personal or emotional difficulties than 
were Type I clients. Type III clients were 
more likely to be oluer and female; many of 
these clients had been diagnosed as psychotic 
and were on daycare status. 
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DIFFERENCES IN 
DRUG PROBLEM INCIDENCE 
BY CLiNIC TYPE 

In Type I programs. 73 percent of clients 
received diagnoses of drug addiction. while 
only 26 percent in Type II and less than 1 
percent in Type III were so diagnosed. Drug 
problems of any type. including alcohol abuse. 
were reported in case records of 97 per~~ent 
of the Type I sample. and 44 percent and 15 
percent. respectively. of the Type II and III 
samples. It should be noted that programs 
of Types I and II have a specific mandate to 
identify and treat drug abusers and therefore 
are likely to apply different diagnostic critelria 
from those applied in mental health centers: 
(Type III). 

CHARACTERISTICS OF THE 
NONOPIATE ABUSERS SAMPLE 

A subsample of those persons with primary 
problems of nonopiate drug abuse (N=281) 
was selected and the data gathered were ana­
lyzed in greater detail. Comparative data 
thus obtained must be interpreted with cau­
tion since the extent to which each sample 
represents the clinic popUlation of nonopiate 
abusers is unknown. It also should be made 
clear that there is an unspecified overlap of 
the nonopiate sample with the general clinic 
sample. 

The selected nonopiate sample is 62 percent 
male. 83 percent white. and 80 percent nei­
ther married nor living together. In Type I 
clients (N=138). less than half mention drugs 
in presenting complaints. and only 4 percent 
complain specifically of nonopiate use. This 
suggests that these clients do not consider 
or choose to acknowledge drug abuse as the 
sole. or even primary. problem for them. 
Diagnoses given Type I clients. in addition 
to that of drug abuse. tend to be transient 
situational disturbances and personality dis­
orders. 



Nonopiate abusers in Type II clinics (N=98) 
tend to be older than the Type I clients, and 
also better educated, with higher status of 
employment. They are more often self­
referred. Two-thirds mention drugs in pre­
senting complaints, and 12 percent specifically 
seek treatment for their nonopiate drug use. 

The Type III nonopiate addicts (N=45) tend 
to be the oldest, best educated clients with 
the highest unemployment rates. They are 
most often referred by professionals or insti­
tutions. Half mention no presenting compli\int 
at all, and those who do usually describe 
emotional difficulties. Psychosis' is the most 
common diagnosis, followed by personality 
disorder or neurosis. 

When the nonopiate abuser sample is compared 
with the general sample--the nonopiate sample 
has a greater proportion of unmarried, young, 
white male types. 

TREATMENT OF THE 
NONOPIATE SAMPLE 

Data were collected on treatment modality, 
medication, and supportive services for the 
nonopiate sample, but are elctremely sparse. 
Clinics of Types I and II provided clients 
with drug-free treatment (their only available 
service), and Type III provided daycare. 
Individual therapy was the most common tech­
nique in all clinics. Some differences in treat­
ment depending on drug of primary abuse 
were noted, however. Amphetamine users 
were in group therapy more frequently than 
dept'essant abusers, and also received more 
psychological testing and detoxification, per­
haps because their symptoms were more overt. 

'It should be noted that this study might 
not detect more subtle differences in 
approach to treatment for different popula­
tions. 
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Type III clients received more medications, 
probably for control of psychotic symptoms. 
Few clients in any program received support­
ive services such as medical care, transporta­
tion, child care, or 'housing assistance from 
the clinic, probably because of limited fund­
ing and availability. Type I clients received 
somewhat more of such services (e.g., trans­
portation) • 

The records on treatment outcome were 
extremely limited, demonstrating the need for 
(bveloplng a standardized and informative 
da'ta bank in CMHCs if useful comparative 
data is to be obtained in the future. Aver­
age overall stay is 40 weeks, Type III having 
the longest average stay. Type I clients 
more often completed treatment, and those 
who completed their treatment in this modality 
stayed a shorter time than Type II or III com­
pIeters. Clients in Types II and III were 
longer term, and more were still in treatment 
at the time of the study. This may reflect 
the more serious emotional problems of these 
clients, or differences in treatment philoso­
phy. 

This survey further fails to detect any spe­
cific treatment for nonopiat.e abusers, whose 
services tend to be similar regardless of the 
drug used or the type of facility attended 
(individual therapy in 86 percent of cases, 
group therapy in more than a third). 

