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Section 1

1. General Introduction

The core of this study is related to the insight that the population of opiate addicts is quite
an invisible group. Some parts of this group can be identified at treatment institutions and in
prisons. However, a large part of the opiate addicts is hard to detect. This is because their
illegal activities are often hidden and because many of them move frequently from one place
to another. Although some are easy to spot at public places, these are very hard to
approach for research.

For years studies have been performed in the different echelons. Researchers studied
criminal behavior of addicts in prison. Others analysed factors that influenced treatment
success of addicts in drug treatment settings. Again others described the life of the drug
using subcullure by participant observation. Each data set was used to answer the specific
research questions and that was it. This study is a first step to a more holistic approach.
Separated pieces of information do not satisfy anymore. What is needed is comparabie
information gained in all known subgroups of the population. Only in that way the most
complele view on opiate addiction can be reached. The next step is to repeat these
measurements in the different subgroups regularly. In that way a consequent monitoring of
the population will become possible, of which policy makers, clinicians and researchers will

benefit.

In this thesis characteristics of opiate addicts who apply for a methadone programme, a
clinical detoxification programme, a drug free therapeutic community and opiate addicts
outside of treatment are described. A comparison is made of the nature, severity and extent
of drug use and the accompanying medical, legal, employment, social and mental complex
of problems. On the basis of this comparison the following questions will be discussed:
Which factors are linked with the decision of opiate addicts to seak professional help? and
Which factors are linked with the choice for a specific type of treatment? The study design
and the results are presented in four sections, which are structured according to the central
research questions they provide answers for. Each section contains three chapters. Section
two describes the outline of the study and the methods used in detail. Section three
presents problems with drug use and accompanying problems. Section four focuses on
comorbid psychopathology {(dual diagnosis}. In section five processes of addiction and
help-seeking behaviour are discussed. The final section six contains the conclusions,
generaf discussion and a summary.
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Section 2

2. Study design, methods and materials

The first of the three chapters (2.1} in this section presents the reason and relevance of the
study, the aim and central research questions, the study groups and the instruments used.
Special attention is paid to the methods used to acquire respondents oultside of treatment.
The second chapter (2.2) describes in detail how access is gained to this subpopulation of
heroin users oulside of treatment. Qualitative descriptions illustrate this methodologically
important phase of gaining access. Chapter 2.3 describes the elaborated snowball
sampling method that was used to select respondents outside of treatment, afler access
was gained to the subpaopulation. Both theory and practice are discussed. The last page of
this section (2.4} is a supplement {hat describes the sampling methods and data collection
in the treatment settings and discusses the nen-response,

The chapters of this section are based on the following papers:

* M.A. Eland-Goossensen, E.C. Vollemans & V.M. Hendriks (1995). Versiaafden binnen en
buiten de drugshulpverlening: Een combinatie van klinisch- en veldonderzoek. (Opiate
addicts in and outside of treatment: A combination of clinical and field research). Tijdschrift
voor Alcchol, Drugs en andere Psychotrope Stoffen, 21(1), 11-21.

* M.A. Eland-Goossensen, E.C. Vollemans & V.M. Hendriks (1995). Heroinegebruikers
zonder zorg"; eerste indrukken uit een onderzoek In Den Haag (Heroin users without
freatment), Epidemiologisch Bulfetin 30(3}), 17-23.

* M.A. Eland-Goossensen, L.A.M. van de Goor, E.C. Vollemans, V.M. Hendriks & H.F.L.
Garretsen {1996}, Snowball sampling applied among opiate addicts outside of the treatment
system. Addiction Research, in press.
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CHAPTER 2.1

Addicts in and outside of the treatment system:
A combination of clinical and fleld research

Introduction

So far, the majority of addiction research has been carried out among addicts who are in an
addiction-trealment facility. The emphasis is partly on the analysis of existing registration
dala (LADIS, RODIS, etc.), and parlly also on research that is built around specific themes
(diagnostics, early drop-outs, prognosis, etc.). Criticism on this patient-based research is
often direcled at the fact that it involves a selected population with possible specific
characteristics and problems, which makes that the results cannot or not sufficiently be
generalized to the total population of addicts. After all, a patient population consisis by
definition of people that experience problems with regard to their drug use and that have
sought help to solve these problems.

Litlle is stili known about addicts who have not yet entered the trealment system. Are they
addicts who have never been in for treatment or heroin addicts with a long and varied
treatment career who do nol receive treatment at present? The relatively small number of
addiction research outside of treatment facilities has shown little resemblance with clinical
ressarch in terms of methodology and study population. Because of their scale and
consequently limited questioning, surveys generafly only provide an overall picture of
addiction or addiction-related prablems in (parts of) the popuiation, and important groups of
addicts (the so-called hidden populations) are not included. However, because of the
gualitative nature of the dala, ethnographic research often provides very "rich” descriptions
of specific phenomena in the micro-sccial context, but is considerably less concerned with
the generalizabilily of the data.

For policymakers on addiction issites, an overview of the whole addict populalion is
relevant. it is important for planning new facilities, i.e. adaptations of existing facililies, as
well as for aspects of the view that addicts hold on the types of treatment, public relations
etc. From a scientific point of view, a comparison of addicts in and oulside of treatment
could offer new insights into the factors that play a role in the onset of the need for help and
aciually seeking help, or even the absence of the need for help. Methodologically speaking,
an important point of departure is that the strong points of qualitative and quantitative
research can be done more justice by combining both in one and the same study.

Research guestions

With this background in mind, a study called "Addicts in and outside of treatment: Different
populations?" was launched in 1991. The sludy's objeclives are lo determine what the
differences and similariies are belween addicts in and ouiside of drug treatment
environmenis with respect io the nalure, severity and extenl of drug use, and the
accompanying medical, employment, judicial, social and mental complex of problems. On
the basis of this comparison the study tries to answer the following guestions: (1) Which
factors are linked with the decision of addicts to seek professional help? (2) Which factors
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are linked with the cholce for a particular type of trealment? These aspecls are discussed
further below.

Treatment - yes or no?

The first research question investigates if and to what extent there is a need for help among
addicts without treatment contacts. Also, the process that actually leads to an addict
seeking help is examined, as well as the control mechanisms and survival strategies which
prevert someone from seeking help. The answers to this question could provide important
clues as to {a) the accessibility of treatment for addicts, and (b) gaps in the struclure and
number of treatment facilities.

In literature, a distinction with respect to the need for help is made between experienced
and expressed need for help (Mackenbach 1982, Raat 1987, Bannenberg 1988). The
experienced need for help refers to the need that does not lead to an addict applying for
treatment. The expressed need for help refers to an addict actually asking for help, which
manifesis itself in an application for treatment or counselling. Planning or adapting facilities
without including the problems and experienced need for help of addicts outside of
trealment may lead to unnecessarily counterproductive results of drug treatment.

Research shows that the use of psycho-active drugs among addicts often coincides with
serious problems in other areas (health, employment, legal, social and mental problems}.
The prevalence of psychiatric disorders among addicls is many times higher than among
the genaral poputation (Rounsaville et al. 1982, van Limbeek et al. 1986, Hendriks 1990).
American research suggests that among {opiate) addicts in trealment there are more social
probltems, drug-related crimes and depressive disorders than among addicts outside of
treatment facilities, even though the duration and severity of the addiction in both groups is
comparable {(Rounsaville & Kleber 1985). Dutch research into this, however, does not exist.
Perhaps there are less drug-related problems among addicts outside of treatment or maybe
they are better capable of minimizing the negalive consequences of drug use {(Zinberg
1984). There may also be very isolated addicts with severe problems for whom the
treatment systemn is inadequately equipped. There are for example indications of a growing
number of addicts with severe mental and other inhibiting problems, the so-called complex
addicts {NRV 1992}, who, because of their addiction problems, cannot be registered with
trealment facilities (i.e. RIAGG or APZ facilities - regional institutes for mental health care),
whereas their mental problems often result in a contraindication for treatment in special care
units.

Not only the {more or less} actual extent of the problems, but also the subjective
experience of the problems {Rosenslock 1960, 1874) as well as the influence of e.g. social
support (Agar 1977, Biernacki 1986, Hughes 1977, Shaw et al. 1978, Zinberg 1984) seem to
play a role in the process of seeking or not seeking help. In order to investigale the
importance of these factors, this study also focusses on a description of behavioural,
experience and selting variables with respect to drug use and drug-related problems.
Particular emphasis Hes on the possible differences between addicts in and ouiside of
treatment with respect to (1} the experience of drug use, the extent of control (loss) and to
one's funclioning in other areas, (2) the role of the social network (a) in the decision 1o seek
help, or {b} in continuing the drug use without professional help, and {3) addicts' perception
of and opinions on the treatment system.
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Depending on the results, the study could be used {o develop a belter and more
differentiated treatment systern for oulsiders and to improve the accessibility of the
treatment system. The resuits of this study may also show that there is no need for more or
other facilities, but that the perception of the freatment system among addicts should be
improved by way of information and outreach activities.

Choosing a type of treatment

The addiction freatment system in the Netherlands has been developed into a broad system
of facilities, in which the objectives vary from harm reduction to complete abstinence. This
broad avaiiability is meant to achisve the greatest possible accessibility to ireatment on the
one hand, and to fully tune the need for help and the avatlable facilities on the other hand.
Although the importance of a more efficient structure of the addiction treatment system is
underlined on all sides, it is still unknown which differences there are between addicts thal
are reached via the various treatment modes.

it is clear, however, that addicts hoth in and outside of treatment form a differentiated
population in terms of their problems and their need for help (Kosten et al. 1982, McLellan et
al. 1981, 1983b, Rounsaville & Kleber 1985). A structural comparison of client poputations
between treatment modes by means of standardized research instruments could offer more
insight into the (differences in} nature, extent and severity of the drug and drug-related
problems of people that are reached by the various institutes. Insight into these lactors
could provide important clues as to the similarities and differences between the respective
admission procedure {intake crileria, contraindications) in the various institutes and the
characteristics of the admitted population. On the basis of this information the present study
may contribute to a better interpretation of intake criteria, intake decisions and the
characteristics, objectives and expectations of clients that report themsslves for treatment.
This applies to interpretations within the categorical treatment system and also between the
calegorical and general freatrnent systems. Although research into ihese factors was done
in the Netherlands in the last decade among alcohel addicts (Bannenberg 1988, Raat 1987),
this kind of research does not exisl for drug addiction. Careful development and a
cansistent use of intake criteria is urgently required in the addiction treatment system in view
of both budgetary plans and quality improvements. In that sense, the present study forms
the first step towards a differentiated client therapy allocation (matching}. The next step is to
test the intake criteria and intake decisions against treatment results in the various institutes,

Design of the study

The research is carried out among 400" addicts in the town of The Hague. in the study, four
research groups of 100 psrsons each are distinguished, i.e. persons who report themselves
for treatment in a clinical deloxification centre (Addiction Circuit P.C. Bloemendaal "De
Weg"; N = 100), a drug-free therapeutic community ("Emiliehoeve", Addiction Circuit P.C.

Iy ordler to delermine the cogency of univariale tests with respect lo the proposed size of the sample, a power
analysis was caried out, On lhe basis of previous research into differences between addicls in a clinical
deloxificalion centre and a drug-free therapeulic communily (Hendriks 1980), an effect size of .20 was considered 1o
he meaningful.



Section 2

Bloemendaal; N = 100), and a methadone programme. (Centre for Addiction Treatment
Zeestraat; N = 100). The fourth group consist of 100 addicts in The Hague with no treatment
contacts. '

Of all the respondents it is required that they are (1) opiate dependent according to the
DSM-IlI-R crileria (APA, 1887), and that {2) the addiction shoufd have started at least two
years before the study. Of the respondents in the three treatment groups it is also reguired
that they continue treatment for at least two weeks after admission. In that case, one can
assume that they aclually "use® the treatment facility. A requirement with respect to the
respondents outside of treatment is that they do not receive treatment during the course of
the study and that they did not receive treatment for drug and drug-related problems for
more than two consecutive weeks In the last two years,

Within a week after admission (in treatment} or after an appointment (outside treatment)
data are collected by means of the Addiction Severity Index (ASI-R; McLellan et al., 1980;
Hendriks et al., 1991) about demographic background, physical health, employment
situation, alcohol and drug use, treatment history, legat status, sociat functioning and mental
problems. The respondent has {o indicate for each of the above areas to what exient he
feels a need for help for the respective problems; the interviewer has to make a rating of the
problems' severity.

In order to get an idea of the differences in nature and scale of comorbid mental problems
between the four research groups, the respondents also take part in the Composite
International Diagnostic Interview (CIDI, Robins et al., 1988), on the basis of which {among
other things) a DSM-IiI-R diagnosis can be formulated.

Finally, an open interview is conducted with a number of respondents (25% in each of the
four research groups) In which - parallel to the AS| areas - respondents' experiences and
interpretations are discussed with respect to drug use and drug-related problems, the role
of control {loss}, sociat support, etc. With respect to addicts who actually apply for help,
questions are asked about their motives, the immediate cause and the purpose of
admission and cholce for treatment (groups in treatment), or about the reasons not to seek
professional help (groups outside treatment). Specific emphasis lies on the respondent's
perception of and the opinions on the treatment system. in addition to these interviews with
respondants, an extensive report is set up by means of field notes in the group with no
tfreatment contacts about the circumstances in which the respondent lives and about the
situation in which the interview takes place.

The group of addicts with no treatment contacts

While the study among clients in trealment situations roughly follows the same
methodological "routine” as in many previous studies {admission cohorls, assessment
shortly after admission, use of standard instruments etc.), it is not always possible to use
these common methods with respect to addicts outside of treatment. Apart from the various
practical aspecls, the main problem is that a random seleclion of respondents from *the"
group of addicts outside of treatment is impossible because (a} the size and composition of
the population oulside of treatment is largely unknown, and (b) important segments in this
population cannot be reached by means of common sample and approach methods (no
fixed address, tramping, susceptibility to the subject, distrust of researchers, etc.).

In order to arrive at the most representative picture of addicts outside of treatment, the
present study tries o approach respondents by means of the snowball sampling method. In
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comparison to other sampling methods, snowball sampling begins with the description and
identification of the study group(s). Because of the relatively "hidden” nature of particularly
the sub-groups in the population, it means in actual practice, that we start off with the
compilation of a tentative “"card" of the size, composition and specific characteristics of
addict groups in various locations in the study area, all on the basis of information that is
available from different sources ({outreach fieldwork, needle exchange programmes,
previous research, efc.). This tentative card Is constantly readjusted, refined and expanded
during the course of the research, and it forms a guideline during the course of the snowbail
sampling process: have the charted networks been salisfactorily reached in the study or
have important groups been ignored?

On the basis of the first - tentative - card, key figures are selacted in the various networks
who may be able {o provide access to the relevant network. We ask these informants to
nominate other people that meet the inclusion criteria. Subsequently, one of these
nominated persons is a-seleclively approached and asked to parlicipate in the study.
Together, these approached respondents are the zero stage sample. In snowball sampling
this procedure is repeated until the chain ends {nobody has been nominated or the
nominaled persons refuse to participate or cannot be contacted).

in the sampling procedure described above it is very important that the researcher is
familiar with specific customs and phenomena in the study group on the one hand, and is
trusted by - and finds alliance with - the respondents on the other hand. That is why in the
present study an important part of the fieldwork is done by a so-called community
fieldworker. The concept of community fieldwork - which stermns from culiural anthropology -
is based on the idea that studying a (sub-} cuiture from an insider's point of view could lead
to substantially different resuits than an outsider studying that (sub-) cullure. Specific
culture-related factors (language, traditions, symbaolics, etc.), which can be overlooked or
misinterpreted by scientific researchers, are usually better understood by an insider. The
community fieldwork in the present study departs from a similar reasoning. The community
fieldworker is somebody who, based on personal experience, knows about - and is familiar
with - specilic phenomena in addict populations. From this background the community
fieldworker plays an important role with respect to the cards of social network users, use
patterns, locations and fimes, contacting (key) respondents, gathering data, and the
analysis and interpretation of the results,

Some tieldwork experiences

Since the start of the study, 216 persons have been interviewed. In this group, 58 addicts
are without treatment conlacts. This fatter group could be approached by means of
intensive fieldwork {repeatedly failing to keep appointments, more or less acecidental
meetings with respondents, parts of interviews that had to be conducted in two or more
sessions, etc.).

The first step in the fieldwork was to contact outreach workers in the needle exchange
programme of the GGD (i.e. local Heallh Service) in The Hague, and aiso other flieldworkers
who were already in touch with (key figures in} the addict population outside of treatment. In
addition, locations were visited in the early siages of the study where, it was expecied,
important sub-groups could be found. During the fieldwork a van was used which served as
a mobile field station. Inside the van, a total of 13 interviews were conducted. We also had
available a work room of an outreach worker in the centre of The Hague, where eight
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interviews were oblained. The majority of the interviews were conducted at people's homes
(N=28), in the station buffet {N=4}, in a day centre for the homeless (N=9), and in a dealers'
place {N=4). It was in fact not that difficult to gain access to addresses of people and
dealers' places. Particularly important factors in this were the introduction by a third party
{often a client, or sometimes another dealer) and the work of the community fieldworker
{trust, “alliance”).

In the following description, John plays a central role in the introduction of the researchers
to people's homes. John is an older user, whom we already knew from the study and who is
known by many other users.

'We had asked John lo get us in touch with dealers. At the first address we met with a
lot of distrust, because clearances had recently taken place in the street. John said
that he wanted to buy cocaineg, after which we were led to the back of the building.
Through a fong dark corridor we came out in a dimly fit kitchen where two persons
were hanging out. John bought two balls of cocaine, after which he began to lalk
about the study. This evoked a lot of mistrusi, particularly because there were three of
us and only one bought something, which is unusual.

Next, we contacted a 'runner' on a nearby square who - in exchange for a portion of
the cocaine that John had just bought - took us lo a users' place. There John
introduced us fo the occupant and explained to him the purpose of our visit. After
John had shared his cocaine with those present, the last trace of distrust disappeared
and they seemed to be interested in the study. This for us was the basis to return here
several times.

As for the snowball aspect, the contact we had with John resulted in a chain of three
consecutive slages. So far, the lotal length of the snowball chains in the fieldwork consisted
nine times of one stage (the "start respondent"), 13 times of two stages (the start respondent
plus cne nominee}, five times of three stages, three limes of four stages and three limes of
five stages. The average length of the chains is 2.33 stages. An added level of difficully is
that there are no public meeting paints for users in The Hague, such as in Rotterdam, the
project called ‘Platform Zero' and 'St. Paul's Church',

Some eariy resulls

At present, the study is still in the data collection stage. Of all data, however, a proportion of
the CIDI interviews has been processed and on the basis of the - indeed overall and
provisional - results an impression can be obtained as to the differences and analogies in
nature and scale of the psychiatric problems betwesn the four research groups.

Notable among the data in the table is that the prevalence of psychiatric disorders with
various diagnoses is Jowest in the addict group outside of treatment. Big differences in this
respect are primarily found for depression, generalized anxiety, and alcohol misuse and
abuse. As for the diagnosis "major depression® it is furthermore notable that thére is a
gradual increase in prevalence from the “field group" (5%}, via the methadone group (12%),
the detoxification group (25%) to the group of addicts in the therapeutic community (32%).
Aithough in this phase of the study, because of the absence of significance tests, it is not
possible to attach any conclusions to these differences, the data do suggest that amang
addicts outside of trealment there are, generally speaking, less comorbid mental problems
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than among addiclts in treatment facilities. Conversely, the phobias seem to be
proportionally distributed among the field group on the one hand and the three treatment
groups together on the other hand. it is also notable that the prevalence of schizophrenia

Table 1 "Lifetime" prevalence of DSM-HI-R disorders

Field Meth. Detox TC

n=36 n=34 n=36 n=31
Major depressicn 5% 12% 25% 32%
Dysthymia 19% 6% 22% 29%
Manic episodes 3% 8% 5% 3%
Genaeralized anxiety 0% 12% 8% 6%
Simple phobia 41% 26% 19% 39%
Social phobia 31% 21% 31% 45%
Agoraphobia without 19% 24% 14 6%
panic disorder
Agoraphobia with panic disorder 8% 4% 3% 0%
Panic disorder 0% 6% 11% 6%
Alcochol misuse 1% 12% 14% 13%
Alcohot dependence 15% 47% 47% 39%
Schizophrenic disorders 8% 3% 4% 0%
Ohbsessive compulsive disorder 3% 6% 6% 3%
Bulimia nervosa 0% 0% 3% 0%

oulside of freatment is high in comparison to that in the groups in treatment. Possibly, this
high prevalence partly reflecls cocaine-induced psychopathology (particularly psychosis},
which is increasingly found among addicts (see e.g. Hendriks & Abrahamse, 1994),
whereby the use of "cooked" cocaine in particular seems io play a role. With regard 1o this
diagnosis, however, it is also true that the presence of acute psychotic problems form a
contraindication for treatment in the therapeutic community.

in order to correctly interpret the data in the table, it is important that the findings are
regarded as part of the complex of data available from other sources {ASI-R, open
interviews and field noles). In order to provide an idea of this process of mutual "cross-
pollination" of the various information sources in the siudy, a case is described below -
atbeit on N=1 level - in which the data from the instruments complement each other.

Elly's case

We found Elly In an empty buliding thal was nominated for demolition as part of an urban
renovation scheme. The building was not heated, there was no running water and the front
door could not be locked. Elly had regular contact with a number of older users in the area,
who use heroin as well as amphetamines (speed). In this social network they get their
money by remaving scrap melal from buildings that are to be demolished, and by



Section 2

"rummaging™: searching through garbage bags for valuable things. Elly spent most of her
day in bed, waiting for her partner to return with money and then with dope.

The ASI-R data reveal that Elly is 40 years old, has been using herain since four years,
speed since six years and cannabis since sight years. From the age of 28 she also used a
lot of alcohol, but stopped using it three years later. Besides the drug use there are serious
problems in the ASI life arsas of physical health, social life, and mental complaints. Elly
indicates that she urgently needs help in these areas as well. The physical comphaints
consist of an acute slipped disc, bowel disorders and, in the past, cervical cancer. She has
lost contact with her children and other relatives and her relationship with her partner shows
signs of serious problems. As for her mental state she reports, up to and including the
previous month, depression, anxiety, problems containing her aggression and suicidal
thoughts. She stilf experiences many mental problems because of the death of her
hushand, who was shot dead 10 years ago. In the past, Elly has been in for treatment with
RIAGG {i.e. Regional Mental Health Service) for her mental comptaints. Her only contact with
the addiction treatment system existed of a brief participation in a methadone programme a
number of years ago.

With regard to the mental complaints, the CID] data show that, diagnostically, there is no
major depression. However, Elly meets the OSM-IHI-R criteria of various anxiety disorders: a
social phobia (from the age of 32 until the present), a simple phobia (also from the age of 32
untit the present), and a panic disorder without agoraphobia (from the age of 34 until 36).

From the open interview it emerges that for Elly, there is a direct link between her physical
complaints and amphetamine use in parlicular: ‘Al physical complaints disappear when you
use that. I just kept using speed. I've got a slipped disc, but you get used to pain at some
stage. When I'd used speed for the first time, the pain in my back disappeared. 1 really felt as
light as a feather. Thal's why I kepl running after i, because | didn't want to feel that pain
again.'

As for treatment it is sfriking that despite Elly's need for help there have hardiy been any
treatment contacts. From the open interview it emerges that the daily trip to the methadone
bus especially - and the problems this creates for structuring her daily routine - was an
inhibiting factor. The intake procedure and waiting list too she experienced as thresholds.

In conciusion

While the above example provides a description of the approaches thal emerge for one
person in the various instruments, the remainder of the study will focus on characteristic
paths, life courses, careers and possibly similar {(specific) themes within certain sub-groups.
In doing so, the analyses are aimed - at least with regard to the qualitative part of the
research - at obtaining the smallest possible differences within groups and the biggest
possible differences hetween groups. The ultimate objective is to arrive at a combination of
qualitative and quantitative insights, whereby hopefully the whole will be more than the sum
of its paris.
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CHAPTER 2.2

Heroin users without treatment; first impressions from a study in The
Hague

A reasonably large amount of information is available about heroin addicls in treatment
facilities. What happens outside of this circuit is a lot less obvious. However, in order to get
an idea of what is going on in this hidden population, ethnographic fieldwork has been done
in the fown of The Hague in The Netherlands. A vivid report on snowball sampling and a
number of conclusions and recommendations for this type of research are described below.