Only one of the 12 clinics provided staff train­
ing in the management and treatment of non­
opiate abusers. It therefore appears that 
CMHC staffs (at least those studied here) 
are not presently trained or experienced in 
treating nonopiate abusers and may experi­
ence difficulty in recognizing and/or under­
taking this task. 



r 

! 
i 
I, 

,Jeanne M. Safe'l', Ph.D. and Hat''l'Y Sande, Ph.D. 

Introduction 

Drug abuse treatment programs have tradition­
ally focused on providing services to the opi­
ate abuser. Recent ~ata, however, suggest 
that there is a substantial and currently 
underserved population of abusers of non­
opiate drugs such as barbiturates, tranquil­
izers, and amphetamines. Therefore, the 
Domestic Council's Drug Abuse Task Force in 
its White Paper on Drug Abuse (1975) recom­
mended more extensive use of the federally 
funded community mental health center (CMHC) 
network to meet the treatment needs of this 
population. Public Law 92-255, the Drug 
Abuse Office and Treatment Act of 1972, and 
Public Law 74-63, the Special Health Revenue 
Sharing Act of 1975, also stipulate that CMH Cs 
treat and rehabilitate drug abusers in their 
catchment areas. Given this mandate, a sUr­
vey of the kind and quality of drug treatment 
services currently available in these facilities 
focusing on the ways in which programing in 
mental health centers and drug abuse pro­
grams differ, appears relevant for policy plan­
ning and needs assessment. 

Data were gathered on demographic and diag­
nostic characteristics of both the general clinic 
clientele and selected nonopiate abusers, and 
on treatment process and outcome in order to 
obtain a descriptive comparison of the popu­
lations served and the treatment given in 
CMHCs and in clinics specifically designed 
for drug abusers. Principal results and con­
clusions are presented here, as well as meth­
odological comments and implications of the 
study. 

Methodology 

PROCEDURE AND SAMPLE 

Data were collected on a random sample of 
clients treated during 1975 in 12 clinics from 
4 communities (New Orleans; San Francisco; 
Raleigh/Durham, N.C.: and Boston). Four 
settings of each of the following three types 
comprised the sample: freestanding drug 
clinics (referred to as Type I), drug units 
in community mental health centers (CMHCs) 
(Type II), and CMHCs without separate facil­
ities for drug abusers (Type III). The sam­
ple consisted of 1,113 clients from the overall 
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population of the 12 clinics incJ.l~ding 281 non­
opiate abusers from 10 of t.hp 12; 2 of the 
Type III clinics could not identify an ade­
quate sample. Data from a Type III program 
in Dumont, N. J., was later added for descrip­
tive purposes. The larger sample and the 
nonopiate sample were cOlnpared on demo­
graphic characteristics, problems, drug 
involvement, length of tre~tment, and dis­
charge data. 

FACILITIES 

The Type I drug clinics used in this study 
are free standing. licensed, and supported 
at least partly by the National Institute on 
Drug Abuse (NIDA). Two of the four pre­
dominantly treat heroin abusers with metha­
done maintenance or detoxification and 
drug-free outpatient counseling. The other 
two dru& clinics did not accept heroin addicts 
and were oriented toward the adolescent 
multiple-dru r; abuser, one through affiliation 
with a public health department, the other 
through outreach programs for runaways. 

The relation of the four Type II programs to 
the CMHCs with which they are associated, 
varies from a primarily administrative affilia­
tion to a full integration with the services 
offered by the parent clinic. Some have 
entirely separate facilities, some have a broad 
mental health orientation, and some focus com­
pletely on drug abuse treatment. 

None of the four Type III programs offer spe­
cl,alized drug abuse services nor have accurate 
estimates of the extent of such problems in 
their full client popUlation. The samples that 
were obtained came in one case from a sepa­
rately housed combination daycare and outpa­
tient facility that provides aftercare to a 
deinstitutionalized population viewed as seri­
ously ill. 

SITE SElECTION AND 
DATA COLLECTION 

Site selection for this study proved difficult. 
Very few drug treatment programs visited 
appeared to provide services to primary non­
opiate abusers. Nonopiates, according to 
staff :reports, tended to be used in combina­
tion with or as substitutes for opiates rather 
than as drugs of choice, and multiple abusers 
tended to be classified as primary heroin 
abusers for funding purposes. Staffs in 



CMHCs visited tend to refel" abusers to drug 
clinics, because they feel they themselves 
lack the expertise to treat such patients and 
that services are available elsewhere. 

When CMHCs agreed to participate in the 
study, it was found that requil'lite information 
was often not available in client records. 
Whereas federally funded drug abuse facilities 
are required to maintain CODAP records with 
detailed drug information, in CMHCs, where 
the focus is not on drug abuse treatment, 
there is neither detailed nor standardized 
reporting of drug use. In addition, concerns 
with confidentiality made patient data more 
difficult to obtain in the CMHCs. Finally, 
none of the clinics of any type had standard­
ized, precise records of treatment process. 

MEAS~JRES 

Sources of data were patient records and staff 
interviews. Interview topics included treat­
ment model, extent of,. the problem, and coun­
selor's knowledge about drug abuse. Patient 
records provided demographic characteristics, 
drug use and history, diagnosis, pres,~nting 
complalnts, and data on duration and type of 
treatment and case disposition. Chi-square 
tests of distribution were used to test signifi­
cances of differences where applicable. 

Even after appropriate sites had been selected, 
the investigators had difficulty in obtaining 
a sample. The original criterion for sample 
selection was 6 months in treatment, which 
was of necessity subsequently shortened to 4 
weeks. There was considerable intraprogram 
as well as intel'program variability in duration 
of treatment, and the result is some admixture 
of loog- and short-term patients within cells. 

The comparison of CMHC clients to the drug 
clinic sample was complicated by the differl'!nt 
diagnostic criteria used by these two types 
of facilities and the lack of systematic data 
on drug abuse in the CMHC records, requir­
ing investigators to rely on progress notes 
and counselor reports of varying degrees of 
thorou ghness. 

Results 

Interviews indicated that staff of Type I and 
II clinics were more knowledgeable and better 
experienced in drug abuse treatment, as 
expected, and that Type III staffs had no 
training and minimal experience in this area. 
Only 1 of the lZ clinics studied provided 
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or~anized staff training in identification, treat­
ment, or ms.nagement of drug abusers. 

At no clinic investigated (insofar as this study 
could detect) did nonopiate abusers receive a 
specialized treatment regimen; individual coun­
seling was usually employed. Drug-related 
concerns were the focus of attention in ses­
sions with Type I clients, while Type II and 
III sessions emphasized emotional problems. 

It is significant in terms of planning that of 
the 65 staff members interviewed, only 1 men­
tioned community mental health centers or 
traditional dl'ug abuse clinics as likely treat­
ment choices of nonopiate drug abusers. 
Staff members felt that nonopiate drug 
abusers rarely consider their drug use a 
problem requiring treatment partially because 
of the stigma attached to admitting drug 
dependence, and partially because of a 
laissez-faire or even subtly encouraging atti­
tude by society, family, and physicians. 
There is no consen~us on treatment of choice 
for these clients. 

REPRESENTATIVE CLIENT DATA 

Demographic characteristics. Table 1 presents 
the demographic characteristics of the general 
clinic sample. Significant differences occur 
among programs in percentage of males and 
females, with most males in Type I programs 
(70 percent) and fewest (44 percent) in 
Type III. Type II has equivalent numbers 
of both sexes. Sex distributions also vary 
by location. Most clients in all programs are 
young; nearly three-fifths in Type I clinics 
are H years old or younger, and one-fifth 
overall are 19 or younger. Types II and III 
have substantial populations 15 or younger. 
That drug clinics tend to serve a more homo­
geneous group of late adolescents while the 
CMHC clients vary more in age reflects the 
broade." mental health concerns of the latter 
facilities, as well as the findings in the litera­
ture that there are either fewer older addicts 
or fewer older addicts seeking treatment. 

The majority of clients are white. A large 
number (48 percent) of the total sample were 
never married, which may be related to the 
relative youth of the population. Educational 
status of clients in all programs is relatively 
high with 68 percent of the whole sample high 
school graduates, and 13 percent in Types II 
aqd III college graduates. Only 3 percent of 
Type I clients were college graduates but 
since many clients had attended college this 
low figure may reflect the youth of this sam­
ple. 