Since 1992, the Addiction Research Institute has been studying differences and similarities

belween heroin addicts in and outside of drug treatment facilities in The Hague. Such a
comparison can provide more insight into the nature, severity and exteni of the drug
problems and problems in other, drug-related iife areas in both addict groups. It might also
be possible to obtain information about the factors that play a role in the onset of addicts'
need for help and their search for help, or indeed in the absence of a need for help,
Hardly any research has been done among the group of addicts outside of treatment; and
not without reascn. In research terms, this group is called a ‘hidden population’, because
they cannot be recovered from registers (for example population registers or treatment
records). And even if this were the case, this group would still be difficult to localize, let
alone approach and ask to participate {Garretsen et al. 1992).

From culiural anthropology stems a method that can be used for studies of groups that
are difficult to reach: 'ethnographic fieldwork'. This means that the researcher mingies with
the target group in order to arrive, by means of various approaches, at a better
understanding ({"verstehen") of the behaviourai characteristics and social processes under
investigation. By means of snowball sampling it is possible to get in touch with people from
hidden populations {Hendriks et al. 1992). In this research method, users that take part in
the study point out new users, so that one can select {snowbali effect) from an ever-growing
number of respondents. To get the most representative sample, it is important that the first
group of approached heroin users, in other words the starting painis of the reference lines,
is a-selectively chasen. When following the lines one has to be careful that none of the
various sub-groups of heroin addicts is over or underrepresented.

This article reports on the research experiences of obtaining access to drug users® ouiside
of treatment in The Hague, and alsc on the choice for starting points in the population, It is
an imporlant and at the same time difficult aspect of this type of research that svery
experience could possibly help other researchers. The research also provides information
about the iife that drug addicls lead outside of the drug treatment circuit in The Hague. For
Hlustration purposes, this article includes descriptions of locations and quotes from users.
These have been adopted from field notes. Resulls of the -ongoing- study cannct yet be
presented; results are expected lo emerge in the course of 1996,

? The inclusion criteda of this study are: subjects had to be 18 years old or older, had lo be dependent on opiates
for two years or more, had to live in The Hague or surroundings and should have had no contacls with freatment
institutions for longer than two weeks during the past two years.
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Ethnographic preparation

The researchers started this study with 'hanging out in the field" chatting to pecple,
establishing informal contacts, and so on. On the one hand, the researchers' faces got
known (which increases feelings of trust and therefore the chances of a cooperative
refationship}, and on the other hand it was possible {o obtain information aboul the research
field. Establishing research conlacts can be made much easier by the cooperation of a go-
between from the research poputation itself, namely the community fieldworker. Moore has
characterized this mediator as follows {Moore 1983):

‘She played the part of cuitural broker, and vouched for my authenlicily and
fogitimacy.

It is typical for a community fieldworker to work from his own experlise and experiences,
which results in knowledge of 'stiquette’, rituals and networks in the addict population.
Because the fieldworker himself is/was part of the study population, his contribution to the
various stages of the research is of greal value (Adriaans 1993). First, & community
fieldworker is able to pick up on new, relevant developments in and around psycho-aclive
drug abuse. Furthermore, he or she could lend a helping hand in pointing out groups of
users, localions, factors that play a role in drug use and perhaps also cooperalive key
informants®. Because there is no overview, which is due to the hidden character and maobility
of the research group {fioating population), it is not easy for an outsider to gain insight into
the research field and to make and maintain coniacts (Kaplan et al. 1880). in this study in
The Hague, the community fieldworker not only constantly visiled the target group but also
conducted interviews.

The map

The ethnographic preparation led to a knowledge of {the development of} the present drug
scene in The Hague. The collected data were noted down like a 'map', as it were. This map
was conslanily supplemented and adapted and plays a central part in building up the
respondent group. Because it is important to end up with the most representalive 'first group
of respondents’, estimates were made of the nature and size of the groups and the locations
where they used drugs. We also took into account the extent to which respondents with a
specific background were represented in the sample. Information given by key informants
also contributed to this decision. The following sub-groups of heroin users in The Hague
can be distinguished: homeless users, older users who use speed, Moroccan users,
Surinamese users, {emale prostilute hercin users, male prostitute heroin users and groups
of heroin addicts in Zoetermeer, Scheveningen and Wassenaar, i.e. smaller towns around
The Hague.

3 Key informants can be regarded as expérts of the users’ world. They pardicipate in the drug use subculture or act
around il, as for inslance dealers, heallh workers or police.
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A brief history of heroin use in The Hague, as part of the 'map’, reads something like this:

Around 1970, it became possible to buy heroin in The Hague. The Chinese heroin -
Pakistan and Turkish heroin was soid later on as welf - was mainly bought by
immigrants and (later on) sold by them. At the time, fourteen grams would cost about
five hundred guilders, until one was addicted, then prices went up. While in
Amsterdam the first lreatment initiative was sfarted up, The Hague saw the action
group H.0.8.8. (The Hague Relief Foundation for Surinamese) come inlo existence,
which consisted of fown centre youths. This happened in July 1974. Their first action
was the occupation of a building in a street called "Laan van Nieuw Oost-Indig"
asking for relief and treatment for drug addicls. The town of The Hague provided a
building, but nothing was actually started up, so that another building was occupied
about two years later by the renewed action group "Samen Sterk" (Iiterally: Strong
Together). Another two years on, a drug-free centre was staried up ("Hofwijckstraal),
which did not flourish either. The general impression of many people who did not
personally know the drugs world was that it would not get so bad. In 1973, a building
in the “Prinsegracht” was occupied for a second time, which resulted in the S.0.H.D
(Foundation Relief and Treatment for Drug Addicts). This Foundation stayed on in this
particular building, where the use of drugs was permitled. It was also lolerated that
people carried with them several grams of dope, which meant that dealing, though on
a limited scale, was possible as well. In addition to influencing ealing habils and
social behaviour, the Foundalion also provided counselling and referrals. The mixed
group of users sometimes added up to about seven hundred persons in one day. At
some point, complaints about nuisance brought about the end of this relief centre in
the "Prinsegracht’, after which addicts spread across the town (again).

A motivated group of heroin users then moved on fo the recently introduced day
prograrmme (1983) in a street called "Scheveningseweg", which used a hut as a
porchr on "Monchy' Square; unmotivated people spread across the town in small
groups, and occasionally met up in larger numbers. A huge dealer building in the
"Bogkhorst" street illusirates this. Between 1987 and 1992, heroin was sold there to
users who could enter after showing an identification pass. It was also possible to
use the building's address to claim benefits. In the momings, the so-called 'sick-tips'
were provided (a tip of herain so as not to feal dope-sick any more). In the end, the
keeper of the building was arrested. Around this time, we began our fieldwork.
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Gateways

As is the case in every town with a considerable group of hercin users, we could find
'gateways' in The Hague which enabled us to build up contacts with heroin users. These
gateways did not always run parallel to the above-mentioned groups. We tound four primary
gateways:

- outreach work,

- lounge projects;

- street life;

- dealer andfor user addresses.

The first three gateways provided the dealer buildings, where the largest number of
respondents were found, especially by reference from and introduclion by users
themselves.

Outreach work

Outreach workers are in a special position because, professionally, they have contacts with
the target population outside of treatment. A confidential relationship with users already
axists. From their position, they can introduce the researchers to key informants and also
reassure worried users with regard to the integrily of the researchers. We worked alongside
three outreach workers. Despite the fact that they sesmed to be good mediators, they
introduced us to only a few respondents. A disadvantage of using outreach workers was
that their work was often focused on a particular group of users, such as Surinamese users
or injecting users. However, for the benefit of the research, they distributed information and
made available one of their work floors lo interview people. Because of this, this floor, which
many users already knew, was given the functlion of field stalion for the research (Goldstein
at al. 1980). Later on, this floor was accompanied by a research van, in which interviews
were taken. Most of the interviews, however, were conducted al respondents’ homes.

Lounge Projects

The Hague has three lounge projects where visitors primarily consist of harddrug users.
None of the projects is explicilly aimed at drug users. That is why there is hardly any
specialist knowledge about addiction problems in these places. The lounge projects are:

- A day cenire of the Salvation Army, where in addition {o coffee, tea and sandwiches, there
is also a shower. Consultations with social services take place by appointment. The centre
is open for several hours in the morning, afternoon and evening.

- From a crisis centre for the homeless (Kessler Foundation) an old town bus has been
parked near Central Station, where soup, coffee and bread is provided. The bus is open in
the morning and at night. A user's view on the importance of the soup bus for him:

You can get a few slices of bread and bulter and some soup in the bus. Well, there
are weeks that that's all I eat. Twice a day, those as well. Last week [ ate really well,
one hot meal and two sandwich meals a day. Yes, if you scored well, you go fo a
restauramt, you go oul, you can do that for a few days. But the week after that it could
happen that you're in the bus the whole week, you just don't know.’
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- The prostitute lounge project, which is visited by female users, s open evenings and
nights only. Women visit for a cup of coffee and a chat. A soclal worker and GP hold
consulfations there.

From each of the three 'walk-In' centres we obtained permission to walk in and talk to
possible respondents. This was particularly easy at the Salvation Army. There, we fairly
soon found users who were prepared to participate in doing their first interview {in exchange
for payment). An advantage of this gateway was that the researcher was reascnably free io
move and could contact users relalively inconspicuously and risk-fres, A disadvantage
though was that the iounges are set up for specific target groups, usually homeless people.

Streel Life

Street life in The Hague is centred in particular streets, near the "Hollands Spoor station-and
in some squares in an area called "Schilderswijk". The runners' are here: for payment for
some dope they take users to a dealer place. A user told us more about how he can afford

his drug habit:

'Well, I don't really steal, you see ... but, uh, | know a lot of people that | get in fouch
with, well some of them come lo me, well, they wan! dope and then I bring him to the
dealer. He buys, one gram or two grams or if he's had money from social services he
might buy five grams. Well, smoke for a while, come round again, like that ... Suppose
you want to buy one packel, but you dor't know anyone around here, well | know the
people. | take you thare, we buy one packet, half is yours, half is mine. That day's over
then. Like that.'

Because of regular clearances and a ban on gathering in some places, the scene in The
Hague has become more and more hidden. One respondent:

‘Even last week there were raids in buildings where they deal, around here in the
square. Now they seil everywhere in back streels and there are all soris of tricks, e.g.
drop the package on the street or hide it inside a pitta bread.'

Because of the relatively limited street life we did not find a great number of respondents
here. It turned out to be quite difficult to contact addicts on the street without mediation of
samebody they know.

Dealer and/for user addresses

A dealer's address is living accommodation or a catering establishment where drugs are
sold. The buyer somelimes goes to another place to use it, the 'user address'. A group of
acquaintances come together there to use heroin. Somelimes they all put in money to buy

together.

To illustrate this, we use a quote from a user who has opened his place for heroin users:
'Right now | have a visitor ban. Before this there were a lot of friends in my house,

who were using or dealing. In exchange they gave me some brown, which | smoked
in a cigarette.'
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These dealer and/or user addresses were the most obvious gateways for the researchers,
but also the most difficult ones. A clear advantage of recruiting in places where dealing is
{also) going on, is that thers was less selection in comparison with the above-mentioned
gateways. After all, every user has to buy heroin, no matter which group he or she belongs
to. A prerequisite is, however, that the greatest possible diversity in places is visited, which
indeed happened during the fieldwork. The atmosphere varied strongly, An exampte of a
home address, where they were dealing:

‘At 12.30 | was to meet Eddie. He lives in a strest in the "Schilderswijk". | entered into
a ground Hoor apartment, a smalfl hall, it was quite dark and through the first door on
the left was a room with a bench and a table. In the extension of that room was
another room. | sat down in the room and a little bit later Eddie came in from the other
room. He's an Indonesian man, well-groomed he was. At that moment there was
someone glse in the other room (so [ found out later). Somebody fapped on the
window. Hea apologized and opened the door. Through the hall he took the other man
straight to the other room. He stayed there for a while and | heard the click of lighters
so | knew they were using. | assumed that this was the user room. He came up to me
again and offered me a drink. | was given a glass of milk. He then sat down next to
me on the bench, he asked about the research. During the course of the conversalion
it emerged that he has certain ideas on drug use and how to handle it. He has
principles which make that he doesn't have o join the criminal sphere. For his friends,
he gels the dope al cost price. They also use it at his home. Friends or acquaintances
he chooses. The people with whom he buys and uses the drugs, all work and have
little or nothing to do with crime. He also makes sure that he pays his rent on time and
that there's food in the house. In the meantime someone else tapped on the window
and he opened the door. Again, he went into the other room. A moment later he
asked me if | wanted to foin him in the other room. There was a bench, a table and
two beds. It seemed fo me that [ had won his trust because he allowed me in. In here,
he sold the dope and let people use it. We stayed there while the other two boys went
and sat in the front room so that they could open the door and we wouldn't be
disturbed. Eddie started chasing the dragon®, brown lirst, then white.'

Generally in The Hague there are few places where, after drugs have been bought, people
can use it quietly. Some dealers only sell to a limited circle of steady {riends, which
minimizes the chances of tense situations. The rules that dealers set are: no recelving or
payment in goods, only allow a limited number of buyers in, fixed opening times, a minimum
purchase price, entrance only allowed with someone familiar and the appointment of a
security guard. Sorne dealers use particular codes. By means of agreed signals they
indicate that the coast is clear:

‘Agreed to meet al Johan's address. I'm supposed to raitle the letterbox and shout
‘Rotterdam’, so that they knew it was me...Now | can pop in whenever | want, when
the mat is outside the door he's af home.’

4 Chasing the dragon is to inhale damp of hercin or cocaine, which is laying on a tinfoil and heated with a lighter.
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Another way to limit the risks of dealing is that the dealer sells at homes of users, who
receive dope in exchange, while after a few days the dealer starts to look for other
accommodation, It also happens that a user who wants to buy, 'blesps' the dealer by
telephone, after which the dealer pays a visit to his home. The foliowing quote is an example
where few measures were taken to protect bath security and atmosphere:

'When | came in there were three men. They were busy using coke. | thought for soms
days: day and night, They looked like it anyway, a bit swealy, with big pupils. During
this time they'd hardly eaten anything and had not sfept at ail. B. is the occupant of the
building, who is no fonger the 'boss' in his own house. Perry had arrived with the
coke. Quite a lot, | don't know how many grams, in a plastic bag which he'd put in an
emply packet of cigaretles. Perry said he wanted to speak lo me alone and the other
two got their user things, e.g. spoon, ammonia. Perry brought out the bag and
handed something to them both. After that they sal in the hall and in the loo. Perry
began an incoherent conversalion in whispers. He acted quite parancid. He kept
looking at the door and sald | shouid keep my voice down. | said it wasr't so bad.
There was tension in the air and the longer | was there the more the tension built
up.. . All during this time B. and Mark were In the hall and in the foo. Then B. asked for
some coke and sald he was fed up having to sit in the hall in his own home. This
remark and the fact that he asked for coke was the drop that made the cup run over,
Perry got mad and it confirmed his distrust. B. soothed him and said he didn't mean it
that way. At first he didn't bother to point out his position of power, later on fhie did,
making a gesture saying 'what do | care anyway'. There was enough in the bag fo last
him another day and a night. The spoons were brought out and he filted them with a

few pinches.'

Since the building in the "Prinsegracht” in the early 80s, The Hague has not had a permitted
area. In consultation with the police, housing associations and the council, it is agreed
"which buildings will be cleared. There are a fot of raids and police checks as well. The resull
of this policy is that dealer addresses have become more and more business-like. People
quickly get what they need and use it somewhere else. Because of the many changes in
dealer addresses even faithful users have not got a steady address where they can buy, and
consequently they are confronted with a varying, often dubious quality of herom cocaine
and other drugs, which increases the health risks.

28



Section 2

Table 1. Number of attempts to contact heroln users or to galn access to dealer and/or user buildings,
separate for each of the various gateways.

Gateway Person Building Tolal
(+} ) {+) {)

Personal 51 24 15 i N

mediation

Day centre 12 3 - 15

Via informalion 5] 4 - 2 12

Colngldence jon the street 8 2 2 12

Via methadone 3 3 - 8

Outreach work 2 1 2 - 5 ‘

Tolal B2 a7 17 5 141

{+} successful, (-} not successful
Some conclusions

To gain some insight into the level of success of the researchers fo contact heroin users or
to gain access to a dealer andfor user place, the number of altempts are represented,
separate for the various gateways, in table 1.

For each inslance it is indicaled whether it concerns a person or a building and whether it
was a successful {+) or a failed (-) attempf. Parsons who were contacted in the buildings,
have not been included any more.

The table shows that the majority of contacts came about by personal mediation: 81 out of
141 attempls (65%). This is of course due lo the snowball sampling method. Out of 91
attempts, 25 failed (36%). This can be parlly explained by the lifesiyle of respondents, which
is often dynamic and unsettied, which imakes keeping an appointment difficult,
Appointments that were planned in the short term were most successiul; but the day and
night routine of the respondents (prostitutes) had to be taken into account. It is possible that
some did not participate in the study because they thought the situation too risky or
because the payment was considered too smali,

It is noticeable that attempts via personal mediation to access dealer buildings were nearly
always successful, namely in 15 out of 16 cases. The dealer buildings that were discovered
by accident or of which only the address was known, were nol accessible to the
researchers,
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Recommendations

In order to help other researchers or fieldworkers we have summarized the following
recommendalions based on our experiences:

- By means of key informants, foundations that have coniacts with the target group or via
other sources of information, it is important to make a 'map’ of the field. This charts the entire
group and offers scme guidance in keeping track of the many changes in locations.

- A mediator who is part of the study group could contribute considerably to the 'map' of the
target group, by making the first contact and maintaining access to the target population.
The mediator could bs a community fieldworker, of which the advantage is that a long-term
relationship with the researcher is begun, in which information is mutually exchanged.,

- It is of paramount importance to discuss the purpose of contact with the users and io
emphasize that all information will remain confidential, This prevents {a iasting) distrust.
Oulreach workers could fulfil a reassuring role in this, by vouching for the researchers'
reliability,

- Dealer buildings are hardly or not accessible to oulsiders, but accompanying a user who
buys something (not more than two persons in alf) Is successiul in most places,

- Finally, it is an obvious prerequisite for a successful study that heroin users are treated with
respect, without condemning their drug habits.
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CHAPTER 2.3

Snowbhall Sampling applied among Opiate Addicts outside of the
Treatment System

Introduction

Populations without a retrievable sampling frame are often referred to as hidden populations
(Goor Van de et al. 1994). These can be characterized by difficulties in locating, gaining
access to and recruiting for research purposes. The fraditional sampling strategies can not
be applied and no equally well developed strategies are available yet for studies on hidden
populations. For years researchers had to be satisfied with merely being able to locate
‘hidden respondents’, and accept the fact that the results of their studies could hardly be
generalized because of their non random sample. Researchers dealing with different kinds
of hidden populations have tried to solve these access and sampling problems with various
approaches, as described in table 1.

Table 1. Research on different kinds of hidden populations

Authors Hidden Population Methedology
Blumberg & Dronfield (1976} Opiate users outside of Information was collected by interviewing
treatment addlcts in treatment about their
comrades.

Nurco & Shalfer (1982} Street addicts After a randcm selection of area’s densely
occupied with addicts, quota sampling
was used,

Rounsaville & Kleber {1985) Opiate addicts outside of Formerly addicted treatment staff and

freatment addicts currently involved in freatmeant
rmediated in locating respondents.

Burnam & Koegel (1988) Homeless outside of The size of the group was estimated by

treatment interviewing horneless at nine outdoor
areas.

Watters & Biernacki {1989) Drug users with a risk for *Targeted sampling method'. This

HiV. contains aspects of many different

sampling strategies including quota
sampling and chain referral sampling.

Herréro & Baca (1520} Drug addicls outside of Drug addicts staying in a general hospital
freatment - for somatic problems were interviewed.
Martin & Dean (1990) Homosexual men Random selection from registers in

combination with identitying hard-to-
locate networks by personal referral.

None of their solutions compensated complelely for the lacking sampling frame. Of the
different approaches that were described snowball sampling seemed most appealing.
However, "snowball sampling' is a broad concept. it covers different technigues, which all
have in common the aspect of meeling members of the goal population with the help of
previous respondents. Traditionally every located person is interviewed. implementation of
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some form of randomization in this referral procedure may improve the technique. This is
realized by making a random choice out of a set of possible respondents, in stead of asking
every person who is located by eariier respondents.

This type of snowball sampling with random nomines selection has until now only been
used by a handful of researchers in various countries {Avico et al. 1988, Diaz et al. 1992,
Intraval 1992, Hendriks et al. 1892, Cohen 1990), For instance in a study of Cohen 160
cocaine users were interviewed {Cohen 1990}, of which 117 were approached by the
snowball sampling methad with nominee selection. Edwards (1991) discussed the use of
this method as well as the nature and representativeness of the obtained sample. From his
comments could be concluded that further research should be aimed at the practical
implementation of the method during the fieldwork and bias that may occur should be
emphasized. Therefore in this article an attermnpt is made to contribute to the development of
sampling theory for hidden populations, specifically in the field of addiction, by relating the
practice of the fieldwork to the theorelical concepts of snowball sampling with nominee
selection in order to bring both closer together. This aim is worked out in the following
questions: 1) Can snowball sampling (with random nominge selection) be applied in
practice (among opiate addicts outside of the treatment system in The Hague)? 2} To what
extent can a random zerc-stage sampie be formed? The zero-stage sample refers to all first
respondents of the snowball chains. 3) Which types of bias may occur during 1he fieldwork?

Theory on snowball sampling

Concepts of snowball sampling

The snowball sampling method was developed by Goodman {1961), who was inspired by
the work of Coleman (1958). Goodman described the method and the nomination process
in mathematical terminology. The central idea is that every individual in a certain population
can nominate other individuals in that population, which have an equal probability of being
nominated. The nominated individuals are again asked to nominate other individuals. In
repeating this procedure many individuals of a certain population can he met in a relatively
short time. To acquire a sample that approaches a random sample as close as possible, a
very important condition is that the first group of respondents (zero-stage) should be
selected randomily.

Rapaoport (1957} described the snowball sampling method from a mathematical point of
view as a process of infection. In a certain population an element can be infected or not and
the process of infection lakes place through social conlacts, The chance of an element
being infected and the probability of all elements being infected in the end, can be
computed when a fixed number of equiprabable contacts is set per element. However, this
mathematical model cannot be used unconditionally in realily. Equiprobabilily of the
contacts is not a characleristic of social refalions, that differ in frequency, distance and
intensity. Therefore this mathematical model has 1o be developed towards practice.

TenHouten (1971) refined Goodman's theory. In a study of political leadership he showed
that site sampling could be a solution for the required condition of a random zero-stage
sample, "Site sampling’ can be described as a sampling procedure in which the target
population is divided with regard to place {where are the subjects) and time (when are the
subjects there) (Hendriks et al. 1992). The number of persons that should be interviewed at
every site is determined by assigning weights o the number of people attending at every
site, the estimated size of the total population and the extent of exchanges batween different
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sites (mobility). After the random selection of a person at a site, snowball sampling is used
to select more respondents.

Stages in snowball sampling

The underlying assumption of applying the snowball sampling method In general and thus
also among haroln users, is that the members of the hidden population aimed at do not live
completely isclated, but on the contrary have intensive social relations, This is true for the
drug using populalion. From this point of view personal networks can be dislinguished in a
social surrounding. Spreen defined a personal social network as ihe social relations of an
individual with other individuals together with the social relations between these individuals
(Spreen, 1994). In this definition a population then is formed of a number of personal
networks, links betwesan these networks and a number of outliers. Figure 1 shows how the
researcher moves through the networks, by applying snowball sampling with nominee
selection,

Figure 1. Applying the snowball sampiing method with random nomines selection.
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The snowhail sampling method basically consists of the following phases (see figure 1}):

a) Network map. A best possible description is made of the goal population in fotality and
in subgroups. This resulls in a concept map with social networks. Depicting the observed
social refations from the field on the map enables choosing starting points in separated
networks,

b) Referral procedure. In every starting point a key informant is asked to nominate and
contact individuals of the goal population, who meet the inclusion criteria. Key informants
originate from various user groups or act around these groups as dealers, professional and
voluntary workers in the health care system, community centers, police, ete. (Blanken et al.
1995). The interviewer notes for every nominee certain socio-demographic fealures, data
about type of drugs used and administration of drugs on a snowball referral form. One
person is chosen from the nominees wilth a dice and the referring person is asked to
mediate in contacling the selected nomines.
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¢} Interviewing. When the randomly selected psrson is met, he or she is interviewed. Then
the referral procedure is repeated for the next respondent.

d) Repeating the procedure. Every group of nominees (see figure 2: a,b,c,d,e) represents
a stage. A line of respondents-referral-respondsnt-referral through the stages formes the
snowball chain. A chaln stops when no more nominations can be given or when the
selected Individual is. not found or refuses to participate. In this way several chains can be
created through a population.

Figure 2. Constructing a snowball chain

era-siage second stage

« Sfirst singe a-
b . b
k(’.y e k. respondent c.
o respondem [ q
2 o, .
rominees .

rominees

nominees

Construction of I snowballchain

Types of bias
An important contribution of Rapoport (1957) Is the identification of formal parameters which
may cause bias in the obtained sample.

t. Social distance blas: the probabifity of soclal contact betwasn two individuals is a function of the sociat
distance between the Individuals.

2. The ‘istand medsl' subgroups of individuals exist, within which the connection probabitities are random,
but among which the chance of conneclion is limited,

3. Overlapping acquaintance circles: if no connactions exist between several subgroups of Individuals,
different subgroups can be connected by individuals who are members of more than one subgroup.

4, Reflexive bias: a referral from an individual to a next Individual theorelically enlarges the chance for the
first Individual of being nominated again.

6. Force field blas: some individuals will have an increased chance of being nominated, due 1o certain
characterislics such as popularity.

Application of the snowball sampling method in The Hague

in this section is described how the snowball sampling method was applied according to
the theory.

The wider study

The snowball sampling procedure with nominee selection is used in the scope of a wider
study performed in The Hague, a medium sized Dutch city. This sludy is aimed at
describing similarities and differences in drug use and drug related problems, that exist
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across the population of addicts in and culside of the treatment system. In total 344 opiate
addicls are sampled in four seltings: a methadeone programime, a clinical detoxification
center, a drug free therapeutic communily and cutside of the treatment sysiem. Three
interview instruments are used: First the Addiction Severity Index (ASI) (Hendriks st al. 1889)
measuring several variables concerning drug use and drug related topics. Second the
Composite International Diagnostic Interview (CIDl) (Robins et al. 1989) measuring
psychiatric {DSM-HI-R) disorders. And third a qualitative interview measuring the experience’
of the hsroin addiction, probiems with drug use and on other life areas and reasons to sesk
professional help. This was administered {0 48 respondents.

In the treatment settings consecutive samples were drawn, among addicts who applied for
the specific settings during the two and a half years of data collection, Cuiside of treatment
snowhall sampling was employed. Site sampling could not be used. Reason for this was
that a requested recent and complete review of meeting places of drug users, as Ten
Houten {1971) describes, is very hard to obtain because of the hidden character of the
activities of this 'floating population'. Among the respondents without treatment contacts the
total set of three interviews could not be finished in one day, therefore at least two
appointments had to be made with the respondent. All respendents outside of treatment
were paid for their participation.

Snowball sampling applied in The Hague

Experiences during the three most elementary phases of snowball sampling will be
summarized. These phases are: developing a nelwork map, the referral process and the
interviewing.

A network map. The information for the map was not easy to collect. The users had
difficuities with describing their subculture at a population level and outreachworkers in the
field were less cooperative than expected. After four months of fieldwork the first map was
constructed, which was improved upon during the remalning one and a half years of
fieldwork. The networks were indicated by one most important characteristic, which could
be a specific way o achieve money, typical drug use, a demographic characteristic or a
cerlain geographic location.

* Homeless heroin users, the entrance to this network was found through daycenters
for the homaeless.

* Users of heroin and amphetamines, which were older. They were located in squats
in a cerlain area.

* Surinam hercin users, among which were relatively many dealers.

Female prostitute hercin users. This group was hard to approach because of their
reversed day/night rhythm. At night they were too busy with working and at the
daytime they slept. Possibly they were not interested in the amount of money we
paid too, because of their own good earnings.

* Male prostitute heroin users, who work at night in a certain park in The Hague,

* Heroin users in the suburbs. Several fairly closed groups in the suburbs of The
Hague were approached, which were quite different in nature, For instance a cocaine
oriented subgroup was discovered in an area called ' Zostermeer', while in an area
called " Scheveningen' a very hidden scene was focated with mainly heroin use.
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The referral procedure. in the beginning of the fieldwork period, it was difficult to execute the
referral procedure. Locating the nominated individual failed many times. Reasons for them
not wanting to participate were hard to obtain because all communication with the new
respondent was intermediated by the already interviewed respondent. Paying the already
interviewed respondent for guiding us to the selected nominee iurned out to be a way ic
improve the results, which we introduced after about 30 respondents. In contrast with the
difficullies of purposively developing chains, sometimes an unexpected mesting allowed a
set of interviews to be finished or enabled a new start of a snowball chain.

The interviswing. When a respondent was selected and met, it Wwrned out o be important to
create optimal conditions for an interview. Finding a quiet location was our first concern and
this was sometimes difficult to obtain. After having experimented with interviewing in the
restaurant of the railway station and in a little room at the center for homeless we created
two field stations. The first was a room of an outreach worker which was familiar to the
heroin users. The second was a mobile field station: a bus accommodated for interviewing.
In addition 1o these quiet places many interviews were performed at the homes of the
respondents. Interviewing users who are influenced by heavy drug use or strong withdrawal
symptoms may decrease the qualily of the answers. From excessive heroin use the
respondent fell asleep, while toc much cocaine use resulted in restless activily. In those
cases we replaced the interview to another lime. When the respondent was 'dope-ill
because of withdrawal symptoms, we suggested to interview the respondent after having
consumed some drugs in order to stop the physical comptaints,

Resuits of the fieldwork

Application of the snowball sampling methed with nominee selection in The Hague resulted
in the following sample of respondents outside of the treatment system: 62 persons without
treatment contacts were recruited. The first 26 heroin addicts were interviewed without using
snowball referral forms. The subsequent respondents were randomily chosen out of 243
nominees. These were mentioned in 21 snowball chains, with an average length of 2.1
stages. The number of nominees per respondent varied from ong to nine, with an average of
2.8. Two types of non-response were observed. In the first type the nominee could not be
located or refused o participate at all. In the second type the respondent did not show up
for the second appointment. Therefore the set of intervisws could not be finished. When this
occurred the snowball procedure could not be used either. The non-response of both types
existed of 26 parsons in total (some possible snowball chains did not even starl, because
ihe first nominee was not reached).

A way to determine the quality of an obtained sample is to compare it with the socio-
demographic characteristics of the sampling frame. Since such a sampling frame was not
available in this project, the total pool of nominees was considered a subslitute sampling
frame. Similarity of socio-demographic characteristics of the sample (interviewed nominess)
with the total pool of nominees (not interviewed) is then considered an indication for the
reprasentativeness of the sample {Hendriks et al 1992).

With the dala collected by the snowball sampling method in The Hague this comparison
was performed on gender, age, ethnicily, iype of drugs used and modes of administration
{see table 2). The conclusion is that the interviewed nominees (N=62) do not differ from the
other nominees {N=181) in gender distribution, sthnicity and drug use. With respect 1o age
were the respondents slightly older than the nominees. Small differences also were found
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regarding mode of administration. A larger percentage of respondents used a base pipe
compared o the nominees, of which a larger percentage 'chinesed' their drugs more often.
Chinesing {or chasing the dragen) is laying heroin or cocaine on a tin foil, heating it with a
lighter and Inhaling the evaporated drugs through a tube of rolled paper.

Table 2. Socio-demographlc data, type of drugs and mode of
administration

Respondent Nomines
n=62 n=181

Gender

men 76% 72%
women 24% 28%
Age

15-25 21% 21%
26-35 40% 52%
36-45 32% 25%
> 45 7% 2%
Ethnicity

Dutch 60% B7%
Turkish 0% 1%
Moroccan 8% 6%
Surinamese 11% 14%
Moluccan 2% 2%
Other 20% 10%
Type of drugs

cocaine 85% 83%
alcohol 10% 5%
ampheatamine 10% 5%
Maode of administration

inject 8% 16%
chinesa’ 92% 87%
base® 44% 59%

1 Chinesing {or chasing ihe dragon) is laying heroln or cocain on a in {oil,
heating it with a lighter and inhating the evaporated drugs frough & tube of

rolled paper.
2 Smoking rocks of hoited cocain on ash in a litla pipe is called basing.

With respect to the first question it was found that the snowball sampling method could be
employed successlully in The Hague, Although the referral procedure appeared not to work
out in the beginning it was more successful when an amount of money was provided for
bringing the researchers in touch with the selected respondent,

Theoretical bias at the emperical level

Section wo described how several factors may threaten the quality of the obtained sample.
it was discussed that obtaining a random zero-stage sample is a basic necessity at the
practical level. How this can be approached is examined in this section,

Zero-stage

The requesled condition of a random zero-stage sample can be approached by the
following activities (Hendriks el al.1992): a} Start every snowball chain in a separate network
{network mapj and employ the random nominee procedure. b) Use long snowball chains
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with not too many referrals to lock-a-likes (these are nominations with similarity at a certain
characteristic). These aclivities might compensate for the requested randomness in the

zero-stage sample.

a. Starling chains in as different as possible networks. In the fieldwork of this project an
overview of networks was formulated in two ways. First a social network map was made as
described in the snowball sampling procedure. In addition to this social network map a
geographical district map based on data collected with a survey among disirict police men
was used. The information from the two procedures was complementary and resulted in
identifying two extra locations with 'new' networks of addicts.

b. Length of the snowball chains. The chance on a (near) random sample increases when
fong chains can be formed, resulling in a larger number of approached networks. The
average length of the snowball chains in this research project is 2.1 stages. This is
comparable to Cohen's resulis (1990}, who found a mean of 2.0 stages in the snowball
chains. However, the maximum length of the chains differs considerably in the two studies.
Cohen found a maxirmum of four stages whereas our maximum in The Hague was seven. In
The Hague it was found that the chains bscame longer when the set of interviews was
reduced from three to two, which could be completed in one session. In general there are
no ohjective guidelines yet for which chain lengths are acceptable.

The positive influence of longer snowball chains only counts only if not too many look-a-
likes are nominated. With the dala in this study the percentage of respondents thal
nominated similar addicts at certain characteristics (look-a-likes) {Hendriks et al. 1992) can
be determined. A condition that should be satisfied when working with this procedure is that
double nominations of the same person should be removed. Because the fieldwork was
done by only fwo researchers who continuously exchanged Information about respondents
and dealing places it was possible to remove the double occurrences, marked with the first
name, from the nominee pool. Not all nominations were used, because some of the socio-
demographic data were missing for the respondent that provided the nominations.

Nominator and nominee were compared at several characteristics in order to check for
lock-a-likes. The characterislics used are area of residence, age, gender, sthnicity, type of
other drugs used and mode of administration. Table three summarizes the percentages of
referrals to similar addicts per characleristic. This percentage ranges from 39% to 75%.
Furthermore the category with most nominations to similar addicts was described. For
instance for the characteristic gender 75% of the referrals were from men to men. An
explanation for the high percentages in e.g. gender is that the number of look-a-likes relates
clearly to the number of categories for a certain characteristic, in this case two, and the
probability on falling in a certain category. This probability is unknown for the population,
Because of the farger number of men in the population, the chance that a man refers to a
man is larger than the chance of a woman referring lo a woman. This counts as well for area
of residence (the majority of the addicts lives in the area downtown} and drizg use (the main
part of the users uses heroin with cocaine).
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Table 3. Percentages of look-a-likes at varlous characleristics of the The Hague referral data.

number of usable total % of referrals to targest group with similar
raferrals simifar users referrals

a. areaof residence 228 58% area “downtown'

t. age 236 43% 26-35 years old

¢. gender 248 5% men

d. ethnicity 177 50% Dutch

e. drug use 126 80% heroin and cocaine

f. mode of administration 1M 39% chinese antd base-pipe

To what extent could these two aclivities aimed at creating a random zero-stage sample be
met in The Hague? The first activily was starting the snowball chains in as many as possible
separated networks. In order to achieve this a high quality network map needs to be
developed during the fieldwork. The second was creating long chains without too many
referrals to look-a-likes. At first sight the long chains could not be realized in The Hague; the
average chain length was about 2.1 stages. Reasons for this small average length are parlly
found in practical barriers. In order to complete the set of three interviews, at least two and
often three appointments had to be made with the respondent. Due to the dynamic life style
of the addicts many missed appointments occurred, which negatively influenced the chain
development. In a later stage of the fieldwork enough qualitative interviews were collected
and therefore the number of interviews could be reduced to two, which could be completed
in one day. Chain lengths of five or six persons were then easier obtained.

Types of blas -

Types of bias in social networks
This section discusses to what exient the formal biases identified by Rapoport {1957} as
described earlier were recognized in the networks of heroin users in The Hague.

Social distance bias. This first type of blas refers lo the unequal social proximity of the

elements around a nominator. Compared lo the mathematical snowball mode! social
distance is a distortion of the equiprobability of the "elements’. The fieldwork showed that a
referring person indeed selected socially close persons who knew him well and trusted him.
This increased ihe chance on their participation. For instance users often nominated their
partner. The fact that the respondents were asked to locate and approach their sefected
nominee as well, probably increased the chance on 1his type of bias. The more often they
used to see the nominee, the easier a meeting could be arranged.
The ‘isfand model. Subgroups of individuals exist, within which the connection probabiliities
are random, but where a finite probabilily exists in crossing from one such subssl to another.
H the structure of a total population consists of island model networks working with snowball
sampling is complicated, because the progression through the different networks can not
fake place. In The Hague examples of island model networks were found in the suburbs,
where respondents only nominated addicts from the same suburb. Except for the suburbs
of The Hague the networks appeared to be well connected. Because of the forced
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mobility of the dealers by clearances of the police, many heroin users stay in touch with the
'scene’ to obtain important information about dealing addresses.

Overlapping acquaintances circles. Sometimes an individual is a member of two or more
networks, instead of two nets being connected by a relation beiween two members of
different nelworks. For the progress of the snowball chaln, there is not much difference in the
two types of connection between the nels. However, these individuals have a larger chance
o be nominated, which can be considered as a type of bias. The networks we observed in
The Hague were not often connected by overlap. Whereas this lype of overlapping networks
Is easily recognized in non addicted persons, who parlicipate in different types of activities,
the addicts seemed more often connected by two members of different networks and more
specifically by several persons who moved freely through the networks and provided
connections.

Reflexive bias. In theory a selected norninee could refer back to his or her nominator or lo

an earlier interviewed member of the popufation.
The first option did not occur in the fieldwork experiences. Evidently it was clear 1o the
respondents that we needed to progress through the population by meeting more not yet
interviewed addicts. When the second option happened the interviewer asked the
respondent to name another user. This occurred only a few times. Which could possibly
mean that the obtained sample does not represent a very tight group.

Force field bias. This bias suggests that individuals with certain characteristics (for instance

popularity), have a greater or smaller chance of being nominated,
This was recognized to some extent in that deafers were known by many users. Some
dealers in The Hague receive between 50 and 100 persons a day. Although the relationship
with a dealer is not considered a friendship but rather an economical relation, the chance for
the deaiing person o be nominated is substantially farger. Another example is a female user
that joined the junkie union. This is an interest group for hercin users, which represents the
opinion of users In public debates. Out of her central position in the total group, she was
part of many personal networks and consequently was nominated more often.

The third guestion focussed on what types of bias could be recognized during the practice
of the fieldwork. Of the biases described by Rapoport (1957) istand mode! bias and social
distance bias were most clearly observed. Island model bias might be a reai threat io the
development of the snowbalt chain. Although social distance bias appears to be helpful in
creating longer chains, it is not desirable. Making a good map of the networks may help to
prevent this typs of bias. An improvement directed al minimizing the effect of social distant
bias is to ask the respondents to name three heroin users with little social distance and
three heroin users with a larger social distance. Though of the remaining types of bias some
examples were found, they did not seem of major influence on the nominalion process.
However, these distortions should be worked out further before their exact influence can be
eslimated,



Study design, methods and materials

Conclusion and discussion

Conclusion.
with respect to the three questions in this publication it can be concluded that snowball

sampling wilh nominee selection could be employed in The Hague. Difficuliies were
experienced with the random nominee selection procedure, however, when the respondents
were paid for locating the next respondent, it worked well. If a zero-stage sample among
opiate addicts in the community is truly random can not be determined because of the
missing sampling frame. Describing the social nelworks on a map and starting a chain in
every network is one way to approach representativity of the zero-stage sample to the total
poputation. Ancther is creating long chains of respondents. Both were practiced in The
Hague. The latter was realized more easily afler restricting the interview time to one
appolntment in stead of two or three and after paying the respondent for locating the next
individuat. Of the different types of bias island model bias and social distance bias could to
some extent be recognized during the fieldwork.

Discussion.

Among sampling methods for hidden populatiocns snowball sampling with addition of a
randomization procedure to the referral process is rather new. To what extent does it
positively influence the representativeness of the obtained sample? Alihough in this article
ne final judgement about the sample resulting from the snowball sampling method with
nominee selection can be given, we abserved that a larger segment of the population was
reached due to using the randomization of the nominees. This wider pool out of which
respondenis are randomly chosen may have a positive effect at the randomness of the final
sample.

A considerable gap belween snowball sampling in theory and in practice was found
during the expioration of the research questions. Two options are given to try to join theory
and practice. The first is to perform computer simulations of the nomination technigue.
Consequently norims of acceptable chain lengths and percentages of look-a-likes might be
compuled, as well as corrections for the biases described by Rapoport, Furthermore these
simulations would enable an evaluation of the representativeness of the sample obtained by
this type of sampling for hidden populations. The second option to convert the snowball
theory into practice could be to perform an experimant in which the snowball sampling
method would be applied to a population with a known sampling frame. Then the snowball
sample and a ifraditionally drawn, random sample from the same population could be
compared and discussed.

Undit theory and practice of snowball sampling are worked out into practical guidelines 1o
improve the representativeness of samples and reduce biases, sharing experiences with the
application of this snowball sampling method in different scienlific projects may help to
oblain a coherent random sampling procedure for hidden populations. An important
initiative in this direction is the handbook on snowball sampling, which s currently being
developed (Pompidou group 1895).
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Section 2

Supplement 2.4
Sampling strategies for respondents in treatment and non-response

in the three treatment setlings the respondents were selected on the basis of consecutive
admissions during the two-year period of data collection, which started in March 1993. The
number of new clienls per year was largest in the methadone programme. In this setting
every third new client was approached by treatment staff. informed consents were oblained
from all respondents. The three instruments {described in chapter 2.1) were not employed
simultaneously. The ASI? inlerview was part of 1he intake procedure, If respendents agreed
to participate in the study and they filled in the informed consent, the ASF interview was
requested from the administration. The researcher listed the new clients of all treatment
settings in a computerized registration program. A special code (date of birth + last three
letters of surname) was used to guarantee anonymity, in this way double participation in the
study could be avoided. After the respondent had been part of the methadeone programme
for two weeks {necessary because of the inclusion criteria}, the researcher asked the staif to
conduct the second interview {CID). On their daily visit to the methadone bus, respondents
were invited for a separate appointment in the main building {a different location). From the
oulset, this appeared to cause a barrier with respect to the CIDI's data collection. Therefore
the researcher began collecting CID| interviews of methadone clients in the research bus,
which was parked nearby the methadone bus. When this proved successful, methadone
staff were convinced that conducting CIDI interviews was not an impossible task and they
were motivated to try again. in support, the original procedure was expanded by offering
respondents a financial compensalion of 25 Dutch guilders for a two-hour (CIDI} interview in
the main building. Although this news spread rapidly among the methadone clients and
resulted in several requests for participation, only the selecled respondents were allowed lo
be interviewed. The third, ethnographic interview was conducted by the researcher, Again,
respondents were invited on the methadone bus and interviewed in the main building. Parlly
because of the difficulties with starting up the CIDI interviews, a total of 26% of the selected
respondents refused participation or did not show up at the appointment. However, the
demographic characteristics of these clients did not differ from those clients ihat were
interviewed in the ASI? and CIDI.

In the detoxification programme the ASI® inlerview was also parl of the intake procedure.
Although many addicts sel foot in this setting, many of them did nol meet the inclusion
criteria because they did not use heroin or came from ancther area in The Netheilands.
Therefore they could not be interviewed. Heroin users thal met the inclusion criteria were
included in the registration program of the researcher. During the first few weeks it turned
out that staying in treatment for two weeks (inclusion criteria} was not an appropriate period
of time. Some heroin users completed the detoxification programme in less than two weeks
and were consequenily missed out for the study. Respondenits in this seiting were therefore
approached for the CIDI interview after about {en days of parlicipation in the detox
programme. Informed consent forms were filled fn at this time and afterwards ASI?
interviews were requested from the administration. The treatment seiting employed two
persons educated in psychology to conduct these interviews for the study, Interviews were
held in the setling itself or in a building nearby. No financial compensation was offered. The
researcher conducted the third ethnographic interview in the same setting without financial
compensalion. Of the clients approached for the ASI? and CID] interviews, 9% was missed
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out. Most of them left the treatment setling before the interview couid be conducted, at the
start of the data collection. Another source of non-response was created by ASI? interviews
with respondents that could not be retrieved by the adminisiration of the treatment institute.
This was an unexpected loss of valuable information, due fo comimunication mistakes
between the separate departments {intake unit, treatment) of the treatment setting. Another
11% of respondents were lost because of this. Demographic characteristics of the lost
respondents did not differ from those of the interviewed users.

Participation in the therapeutic community was always preceded by a detox period, When
a detox client decided to continue his or her {reatment in the therapeutic community, and
stayed there for at least two weeks, the respondent was classified for the therapeutic
community group. This means that all inpatient respondents (both detox and TC group}
have been interviewed in the detox setting. The non-response numbers for this setting also
include those for the therapeutic community sample. There was no payment for doing an
interview in the inpatient seflings, because this was Incompatible with the frealment
institute's policy.
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Section 3

3. Problems with drug use and problems in other life areas

This seclion describes differences belween addicts in the study groups, based on the
results of the data that were collected with the ASIR (n=327). Differences in drug use and
comorbid problems {medical, employment, legal, social, psychological) are presented as
well as differences in drug use career and treatment histary. Figure A illustrates (in a
simplified way} how the main variables in the quaniilative analyses of this study are related.
Chapter 3.1 of this section desciibes differences between the four study groups at item level
of the ASI?, This is illustrated in the figure by relation A. For each of the four study groups a
profile of characteristics Is presented, based on drug use problems and comorbid
problems. This was a first orientation on possible differences between the groups. The
results have not been adjusted for confounding influences of demographic characteristics
{relation F}. In chapter 3.2 relation A is described at a more general level by severity ratings
per life area of the ASI. In addition to a comparison of problems, the groups are also
compared with respect to feelings of concern and the expressed need for help in the
different life areas, Furthermore in this chapter, it is evaluated to what extent these data fit a
model for help-sesking as described by Power et al. (1992). In chapter 3.3 differences
between the four study groups are discussed in terms of demographic characteristics and
long-term variables, such as drug use career and treatment history. These relations are
represented in Figure A as relations G, D and E.

Cutrent drug use
and drug-related
groblems {incl
psychoepathologyl

o Curreny

Figure A. Simplified dlagram of analysls.

(S;ocm.' condition:
em(r)]-_ A *methadone
9;1303::3 F *detox
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ara "T.C.
teristics B *no treatment

Drug Lrurse career
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The chapters of this section are based on the following papers and manusciipts:

* M.A, Eland-Goossensen, L.AM. van de Goor, W.J. Benschop & H.F.L. Garretsen. Profiles
of heroin addicts in different treatment conditions and in the community. Accepted for
publication in Journal of Psychoactive Drugs.

* M.A. Eland-Goossensen, LA.M. van de Goor, H.F.L. Garretsen, Heroin addicts in the
community and in treatment compared at severity of problems and need for help.
Substance Use & Misuse, in press.