TABLE 1.-Demographic characteristics of total sample of clients by program type (percentages) 

Program tYEe All 
I II III clients 

(N~7) (N=410) (N=296) (N=I,113) 

Sex 
-"Male 70 51 44 56 

Female 30 49 56 44 

Age at admission 
< 15 2 11 13 8 
15-19 21 9 10 14 

~ 
20-24 35 24 21 27 
25-29 27 23 21 24 
30-39 12 20 17 16 
40+ 3 12 18 11 

Mean 24.1 27.3 28.6 26.4 
Range 13-54 4-78 4-84 4-84 

Racel ethnici ty 
White 65 61 71 65 

Marital status for those age 18+ 
N ever married 48 51 44 48 
Married or living together 38 19 27 27 
Dissolved 14 31 29 24 

Education for those 18+ 
<High school graduate 33 32 29 32 
High school graduate 44 29 31 35 
Some college 19 25 25 23 
College and soml'! graduate 3 13 13 9 
Vocational, business, technical <1 1 3 1 

Usual occuEation 
119 None 13 19 16 

Bus., prop., prof. 5 16 18 14 
Clerical ,md skilled 17 26 16 21 
Semiskilled and unskilled 26 16 14 18 
Student 26 22 25 24 
Homemaker, retired, disabled 7 7 7 7 

Em121Qyment status for those 18+ 
Ful1 time 25 24 23 24 
Part time 8 11 6 9 
Unemployed: not sought in 30 days 43 53 66 52 
Unemployed: has sought in 30 days 24 12 5 15 

Percent not in labor force 15 26 28 23 

Unemployment rate for labor force 64 59 67 63 

1 Information on usual occupation was avaUable for only 59 percent of the sample of Type I clients. 
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Occupational data were limited for the entire 
sample, but studp.nts appear to comprise 
approximately 25 percent of the population in 
each program. Statistically significant dif­
ferences are found in the overrepresentation 
in Type I of semiskilled and unskilled workers 
and the larger proportion of skilled jobholders 
in Types II and III, but since data were avail­
able for only 59 percent of Type I clients, 
they should be interpreted cautiously. 
Approximately one-third of the clients in each 
program type were employed. H,1wever, 
employment rates are low considering the high 
occupational and epucational level reported 
for the sample. 

Problem characteristics and diagnosis. Data 
from all patient records 011 problem areas, 
motivation, referral source, and drug involve­
ment at intake were collected to see why pa­
tienta choose a particular type of treatment 
facility. The vast majority of the sample men­
tioned no referral source. Of those who did 
mention a source. Type I clients we1'e sent 
by the criminal justice system significantly 
more often and by professionals significantly 
less often than other clients. Type III pro­
grams include significantly more persons refer­
red for aftel'care and significantly fewer sent 
by family or frienqs (one of the Type III pro­
grams was a day center for deinstitutionalized 
clients) • 

The presenting complaint most commonly men­
tioned by clients in the freestanding drug 
clinics was drug addiction (71 percent), with 
heroin or methadone mentioned in 75 percent 
of those instances. Only 29 percent of clients 
in CMHC drug units present with drug prob­
lems, which most frequently involve marijuana 
or unspecified drugs (15 percent) or alcohol 
(7 percent). Problem areas specified by cli­
ents in both kinds of CMHC facilities tend to 
be personal and emotional. In general, the 
number of clients seeking help for self­
acknowledged nonopiate abuse was small: it 
was the presenting complaint in 29 percent 
of Type II cases, 12 percent of Type I cases, 
and less than 1 percent of Type III cases. 
Prevalence of use of these drugs seems to be 
considerably greater than their report as ::-re­
senting complaint. 

Diagnosis might be expected to reflect pro­
gram orientation as much as it reflects actual 
client characteristics. Drug abuse is th" most 
frequent primary diagnosis of Type I clients 
(73 pel'cent); situational problems (30 per­
cent), drug abuse (26 percent), and neurosis 
(14 percent) in Type II; and psychosis (33 
percent), personality disorders (17 percent), 
situational problems (15 percent), and neuro· 
sis (14 percent) in Type III programs. Those 
clients who received an intake diagnosis of 
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drug abuse accounted for, respectively, 73 
percent, 26 percent, and less than 1 percent 
of each dinic type. 