* M.A. Eland-Goossensen, LA.M. van de Goar, H.F.L. Garretsen. Drug use career and
treatment history of opiate addicts in and outside of treatment, Journal of Substance Misuss,

i press,
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Section 3

CHAPTER 3.1

Profiles of heroin addicts in different treatment conditions and outside of
treatment.

Introduction

The treatment seeking behaviour of heroin addicts can be characterized as dynamic, in the
sense of applying for many different types of treatment, with relatively little success.
According to the differentiation in help-seeking behaviour, which varies between harm-
reduction and total abstinence, the drug treatment system has evolved to a broad range of
possibilities. On the one hand this broad range of programmes is aimed at an optimal
accessibility of the treatment system, on the other hand at the best possible connection
between offered help and demand for help.
In the past decades several studies were performed with a focus on the evaluation of drug
treatment programmes (Fisher & Anglin 1987, McLellan et al 1982, Simpson el al 1982,
Kooyman 1992, Schaap 1987} or drop out behaviour {Platt & Metzger 1987, Craig 1984,
Del.eon 1984, Kok 1994, Verdenius 1994). Relatively new for drug addicts is the topic of
'matching’. Categories of addicts and several types of trealment are studied in order to
come to belter combinations and consequently to betiter treatment resuits. Though many of
the studies about matching were performed with respect 1o alcohol addiction {Del Boca &
Mattson 1994, Annis 1988, Finney & Moose 1986}, MclLellan et al. {1980} studied a sample
of narcotic addicls as well. He described with respect to drug addicts that a global rating of
psychiatric severity (low, mid or high} was the single best predicior of the treaiment
success, regardless of the type of treatment that was chosen. When respondents were
divided in three subgroups according to their psychialric severity, matched to different
treatments, and compared with a control group, he found that the effectiveness of the
treatment was improved (19%) by maiching patients to the most appropriate programmes.
Though the need for more effectiveness in the treatment of drug addicls is widely
emphasized, it is not totally clear which differences exist between addicts that are reached
by different treatment modalities. Therefore a first step in the direction of client-therapy
malching is systematic comparison of nature and extent of drug use and accompanying
problems belween clients who apply for seli-selected treatment institutions. The next step
would be to determine the success percentages of these addicts in their self-selected
programmes, Then an experiment as Mclellan et al. did could be performed, 1o assess the
differences in success by self-selection or assignment to a treatment programme. However,
at this moment it is important to find out if the problems of heroin users who apply for
different types of self-selected treatment programmes are comparable. And to what extent
psychiatric severity is a discriminator belween different ireatments. Therefore the central
question in this arlicle is: What are the differences and similarities belween addicts in four
conditions: three groups in different treatment seltings and a group outside of treatment.
The trealment conditions represent the mainstream ireatiment modalities in The
Netherlands. These are an oulpatient methadone programme, a clinical detoxification centre
and a drug free therapeutic community. Information about addicts outside of treatment is
useful in order to describe the unexpressed need for help (experienced but not yet
verbalized).
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In figure 1 the typologies of heroin addicts, that were found in the research literature, are
summarized. The reviewed profiles are based on different types of data, as for instance
information about income, psychological characteristics or criminal activities. Some of these
classifications were more appropriate for the current publication than others, as for example
the classification of Cancrini et al. (1988}, in which implications for treatment were already
connected to the profiles. None of these studies described addicts in different treatment
settings, therefore the current study adds something to the existing literature.

Methods.

Subjects were 310 opiale addicls, aged between 18 and 54 years, with an average age of 31
years old. Of the total group were B0% men and 20% women. They wers interviewed either
in or outside of a treatmeni setting in The Hague, a medium sized city in The Netherlands
with 443.000 inhabitants. All subjects were required to meet the following criteria: (1) opiate
dependency according to the DSM-III-R criteria for the past fwo years or longer, (2) at feast
18 years old, {3a} in the treatment groups the respondenis should have stayed a minimum
of two weseks in the specific seiting before their interview was used and (3b} oulside of
treatment the respondent had to have no {reatment contacts that lasted longer than two
weeks during the past two years.

The heroin addicts in this descriptive study design were sampled in four groups:

Outside of lreatment group: 81 addicls were interviewed in the communily. They were
focated and interviewed by a community fieldworker {someone who knows the ins and outs
of the drug using culture and is trained in interviewing) and the first author. The respondents
were selected and reached by snowball sarmpling with random nominee selection. First
different networks of community addicts were described carefully on a map. In every
network a randomiy selected addict was interviewed, who nominated up to six other heroin
addicts of which the next respondent was selected randomly. In this way 21 chains could be
formed with a maximum of nine stages. During the total fieldwork period of nearly three
years information was collected about networks of hercin addicts that might have been
missed. The method has been discussed further in another publication (Eland-Goossensen
et al. In press).

Methadone group: 90 addicts were sampled in the methadone programme. They were
selected from the intakes by interviewing every third addict that applied. The methadone
programme has an outpatient character, in which the methadone was distributed daily from
a bus at several 'stations' through the city. Both clients with a reduction treatment and a
maintenance treatment were included. In this outpatient programme the addicts were inviled
by a letter lo come to the head office for being interviewed, This resulted in 34 addicts who
did not show up, were not interested, or became in jail before the interviewing could take
ptace. The socio-demographic characteristics of the non-response group did not differ from
the interviewed group.

Detox group: The deloxification center is part of a trealment circuit for addicts.
Detoxification takes place by methadone reduction. in this setting 58 heroin addicls were
interviewed, who did not continue their treatment with a therapeutic community {detox-only).
In the inpatient setlings consecutive samples were drawn of addicts attending for treatment
during wo years. They could not be selected randomly since all applying addicts were
needed to reach the sufficient sample sizes. Therefore all addicts that passed the inclusicn
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Figure 1. Literature review on profiles of hergin addicts.

Authors

Methods

Typelegy

Description

Nurco & Shaffer (1982)

Cohen (1888)

Faupel {1987)

Cancrini et al, (1988)

Swierstra (1990}

Grapendaal et al. (1891)

Bielemnan et al. (1953)

N = 230 black and 230 white addicts,
a factor and cluster analysis was
used.

N = 683 drug addicts in methadone
programmes and at 2 TC a cluster
analysis was used,

N = 30 hard core heroin addicts,
analysis of in depth life histories.

N = 131, analyses were perforrmed
on Information collected during
therapies by questionnaires and
observation.

N = 40, Qualitative analysis
combined with quantitative
information.

N == 150, of which 108 were in a
methadone programme and 45 not.
Information from a questionnaire
combined with information from
biographical interviews,

N = 82, analysis of in depth [ife
histories.

6 types were described with criteria on
amount of income, adequacy of income
and work.

9 types of addicts were characterized,
based on socic-cultural background and
psychciogical make-up.

4 types were identified, based on 2
contingencies: drug availability and life
structure.

A ciassification based on personal ang
family problems, existing of 4 types
which were coupled at certain types of
treatment.

3 types were described, based on drug
careers and criminal activities.

An economical typolegy based on
acquisition criminality, activities on drug
market and legal salaries.

7 different types are distinguished with
respect to drug use and the way heroin
addicts react on drug policy measures.

Successful criminals, street addicts, losers, warking
addicts, conservative addicts, moochers.

The emctionally sick addict, the normai addict,
professional criminal addict, inadequately socialized
addict and the sensation-seeking addict,

The stabilized junkie {high/high), occasional user (high
life structurefiow availability), free-wheeling junkie (jow
life structure/high availability}, street junkie (low/low).

The traumatic drug addict, the addict with actual
neurcsis', the fransactional drug addict, the
sociopathic drug addict.

Type I highly criminal addicts. Type Ii: low criminal
addicts, older, long drug career, Type lil: ex-addict, ex-
criminal, short drug career,

Normalized user, dealing user, criminal user.

The original criminal, the ‘instrumental’ criminal, the
pragmatic user, the delinquent user, the intellectual
user, the withdrawn user,

£ HoNIag
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criteria were approached for the interviews. In the detox setting the interviews of the
respondents who left the setting before the requested two weeks {n=17} were not used. 20
interviews could not be retrieved by the treatment setting. This group (n=37) did not differ
from the interviewed addicts on socio-demographic characteristics.

TC group: A consecutive sample consisting of 81 addicts that followed a therapeutic
community programme after their detox period. Respondents wers interviewed during the
detoxification period, by the same procedure, Non-response is discussed above.

The instrument used to collect the data is the revised Addiction Severity Index (ASI)

(McLeltan et al. 1980, Hendriks et al. 1893). With the ASI? information is collected about
demographic features and about six problem areas. These areas are 'physical health,
‘employment’, 'substance use' (including afcohol use, heroin use and use of other drugs),
legal functioning', 'social refations', ‘psychological functioning'. Both life-time and recent
problems are addressed.
The differences belwean the groups on item-level of each area of the ASI® are lested
separately and the resulls are described in section three. A chi-square analysis was used for
percentages and analysis of variance for means, A p-value of 0.0125 or smaller was taken
according to the Bonferroni correction {Altman 1981} for comparisons of more than two
groups. Because this correclion is conservative, some significant results may be not be
described. Therefore few tendencies io significant results (with still a P-value smaller than
0.05}) are mentioned in the text as well. When an overall significant result of all four groups
appeared, further tests were performed to detect which two groups differed. The significant
results are indicated in the tables.

Resuilts

The results are presented in sequence of the life areas in the Addiclion Severity Index. On
the life areas physical health and alcohol use no differences were found.

Demographic features.

Although it was expected that the group outside of treatment would contain more young
{experimenting) users, with a relatively short heroin career, the results showed otherwise.
The group outside of treatment was characterized by the highest average age {33.6), which
differed significantly from the detox group and the TC group. This Is indicated in the table as
follows: 33.6"". This result was specified by delining age categories, which showed that the
percentage of users younger than 25 were least represenled in the group oulside of
treatment. The respondents in the methadone group were also older than respondents in
the inpatient groups, as is shown in table 1. Furthermore a difference was found with
respect to cultural background. The group ouiside of treatiment contained more users with a
cultural background other than Dulch. These are often members of minority groups in The
Netherlands such as Maroccan and Turkish people. They have a Duich pationality and were
raised and sometimes born in The Netherlands. The result could be interpreted in two ways.
First it might be a result of bias in the sampling method. Though this can not be ruled out
totally, it is not the most acceptable inlerpretation, because all possible attention has been
paid to the selection of the sample outside of treatment. If the community population truly
has a higher percentage of respondents with a cullural background other than Dutch, this
may be an important cue in identifying factors that obstruct seeking professional help.
Finaily a tendency of fewer women was found in the methadone group.
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Table 1: Demographic fealures

QuTsIDEOF  METHADONE DETOX TC SIGH

TREATMENT  N=90 H=68 n=81

H=81
average age 3367 32,0 29.0 28.4 Axx
under 26 §.207 13.3 27.8 27.2 i
between 26 and 35 49.4 47.8 53.4 55.6 -
older than 35 44.4 389 19.0 i7.3 -
Women 28.4 10.0 24.9 9.8 *
Married 7.4 7.8 166 111 *
Forelgn nationallty 8.6 2.2 6.9 8.6
Culturat background other than Dutch 44,40 23.3 tr.2 27.2 *x

*=p <005 * =p <0025 *** =p < 0.000 Mmeans significant different lrom methadone group, ™ means
significant different from methadone group ® means significant different from detox group, T means significant
different from therapeutic communily. '

Employment.

The groups did not differ on long term items relaled to occupational functioning, as for
instance level of education. The main line on this area is less respondents of the group
outside of treatment having salaries, more users with unemployment benefil and more living
from unconventiocnal income {practicing ways of getling an income from stealing, begging,
dealing or prostitution). It appears that the group outside of treatment is experiencing more
problems on this area.

Heroin use in generat.

Though thae average age of first heroin use does not appear to differ, the average length of
heroin use in years is negatively related to the intensity of the treatment programmes
{statistically significant differences for outside of treatment versus detox and TC, see table
3). Notwithstanding the therapeutic community Is supposed to ireat the ‘heaviest cases'
among the users, users oulside of ireatment have even a longer heroin career, which is
probably related to the higher average age in this group. This might point at a group of
users outside of treatment, which has become ‘treatment-tired' after several unsuccessful
treatment experiences. The differences on the average number of days heroin use, is a
result of the inclusion criteria. A large percentage of the users in the inpatient group had
methadone on prescription when they entered lhe current programme and were
interviewed. Therefore the mean number of days with heroin use is as well lower in these
groups. An important finding is that the addicis oulside of treatment differ significantly from
the other groups in the number of clean periods. They report significantly less. This may be
related to respondents in the same group 'experiencing less problems with iheir drug use’
compared with the other three groups,
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Table 2: Employment

QuTSIDE MEeTHADONE DETOX TC SIGH

CF H=90 H=58 H=81
TREATMENT
H=81
Most Important source of income 2,507 125 183 74 xR
income
soctal beneflt 49.4 60.0 43.8 494 -
unconventional 30,5407 10.0 105 19.8  **#
Employment pattern past half year":
Unemployed 82.7o" 76.7° 55.2 61.7 A
Deallng 235 8.9 6.9 123 **
Prostitution 123 33 103 37 *
Empioyment in the past month 7.3 133 155 86 -
Problems experlenced? 50.6 356 a2.8 333 -

*= p<005 * =p<00125 ***=p <0000, 'alleast ona week, ? one or more days of the past month.
¥ means significant different from methadone group, © means significant different from detox group, ¥ means
significant different from therapeutic community.

Table 3: Heroln use In general

QuTSIDE OF MEeTHADONE  DETOX TC SIGN
TREATMENT N=90 H=568 n=8t
N=81
Average duration of heroin use' 9.8%7 8.0 6.8 7.6 ax
In years
Average number of days hercin  27.0%" 27.307 16.2 18.7 el
use?
Recent® Polydrug* use (%) 96.3" 956 89.5 827 *x
Clean in the past® years® (%) 48.4M07 69.7 724 76.5 e
Problems experlenced? (%) 67.9"%" 96.7 96.6 90.1 *hE
average number of days 24.7(N=55) 27.9(N=87) 27.1(N=58) 28.1(N=73) *

*=P <005 ** =P 00125 *** =P < 0.000, ' without periods of abstinence, ? of the month preceding the
interview, * one or more days of the month preceding the interviow, * more substances on the same day, ° at
least one period. ¥ means significant differeit from methadone group ® means significant different from detox
group, ¥ means significant diferent from therapeutic community.

Use of other drugs.

Tha most important differences between the groups concerning other drug use were found
in methadone use, amphetamine use and cannabis use (see lable 4). The difference of
more respondents in the impatient groups using methadone in the past month Is resulting of
more respondents coming right away from a methadone programme to the detox or TC.
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interesting is that respondents in the group outside of treatment have used less methadone
on a life-lime basis, compared with the inpatient groups. Concerning the use of other drugs,
the group outside of trealment started on average at a later age with cocaine and
amphetamine use. This could originate from ihe higher average age of the group outside of
treatment and the years in which certain drugs became popular. However, the group
oulside of treatment siuck more to amphetamine use than the TC group, which is illustrated
by a higher percentage of respondents outside of treatment using amphetamine in the past
month. A difference in excessive cannabis use was found; the outside of treatment group
used more years on average compared to the inpatient groups. These results are in
harmony with the higher percentage of polydrug use in the group oulside of treatment.

Table 4: Use of other drugs

QuistpEor  MEeTHADONE Detoxn=58 TC SIGN
TREATMENT H=90 N=81
N=81
Ever used methadone? regularly® 59,3407 81.1 87.9 86.4 bl
average age of first use® 25.7(n=48) 24.1(n=73) 23.9(n=51} 22.7(70) *
average length of use® 23 38 3.3 38 -
Methadone? In the past month 14,6407 4529 78.4 583 hhkd
Ever used cocalne regularly’ 86.4 84.4 91.4 6.3 -
average age of first use 24 0(n=70)" T23.6(nz?l§5) 21.8(n=53) 20.8{n=78} kk
average duralion of use 6.6 4.5 49 5.2 *
Cocalne In the past monih 71.6 722 67.2 59.3 -
Ever used amphetamines regutarly  32.1 27.8 32.8 38.3 -
average age of tirst use 21.5{n=28)° 18.1{n=25) 16.9{n=19) 18.5(n=31) **
average length of use 5.87 29 1.3 1.8 *x
Amphetamines In the past month 34.6' 0 0 3.2 bk
Ever used cannabls regularly 70.4 78.9 77.6 88.9 *
average age of fIrst use 16.5(n=57) 16.7{(n=71} 16.2{n=45) 16.2(n=72) -
average fength of use 11,70 9.8 7.9 7.9 x
Cannabis In the past month 68.4 64.8 556 51.4

*=P <005 =P 00126 *** = P < 0.000, ' 3 times a week or more, 2 bought 'at the street’ or received in
a programmae, * computed [lor the respondents that used the substance, * without periods of abstinence.
means signilicant different from methadons group, P means significant different from detox group, T means
significant differant from therapeutic community,

Legal functioning,

In general similar percentages were found for the groups on most items related to criminal
activities and being in prison. However two differences appeared. First more respondents of
the group outside of treatment commitied illegal activities in the past month (69.1%) compared
to respondents in the methadone (47.8%} or detox group (44.8%). Second a higher average
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number of getting in contact with the police for possession or dealing of drugs was found in
the group outside of treatment (6.9} compared to the methadone group (2.4). This might too
be related to the higher percentage of users outside of treatment, that has been dealing drugs
in the past month {see fable 2}.

Social refations.

In general the group outside of treatment was more satisfied with their social situation (see
table 5). This could be recognized in more satisfaction with living conditions in the group
oulside of treatment {(compared with detox and TC), although no differences were reported
between the groups in living condition itself, The methadone group reported more satisfaction
at this item compared with the TC group as well. The group outside of treatment mentioned
more satisfaction with spare time activities over the past half year before enlering treatment
than the inpatient groups. Additionally problems with closer and more distant social relations
were inquired. The fnpatient groups described more recent problems with family compared to
the methadone group and the group outside of treatment had more disagreements with
'important others',

Table 5: Soclal relalions

QuTsipeoF  MeTHADONE  DEeTOX TC SIGN
TREATMENT N=90 N=58 n=8%
N=81
Salisfied wlth llving situation 59,377 53,37 32.8 25.9 *ax
Satisfied with spare time aclivilles 35.4° 233 124 8.6 Ark
Recent problems with':
parents/brothers/slsters 28.4 12,207 46.6 46.9 b
partner/spouse 235 15.6 31.0 27.2 -
friends 222 1.1 121 14.8
important others 17.3% £ 5.2 8.6 **

* =P g 005 ** =P < 00125 *** P < 0.000, " means significant different from methadone group, ° means
significant different from detox group, " means significant different from therapeutic community,

Psychological and emotional functioning.

The number of respondents that was ever {reated for psychological complaints in a non drug
treatment programme, did not differ over the four groups (see table 6). Overall is found thal
respondents in the detox and TC report far more psychological complaints (depression,
extreme fear, concentration problems) from a life-lime as well as a recent perspective. This
conclusion is reflected in the number of days that psychological problems were experienced in
the past month, which was higher for the inpatient groups compared to the group oulside of
treatment and the methadone group.
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Table 6: Psychologlcal and emelional functioning

QuTsiDEOF  METHADONE  DETOX TC SIGH
TREATMENT  N=80 H=58 N=81
N=81
£ver treated for psychological complaints 4.7 218 276 259 .
Trauma's' 50.6 348" 58,9 66.7 bl
depression?? {iife-time) 54.3 50.07 70.7 70.4 hk
tenslonffear?? (life-time) 420" 36797 70.7 7186 rax
problems wilh concentration®* {life-lime) 27,907 3000 69.0 617 axe
depresslon?? (recent’) 23,50 21.40% 534 40.7 el
tenston/fear®® (recent) 17.3%7 16777 53.4 49.4 rhk
problems with concentrallon®? (recent) 16.0° 12,297 50.0 50.6 bl
unconlirolled aggresslon (recent) 24.7 10.07 19.0 309 ok
experlenced problems® 44,4% 30,777 719 790 bl

*=P <005 * =P < 00125 ** =P 0,000, 'inthe ASF deflined as: events of which slil psychological stress
is experienced, ? at least 14 days, ® not a direct result of drug use or withdrawal symptoms, * in the month preceding
the Interview, ® one or more days in the month preceding the Interview. ™ means significant different from
methadone group, ® means significant different from detox group, T means significant different from therapeutic
community.

Profiles.

The main results are summarized into profiles of the four conditions. When these profiles are
compared, a division appears between on the one hand the oculside of treatment and the
methadone group which have similar characteristics and on the other hand the inpatient
settings, between which no single statistically significant difference was found. Although the
melhadone setting is considered as a treatment setting in this study, it has clearly a different
nature than the other treatment setlings. The methadone programme has a very low-
threshold character, the major part of the users is not parlicipating in a reduction
programime, Furthermore it appears that users in both inpatient programmes do not differ to
a large extent, although differences in duration and intensity between the detox programme
and the TC programme are large.
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Profile of heroln users OUTSIDE OF TREATMENT

* In general a higher average age and speuflcally less respondents younger than 25 yeers L

* more users with a cullural background other than Dutch : R

* {ess users with salaries, more unemployed users and more users with unconvemionai Encome - R

* a longer average length of heroin use and more recent polydrug use : -

* {ess respondents experience thelr drug use as problamatic; less clean periods in lhe pas! three years '

* {ess methadone use, longer history of cannabls use

* more-tlegal activities in the past month and more oon!act with police for possessmn of drugs or dealing ef .
drugs : S .

* more satisfaction with the current living situation and spare time actlwlies

- * more recent problams with 'Impartart others'

* jess psychialiic complalnts such as life-time and recent tenslon/fear, life-lime and recent problems wnth

concentration and less recent depression, compared with the Inpafient groups

Profite of heroln users in the METHADONE condition

* more respondents are salisfied with the current living slituation )

* fass recent problemns with close relatives and Important others compared with the Inpatient settings

* lass psychialric complalnts in lerms of [ess trauma's, less life-time and recent tensiony/fear, less life-lime and
racent concenfration problems, fess recent depression, less unconfrolled aggression.

*less problems in the past monlh as a result of psychlatric complaints

Profile of heroln users In the DETOX condition

* respondents are younger on average

* less users with a cultural background olher than Dutch

* less users with unconventfonal Incomes, fess unemployment

* more users-experience problems resuiling from thelr drug use

* more recent problems with close family compared with the methadone group

* more psychlatric complaints, as recent and life-time tension/fear, life-time concentration problems and
recent problems with depression

* more respondents experience psychiatric complaints In the past month

Profile of heroin users in the THERAPEUTIC COMMUNITY

* intramural respondents are younger

* less users with a cultural background other than Dutch

* more users experience problems as a result of their drug use

* more respondents were clean in the past three months

* more respondents experlenced problems resuiling of drug use in the past month

* less users are satisfied with thelr living situation and spare {ime aclivities

* more recent problems with close relatives than in the methadone group

*more psychiatric commplaints as trauma's, life-time and recent tensionflear, life-time and recent concentration
problems, problems with the confrol of aggression

*more psychlatric complaints in the past month
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Discussion.

The present resulls indicate that differences bstween addicts in different trealment setlings
exist. it is found that the group outside of treatment is typified by an older average age. An
important consideration by this finding is whether clder heroin users really make less use of
the treatment system or if the younger users are just harder to locate. From the fieldwork
procedures, some insight might be gained in this matier. During the fietldwork all
respondents were asked fo give some socio-demographic features of the users they
nominated for the snowball procedure (Eland-Goossensen et al. In press). Although only
one third of the total pool of nominees has been interviewed, the percentage of users
younger than 26 is the same for ihe sample outside of treatment as for the total pool out of
which they were selected. This gives some further evidence that the interpretation of the
younger users being harder to locate, is not valid. A second characteristic of the group
outside of treatment is the larger percentage of users with a cultural background other than
Dutch, Many of these are members of minorily groups in the Netherlands such as Maroccan
and Turkish groups. Possibly they do not enter treatment as easily as their fellows with a
Dutch cultural background. This result seemed again not caused by the sampling strategy
{checks were performed with the nominee pool).

The last characteristic of addicts outside of treatment was them reporting less stable jobs,
more unemployment and more unconventional aclivilies to earn money. No acceptable
explanations were found at first sight. Remarkable is that this finding is the tolally opposite
of the results of Schottenfeld et al. who described that almost all individuals seeking
treatment for oplate dependence or non opiate-dependent polydrug abuse report
employment difficulties as a major reason for seeking treatment {Schotlenfeld et al. 1992). In
the current study occupational problems were no reason to seek help. They seem to
become important in a later stadium of recovery, whaen more 'urgent' problems have been
solved (partly}. )

The methadone group s recognized at experiencing mainly problems with drugs and not

on other life areas, which could not be interpret yet. Possibly there are problems, which are
denied, or masked. Though it was considered that the suppressing influence of heroin use
on feslings of the respondents could be a reason for under-reporting of emotional
problems, this being under influence of heroin or methadone counts as well for respondents
in the other groups. All the respondents were inlerviewed before they actually entered the
treatment programme,
A remarkable conclusion is that addicts in the detox condition and in the TC condition do
not differ to a large extent. No significant differences were found between the groups, both
groups have a larger amount of young addicts and more social and psychological
problems. Although the length of the two lypes of lreatment as well as the therapeutic
intensity differ to a farge extent, the addicts applying for these settings appear to be
comparable.

No differences were found regarding ciiminality. Financial problems or being tired from
the hustling seem plausible reasons for asking methadone or a more intensive type of
freatment. However, the resulls indicate that the group outside of treatment was most
involved in criminal activities in the past month, which indicales lhat these problems are no
trigger for help-seeking.

When these results are related to the issue of matching individual and treatment setting
three comments can be made. First was found thal heroin addicts with psychological and
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social problems applied mare for inpatient settings. This suggests that these problems are a
trigger for asking inpatient professional help. Before conclusions regarding matching can be
made, evaluation studies have to show if these addicts are also successful in these
programmes, A study of Mclellan et al. (1980) showed that the severity of psychiatric
problems can be considered a predictor for treatment success, indicating thal severe
psychopathology inhibits treatment success. From this perspective our resulis are in
harmony with McLellan's finding that psychiatric problems play a central rote in matching
practices, although we find that social problems are important as well. Further research on
this topic could be aimed at measuring psychopathology with more specific instruments
and then relating the results of such a study 1o treatment oulcomes.

Second the group of heroin users applying for methadone freatment was not very well
characterized by a problem profile. As In the other condilions they mentioned drug
probtems, but no other iife areas with problems. An interpretation of this resuit might be that
the majorily of drug users applying for drug treatment is not aimed at kicking the habit, but
more at harm reduction activities and therefore is not relevant to the conclusions with
respect to matching.

Third two groups were identified outside of treatment, who might need specific attention
when studying matching possibilities. These were older hercin addicts and addicts with a
cultural background other than Dutch. Possibly users cutside of treatment, who were found
to have a longer heroin career, tried several programmes without success and lost
molivation for treatment. This will indicate less treatment success and asks for describing
the treatment career of the addicls in different conditions. If the group truly became less
motivated due to failing treatment experiences possibly a specific approach should be
developed. The farger amount of heroin addicts with a cullural background other than Dutch
in the group oulside of treatment may be interprel as an important result regarding the
accessibility of the freatment seltings. Explanations can be sought on the one hand at the
side of the user, in terms of cultural barriers to ask professional help, or on the other hand
on the side of the programmes. Is there enough expertise on users with a cullural
background other than Duich?

Among the ASI? variables objective and subjeciive items can be recognized. Most
questions consider objective information, some questions ask for salisfaction with for
Instance living situation or spare time activities. On these items a clear difference was found
between the inpatient (less salisfaclion) and other conditions (more safisfied), of which the
latter are mainly not abstinence oriented heroin users. This points to further analyzing the
influence of objective problems, their subjective experience, and the contribution of both to
help-seeking behaviour, This interpretation was approved by Power (Power, Harinol &
Chalmers 1992), who described that not the objective items differed most for the help-
seeking and non help-seeking group, but the subjective items as 'concern' and 'need for
help’. As a continuation of this article a paper is made in which addicts outside of treatment
versus addicts in treatment are compared at a more giobal level of the ASI® data (the
severily rating} and in which the process of help-seeking is worked out as well, by studying
differences in concern about problems and need for help.

An important consideration about the current conclusions is their generalizabilily. Are the
current samples similar to addicts in those settings in other cilies and countries? The mosl
uncertain factor in this respect is the qualily of the sample outside of trealmenl. Possibly
some hidden high class heroin addicts were missed. However, the current state of the art of
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the non random sampling strategies provided no better tools for sampling. The samples in
the three freatment settings could be drawn from existing registrations.

An Important implication of this study is that research performed on treatment seeking
heroin addicts may not be generalized to the tolal population of heroin addicts, because of
the differences in characteristics between subgroups of addicts in and outside of freatment.
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CHAPTER 3.2

Heroin addicts outside of treatment and in treatment compared at severity
of problems and need for help.

Introduction

in the past decades addiction research was mainly focussed at populations of addicts in
treatment seltings. These studies were often performed from a descriptive-clinical view
{Reuband 1992, Kooyman 1992) or an evaluative view, as for inslance the Swedate project
{Berglund e.a. 1991). By definition the populations In these studies consist of users who are
experiencing problems in relation to thelr drug use. Research outside of treatment setlings
has usually an sthnographic characler. For instance different aspects of the drug using life
were described by Waldorf {1973}, Agar {1973} and Sutter (1966). Preble & Casey (19569)
studied economic careers of lower class heroin addicts. More recent ethnographic studies
were concentrated on drug using ritvals (Grund 1892) or the spread of H.LV. among addicts
(Ingold 1892). Howevaer, to date little research among addicts outside of treatment has been
performed applying standardized instruments. Comparing addicts outside of treatment with
addicts in treatment seltings in a systernatic way is of main importance with respect to the
generalizability of the results of studies in or outside of freatment to the total population of
addicts, Previous studies in which heroin addicts outside of treatment were compared to
heroin addicts in treatment are summarized in table 1. From the overview of research
literature can be concluded that disconcordant results were found.

64



Table 1. Literature review on differences between addicts in treatment and outside of treatment (community).

Author Sample Sampling method Research Results Lirnitations Implications
Instrumentsvariables
CConnel  Community N=128 [many National sample Interview with Treated addicts were more Sample restricted to Untreated heroin users seemed
etal, experimenting with heroin (multi-stage stratified  questions on pastand  likely to have problems young men, drug use better able to prevent negative
(1978) use, but not addicted) Sex: all  randemy). current drug use, associated with heroin use was more provalent effects as a results of their heroin
men, Age: all between 20.30. education, (health, work, famity) than and extensive among use, They report jess impairment
Race: 67% white. Age of first ogcupation, criminal non treated addicts. No the youngest of them. asscciated with heroin use in areas
hercin use: 17% under 18, behaviour, marital racial differences or The low incidence of as employment and family life. This
69% between 18-22, 13% history and parents. differences in social class treatment may be a might ke a result of them being
over 22, origin were found. result of the less likely to engage in goal-
Treatment N=20. Sex; all respondents have directed use of heroin (eg forget
men. Age: all Detween 20-30, been using drugs a troubles).
Race: 70% white, Age of first relatively short time.
heroin use: 25% under 18,
65% between 18-22, 10%
over 22,
Blumber  Community N=115 (as Users In a clinic were  Own inventory about The main finding is that the Results can not be
gé& described by acquaintances, asked to describe sex, age, drug use, acquaintances not at clinic generalized broadly
Dronfield  no personal data) Sex: 12% acquaintances inside  employment, court are very similar to those at because of used
{1978) females. Started injecting: and outside of arug convictions, physical clinic, More employment in nomination technigue.
48.6 months age on average.,  treatment, of which~ complaints. non clinic sample. The main
Median age: 22.9, the data were reason why non-clinic
Unemployed 38%. Court compared, Subjects did not go to
convictions 43%. treatment was that they did
Treatment N=115. Sex: 20% net use opiates cften
{emales, Started injecting: 36 enough.
manths age. Median age:
22.7. Unemployed 34%.
Court convictions 58%.
Graeven Community N= 22, Age: on Respondents were Family background, Mo statistical tests were Interpretation of the The results show that there is a
& average 22, Groups were too part of an adolescent  personality, drug use,  performed! Untreated results should be group of heroin users capable of
Gragver,  small to compute differences  hergin outbreak treatment experience,  addicts had better family cautiously because of  regulating their habit in such a way
[1983) in $ex and ethnic differences.  around two high lives, were less involved in the small sample sizes.

Marital status was
comparable. Treatment N=
44 (detox, residential
methadone and other), Mean
age 24. Aiso experimenting
users were included,

schools. Heroin
users of different
peer groups werg
selected by local
Informants,

the criminal justice system,
had higher self-esteem and
smaller habits,

The described
differences between
treatod and untreated
addicts suggest that
generalizations of
studies among only
treated addicts can not
be made.

that they dont need 1¢ ba invoived
in any treatment programme,
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Author

Sample

Sampling method

Research
instruments/variables

Results

Limitations

Implications.

Rounsavi
lle etal.
{1985)

Herrero
& Baca
{1990)

Community N=105 Mean

age: 27.6. Married: 35%. Sex:

85% males, Race: 75%
nonwhite, Traated opiate
addicts (used at least three
times a week or more)
N=204, Mean age: 27.7.

Married 28%. Sex: 75% male.

Race: 59% nonwhite.

Community N=50 heroin
addicts in 3 general hospital,
Age: 24% is between 15-20,
52% between 21-25, 18%
between 26-30 and §% over
30. Sex: B4% males.
Marriedflive together 24%.

Unemployed: 34%. Treatment

N=73 in an addiction
programme, Age: 15%

between 15-20, 48% between

21-25, 33% between 26-30
and 4% over 30. Sex: 79%
males. Marriedfive together:
23%. Unemployed 52%.

Respondents were
met by snowbail
sampling (new
respondents met
with the help of
already interviewed
drug users).

Interviews with

addicts staying in a
general hospital for

somatic problems

{possibly selection).

AS1 {drug use history,
iegal history), SAS
(social functioning),
MMPI (personality),
BDI (depression),
ROC (psychiatric
discrders).

Basic standard
pretocol,

Similarities were found for
opiate use, overall indexes of
legat problems and illega!
activity, occupational
functioning. An important
difference was found for
psychological prablems;
treatment sample had more
current major depression.
Treatment sample had rmore
legal difficulties related to
drug use and poor social
functioning.

More brothers and sisters in
nen-treatment group, as well
as mare stabie jobs, earlier
started with drug use
{cannabis & amphatamines),
longer history of use. Morg
perscnality disorders in non-
treatment group. Troatment
group had more treatmeny
experiences,

Animportant limitation
of the study is the
representativeness of
the untreated addict
sample. The chain
referral method has
weaknesses, However,
but so have cther
methods such as a
survey whep used ina
study to illegal
activities.

Possibly a group of
addicts who keep
themselves separate
from the heroin-using
community (addicted
physicians/pharmacist
s) is missed,

Not diseussed in the
article.

From the current sample the
community addicts may be seen to
have a greater chance at
spontanecus remission. This
would plea for not interfering in
their natural course of addiction by
trying to get themn in treatment.
However, the social costs of their
illegal activities 1o achieve mongy
and their being at risk for health
problems suggests that it is
important to help these people to
seek treatment earlier or make

freatment more appealing to them.

Further studies on these findings
will show if the conclusions are
consistent. If so, this indicates that
general hospitals provide a good
opportunity to study addicts not in
drug treatment. And than
determinant variables in treatment
seeking could be identified, which
wauld help to properly shape
preventive and therapeutic”
programmes.
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Section 3

In 1882 in the Hague, the Netherlands, a study was started on differences and similarities
belween addicts outside of treaiment and addicts in different treatment conditions. In this
study profiles of heroin addicts in three types of treatment and outside of treatment were
described at item level of the Addiction Severity Index in an earlier publication {Eland-
Goossensen et al. In press). In the current article addicts in and outside of treatment are
compared at an overall level concentrating on severily of problems, concern and need for
help. The central questions to be answered In this article are: {1) To what respects do heroin
addicts ouiside of treatment differ on these matters from addicts in an outpatient methadone
treatment programme. (2} To what respects do heroin addicts outside of treatment differ on
these matters from addicts in an inpatient treatment setting. In addition to the mere
description of discriminating characteristics, data of addicts in and outside of treatment is
analyzed with respect to the process of help-seeking by heroin addicts. Central parameters
in studying help-seeking behaviour in general are social network influences, socio-
demographic characteristics of influence on Wtreatment consumption propensity, client
satisfaction, enabling characleristics such as availability and accessibility, and need
characteristics such as severity of problems (McKinley 1980, Andersen 1968, Aday &
Andersen 1974). Power et al. (1892) describe that for heroln users speciically not only the
severity of problems influences the process of trealment seeking, but the problem
recognition in terms of experiencing concern and need for help are related to the decision to
ask for professional help as well. How these factors can influence actively help-seeking is
illustrated in figure f,

Figure 1.

Individual characteristics

Past history '//.
Present life-style
and events

Present concern™* Need for help—— Propens:t\( for
help-seeking

Methods

Data-collection

All subjects were interviewed in The Hague, a medium sized city with aboul 440.000
inhabitants. Four strata have been formed: opiate addicts oulside of treatment (communily),
in an outpatient methadone programme, in an inpatient detoxification center and in a
therapeutic community (TC). These are the main treatment modalities for hercin addicts in
The Netherlands. Earlier analyses showed that respondents in the detox group and the TC
group did not differ significantly at any variable. Therefore it was decided to combine both
groups into one 'inpatient’ group.
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All subjects were required to meet the following criteria: {1} opiate dependency according to
the DSM-II-R criteria for at least the past two years, (2} 18 years old or more, {3a) in the
treatment groups the respondents should have stayed at least two weeks in the specitic
setting and (3b} outside of trealment the respondent should not have had any treatment
contacts lasting longer than two weeks during the past iwo years.

The group outside of treatment exists of 83 opiate addicts, who were paid for their
participation, Because of a facking sampling frame no random sample could be drawn. To
compose a sample as representative as possible addicts were selected by snowball
sampling with nominee selection (Hendriks et al. 1992, Eland-Goossensen et al. In press}.
The methadone group consists of 81 respondents, who were randomly selected from the
entrants of the methadone programme. This is a low-threshold outpatient prograrmmme, in
which the methadone is daily supplied from a bus that has several stations in the city. The
inpatient group consisted of 149 addicls who applied for a ‘detox only' (n=72) or detox
followed by a therapeutic community programme (n=77). All addicts that passed ihe
research criteria were asked to parlicipate.

The non-response numbers in the different setlings were: outside of treatment: 26 users
could not be located or refused to participate and 11 users did not show up after the first
appoiniment. Methadone; 32 users refused or did not show up. Inpatient: 1 person was
menlally not able to be interviewed and 20 interviews could not be retrieved by the
treatment setting. The soclio-demographic characteristics of the lost respondents in the
freatment settings, however, did not differ from those of the interviewed users.

Measurements

Qutside of treatment the subjects were interviewed by a psychologist {first author} and a
communily fisldworker {expert by experience). In the treatment settings the interview was
integrated in the intake procedure, which took place before the respondents actually
entered treatment, The interviewing was done by trained staff of the settings. During the
datacollection frequently meetings with all the interviewers were organized in which the
interviews were commenied and discussed by the researcher.

The instrument used is the revised Addiction Severity Index (ASIF) (McLeltan et al. 1980,
Hendriks et al. 1989}, The ASI? provides information on six fife areas. Both life-time and
recent problems are addressed. First a global measure of the severity of the problems is
computed for every life area, called ‘severity rating. This severity rating ranges from 0 (no
problems/need for help) to 9 {extreme prohlems/need for help). In our analysis users with
problems at a certain life area are operationalized as those with severity ratings of four or
higher, since professional help is indicated for severity ratings of four and higher. Secondly
the groups are compared for expressed concern and need for help at each life area. These
items are scored on a five point scale from 0 (no concern or no need for help) to 4 {extreme
concern or extreme need for help). These scores were cut off above value 2 (moderate).
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Results

First a description of the most important background characteristics is given. Secondly
comparisons are made al severily ratings, concern regarding the problems and need for
help. Thirdly different paths are described in the process of help-seeking.

Background characteristics and some aspects of drug use career are presented in table 2.
Further analyses between the groups (not in table} showed ihat the four groups did not
appear to differ significantly on sex distribution, though slighily less females were present in
the methadone group, Differences were found for average age, which appeared to be
negatively related with treatment intensity (outside of treatment 33.6, methadone 32.0,
inpatient 28.7). More specifically users under 25 were less present in the group outside of
freatment (6.2%) and in the methadone group {13.3%) compared with the inpatient setlings
(27.5%). Furthermore the percentage of users with a non Dutch cultural background
appeared to be significantly higher in the group outside of treatment (44.4% versus about
23%).

Severily ralings.

In figure 2 the percentage of respondents with severity ratings of four and higher are
depicted per life area per group. Outside of freatment versus methadone: the groups
appeared to have quite similar severity ratings at all life areas. No stalistical differences were
found. More respondents in the methadone group reported drug problems compared with
the group outside of treatment, but the difference was not very largse. Outside of treatment
versus inpatient: at four life areas differences were found. Significanily more occupational
problems and less drug problems were reported in the group outside of treatment. At the
life areas of social and psychological functioning considerably more respondenis of the
inpatient groups reported problems.

Concern. in figure 3 the percentage of respondents who expressed concern on the
different life areas are depicted per group. Significant (at the level of p<0.05 or less)
differences between outside of lreatment and methadone: more respondents of the
methadone group mentioned concern regarding drug use. Remarkable is that this was the
only life area with substantial concern expressed in the methadone group. The group
outside of {reatment experienced concern at various other life areas (family problems,
occupalional functioning, legal problems and health problems}. Significant differences
between outside of treatment and inpatient: more concern regarding health problems and
occupalional functioning were reported outside of treatment. The inpatient group mentioned
more concern regarding drug problems as could be expected because they were applying
for drug treatment, but also for alcohol problems. Although this percentage was relatively
small.

Need for help. Figure 4 shows the percentage of users with need for help at the diiferent
life areas per group. Signilicant differences betwesn outside of treatment and methadone:
again a large difference was found between both groups in need for help with drug
problems {more in the methadone group). The group outside of treatment experienced
more need for help with physical health, occupational functioning and legal functioning.
Significant differences belween outside of {reatment and inpatient: many differences were
found in need for help belween these groups. In the inpatient group twice as many
respondents experienced need for help with drugs compared with the group outside of
treatment. Furthermore more need for help on problems with family, generat social
problems and psychological problems was reported. The group outside of treatment
reported a larger extent of need for help regarding health problems and occupationat
problems.
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Tabte 2. Background characteristics of the total group of respondents

Mean/parcentage

Background characteristics Standard deviation n
mean age 30.9 6.7
sex, men 80.0%
athnicity
Butch 71.3%
non-Dutch 28.7%
sources of income:
paid job 9.7%
unemployed 51.3%
other 203
marital status
not marsied 75.5%
married 10.0%
divorced 13.2%
drug vse history'?
ever used:
cocalne 89.4%
amphetamines 32.6%
prescribed drugs 44.5%
cannabis 79.0%
alechol 52.9%
mean duration of:
heroin use 8.2 5.2 323
cocaine use 5.4 4.4 277
amphetamines use 3.0 4.6 100
prescribed drugs 4.5 4.5 137
cannabis use 9.4 6.5 245
alcohol use 8.0 6.0 162
more drugs on the same day 6.8 5.6 298
Mean number of episodes in:
methadone programme 3.7 25 245
detoxlicaticn only (inpatient) 25 2.1 150
tong-term clinical programma 1.6 1.0 78
dayprogramme 1.3 0.7 76
aver in prison 64.8%
over 2 years in prison 17.4%
ever trealed for psychological probferns
reporting 1 or more fraumas 21.0%

51.3%

! Heroin had been used by all respondents

? These drugs had to be used three fimes a week or more.
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Discriminating variables.

In order to expiore to what extent scores at the concern and need for help variables couid
discriminate between respondents in the treatment conditions, a discriminant function was
computed. The responses to the concern and need for help varlables were ordered
according to their potential to discriminate between the groups (see tables 3 and 4).
Negative signs of the coefficients indicate that small function values are associated with the
presence of concern abouwt that type of problems and larger values are associated with the
absence of that lype of concern.

Outsids of treatment versus methadone: the percentage of cases correcily classified by the
discriminant function is 78.2% (see table 3). Concern regarding drug use was found to be
the main discriminating variable (more in the methadone group), followed by concern about
family problems and aboul occupational functioning (more in the group outside of
treatment). Outside of treatment versus inpaltient: the percentage of cases correctly classified
by the discriminant function is 76.3%. Again the main discriminating varfable was- concern
about drug use. However, in this comparison concern about psycholegical problems was
the second important discriminator. This finding is consistent with the larger percentage of
inpatient addicts with a high severity rating for psychological problems.

The same discriminant procedura was psrformed for need for help variables (see table 4).
Qutside of trealment versus methadone: 79.3% of the cases was correctly classilied. Besides
need for help on drug use being again the most important discriminating variable, need for
help regarding occupational functioning and legal functioning are main discriminating
variables between the methadone and the group oulside of treatment (both higher in the
latter group). Quiside of freatment: the percentage of cases correcily classified by the
discriminant function is 83.6%. More respondents with need for help with psychological and
social functioning in the inpatient group were again recognized in this discriminant analysis.

Table 3. Pearson correlation of concern varfables with diseriminant function.

Quiside of treatment/methadone Outside of freatmentfinpatient
indicators correlation indicatars correlation
drugs -0.66 drugs 0.70
social/family 0.35 psychological 0.38
occupational 021 alcohol 0.29
health 0.19 social/family 0.21

legal 0.19 social/general 0.21
socialfgeneral 0.16 occupational -0.20

Different paths in the process of help-seeking.

A model presented in figure 5 describes four possible 'paths' that are identified for the users
with a severily rating higher than four. The first path (A} describes users thal develop neither
concern about the problems nor need for help. This might indicate deniat of the aclual
problems. The opposite path {D) concerns users that express both concern about their
problems and need for help. Furthermore concern may be reported without need for help
{C). These users are possibly developing towards asking professional help, but have not yet
reached the final stage of expressing their need for help overtly. The last possibility (B)
seems rather unexpected, because these users express need for help, but no concern. This
might refer to a certain potential {for instance being able to work) that users ever wouid like
to realize, aithough no problems are experienced at this life area at the moment.
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Tabte 4. Pearson correlalion of need for help variables with discriminant function.

Outside of treatment/methadone - Qutside of treatmentfinpatient
indicators correlation indicators corralation
drugs -0.66 drugs 0.75
occupational 0.44 psychological 034
legal 0.27 soclalflamity 0.32
socialffamily 017 occupational -0.26
health 0.18 soclal/general 0.22
soclal/general 0.13 alcohol 0.2i
Figure 5
’ : 4 or higher
Concern
low i high
need for help need for help
low high low high
A B C b

The three groups are compared on these four 'paths', of which the percentages have been
computed for ail the life areas {see table 5}. In general most respondents do neither express
concern nor need for help (A) or express both (D). The other two stages are far less
represented (mainly under 10%). On the life area drug use, the majority of the respondents
of both the treatment conditions (over 70%) expressed concern and need for help (D). For
the group outside of treatment this was less than 30%, In this group most users {41%) had
ne concern and no need for help regarding drug problems (A), On the life areas
accupational funclioning, alcohol and social relations the majority of the users showed no
concern and no need for help (path A). In the methadone group legal problems were less
translaled into need for help compared to the other groups. On the psychological area the
group outside of treatment and meihadone group were comparable, but in the inpatient
group clearly a larger number of inpatient respondents experience psychological problerms
with, but also without concern or need for help.

With respect to the mode!l of Power et al. (1882}, that was discussed in the first section, this
comparison indicates that the stage of expressing concern does nol contribute to a large
extent to the model. Few users express concern without need for help.
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Tahle 6. Different categories in the process of hefp-seeking.