Notations by staff of patient drug problems 
were collected and, again as might be 
expected, the data indicate that the freestt,.nd­
ing drug clinics serve a drug-abusing popula­
tion almost exclusively, whereas the majority 
of clients (56 percent and 85 percent respec­
tively) in the two other types of clinics are 
not seen as drug abusers. There are also 
differences in primary drug of abuse by clinic 
type; heroin is the principally abused drug 
of 61 percent of the Type I nample followed 
by madjuana (19 percent). Heroin also 
claims the largest number of Type II abusers 
(16 percent of the 44 percent about whom 
reports revealed any 8ub!'ltance abuse), fol­
lowed by alcohol (13 percent). In Type III 
programs, where 15 percent of the case rec­
ords indicated a drug problem, alcohol and 
nonbarbiturate sedative/hypnotics were most 
prevalent. 

The prevalence of nonopiate abuse appears 
much greater when all notations (primary, 
secondary, and tertiary) of drug use in rec­
ords are considered; then, barbiturates, other 
sedative I hypnoti(1s, and tranquilizers can be 
seen as a problem for 1&, 12, and 5 percent 
of clients by respective clinic types, and 
amphetamines as affecting 8, 5, and 3 percent 
of the respective subsamples. 

Outcome indicators. The only "outcome" data 
available from patient records was length of 
treatment and reason for termination. While 
such measures cannot be interpreted as 
indices of effectiveness, they do suggest dif~ 
ferences in program functioning and record­
keeping that need to be considered in future 
research and evaluation efforts. Variations 
in reporting criteria of the various clinics 
probably account for some differences which 
at first appear to be significant. 

The largest appClrent difference is between 
clients who come for intake only versus those 
who remain for 6 months or more. Type 1 
clinics reported that only 2.'percent of clients 
leave after intake. The mental health clinics 
lose a far greater number of prospective cli­
ents after intake--24 percent in Type II and 
16 percent in Type III. Two of the four free­
standing clinics in the study, however. do 
not consider a case officially open until the 
third patient contact. When this factor is 
taken into account in data analysis and the 
number of clients who stay in treatment less 
than a month is compared over facilities, the 
differences disappear, and the percentage!> 
of terminees at 1 month are 31, 41, and 32 
percent, respectively. 

--------- --~~~---~-----------------------------.II 



T.reatment lasts 1 to 5 months for approxi­
mately half of Type I and III patients and 
for 35 percent of Type II patIents. Long­
term treatment of 12 months or more is more 
common in the mental health clinics, account­
ing for approximately a quarter of the Type 
II and III samples of clients still in treatment, 
and for 11 percent and 15 percent of Types 
II and UI, respectively, compared to 1 per­
cent in Type I, when considering only 
patients who have leit treatment. These dif­
ferences may be explained by a variety of 
iactors, including the stricter disch~rge cri­
teria of Type I programs, a view that clients 
who come to CMH Cs have more serious prob­
lems, differing time orientations of programs, 
and differing client personality traits. Vary­
ing discharge policies within the programs 
studied make it difficult to factor out 51't:c1£ic 
causes. 

NONOPIATE CLIENT DATA 

Demographic characteristics. The su';)sample 
of 281 clients identified as being in tn~atment 
primarily for nonopiate abuse eithel.' through 
CODAP reports or clinic files W<1S analyzed 
separate! y, and was also compared wi th the 
large client sample from the various programs. 
Data on Type III nonopiate abusers is limited 
to half the original Type III sample, since 
two of the four fadlities did not have a suf­
ficient popUlation of this type of client. 

As noted in table 2, 60 percent of the non­
opiate sample in each type of facility was male. 
Age distribution differed significantly by facil­
ity type, with 55 percent of Type I clients 
and only about 15 percent of CMHC clients 
under age 20. Eighty-three percent overall 
we.re white, with Type I programs serving 
the lowest number (12 percent) of nonwhites. 
These figures vary by geographic sites with 
San Fr~ncisco clinics of all three types serv­
ing the largest number of nonwhites. The 
majority of clients in all types of programs, 
two-thirds in Typps I and III and 56 percent 
in Type II, were never married. Type I cli­
ents tended to have the lowest educational 
levels, and Type III the highest. Programs 
also differ in the occupational level of cllen­
tele, with Type I clients more likely to hold 
unskilled jobs, Type II overrepresented in 
more skilled jobs, and over two-thirds of 
Type III, despite higher educational attain­
ment, neither working nor seeking employment. 
This rate may reflect the large proportion of 
daycare psychotics in Type III facilities. 
High unemployment i'ates of clients currently 
in the labor force (ell'cluding those not seek­
ing work) characterizlld the nonopiate sample 
generally, with rates 0.£ 61 (Type I), 60 
(Type II), and 83 (1'ype III) percent. 
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Half 
t e samp e ment one re err sources, and 
these differed significantly by clinic type; 
approximately a quarter of Type I clients were 
sent by the- criminal justice system, almost 
one-hali' of Type II clients were self-referred. 
and IIIOSt of the small number of Type HI cH­
ents who mentioned ~ source were seU­
referred. That nonopiate drug use is nut 
aeen by the user as a basis for enterin~ treat­
ment is suggested by the fact that Qver onc­
half of these cli61'1ts did not mention thl!ir 
drug use as a presenting complain'/.. Brei/.k­
down by c12n1l: type indicates that over two­
t!'>irds of Type II clients, as opposed to 4·j 
pe'~cent of Type I, a/:ld only 11 percent of 
Type III clients identified in their records as 
n':'lOpiatlil drug abusers, mention drug abuse 
when~hey com~ for treatment. Such differ­
ences in rate of drug mentions may reflect 
differences in recording of presenting com­
plaint!':, by various kinds of facilities, and 
are of unknown reliability since methods are 
not stan "krdized either across or within clinic 
types. 

When presenting complaints are considered, 
clients in Type III clinics a.re least specific 
about their problem .. reas, but in all dinic 
types emotional difficulties predominate, fol­
lowed by a combinaticn of il1terpersonal and 
behavioral dysfunction. Rarely is nonopiate 
addiction reported as a major problem by 
these patients. 

Programs differ significantly in diagnosis of 
the nonopiate sample in ways consistent with 
the literature; psychoses, neuroses, and per­
sonality disorders are most frequent in. Type 
III, and transient situational disturbances in 
Type I. That the Type I clinics In this sa~­
pIe, which are oriented to adolescents, use 
the drug abuse diagnosis less frequent~y (44 
percent so diagnosed versus 65 percent in 
Type II) may be another instance of differ­
ences in the application of criteria rather than 
clientele. 

Drug use. Table 3 presents patterns of abuse 
by program type. Barbiturates were by far 
the most commonly used primary nonopiate 
for the sample (44 percent), and account for 
63, 44, and 24 percent, respectively, of all 
drug use among the three types of clients 
when secondary and tertiary substance choices 
are included. Other sedatives and hypnotics 
tend to be more commonly used as secondary 
drugs. 

The drugs chosen as primary nonopiates most 
frequently by Type I clients are barbiturates 
and amphetamines, and these clients secondar­
ily abuse a variety of other drugs. Type 
III clients tend to be quite diverse in both 



TABLE 2.-Demographic characteristics of selected sample of nonopiate clients by program type 
(percen tages) 

Sex 
Male 

Female 

Age at admission 
< 15 
15-19 
20-24 
25-29 
30-39 
40+ 

Racel ethnici ty 
White 

Marital status for those 18+ 
Never married 
Married or livin3 together 
Dissolved 

Education for those 18+ 
< High school graduate 
High school graduate 
Some college 
College and some graduate 
Vocational, business, technical 

Usual occupation 1 

None 
Bus., prop., prof. 
Clerical and skilled 
Semiskilled and unskilled 
Student 
Homemaker, retired, disabled 

Employment status for those 18+ 
Full time 
Part time 
Unemployed: not sought in 30 days 
Unemployed: has sought in 30 days 

Percent not in labor force 

Unemployment rate for labor force 

I 
(N=n8) 

62 
38 

6 
49 
30 
10 

5 
<1 

88 

65 
17 
17 

50 
33 
12 
4 
1 

7 
9 

12 
39 
29 
4 

23 
9 

44 
23 

16 

61 

Progra"'l type 
II 

(N=98) 

63 
17 

13 
38 
31 
14 
4 

77 

56 
25 
19 

29 
36 
26 
7 
2 

10 
13 
25 
33 
13 
6 

25 
12 
55 
9 

11 

60 

III 
(N"";;45 ) 

60 
40 

16 
31 
20 
22 
11 

8? 