Life area condition A (%) B (%) C (%) D (%)
drugs °“‘§de of treatment 41.0 145 7.2 27.7
me t."‘ ‘l’"e 17.6 4.4 5.5 71.4
inpatien 6.1 219 2.0 71.4
legal out‘sr:dz of treatment 16.9 6.0 6.0 21.7
i”“’ ra ‘t’”e , 26.4 1.1 6.6 13.2
npatien 18,4 6.8 27 19.7
oulside of frealment 18.1 70 2.4 15.7
psycholegicat fﬂe‘f:?d?ﬂe 187 22 22 13.2
inpatien 21.1 19.7 4.8 27.9
Discusslon

The present results indicate that heroin addicts outside of treatment are different from
treatment seeking addicts, The group oculside of treaiment was characlerized by lower
severity ratings for drug problems, but surprisingly the group did express more often
concern and need for help with family problems, occupational funclioning and physical
health compared to the methadone group. The methadone group experienced least drug-
related problems. Need for help on life areas other than drugs are clearly not a reason o
ask for methadone prescription, although the original programme (Dole and Nyswander
1976) was aimed at reducing heaith, occupational, legal and social problems. The pure
problems with drug use seem to be the main molivation for asking methadone on
prescription. The inpatient group was characterized by higher severity ratings for social and
psychological problems compared to the group outside of ireatment and higher concern
and need for help at these life areas. The main expectation was that general concern and
need for help about problems would increase with increasing intensity of the prograrnmes,
From this point of view is the relatively little expressed concern on life areas other than drug
use in the methadone group remarkable. A possible interpretation could be that the
methadone group contains a subgroup older users, who have no faith in treatment anymore
after several unsuccessful attempts and therefore do nol actively try to solve their drug
related problems. Another explication would he that this type of low-threshold msthadone
programme is not considered as a treatment modality by many heroin users, which would
explain the little expressed concern and need for help.

The discriminant analyses showed that the most important reason for asking professional
help is concern about drug probfems. Furthermore it appeared that occupational problems,
health problems and legal problems are no triggers for seeking help from a methadone
programme or a residential programme. Psychological and social problems seem to
motivate heroin users to ask for clinical trealment. This result was comparable with the study
of Rounsaville and Kieber (1985) who found that help-sesking addicts were more depressive
and had a poorer social functioning. When the results of the discriminant analyses were
compared to the study of Power et al. {1982} the importance of self-reported concern and
need for help for understanding differences in seeking professionai help was confirmed. An
important difference with Powers's study is the importance of concern and need for help
regarding finances and need for supporf, which they found to be a main discriminator
between the group in and oulside of treatment. In the current data this topic was not so
meaningful, which may be a result of the difference in instruments used. Remarkabls is that
legal problems were not mentioned as a discriminator between the groups. This contrasts
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wilh the results of the Grasven and Graeven study (1983}, who found that unireated addicts
were less involved in the criminal justice system.

This study, however, has limitations both methodological and analytical. One of these is the
unknown quality of the sample outside of treatment. The melhod used seems to provide a
reasonable sample of the drug subculture (Eland-Goossensen et al. In press}, but some
subpoputations such as hidden high class addicts might be missed. However, the chance
that these individuals would apply for treatment in the main modalities seems limited as well.
Another fimitation is that help-seeking Is a dynamic and complex process. The items of the
ASI? that are presented in this publication give an indication of certain steps in this process,
but are by no means complete. Further research could be aimed al the subjective
experience of drug use and drug-relaled problems. This seems to be a key in
understanding why some addicts seek help and others do not.

Implications of the study can be found in more understanding gained on the importance of
different types of problems with respect to help-seeking. i appeared that some kind of
problems (drug use, social, psychological) are more often a reason to seek professional
help than others {(occupational problems, health problems, legal problems). Three possible
interpretations were found. It could result of the latter problems being masked, in the sense
of that they remain hidden until other {psycho-social) problems are solved. Or maybe users
experience the problems in these areas at the same time, but as less intensive and urgent
compared to the psycho-social problems, A third option is that inpatient programmes do
address psycho-social problems and therefore attract users with these problems. In that
case attention couid be paid to how to integrate these occupational, health and legal issues
better in outreach programmes and tfreatment programmes.
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CHAPTER 3.3

Drug use career and treatment history of opiate addicts In and outside of
treatment.

Introduction

Treatment seeking behaviour of oplate addicts is considered to have a dynamic character.
Factors that influence this trealment seeking behaviour can be divided into shori-term
factors and long-term factors. The fact that application for treatment is often preceded by a
crisis in physical health, psychological functioning or legal problems can be seen as an
example of short-term factors (Del.eon & Jainchill 1986, Rounsaville & Kieber 1985). The
influence of earlier treatment experiences on current help-seeking behaviour is an example
of a lang-term factor. .

A review of the literature showed that heroin addicts differ in terms of problems, need for
help and reasans fo sesk professional help (Rounsaville & Kieber 1985, MclLeflan et al,
1981, McLellan et al. 1983). Therefore a description of the lype and severity of problems of
addicts in different freatment setlings may be a step in the direction of betier a match
betwsen the heroin addict and a specific treatment setting. This might lead to improved
treatment results {McLellan et al. 1980a, Segest et al. 1989, Del Boca & Mattson 1994). The
central question to be answered here can be formulated as: Do optate addicts who apply for
three different {ypes of drug trealment or who stay outside of treatment, differ in aspects of
drug use caresr, frealment history and socio-demographic characteristics?

In order to describe properly the relation between background characteristics of the addict
and application for a certain treaiment type, the problems of addicts outside of treatment
should be described as well. This enables barrlers to be identified with respect {o seeking
help as well as shortcomings in the treatment provision.

Figure 1. Groups of varlables related to treatment seeking behaviour of oplate addicts
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Figure t shows the different groups of variables related to treatment seeking behaviour {or
staying ouiside of treatment} in this study. The observed dynamic character of help-seeking
among opiate addicts is characlerized by the relation between short-term variables and type
of treatment (A). The fong-lerm varlables as for instance drug use career, treatment history
and socio-demographic variables might directly {E,C) but also indirecily by influencing the
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short-term variables (B) be related to help-seeking and therefore act as confounders upon
relation (A). The central focus in this article is on relations C, D and E.

Methods

Data collection

The current research question is part of an extensive study on differences and simifarities of
opiate addicts in and outside of treatment. Data were collected for about 30 months. In &ll
310 opiale addicts were interviewed, Their ages ranged between 18 and 64 with a mean of
31, 80% of the respondenis were men. They were interviewed in The Hague, a medium
sized cily in The Netherlands wilh about 440.000 inhabitants. Al subjects had to meet the
following criteria: (1) using opiates three times a week or more for at least the past two
years, (2) 18 years or older, (3a) in treatment respondents should have stayed at least two
weeks in the specific treatment setting belore their interview was retrieved from the intake
dossier and (3b) outside of treatment respondents should have had no treatment contacls
over iwo weeks during the past two years.

The respondenis were interviewed in four conditions (see box 1):

81 heroin addicts without freatment contacts have been interviewed all over the cily of The
Hague. They received a payment. Respondents were selected by applying the snowball
sampling method with nominee selection. In this fieldwork methed every respondent names
up to six other heroin users out of which one is randomly selected (Hendriks et al. 1982}, In
this way the researcher moves across several networks of heroin users. 80 heroin addicts in
consecutive admission were selected from a methadone programme. Every third applying
heroin addict was asked to participate. 58 heroin addicts were interviewed in the clinicai
detoxification center, who did not continue their treatment at the therapeutic community
(detox only). 81 heroin addicts continued their treatment after detoxification in the
therapeutic community (TC) programme. All respondents were interviewed at the intake
before the actual treatment started. If respondents leit the selling before the requested 2
weeks, their interviews were not used. The non-response existed of 37 heroin users outside
of treatment, 32 hercin users in the melhadone group and 37 heroin users in the inpatient
seftings. The non-responders and respondents were compared on socio-demographic
characteristics by research condition and no significant ditferences were found.

Box ¥ Research groups

Qutside of treaiment, Respondents oulside of teealment were acquired from as many different networks as
possible. Access was gained through daycenters for the homeless, meelingplaces in different
neighborhoods, dealing addresses and oulreachworkers, Interviews were held at the homes of the
respondents, in the restaurant of the rallway station, in the room of an outreachworker and in a specially
equipped bus, Several appoiniments had to be made In arder to cornplete the set of three interviews and a
referral,

Methadone programme. This is a low-threshold oulpatient programme, aimed at harm-reduction.
Methadone and medical care are supplied for free. Clients are not forced into detoxification, counselling or
urine testing. Use of drugs is tolerated. Clean needles and condoms are available in the programme. The
heroin addicts go to a bus that has several ‘stations' in the clly 1o receive the methadone daily or a few times
aweek,

Clinical detoxlification programme. This is a residential programme aimed at detoxification, which is
realized by reducing a dose of methadone every day. The highly slructured schedule in this programme
includes several hours of sport, housekeeping duties, as wel as therapsutical meelings aimed af orientation
10 possible further treaiment. The programme lasts about two weeks.

Drugfree therapeutic community. This Is a hierarchically structured cemmunity in which the addicts
themselves praclice with different tasks and funclions. Cleaning, preparing food, planning, taking care of the
animals etc., are all duties of the Inhabitants. The whole mitieu Is therapeulic and additicnal therapy sessions
are hefd. This Intensive programme lasts over one year and is followed by a period of re-entry In society.
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Measurements and operationalizations

Three instruments were used, two of which are standardized, structured interviews. These
are the Dutch version of the Addiction Severily Index {McLelan et al. 1880b, Hendriks et al,
1989) and the Composite Internalional Diagnostic Interview {Robins et al 1989). A third
qualitative interview was administered. The instruments are described more in detail in box
2. This article presents results based on information of the Addiction Severity Index {ASI?).

Box 2 Research instruments

Addiction Severily [ndex®. This structured insteurment is used for intake, follow-up and research purposes. [t
provides an indication of the type and severity of problems with drug use, alcchol use, heaith, cccupaticnal
and legal functioning, social relations and psychological funclioning. Also the concern regarding the different
types of problems and need for help at the different life areas are explored. Unigue is the 'severily rating,
which [s chosen per problem area, In which the opinion of the interviewer is included.

Composlte Internalional Diagnostic Interview. This structured interview is aimed at assessing
psychopathology by checking symptoms of different psychiatric discrders, which ars combined in a
decision-tree and end up In a classification of recent and life-time DSM-1-R and ICD-10 disorders.
Quatitative Interview. This in-depih interview is aimed at exploring how the user experiences the problems
that were described in the structured interviews. Special attention Is paid to reasons for seeking professional
help on the one hand or metives {o stay outside of ireatment on the other hand.

Demographic characteristics, All of the demographic variables of the ASI? section 'general
information' are presented (sex, age, cultural background). Education and employment are
not considered demographic characteristics.

Drug use career. The majorily of respondents in this sludy appear to be polydrug users,
therefore the study focusses on the drug use career In stead of just the heroin career,
Several research papers have been published about the drug use career on a conceptual
level (Rosenbaum 1981, Crawiord 1983, Swierstra 1990, Vaillant 1966, Winick 1962, Prins
1995}, An article of Power et al. (1992) corresponds best with the current study because
they also used the ASI| as a basis for their operationalization of drug use career. These
authors operationalize the concept of drug use caraer with items on drug use and drug-
related arrests as formulaled in the ASI™. Heroin career and history of delinquency are often
described together. Howsever, since they are two quite different aspects of the career, a
description of delinquency is not included in the current study. Four main items of the
section drug and alcohol use of the ASI? are used to describe the drug use career. These
are: age of first use of several types of drugs, length of drug use, number of drugs used on
a life-time basis and periods of abstinence in the past three years.

Treatment history. In some studies with this concept only a general distinction between
treatment or no trealment is used, regardless of the type of treatment in which the addicts
were involved (Hasin 1994). Other studies use information about type of earlier treatments,
number of treatment episodes and length of treatment episodes (Leigh et al. 1984). In one
study, unsuccessful attempts to receive professicnal help are integrated in the concept
{Oppenheimer et al. 1988) and in another reasons to break off a programme were included
(Sheehan et al. 1986}. In the current study the concept of heatment history Is
operationalized by the following items: number of treatment episodes, number of treatment
types and participation in different types of treatment.

Analyses
A chi-square test has been used for examining differences in dichotomous variables and

analysis of varlance for differences in means. First the data was analyzed per variable over
the four groups for an overall statisticat difference. If this was found pairs of groups between
which the difference oceurred, were identified. Such a difference is indicated in the tables by
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an abbreviation of the first letter of the research condition with which the difference exists.
The abbreviations are M(methadone group), ®{detox group) and "(therapsutic community
group). For instance in the first table 44.4"° means that this percentage is significantly
higher in the group outside of treatment than in lhe methadone and detox groups. Following
the Bonferroni method of multiple comparison of several groups, a p-value of 0.0125 is
taken as an upper limit (Aliman 1881), This method corrects in a conservalive way. Which
means that it is more likely that real {not based upon chance) differences are described as
not significant, than that differences based upon chance are presented as real (significant).
Finally anova-tests were performed to control for the demographic characteristics, by
adding the latter as covariates.

-Results

Demographic characterislics

Table 1 presents differences in demographic characterislics between the four groups. The
most important findings are that the group outside of treatment appeared to consist of more
respondents with a cultural background other than Duich compared to the methadone
group and detox group. Furthermore the groups differed on age. The group outside of
treatment had significantly fess users under 25 compared to the detox group and the TC

group.

Table 1. Demographlc characteristics per treatment condition

Outside of treatment  Methadone Detox TC sign
Percentage n=81 n=90 n=58 n=81
Women 28.4 10.0 24.1 i9.8 .
Married 7.4 7.8 i5.5 111
Foreign natienality BB 2.2 6.9 86
Non-Dutch background 44,4M° 233 17.2 27.2 *
Younger than 25 §.207 13.3 27.8 2r.2 *x
25 to 35 years 49.4 4?.8 53.4 55.6 -
Older than 35 years 44.4 389 19.0 i7.3

* =P < 00125 ** = P < 0.000. " means significant different from methadone group, ° means significant
different from detox group, T means significant different from TC group.

Drug use career

Table 2 represents the mean age of onsel for several types of drugs. Not all these ypes of
drugs were used by all respondents. Therefore the smaller sample sizes of those who
actually used these drugs are given if necessary. Addicts in the group outside of ireatment
have a higher age of onset of hercin use compared to addicts in the TC (almost three years
later on average). Also for cocaine use: both the users in the group outside of treatment and
in the methadone group started at a later age compared 1o the users in the TC group.
Respondents in the group outside of treatment were older when they started with
amphetamines than respondents in the detox group. Wilh respect to length of drug use, itis
remarkable {hat while addicts in the group outside of treatment have a later onset of use of
heroin and cocaine, their length of use is the highest on average: For heroin 9.8 years, this
is significantly longer than the detox group (6.8) and the TC group (7.6). For cocaine 6.6
years which is signilicantly onger than the methadone group (4.6). For amphetamines 5.6
years which was about iwice as long as in the other groups. This implies as already
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described that the addicts outside of treatment are older on average. The groups did not
ditfer significantly on the total number of drugs used at a lifetime basis. A farger percentage
of respondents in the group outside of ireatment had not been clean in the past three years.

Treatment history
Table 3 presents some general characteristics of the hislory of {realment participation, as for
instance total number of treatment episodes. This appeared to be significantly lower in the
group outside of treatment (3.8) compared to the TC group (6.4). A comparison on fotal
number of inpatient and outpatient programmes in which the respondents participated
showed a similar pattern, The group outside of treatment participated on average in
significantly less types of treatment (1.6) compared to the TC group (2.2). Furthermore it
appeared that more inpatient respondents participated ever in methadone programmes and
long-term clinical programmes. However, this might be a result of the inclusion criteria
stating that users in the group outside of trealment were not allowed to have any treatment
experiences during the past two years,

Additionally the groups were compared on number of respondents without treatment
experiences. This percentage appeared 1o be significantly lower in the TC group compared
to the group outside of treatment.

Table 2. Drug career varfables In refalion fo freatmenl condition

QOutside of Methadaone Delox TC sign
treatment

Mean age n=81 n=80 n=>58 n=81

Heroln' 221! 21.0 21.0 19.4 *

Cocaine 24,07 236" 21.8 20.8 *
{n=70) (n=76} (=53} {n=78)

Amphetamines 21.4° 18.1 16.9 t8.5 *
{n=26) {n=25) (n=19) (n=31}

Prescribed drugs 25.7 23.1 215 2141 -
{n=34) (n=42) (n=22) (n=39)

Cannabis 16.5 16.7 ig.2 15.2 -
{n=57) (n=71) (n=45) (n=72)

Afcohol 21.6 20.4 17.5 19.3

Total number of drugs (mean} 3.7 3.8 4.0 4.4 faad

0 times clean? 51.9%97 303 27.6 235 -

¢« =P <0125 ** = P < (,000. 1. Methadone and hallucogenic drugs were left out the lable. The former
was almost only consumed in the methadone programme {see {able 3). the latler was not censumed for &
fenger period, 2. Clean periods in the past three months. ™ means significant different from methadone group. °
means significant difference from detox group. " means signilicant di¥ference frem TC group.

in order to control for the confounding effects of age and cultural background between the
groups an anova-test with age and cultural background as covariates was periormed (see
table 4). As a result some significant differences found earlier were not statistically
significant anymore. These were: age of onsel of heroin use and length of heroin use, Some
new significant differences belween the groups occuired, afler controling for age and
cultural background. These were: length of alcohol use, total number of drugs used and
participation in a detox programme.
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Table 3. History of freatment parlicipation per treatment condition

Cutside of Melthadone  Detox TC _

treatment sian
Mean/percentage n=81 n=80 n=58 n=8t
Number of {reatment episodes {mean} 36" 4.8 5.1 6.4 **
Number of ireatment types 1.67 1.8 1.9 2.2 *
Ever methadone used’ (percentages) 67.9°7 76.7 B7.9 86.4 *
Eves? In detox ‘ 42,0 43.3 46.6 61.7 -
Ever in day programme 21.0 27.8 31.0 19.8 -
Ever in clinical lcng term programme 16.07 o2t 20.77 42.0 >
Ever in other programme 12.3 13.3 6.9 111 -
Not treated at all 19.8%7 16.7 15.2 1.2 *

*=P < 00126 ** =P <0.000, 1. On aregular basis, 2. One or more treatments in the specified programme.
* means significant different from methadone group. ® means significant difference from detox group. T means
significant difference from TG group.

Table 4. Resulls of the anova procedures with age and culiural background

Variables F df sign % explained variance

Drug use career:

Length of alcohal use 29 3 * 9%
Length of amphetamine use 33 3 * 7%
Total number of drugs used 34 3 * H2%
Clean in the past three years 6.0 3 o 7%
Treatment history:

Number of treatmenl episodes 6.1 3 ** 14%
Number of treatment types 3.8 3 * 8%
Ever involved in methadone programme 4.3 3 e 10%
Ever involved in detox programme 2.8 3 * 5%
Ever involved in a clinical long-term programme 6.0 3 *x 6%
Not treated at all 8.4 3 x* 9%

*=p< 00125 ** = p < 0.000

The drug use career of the respondents outside of treatment was characterized by an on
average longer use of cocaine and amphetamines for the users of these types of drugs.
Whereas respondents in the detox group which had been using alcohol, showed a longer
use on average. Furthermore the least types of drugs were used at a life-lime basis outside
of treatment and in this group the largest percentage of users was found thal had not been
clean ever,
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Differences in treatment history of oplate addicts in the four conditions were found on
several aspects. The group outside of treatment reported [east treatment episodes on
average, in least types of treatment. The treatment history of the TC group was
characterized by the highest number of trealment episodes in most types of trealment
{methadone, detox and TC).

Conclusion & discussion

The aim of the study was to gain insight in whether opiate addicts, who apply for three lypes
of freatment and opiate ‘addicts outside of treatment differ in socio-demographic
characteristics, aspects of drug use career and aspects of trealment history. By describing
the demographic characteristics of the four groups it became clear that younger addicts (up
to 25) more often seek long-term inpatient treatment, while the older heroin addicts {over 35)
seek significantly less help. They were more often found outside of freatment and in the
methadone programme. The first observation may be called positive in the sense that young
users have found the way to trealment and by participating they fearn what can be found
there. They may benefit from it in an early stage of drug use career, in which they might
have more hope for a drug-free future and have a stronger motivation to become clean than
the users over 35. Another category of users more often screened in the no freatment
setting consists of the non-Duich members of minorily groups. This is an important finding,
it should be clarified what they experience as barriers with respect to seeking professional
help. Is it that they have less problems, or do they have problems but that there are
(cultural) Impediments to seeking help? Adequate prevention and treatment strategies
should be developed.

It appeared that no differences were found between the groups for sex, number of users
with polydrug use which was high in all groups and the use of cannabis preceding the use
of ‘harder' drugs. In several aspects the differences between the group outside of treatment
and the TC group were largest. With respect to drug use career it appeared that those
applying for the TC treatment had been using more types of drugs compared to users in the
group outside of treatment, The fact that a larger number of respondents in the group
outside of trealment had been significanily less clean {own attempts, or after treatment) in
the past three years may indicate that the decision to ask for professional help is often
related io earlier aitempts to kick the habit. On aspecls of treatment career the group
outside of trealment reported least treatment experiences although they have ihe highest
average age. An important remark at this result is that the group outside of freatment had
not been in treatment for the past two years (inclusion criteria). This might have affecled the
number of earlier treatment episodes reported. The TC group showed the most intensive (in
the sense of most trealment episodes in most types of trealment) and varied treaiment
histary.

The fact that respondents in the TC group are the youngest on average, have used most
different drugs on average and have the most intensive treatment history indicates that this
is a group with a strong need for help. That addicts ouiside of treatment ask less frequently
for help during a tength of drug use that is comparable with the other groups is a finding
that needs to be specified. Further studies are needed to make sure this result is not
influenced by the inclusion criteria and to outline the motives for ihe lower rate of help-
seeking of addicts outside of treatment. Do addicts outside of trealment have beller ways lo
minimize negative consequences of the drug use, as was suggested by Zinberg (19847 Or
could it be that the experience of the drug use is less problematic among addicts outside of
treatiment, as was studied by Rosenstock (1960, 1974). Biernacki (1986} suggested the role
of the sacial network as being one of influence on the decision to ask for professional help
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or not. This would mean in our study that the relatives of the older respondents in our group
cutside of treatment might have been less 'pushing' towards treatment compared to the
relatives of the younger who more frequently choose a TC freatment. Oppenheimer and
Sheehan (1988) stressed that expectations of treatment programmes and fears for treatment
should be investigated further. We found that the majority of our group of addicts outiside of
treatment reported some earlier treatment experiences. Hopefully further analyses of our
qualitative interview data from this group will shed more light on the impact of these eariier
experiences.
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Section 4

4, Comorbid psychopathology

Mental problems in this study have been measured not only with the ASI® section on
psychological functioning, but also with the CIDI (n=344). An important advantage of the
CIDI interview is that DSM-II-R classifications can be computed on the basis of the data.
Chapter 4.1 presents the prevalences of these DSM-II-R disorders for the lotal group and
for opiate addicts in the methadons condition, the inpalient conditions and the outside-of-
treatment condition. These analyses are carried out in conformity with the relations A and F
in Figure A, in which psychopathology is a specific type of comorbid problem. Chapter 4.2
divides the total group of respondents into opiate addicts with no, moderate or severe
psychopathology. These three groups are analysed on differences in drug use career
(including treatment for addiction) and psychiatric history (relation B in Figure A}. 1t is
furthermore described how much earlier the onset of drug problems was reported in
comparison to the onset of psychiatric problems. In the ASI? analyses it was found that
mental problems appear to be one of the main discriminators between opiate addicts
outside of treatment and opiate addicts asking for inpatient treatment. In this study two
instruments have been used that measure these mental problems (ASI" and CIDY. In
chapter 4.3 an analysis of agreement is made beiween the data collected with both

instruments,
Current drug \;;_—_
and drug-related
problems lincl.
psychopathology)

- Current

Sociof n
damo- condition:
graphic F A *methadone
charac- *detox

'T.C.

risti
teristics B *no treatment

b /

DIUQ use career
and treatnent
history

Figure A, Simplified diagram of analysis
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Comorbid psychopathology
CHAPTER 4.1

Opiate addicts in and outside of treatment compared on psychopathology

Introduction

Over the last few years comorbid addiction and psychopathology have been an important
theme in the sclentific discussion on addiction {Miller & Stimmel 1993, Hendriks 1990). The
imporlance of the problem is underlined by the observation that higher psychopathology
prevalences were found among oplate addicts compared to the general population (Miller &
Fine 1993). Another reason for the scientific interest in these so-called ‘dual diagnosis'
problems is that severe psychopathology in opiate addicis was found to be related to a
larger amount of health, employment, social and drug use problems and o a worse
prognosis for treatment. (McLellan et al. 1981, 1983, Rounsavilie & Kieber 1985, Rounsaville
et al. 1986, Koslen & Rounsaville 1986, Gerstly et al. 1980). Furthermore psychiatric addicts
appear to challenge the limits of the tfreatment system (Lehman et al. 1990) by being

rejected at mental health institutions on the one hand and by not functioning well in

Table 1. Overview of studies en psychopathology In oplate addicts.

Author(s}

Insfruments

Sample

Results

Rounsaviile Bd,
Weissman MM,
Kleber H, Wilbar G,
(1982)

Hendriks VM
(1990)

Reglar DA, Farmer
ME, Rae DS, Locke
BZ, Keith SJ, Judd
L{, Goodwin FK
(1990)

Abbolt P4, Weller
SB, Walker SR
(1994}

Schedule for
Affective Disorders
and Schizo-
phrenia-Lifetime
(SADS-L) and the
RDC criteria.
{Endicot & Spilzer
1978)

Diagnostic
Interview Schedule
{Robins et al.
198t1)

Diagnoslic
Interview Schedule
{Robins et al.
1981}

The SCID-P was
used (Spitzer et al.
1988)

533 subjects
dependent on
nareotics, taken
from different ireal-
ment settings

152 predominantly
polydrug users,
sampled by
consecitive
admissiento a
clintcal datoxifi-
cation center

20291 subiects
sampled In the US
total cemmunity and
Institutional
population. Subjects
were 1B years or
older,

144 opiale addicls
ware sampled Ina
methadone
programme,

86.9% of these Ireated opiate ad dicts
reported at Jeast one lifelime disorder.
Litetime disorders: major depression
53.9%, phobic disorder 9.6%, alcoholism
34.5%. The percentage of respondents
wilh ASP' disorder was 26.5%

60.5% reperted ong or more lifetime
disarders, excluding ASP and alcohol
disorders. Lifelime disorders: major
depressicn 36.8%, any anxisty disor der
41.4%, alcohol dependence 52.0%, ASP
disorder 59.9%.

Although the main part of the psy-
chopathology prevalences were not
described for opiate users separately,
some percentages were. In 65.2% of the
oplale addicts any menta! disorder was
assessed. ASP diserder was found In
36.7% and alcohol abuse/dependence in
65.9%.

Of the sample reported 77.1% at Is ast
one disorder on fifstime basis. The most
commaon lifetime Axis | disorders were
major depression {25%) and dysthymia
{15.3%). Any anxlety discrder 27.1%,
alcoho! dependence 57.6%. ASP
disorder (Axis ll} was found in 31.3% of
the respondents.

! ASP disorder = Antisocial personality disorder
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specialized drug trealment settings on the other hand. Although some new models for dual
diagnosis treatment programmes were described in literature (Minkoff 1989, Kofoed et al.
1986) such trealment settings are not yet available on a large scale.

Prevalence rates of psychopathology among opiate addicts are not easily obtained (Raskin
& Miller 1983). Population surveys have shown not to be the best option 1o collect this type
of information among hidden populations such as opiate addicts (Goor van de et al. 1994),
mainly because of the fow prevalence of opiate addiction in the general population and the
inability to reach homeless users. Also the illegal character of heroin use will most likely
result in substantial and selective non-response and possibly in underreporting. Therefore it
is not surprising that until now studies on psychopathology among opiate addicls were
predominantly held among addicts in treatment settings. The overview in table 1 presents
studies on psychopathology among opiate addicts.

Because the majority of addiction research with standardized instruments has been carried
out in treatment settings, questions are rafsed about the possibility to generalize the results
of studies on addicts in one type of treatment to addicts oulside of treatment and to addicts
in other treatment settings ( O'Donnel et al. 1976, Blumberg & Dronfisld 1976, Graeven &
Graeven 1983, Rounsaville et al. 1987, Herrero & Baca 1990, Pottieger et al. 1995, Lewis et
al. 1992). For example Van Limbeek et al, {1992) described the psychopathology of 203
heroin addicts in lwo different treatment settings (a clinical detoxification programme and a
fow threshold methadone programme). The Diagnostic Interview Schedufe {Robins et al.
1981} was used to oblain DSM-IIl lifetime and recent (past year) diagnoses. It was found
that 53% of the addicts sampled in the two treatment settings reported at feast one lifetime
DSM-IIl disorder. Big differences existed between the number of addicls with one or more
disorders in a detoxification programme {67.8%) versus addicts In a methadone programme
(40.0%). A larger number of respondents in the detox programme reponted lifetime anxiety
disorders and mood disorders.

Until now little information was available about differences in psychopathology between
opiate addicts in and outside of treatment. Therefore the central aim in this article is fo
present prevalences for subgroups of opiate addicts in an oulpatient methadone
programme, inpatient programmes and addicts outside of treatment as well as for the total
group. The results of the total group will be compared with a Dutch and an American
prevalence study on psychopathology in the general population. The Dulch study included
315 subjects between 18 and 80 years with a Dutch, Surinam or Indonesian cultural
background {Limbeek van & Berg van den 1994). They were interviewed with the DIS
(Robins et al. 1981) resulling in DSM-iIt disorders. The American National Comorbidity
Study described CID! (Robins el al. 1989} prevalences among persons aged 15-54 years in
the non instilutionalized civifian population of the United States (Kessler et al. 1994). The
number of respondents was 8098, The dala was weighled for non-response adjustment, for
demegraphic characteristics and for differences in probabilities of selection belween and
within househoids.

Methods

The research question is part of a larger study on differences and similarities between
opiate addicls in and outside of treatment. All respondents had been dependent on opiates
for the past 2 years, which is in accordance with DSM-III-R criteria. They were at least 18
years old. Addicts outside of treaiment had not received trealment during the past two
years. Respondents in treatment slayed al least two wesks in the treatment setting before
their interview was used in the study. Respondents were sampled in the three most
comimon treatment sellings in The Netheriands: a methadone programme, a detoxification
programme and a therapeulic community (TC}. Unpublished data showed that respondents
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in the detox group and the TC group did not differ significantly at any variable, Therefore it
was decided to combine both groups into one ‘inpatient’ group.

The group outside of treatment existed of 83 apiate addicts. Because. a sampling frame
was lacking in this condition a random sample could not be drawn. To compose the most
representalive sample addicts were selected by snowball sampling with nominee selection
(Hendriks et al. $1992). The fieldwork was carried out by the first author and a community
fieldworker: someone who knows the drug using culture from inside and is frained in
interviewing. The methadone group consisted of 91 respondents, who were selected by
consecutive admission fromy the entrants of the methadone programme. This is a low-
threshold outpatient programme, in which the methadone is daily supplied from a bus that
has several stations in the cily. The inpatient group consisted of 149 addicts who applied for
a 'delox only' (n=72) or detox followed by a therapeutic community programme (n=77). In
the inpatient settings all applying addicts that passed the research criteria were asked o
participate.

The non-response numbers in the different setlings were: Outside of reatment: 22% of the
users identified by the chain referral method were not located or refused 1o participale and
9% of the approached users did not show up at the second or third appointment.
Methadone: 26% of the approached users refused participation or did not show up.
Inpatient: 9% of the respondents left the setting before the required two weeks and therefore
no CIDI interview was recorded. AS| interviews of 11% of the inpatient respondents coutd
not be retrieved by the treatment setting. The socio-demographic characteristics of the jost
respondents in the outpatient and inpatient treatment settings did not differ from those of the

interviewed users,

Diagnostic assessment

The diaghostic inlerview is a modified form of the Composite International Diagnostic
Interview (CIDI} (Rabins ef al. 1989). This struclured interview can be used by non-clinicians.
The instrument was modified to reduce the interview time in order to be able to include
opiate addicts outside of treatment in the study. The following categories of queslions were
considered less relevant or too threatening and were therefore deleted: iobacco
dependence, somalization disorder, dissocialive disorder, psychoaciive substance
dependence, organic disorder and psychosexual disfunctioning. To further reduce the
interview time ICD-10 questions were left out as well. An interview lasted about 90 minutes
on average. The disorders about which will be reported in this study are: major depression,
dysthymia, mania, generalized anxiety, agoraphobia, panic disorder, social phobia, simple
phobia, alcohol abuse, alcohel dependence, obsessive compulsive disorder, schizophrenic
disorders and ealing disorders {anorexia nervosa and boulimia), These are all axis |
disorders, Although ASP discrder is an Axis il {personalily} disorder the criteria o assess
this disorder were added in order to make comparisons with previous siudies. The
diagnostic hierarchy of the DSM-1lI-R was not used. Both lifetime and recent diagnoses were
computed. The latter refers to the past 6 months, The criginal instrument showed good
interrater reliability (Wittchen et al. 1991), test-retest (Semler et al. 1887) and reliability and
validity of all diagnoses except acute psychotic disorder {(Witichen et al. 1989, Sprengler &
Witichen 1988). The reliability and validity of the adjusted instrument is not threatened by
our deleting some of the sections and ICD-10 questions, of which the coordinator of the CIDI
activities in the Netherlands assured us {v.d. Brink, personal communication 1996). The CID}
interviews in the inpatient groups have been conducted about two weeks after the
respondents entered the detoxprogramme. Although it is recommended to conduct the
interview at a minimum of one month after the first day of detoxification, we were not able to
realize this because the detoxprogramme lasts only two weeks.
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The CIDI interviews were performed by eight frained interviewers. At regular intervals
meetings were organized by the first author (psychologist) to discuss the interview techni-
ques and the resuits. All respondents in treatment filed in an informed consent and
respondents outside of treatment and in the outpatient methadons programme received a
payment for their participation.

In addition to the presentation of data at disocrder level, categories are often formed
{Rounsaville et al, 1982, Limbeak van et al. 1992, Hendriks et al. 1990, Abbott et al. 1994). In
this study four categories were made. 'Affective disorders’ exist of major depression,
dysthymia and manic disorder. The category 'Anxiety disorders' contains generalized
anxiety, panic_disorder, agoraphobia, social phobia, simple phobia, agoraphobia and
obsessive compulsive disorder. Alcohol dependence and alcohot abuse together form one
category and ASP disorder another.

Analyses

All comparable studies, except for one (Limbeek van et al. 1992}, described percentages of
psychopathology for one total sample, which often existed of respondents acquired in
different {reatment settings. To compare the results of this study with the studies described
above first the prevalences for the total group will be described. Then demographic
characteristics are described briefly per calegory of disorders. A description of possible
differences in psychopathology for addicts oulside of treaiment and in fwo treatment
seftings was made by performing chi-square tests with continuity correction at DSM-HII-R
disorder fevel. Finally this comparison was repeated by applying logistic regression which
enabled adjustment for sex, age and cultural background. In the logistic regression analysis
the group outside of treatment was used as the reference group.

Resulls

Total group

The results in table 2 give an indication of the psychopathology for the total group by
presenting lifetime and recent {6 months) DSM-III-R disorders measured with the CIDI. it
appears that over 80% of the opiate addicis reported al least one disorder (excluding ASP
disorder} on lifelime basis. The most common lifetime disorders are alcohol disorders
(57.6%), social phobia (29.9%) and simple phobia (27.9%). The Axis I} ASP disarder is found
for about one third of the addicts. Recent affective disorders appear to exist in almost one
fith of the opiate addicts and recent anxiety disorders in more than one third of the
respondents. In general the recent percentages are much lower than the lifelime
percentages. This is partly related 1o the difference in time. The chance on a recent disorder
(6 months) is smaller than the chance on a lifetime disorder {since youth). Furthermore it
would be interesting to know which of the lifetime disorders cccurred before the onset of the
addiction and which after the onset of addiction.

When these percentages are compared with the two studies discussed in the introduction i
appeared that in the Dutch study of Van Limbeek and Van den Berg (1994) percentages for
all lifetime disorders are consistenily lower in the Dutch general populalion. A recent
psychialtric disorder is found for nearly 23% of the respondents. For example the percentage
of anxiely disorders (except simple phobia) is 34.3% in the general population versus 54.1%
in the opiate addicl poputation. The number of respondents with at least one affective
disorder in the general population {16.2%) appears to be less than half the percenlage of
the addict populaticn and the percentage of respondents with alcchol percentages (17%)
less than one third.
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Table 2. Percentages of lifetime and recent psychopathology in oplate addicts

Lifetime Recent
DSM-I-R disorders n =344 n=344
Major depression 23.0 14.5
Dysthymia 19.8 10.2
Mania 3.2 1.2
Generalized anxiety . 7.0 2.6
Agoraphobia 16.6 9.0
Soclal phobia 299 17.4
Simple phobia 27.9 20‘.6
Panie disorder 4.7 23
Agoraphobla + panic disorder . 3.5 2.0
Alcoha! problems {misuse/abuse) 57.8 25.6
Schizophrenta 4.5 1.2
Obs. comp. disorder 32 1.2
Ealing disorder {anorexia/boulimia) 1.5
ASP disorder 32.8
Any affective disorder 326 19.8
Any anxiety discrder 54.1 36.6
Any diagnosis including ASP disorder . 86.3 715
Any diagnosis excluding ASP disorder 80.5 59.0
Any diagnosis excluding alcohol dis orders 76.2 64.5

The results of the American {CID}} study (Kessler et al. 1994) show that all disorders are
more prevalent in the sample of opiate addicis. The dilferences are largest in the seclion
anxiety disorders, Over 54% of the addicted respondents report at least one of the anxiety
disorders versus over 37% of the respondents in the American general population. The
phobias contributed most to this difference, In the general population prevalences are found
of 5.3% for agoraphabia, 13.3% for social phobia and 11.3% for simple phobia. All of which
are al {east twice as high among the opiate addicts. A large difference is aiso found with
respect to alcohol disorders (abuse and misuse). The percentage of respondents with an
alcohol disorder in the general population is 23.5% and in the opiate addict population
57.6%. ASP disorder is found less often for the general population {3.5%), which is true for
major depression as well (17.1%).

Overtapping disorders

Many respondents appear to have more than one DSM-III-R disorder. Less than one fifth of
the respondents of the total group never had a psychiatric disorder, a quarter of the
respondents had one disorder at some point, about one fifth ever had twe disorders and
one third of the respondents reported three or more lifetime disorders.

The number of lifetime disorders varies between ¢ and 8 per person with a mean of
2.0(8D:1.8). The number of recent disorders ranges from 0 to 7 with a mean of 1.1(SD:1.3).
When the average number of recent disorders per treatment selling was compuled, a
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signfficant difference was found. Respondents in the non-treatment setting appeared to
have a mean of 0.9(SD:1.1) disorders, respondents in the methadone setting 0.9(SD:1.3)
disorders and in the inpalient settings 1.3(5D:1.3).

Categories of psychopathology by demographic characteristics

Table 3 presents sex distributions per category of psychiatric disorders. Imporiant
differences are found with respect to alcohol disorders and ASP disorder. Of the women
43.1% report an alcohot disorder {(abuse/dependency) whereas among men the percentage
is 60.9%. The percentage of women with an ASP disorder is also lower (15.4%) than the
percentage of men with this discrder (36.9%). These findings are in line with the resulls of
other psychopathology studies {Kessler et al. 1994, Rounsaville et al. 1982, Abbott ot al.
1994). Other demographic characteristics showad no statislically significant differences,
although ASP disorder appears {¢ be more present among young opiate addicts (39.3%)
compared to addicts over 35 years old (28.0%) (not in lable). Alcohol disorders are more
often reported by Dutch addicts (61.1%) than by addicts with a cultural background other
than Dutch (50.0%;)(not in table).

Table 3. Lifetime psychopathology by sex of oplate addlcts

Categories of DSM-II-R disorders ~ Men Women sign.
Affective disorders 60.3% 66.1%

Anxiety disorders 52.3% 61.5%

Alcohol disorders 60.9% 43.1% *&
ASP disorder 36.9% 15.4% ant

* = p<0.05, ** = p<0.01 *** = p<0.00

Addicts in different frealment settings and outside of treatment.

The results of the comparison of prevalences between addicts In different treatment settings
and outside of treatment are presented in table 4. The main conclusions are that
respondents outside of {reatment report more simpte phobias (lifetime and recent) and less
lifetime alcoho! disorders compared to addicts in the methadone group. Less respondents
in the latter group suffer from lifetime dysthymia whereas generalized anxiety is reported
more often among methadene respondents. The inpatient group differs from the group
outside of treaiment by reports of more alcohol disorders (lifetime and recent) and more
ASP disorders. 1t is remarkable that over ninely percent of the inpatient addicts report at
least one lifetime disorder, either with or without ASP disorder included, This percentage is
not fowest in the group outside of treatment {75.5%) but in the methadone group (68.1%).
The percentage of the respondents with at least one recent disorder is also highest in the
inpatient group.
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Table 4. Percentages of psychopathology for addiels oulside of {realment and in different treatment
settings

DSM-II-R Disorders | Lifstime Recent
Outside of  Methadone  Inpatient Qutside of Mathadonse Inpatient
freatment treatment
n=82 n=93 n=167 n=82 n=93 n=167
Major depression 19.6 14.9 2g.2 9.8 8.5 202
Dysthymia 2324 - {08 23.2 it.0 6.4 119
Mania 2.4 4.3 3.0 . ) 24 1.2
Generalized anxiely  2.4*™ 2.8 6.0 - 5.3 24
Agoraphobla 11.0 18.1 188 4.9 9.6 10.7
Sociat phobia 28.0 202 363 19.5 11.7 26,2
Simple phobia 39.0%4M 21.3 262 25.84*M i0.6 16.7
Panic disorder 45 74 3.0 - 53 1.8
Agoraphobia + 4.9 11 4.2 3.7 - 2.4
panic
Alcohol problems 48,8441 81.1 65.5 11,QxMxst 234 33.9
{misusefabuse)
Schizaphrenia 3.7 43 48 # #
Obs. comp, 2.4 32 3.6
disorder
Eating disorders - 24 1.8 - - -
ASP 22.0%*% 309 33.9 - - -
Any affective 305 234 387 14.6 12,8 26.2
disorder
Any anxiety 56.1 42.6 595 22.0¢ 213 357
disorder
Any diagnosis 82.9*%x! 75.5 94.6 B gres! 585 83.9
including ASP
Any diagnosis 75.64*4! 68.1 90.5 50044 45.7 71.4
excluding ASP
Any diagnosis 73,24 61.7 85.7 57.3**%! 48.9 76.8
excluding alcohol
discrder.

* = p<0,05,** = p<0.01, *** = p<0.00, * "= Group outside of treatment differs from methadone group,
*'= Group outside of treatment differs from inpalient group, # = number of cases not sufficient

Adjusted resulis for the three groups

Table 5 presents the same comparison in unadjusted and adjusted odds ratios with
correclions for sex, age and cullural background, The group outside of treatment is used as
a reference group, It appears that the results in table 4 are confirmed, except for two
relations which have lost statistical significance in table 4 after applying continuily correction
of the chi-square test. These relations appear to be significant again when they are
computed in unadjusted odds ratios. These relalions are: the inpatient group having more
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chance on a recent major depression and less chance on a lifetime or recent simple phobia
compared io the reference group (outside of treatment).

Two changes occur after adjusting the results. Apart from some shifts in the level of
significance, firstly the chance of inpatient respondents having a lifetime simpte phobia
appears to be partly explained by the confounders {sex, age, cuitural background}.
Secondly the significant relation of more methadone respondents having recent alcohol
problems compared to the group outside of treatment is explained by the confounders,
while this effect remains unaffected for the Inpatient group, The following differences per
group continue to exist. Respondents in the methadone group have less chance on a
dysthymia {lifetime} and a simple phobia {lifetime or recent) compared to the group cutside
of treatment. The inpatient group appears to have less chance on a simple phobia (lifetime
or recent} as well, but more chance on alcoho! disorders (lifelime or recent), on major
depression (lifetime) and on ASP disorders compared to the group outside of treatment.
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Table 6. Unadjusted odds ratios and adjusted odds ratfos for psychopathology of oplate addlets in
inpallent and outpatient treatment compared with oplate addicts outside of treatment.

DSM-I-R Lifetime Recent
disorders
Methadone, n=93 Inpatient, n=167 Methadone, m=93 Inpatient, n=167
OR* OR® oR* OR® OR* OR® OR* OR?
(95% Cl} {95% Cl} (85% Cl) [95% Cl)
Major depres- 0.72 0.80 - 1.70 1.74 0.85 0.94 2.35% 2.65*
sion {0.35-1.81) {0.88-3.45) (0.32-2.76) {1.10-6.37}
Bysthymia 0.39* 0.39* 1.00 0.90 0.65 0.66 1.10 105
{0.17-0.92) (0.46-1.77) (0.22-2.00) {0.42-2.59)
Mania 1.78 1.39 1.23 1.68 # # # #
(0.23-8.20) (0.22-
12,70}
Generalized 5.485* 842 253 257 # # # #
anxigly (1.33-30.95) {0.53-
12.53)
Agoraphobia 1.79 1.57 1.84 1.58 2.06 1.72 2.34 1.67
{0.65-3.89} (0.69-3.64} ©.23-1.27) {0.53-2.10)
Social phobla 0.65 0.68 1.46 1.51 0.55 0.54 1.46 1.66
(0.33-1.41) {0.82-2.79) (0.23-1.27} {0.53-5.30)
Simple phobla  0.42*  0.45* 0.55* 0.53 0.3z 0.35* 0.54 0.46*
(0.23-0.99) (0.29-0.98) * {0.15-0.82) (0.23-0.93)
Panic disorder 1,67 1.87 0.60 0.65 # # # #
{0.49-7.19) (046-2.63)
Agoraphobia 0.2 0.28 0.85 0.69 0.02 # 0.64 0.47
+ panic (0.03:2,68) (0.18-2.69) (0.08-2.50}
Alcohol  pro- 1,10 0.93 1.99%* 1.94* 2.48* 2.02 4164+t JFree
blems (0.50-1.73} {1.08-3.51) (0.65-4.83) {1.70-8.39)
Schizophrenla 117 1.60 1.92 180 # # # #
{0.32-7.87) {0.37.6.68)
Obs, comp, 1,32 1.7G 1.48 1.37 0.87 117 0.98 0.62
disorder {0.27-10.85} {0.26-7.34) {0.07-19.8) {0.05-7.53)
Eallng disor- # # # # - . . -
ders
ASP disorder 1.59 1.39 25544 2344+
{0.68-2.86} {1.22-4.50)
Any aflective 0.70 .72 1.4 14 X1 0.91 2,07* 2.24*
disorder {0.36-1.44) {0.77-2.59) {0.38-2.22) (1.05-4.77}
Any  amxiely 058  0.63 1.15 1.10 0.96 0.95 .98+ 1.91*
discrder {0.34-1.17} (0.62.1.97) {0.45-2.00) {1.00-3.68)
Any diagnosls  0.64 0.62 354145 3.35* 0.86 0.73 347 285
{incl. ASP) {0.29-1,34) {1.21-0.50} {0.39-1.38) (1.48-5.50)
Any diagnosis 0.69 Q.73 3.06%** 20544 0.84 077 2500+ 242k
{excl. ASP) (0.37-1.45} (1.34-6.60) (0.42-1.44) {1.34-4.38)

OR*= unadjusted Odds Ralio, ORP= adjusted Odds Ratio. Reference group Is the group culside of realment.
* = p<20.05, ** = p<0.01, *** = p<0.00 # = number of casas nol suflicient
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Comment

Data Collection Limitations _
Data in the inpatient setlings were gathered in a consecutive admission design in which

randomization was not possible. Therefore selection may have biased the results. The
prevention of selection in the sample outside of treatment was an even greater chalienge.
Because of the impossibility to identify the sampling frame of hidden populations, such as
heroin addicis without tfreatment contacts, no random sampling techniques could be used,
Nor could the characteristics of the obtained sample be compared with those of the
population. Given these circumstances we chose to use an efaborated type of snowball
sampling with nominee selection. The theory an which this method is based, how it was
employed and the comparison of the obtained sample with the total pool of nominees
{substitute sampling frame} is discussed in another publication (Eland-Goossensen et al. in
press). It appeared that there were no differences in socio-demographic characteristics and
drug use characteristics between the sample and the pool of nominees, which was three
times as big.