67 
17 
17 

24 
24 
39 
10 

2 

39 
9 

12 
24 

6 
9 

14 
2 

67 
16 

6 

83 

All 
clients 
(N=281) 

62 
38 

3 
31 
33 
19 
11 
4 

83 

62 
20 
18 

37 
33 
22 
6 
2 

13 
10 
17 
35 
20 
6 

22 
9 

52 
16 

13 

64 

lInformation on usual occupation was not available for 24 percent of the clients in the sample. 
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TABLE 3.-Drugs of abuse for selected nonopiate clients by program tYPfl (percent) 

TYPE I TYPE II TYPE III ALL CASES 
(N=138) (N=98) (N=45) (N=281) 

Second- Ter- Second- Ter- Second- Ter- Second- Ter-
Drug Primar:l a!::l tiar:l Primar:l ar:l tiar:l Primar:l ar:l tiar:l Primar:l ar:l tiar:l 

None 12 47 13 56 18 44 14 50 

Heroin 2 5 4 12 2 2 1 7 2 

Methadone 

Other opiates 
and synthetics 2 1 2 4 2 1 

Alcohol 9 9 1 19 10 .... 13 11 9 2 13 9 
UJ 

Barbiturates 58 3 2 38 6 13 11 44 5 1 

Other sed. /hyp. 4 6 2 3 8 1 13 16 1 5 8 2 

Tranquilizers 4 6 4 28 5 3 11 2 11 13 5 5 

Amphetamines 31 6 1 26 15 3 11 11 9 26 10 3 

Cocaine 4 2 3 2 5 2 1 2 3 

Marijuana 33 15 8 12 18 7 7 3 20 13 

Hallucinogens 15 12 2 9 5 9 9 9 2 12 9 

Other 1 1 9 11 7 2 2 2 



primary and secondary drug choice. Approxi­
mately a quarter of the sample abuse ampheta­
mines primarily, and almost 40 percent of 
clients have some involvement with them. 

When the entire sample (N=1,1l3) is consid­
ered, barbiturates predominate (63 percent) 
among those using drugs followed oy mari­
juana (48 percent) and amphetamines (38 
percent) • Type II clients also tend to be 
primary barbiturate and amphetamine abusers, 
but also more often abuse tranquilizers at all 
levels (36 percent) than other categories of 
clients. 

Treatment. A major objective of this study 
was to compare the treatment offered to non­
opiate abusers at the different types of clinics 
in terms of length, process, and outcome, 
and to determine whether there were any dif­
ferences in tre<ltment of depressant and 
amphetamine abusers. Of the 281 clients, 62 
percent were primary depressant users, and 
26 percent were primary amphetamine users. 

In compiling these data, investigators had to 
rely on clinic records which, because they 
were unstandardized in length and content, 
were of limited value and difficult to use for 
comparative purposes. Information on the 
actual process of therapy was virtually impos­
sible to obtain. 

Modality of treatment was obviously related 
to type of program, with drug-free outpatient 
and detoxification services predominant in 
Type I, and drug-free outpatient in Types 
II and III. Daycare was exclusive to Type 
III clinics, where antipsychotic medications 
are often routinely prescribed. Most patients 
(86 percent) received individual therapy, and 
over one-third were seen in groups, regard­
less of the type of facility. Approximately 
one-third of all patients were given physical 
examinations--most commocly patients in Type 
I clinics, where such examinations are man­
dated by law. That Type III patients were 
given psychological tests most frequently 
reflects the orientation of these clinics. 

Individual counseling/therapy was more common 
for depressant-abusing clients in all clinics 
as it was for clients in general. Family coun­
seling/therapy was most frequently available 
to clients in the freestanding drug clinics. 
Vocational rehabilitation, job pll'cement, and 
training were very limited--12 percent in 
Type I, 17 percent in Type II. 

Amphetamine abusers wet"e also usually treated 
individually, and for these patients group 
counseling/therapy was more often available 
in ~he Type II programs, with 70 percent so 
treated. The drug units of mental health 

centers provided vocational rehabilitation serv­
ices three times more frequently than did the 
freestanding clinics. 

In sum, few differences in treatment modality 
were found to be related to program type; 
clients tended to be seen in individual coun­
selin g sessions regardless of setting. 
Amphetamine users in Type II programs 
received group counseling/therapy more fre­
quently. There was also a tendency for 
amphetamine abusers in both Type I and II 
programs to receive an array of services 
including psychological testing, rehabilitation, 
and detoxification, which might suggest par­
ticular types of concerns with these patients. 
No differences were found between depressant 
and amphetamine users in frequency of receiv­
ing prescribed medication. 

When comparison was made for availability of 
supportive services other than vocational 
rehabilitation at the various clinics, data indi­
cated that the Type I programs provided 
these more often; over one-third of Type I 
clients were aided, principally with transporta­
tion or medical examinations, as opposed to 9 
percent of Type II, and 13 percent of Type 
III clients. 

Outcome indicators. Treatment II outcome II 
data for the nonopiate sample were limited, 
because of inadequate records, to length of 
treatment and reason for discharge. 

When discharges were examined, 37 percent 
of the Type I nonopiate sample were found 
to have completed treatment, a larger number 
than in either of the mental health clinic set­
tings, where the figures were 24 percent and 
9 percent, respectively. Type I completers 
tended to be in treatment 3 to 11 months while 
Type II completers stayed 6 to 11 months. 
These statistics again probably reflect differ­
ences in criteria for completion of treatment 
by freestanding drug units and mental health 
centers. 

Forty percent of Type I clients left or were 
expelled from their program of treatment, as 
compared with 65 percent in Type II and 61 
percent in Type III who similarly left pro­
grams. Different programmatic recordkeeping, 
rather than actual rates, may again be 
reflected in these figures. When mean treat­
ment rates of completers, terminees, and those 
still in treatment were computed, it was dis­
covered that terminees in Type I programs 
remained on the average 2 months longer than 
those who completed therapy. Explanations 
may be hypothesized based on the character­
istics of the clients or the nature of the treat­
ment program. 
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Conclusions 

The exploratory, descriptive, and h ypothesis­
generating nature of this study has been 
emphasized. The extent to which this sample 
reflects the general population of nonopiate 
drug users in treatment can be determined 
only by obtaining a representative sample 
from a variety of clinical facilities, a task 
beyond the scope of this project and prob­
lematic in any event in view of. the degree of 
reliability, completeness, and accuracy of 
clinic records. 

Despite limitations, a number of observations 
and implications can be made from the study. 

1. There appeared to be a lack of familiarity 
of treatment personnel in the clinics stud­
ied with the issues involved in nonopiate 
drug use. Only 1 of the 12 clinics pro­
vided staff training in the management 
and treatment of nonopiate abusers. It 
is possible that individuals working in 
Type I and II programs--that is, explic­
itly drug abuse treatment programs--may 
have substantial knowledge in these areas. 
However, the CMHC staffs studied do 
not appear to be presently trained or 
experienced in treating nonopiate abusers 
and may be reluctant to recognize and/or 
undertake this task. This is particularly 
significant in view of the fact that in this 
study drug problems (including alcohol) 
were reported in case histories of 15 per­
cent of the Type III sample. Since rec­
ords are generally scanty, we might 
expect the actual incidence of substance 
abuse in this popUlation to be higher. 
If the lack of knowledge and experience 
in CMH Cs regarding nonopiate drug use 
were to hold true nationally, then this 
would seem noteworthy since CMHCs by 
law are mandated to provide assurances 
of the availability and adequacy of drug 
abuse treatment services -in their service 
areas. 
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2. Prognosis and perhaps treatment appeak' 
to be to a large degree related to the 
type of program an individual enters. 
Type II clients were more often diagnosed 
as having personal or emotional difficulties 
than were Type I clients. Also, although 
drug problems were reported in case rec­
ords of 97 percent of the Type I sample, 
they were reported in only 44 percent of 
the Type II sample. Although it certainly 
cannot be proved by this study, there is 
the suggestion that the drug abuse client 
receives a primary diagnosis in the area 
of program expertise. How much differ­
ence this might make to treatment regimen 
and outcome is unknown. 

3. Despite the small samples in the studies, 
there is some indication of the difference 
in overall populations served in a drug 
abuse treatment program versus a commu­
nity mental health program. Typically, 
Type I programs saw young male opiate 
addicts with limited education and low­
status jobs, who were frequently referred 
by the criminal justice system. This is 
clearly a socially disadvantaged population. 
Type III clients were more likely to be 
older and female; many of these clients 
were diagnosed as psychotic and were in 
daycare status. 

4. At the present time, research and evalua­
tion into the effectiveness of present ther­
apeutic ~fforts is difficult because of 
unstandardized recordkeeping, particularly 
on drug use in the mental health centers 
and on treatment progress in all types of 
clients. 

5. The study could not isolate any cle:::. .. -cut 
detectable differences in the kind and 
quality of therapy for nonopiate addicts 
provided by mental health and freestand­
ing clinics. It must be noted, however, 
that the study examined gross treatment 
categories only, e.g., individual counsel­
ing /therapy, without exploring either 
degree or specific nature. 
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