Furthermore the reliability of the results in this study might be limited because the data is
based on retrospective self-reports of the respondents who were often under the influence
of drugs. During the fieldwork respondents suffering of heavy withdrawal symptoms or
strong intoxication were not interviewed, but in those cases the appointment was
rescheduled to another {ime. In addition to distortions resulting of drug use effect memory
distortions may also have infiuenced the quality of the information. This latter type of bias is
not unique to addicted respondents, but it might be stronger among addicts than in other
cases in which retrospective information is collected by self-reporting. Recently Hammersley
(1994) discussed the importance of memory phenomena for addiction research from the
point of view that among different research instruments for addiction, self-reports are and
will remain an essential method, He described the limitations of memory funclioning in
general, the negative and positive aspects of interviewing intoxicated respondents and
suggested ways to reduce memory bias.

Other Iimitations might be that the assessment in this study is based on a single interview,
conducted by non-clinicians, and that respondents outside of treatment and in the
methadons group were under influence of opiales, while the respondents in the inpatient
group had to be interviewed after a period of two weeks detoxification. Several factors in the
sludy design, such as the difficult interview situation outside of treatment, made this a
practical necessily. However, in less demanding situations the diagnostic precision could
have been improved by for instance comparing the diagnosis with a diagnosis of a clinician
or by conducting more than one interview on psychopathology. Because of these limitations
the data have to be interpreted as estimates of the psychopathology of opiate addicts rather
than as definite diagnoses.

Total group

An impartant result in this study is that prevalences of psychopathology were higher for all
disorders in the opiate addicted population than in the general population. This was already
described by Miller and Fine (1993). The most prevalent axis | disorders were: alcchol
disorders, social phobias and depression. Only cne of the axis Il disorders has been
assessed. This is ASP disorder which was reported by 32.8% of the respondents. When the
presented prevalences were compared with five other sludies on psychopathology among
opiate addicts, as described in table 1, similarities as well as differences emerged. Two
studies found higher percentages for depression (Rounsaville et al, 1992, Hendriks 1990).
The fatter study described a higher percentage for ASP disorder as well, but that resulted
from the much wider criteria for ASP used in the DSM-Il. This was confirmed by the study of
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van Limbeek et al. (1992) in which the DSM-IIl criteria were also used. They too found also a
higher percentage of ASP disorders. The other difference with van Limbeek's study was the
lower percentage for phobias, which also resuited from differences between the DSM-lli and
DSM-HI-R criteria applied in the DIS and the CIDI, It appeared that in almost all other studies
where the CID!I was not used lower percentages were found for anxiely disorders.
Furthermore the studies varied in definition for ‘recent' disorders. Hendriks (1990} and
Regter et al. {1990} chose for past six months, Rounsaville et al. (1982) for the present (point
prevalence), and both van Limbeek et al. (1992) and Kessler et al. (1994} defined the past
12 months as 'recent’,

Demographic characteristics.
The result that men reported an alcohol or ASP disorder significantly more often was in line
with the results of comparable psychopathology studies (Kessler et al. 1994, Rounsavilie et

al. 1982, Abbott et al. 1994).

Different sellings

An important aim of this article was to find out whether if opiate addicts who were sampled
in different treatment settings and outside of treatment report similar prevalences of
psychopathology. It emerged that they did not, In the inpatient group more respondents
reparted at least one psychialrdc disorder (recent and lifetime) compared with the other two
groups. These respondents mentioned more major depression (lifelime), more alcohol
disorders and more ASP disorder. The larger number of respondents with at least one
recent disorder in the inpatient groups implies that these psychiatric problems may prompts
them to seek inpatlient treatment. This was also described by Rounsaville and Kieber who
found, parallel to our results, that opiate addicts in treatment were more depressed than
those outside of treatment, Another important result Is that the addicts who apply for
inpatient settings are more often diagnosed as having an ASP disorder. This has been
described as a predictor of negative treatment response {Rounsaville & Kleber 1985,
Rounsaville et al. 1986} notwithstanding the fact that equally negative responses were found
for patients with other psychiatric diagnoses, However, in a recent study of Cacciola et al.
{1995) among cocaine and aicohol dependents antisocial personality disorder or an aduit
antisocial liteslyle, measured with DSM-IIl criteria, did not predict short-term treatment
response. Another difference was that more simple phobias were reported in the group
outside of treatment. This might be an interesling result with respect to barriers that prevent
people from seeking professional help. Further analyses may point out the type of phobias
in the group outside of treatment and whether they are experienced as a barrier with regard
to seeking help.

In contrast with our expectations we found that respondents who had applied for the
methadone programme reporled least psychiatric problems. For instance in this group the
fowest percentage was found for respondents wilh at least one disorder. In the study of van
Limbeek et al. {1992) the methadone group also reported less psychiatric problems
compared fo the respondents in a clinical detoxification programme. These authors
explained this result as a consequence of the different cities, The fact that in our study all
respondents came from within one cily and the same resull was still found, confirms the
conglusion that the population applying for a methadone programme truly experiences less
psychiatric problems. What could the reasons be for the respondents in the methadone
group 1o report less psychialric problems? Although we were not able lo explain the resuit
entirely some possible Interpretations were found. Maybe respondents asking for
methadone do not mention problems in other life areas because they know the programme
is nol aimed at solving these other problems. Another explanation could be that
respondents have shorter drug use careers and less time to develop comorbid problems.
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However, we know that the respondents in the methadone group do not represent heroin
users who have just started with their drug use. On the contrary, the group appears to be
older on average compared to the two clinical samples {unpublished data). Apart from the
former interpretations bias in the results should be considered as a possible explanation.
Could it be that addicts who sesk help do not find the intake situation in this programme
trustworthy enough to express their psychiatric problems? Or are they less aware of their
problems, simply because their treaiment hislory is shorter? In this study we come no
further than fo describe that respondents who ask for methadone report less problems;
further research might be needed to explain and understand this resuit completely.

implications of the study

The resulis of this study show that many opiate addicts have psychiatric comorbidity. We
did not try 1o disentangle the causality of the psychiatric and addiclive problems, because
we think these problems are often intertwined and it is difficult to distinguish between latent,
primary, secondary and interaclive sympitoms and disorders. The complexily of the
problems, however, illusirates that good screening is of paramount importance, which is
underlined by the large amount of oplate addicts with comorbid psychiatric problems and
the negative impact that psychiatric severity was found to have on treatment success. With
this publication we tried to contribute to a better understanding of the nature and extent of
these problems, which could be a step towards the develfopment of therapies to treat these
combined disorders. An important result is that among addicts who apply for inpatient
settings ASP disorder occurs more often. This may be a reason to start evaluating the
characteristics of this subgroup and seek for specific therapsulic approaches. For instance
Mclellan et al. (1983) showed that for addicts with an ASP disorder relaxation of programme
rufes might prevent irritation between counsellors and patients and increase compliance.
For addicts with axis | psychiatric comorbidity intensive counselling and (individual)
psychotherapy might be successful, When these suggestions are worked out further they
form an obvious step towards the practice of maiching patients and treatments on
psychopathology.
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CHAPTER 4.2

Do opiate addicts with no, moderate or severe psychopathology differ In
drug use career and psychiatric history?

Introduction

In past decades the development of the heroin career has been described by several
authors {Rosenbaum 1981, Crawford et al. 1983, Swierstra 1990 and Prins 1995}, However,
during thase years heroin addiction problems have bscome more and more compiex. Drug
use itself changed because the majority of heroin addicts uses several different substances
in one day {IVV 1998, Toet 1998} and several comorbid probfems appeared. The most
important of these is psychopathology which is diagnosed more frequently in addict popu-
lations compared to the general population {Miller & Fine 1993). These psychiatric problems
seriously influence the drug use career. It emerged that addicts with severe
psychopathology reported more problems with medical health, employment, social
relations, aicohol use and drug use (McLsltan et al. 1984, Rounsaville et al. 1987). Treatmeni
success too was found to be influenced negatively by severe psychopathology (Mclellan et
al. 1983, Gerstly et al. 1990, Rounsaville et al. 1987). Although classification systems can be
used to determine the kind of psychopathology and type of addiction, it is often not clear
whether psychiatric diagnoses and addiction diagnoses are independent, interdependent or
whether they reflect one and the same disorder with two different names. Differences across
diagnostic systems also contribute to the complex association of these comorbid problems.
Both types of problems seem to interact and tend o become more severe (Sheehan 1993).
Only at the point when addicts present themselves for treatment are comorbid addiction and
psychopathology measured. At that slage it is difficult to disentangle the refationship
between these so-called 'dual diagnosis' problems. Psychopathology and addictive
disorders may a} occur separately without causal relation, b} appear in the self-medicalion
form, meaning that the drugs are used fo alleviate symptoms of psychiatric disorders (Weiss
et al. 1992) ¢), occur when drug use triggers psychopathology in akready susceptible
persons (Miller et al. 1994) or d) take place when psychiairic disorders occur as a sequel to
dependence (van Limbeek et al. 1992). For instance Ries (1993} found that on the one hand
latent schizophrenia may be aggravated under the influence of substance use and on the
other hand drug induced paranoid psychosis resulted from for instance crack use.
Furthermore recent studies showed that in nearly 80% of respondents with comorbid
substance use and anxiety disorders the mental disorder occurred first (Kessier et al. 1994,
DuPont 1995). In this article insight into the development of psychiatric and addiction
preblems will be gained by comparing addicts with no, moderale and severs
psychopathology with respect to drug use career and psychiatric history, Furthermore the
relation between addiction and psychopathofogy will be described by analysing if
psychopathology appeared before or simuftaneous with the addiction.

Categories of dual diagnosis problems

Notwilthstanding the fact that the term dual diagnosis is often used in literature it is
considered to be a very broad definition, including a wide heterogeneity of various
psychiatric disorders that coexist with addiction. For opiate addicts the used delfinitions
result in very high prevalences. In two studies the percentage of opfate addicts with one or
more psychiatric disorders was found to be over 80% {Rounsaville et al. 1982, Hendriks
1990} and in ancther 77% (Abbott et al. 1994). This illustrates that the clinical value of this
definition is limited because it has insufficient discriminating abilities. Several criteria were
used in literature to come to a more restricled definition of (subgroups of) dually diagnosed
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addicls. A procedure which is often used is to define subgroups with no, moderate and
severe psychopathology based on data of the Addiclion Severity index (MclLellan et al.
1983, Stoffelmayer et al. 1989), However, when psychopathology is measured with DSM
ciiteria there are no such dimensional measures of low, moderate and severe
psychopathology. Although in many publications on dually diagnosed addicls the
categories of affective disorders, anxiety disorders, alcchol disorders and antisocial
personality disorder are used {Rounsaville et al. 1982, Hendriks 1990), these categories are
not mutually exclusive and itherefore not 100% effective for the aim of this publication,
Several attempts to distinguish between subgroups based on the DSM classification were
found in literature. For instance Lehman et al. {1994) defined a priori six subgroups, four of
which are based on the recent or lifetime occurrence of dual diagnosis and the certainty of
the diagnosis. The other two groups had solely psychiatric problems and a single addiction
problem. These criteria are not optimal for our purpose because no distinction is made with
regard to the severity of psychiatric disorders. Another categorization was made by Cancrini
(1994) who described four types of heroin addicts based on the mnature of ihe
psychopathology (adjustment disorders, neurotic disorders, psychosis/borderline situations
and sociopathic personality). He added implicalions for treatment of the four groups. His
typology is difficull o compare with other sludies, because it is based on clinical
assessment and not so much on information from a structured psychiatiic interview. The
diversity in calegories became even grealer because other researchers did not use type of
psychopathology or causality of the disorders as a criterium, but the number of psychiatric
disorders. For instance Alterman el al. (1093) formed three groups of dually diagnosed
addicts according to the number of lifetime psychiatric diagnoses in addition to addiclion.
The high group existed of two or more diagnoses, the moderate group was qualified by one
additional dlagnosis and the low group for no diagnosis. However, the addicts with for
instance one disorder vary from those with a phobia to those with schizophrenia. These
disorders greatly differ in severity and therefore these categories based on number of
disorder do not meet our demands. Woody et al. (1986) used a division in axis | and axis |l
disorders. They divided their respondents into opiale addicls without psychopathology,
opiate addicts plus an additional psychiatric disorder and opiate addicts plus an antisocial
personality disorder. Because previous studies (McLellan et al. 1983, Rounsaville et al.
1986} showed that it was nol so much the type of psychopathology but more the severity of
the psychopathology that influenced treatment success of opiate addicts as well as the
number of drug-related problems, the calegories of disorders have to reflect these
differences in severity. The groups defined by Woody were most useful in this respect. This
delinition was used previously by Limbeek van et al. {1992} as well.

Methads

The main reason for studying the relation between psychopathology and drug use career in
opiate addicts originales from a larger study on differences between opiate addicts in and
outside of treatment. Addicls in three typas of treatment settings and outside of treatment
are compared with respect to receni problems with drug use and comorbid problems
(among which psychopathology} and long-term variables such as drug use career and
treatment history. In order to be able to idenlify confounders in the study design a better
understanding is needed of the relation between various types of dual diagnosis addicis
and long-term variables. in itself this refation is of interest with respect to the eticlogy, the
trealment and the prevention of dual diagnosis problems.
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Settings

All subjects were interviewed in The Hague, a medium sized city in The Netherlands with
about 440.000 inhabitants. Four strata were formed: opiate addicls culside of freatment, in
an outpatient methadone programme, in an inpatient detoxification cenitre and in a
therapeutic communily. These are the main treatment modalities for heroin addicts in The
Netherlands. Previous analyses showed that respondents in the detox group and the TC
group did not differ significantly at any of the variables. Therefore it was decided to combine
both groups to form one ‘inpatient' group.

The group outside of treatment existed of 82 opiate addicts, who were paid for their
participation. They were located and interviewed by a community fieldworker {someone who
knows the Ins and outs of the drug using culture and is trained in interviewing) and the first
author. The respondents were selacted and reached by snowball sampling with random
nominee selection. First different networks of communily addicts were described careifully
on a map. in every network a randomly selected addict was interviewed, who nominated up
to six other heroin addicts of which the next respondent was sefected randomly. In this way
21 chains could be formed with a maximum of nine stages. During the total fieldwork period
of nearly three years information was collected about networks of heroin addicts that might
have been missed. The method has been discussed further in another publication {Eland-
Goossensen et al, in press). The methadone group consisted of 94 respondents, who were
randomly selected from the entrants to the methadone programme. This is a fow-threshold
oulpatient programme aimed at harm-reduction. Clients are not forced into counsslling,
wine-sample checks or detoxification. The methadone is daily supplied from a bus that has
several slations in the city. Clean needles and condoms are also available. The inpatient
aroup consisted of 151 addicls who applied for a 'dstox only' of about two weeks (n=74) or
detox period followed by a therapeutic community programme {n=77). These are both
inpatient seltings of which the lalter is a long-term treatment characlerized by intensive
therapy sessions. All the addicts that passed the research criteria were asked to participate.

The nen-response numbers in the threse sellings were: ouiside of treatment: 22% of the
users identified by the chain referral method could not be located or refused to participate
and 9% of the approached users did not show up at the second or third appointment.
Methadone: 26% of the approached users refused paiticipation or did not show up.
Inpatient: 9% of the respondents left the sstting before the required two weeks and therefore
no CIDI interview was recorded. Interviews of 11% of the inpatient heroin users could not be
retrieved by the trealment selting. The socio-demographic characteristics of the lost
respondents in the treatment settings did not differ from those of the interviewed users,

Qutside of treatment the subjects were interviewed by a psychologist (first author) and a
communily fieldworker {somecne who knows the drug using culture from inside and is
trained in interviewing). In the treatment seltings the interview was integrated in the intake
procedurs, which took place before the respondents actually entered the treatment setlings.
Informed consents were obtained for all respondents. The interviews were conducted by
trained staff of the settings. During the data collection meelings were frequently organized
with all the interviewers. At the meeling the interviews were commented on and discussed
by the researcher.

Subjects

Al subjects in and outside of treatment were required to meet the following criteria: (1)
opiate dependency according to the DSM-Il-R criteria for at least the past wo years, (2)
they should be 18 years or older, {3a) in the irealment groups the respondents should have
slayed al least iwo weeks in the specific setting and (3b) ouiside of treatment the
respondent should not have had any treatment contacts for longer than iwo weeks during
the past two years.

107



Comorbid psychopathology

In this study the total group of opiate addicts sampled in three treatment seltings and
outside of treatment {(N=327) was divided into three groups according to the severily of
psychopathology (Woody et al. 1985). Alcohol disorders were considered as dependence
disorders rather than psychiatric disorders and are therefore not included in this
comparison, except for table 7 in which the onset of various types of disorders is described.
The first group existed of opiate addicts without any lifetime DSM-IlI-R diagnosis. The
second group consisted of addicts with light to moderate psychiatric disorders. These are
all so-called axis | disorders. Addicts diagnosed for an antisocial personality disorder {Axis
I} formed the third group. Many of these respondents were classified for axis | disorders as

well,

Instruments
Two instruments were used to collect the data. The first instrument is the revised Addiction

Severity Index (ASI®} (McLellan et al. 1980, Hendriks et al. 1990). The ASI? provides
information on six life areas. These areas are 'physical health, ‘employment,, ‘alcohol/drug
use', ‘legal status', 'social functioning (including family and other social relations),
‘psychological functioning’. Both fife-time and recent problems are addressed, The latier
refer to the past month. The second interview that was used is the modified Composite
International Diagnostic Interview {CIDI) {(Robins et al. 1889). This structured interview which
is used to generate DSM-II-R diagnoses can be conducted by non-clinicians. The
instrument was modified to diminfsh the interview time in order to interview opiate addicts
outside of treatment. Therefore the following categories of questions were deleted: tobacco
dependence, somatizalion disorder, dissocialive disorder, psychoactive substance
dependence, organic disorder and psychosexual malfunctioning. Furthermore the ICD-10
questions ware left out. The remaining DSM-II-R disorders are: major depression,
dysthymia, mania, agoraphobia, panic disorder, sacial phobia, simple phobia, generalized
anxisty disorder, alcohol abuse, aicohol dependence, obsessive compuisive disorder,
schizophrenic disorders and eating disorders. Because of the importance of ASP disorder
with respect to the ireatment of addicts {Gerstly et al. 1990) the DSM-III-R criteria to assess
antisocial personality disorder were added. The diagnostic hierarchy of the DSM-III-R was
not used, Both lifetime and recent diagnoses were computed for the Axis | disorders. Recent
diagnoses refer to the past 6 months. Note that lifetime Axis | diagnoses refer to the
question whether the disorder ever occurred. The ASP {Axis If) prevalences are considered
only as a lifelime disorder. The original instrument showed good interrater reliability
{Wittchen st al. 1991}, test-retest (Semler st al. 1987} and reliability and validily of all
diagnoses except acute psychotic disorder (Wittchen et al. 1989, Sprengler & Witichen
1989}. The reliability and validity of the adjusted instrument is not threatened by our deleting
some of the sections and ICD-10 questions, of which the coordinator of the CIDI aclivities in
the Netherlands assured us {v.d. Brink, personal communication 19986).

Operationalization of drug use career

in a study of Power et al (1992) the concept of drug use career is operationalized by the
following items: age of first use, age of regular use, duration of use of the current type of
drug, number of drugs used on lifelime basis and number of drug-related arrests or
sentences. Although drug use career and history of delinquency are two different aspects,
they are often described together. In the current study this is also the case. The following
iterns of the section drug and alcohol use of the ASI® are selected to describe aspects of the
drug use carger: duration of use of various subslances, total number of drugs used,
injecting, overdoses, defiria. Furthermore the following legal items were added: ever in jail,
in jail for possession of or dealing in drugs, for crime against praperty, violent crime or other
crimes and in jail for longer than lwo years.
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Treatment history of addiction will be described under the header of drug use career. In
some studies in which the concept of frealment history was operationalized, only a general
disfinction betwesn treatment received or no treatment received was used, regardless of the
type of treatment (Hasin 1994). Other authors used information about types of previously
received treatments, the number of treatment episodes and duration of episodes (Leigh et al
1984), Furthermore failed attemnpts to receive professional help were integrated in the
concept (Oppenheimer at al. 1988), of reasons for breaking of a programme (Sheeham et
al. 1988). In the current study the following aspects of treatment history are chosen: number
of treatment episodes, number of treatment types, participation in a methadone programme,
a detox programme or a long-term clinical programme. Effects of irealment are described in
terms of the percentage of respondents staying clean after leaving a methadone
programme, a detox programme or a long-term clinical programme.

The concept of psychiatric hislory

In order to describe the psychiatric history the following analyses were employed. Firsily the
occuirence of various types of disorders {affective, anxiety, alcohol) was described.
Secondly also history of treatment in mental health settings was recorded in terms of ever
having been in inpatient or outpatient treatment ssttings for psychiatric problems, and
current need for psychialric help.

Analyses

A chi-square test has been used for examining differences in dichotomous variables and
analysis of variance for differences in means. Due to the mulliple comparisons thal were
made in this study, the significance leve! was adjusted to 0.01 according to the Bonferroni
correction (Altman 1981} for comparisons of more than two groups. Because this correction
is conservative, some significant results may not be described. Therefore few tendencies to
significant resulls (with still a P-value smaller than 0.05) are sometimes mentioned in the text
as well,

Resuits

This section successively contains a general description of the three respondent groups,
and a description of the drug use career and psychiatric history for these groups, Table 1
shows the socio-demographic characteristics for respondents with no, light to moderate and
severe psychopathology. One significant difference is found. The group with severe
psychopathology consists of more men than the group with moderate psychopathology.
This confirms a previcusly described pattern of men developing ASP disorders more often
(Rounsaville et al. 1982).

Problems in various life areas

The problems are described in terms of average severity ratings of the ASI? {see table 2},
These ralings range from 0 (no problems/need for help) to 9 (extreme problems/need for
help). It appears that the groups with light to moderate and with severe psychopathology
reporl more problems with drug use, fegal functioning, sociat relations, and as could be
expecled, with psychological functioning. Legal problems are found most often in the group
with severe psychopathology. This group shows an average rating of 3.7 for legal problems,
whereas the other two groups have ratings of around 3. This result might be related to the
nature of the ASP personality disorder.
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Table 1. Soclo-demographic characteristics of oplate addicts with no, moderate and severe
psychopathology (CIDI).

No Light-moderate Severe ] slgn.

psychopathotogy  psychopathology psychopathology
Percentages n=78 n=138 n=108
Sex {men) 83.3 711 90.7 rxk
Ags (under 25) 16.7 13.6 24.1 -
Age (25 - 34} a7.4 52.1 49.1 .
Age {35 and older) 35.9 343 259 -
Marital status {married} 10.3 9.3 9.3 -
Cuitural background 30.8 317 25.2 -

{Other than Dutchy)
* = p<005 ** =p=0.01 *** = p<0.00

Table 2. Soverily ralings of the ASI? life areas of oplate addicts with no, moderate or severe
psychopathology (CIDI).

No Light-moderate Severe sign.
psychaopathology psychopathology psychopathology
Averages n=78 n=138 n=108
Health t42.2)' 2.1(2.0} 1.7{2.1) *
Employment 3.8(1.8) 3.7(1.6) 3.8(1.9)
Alcohol 1.2(1.7) 1.5{2.0) 1.7{2.1)
Drugs 5.5(1.4) 5.8(1.9) 6.4(1.1) ax
Legal 3.1(2.3) 2.9(2.1) 3.8(2.1) **
Social 3.1{1.7) 4.0(2.0} 4.0(1,7) ek
Psychological functioning 2.3(2.1) 4.0(2.3) 4.0(2.2) falale

1. Slandard deviation between brackels. * = p<0.05 ** = p<0.01 *** p<0.00

Drug use career

When the three groups are compared with respect to drug use career (table 3} the average
duration of heroin use seems to be comparable for the three groups. This implies that
severity of psychological problems is not relaled solely to duration of heroin use. No
differences are found between the groups with respect to consumption of other substances.
In general the addicts with severe psychopathology appear o have used more lypes of
drugs on average. When the groups are compared with respect to substances used in the
past month (not in table} no differences emerge, except with respect to lwo substances:
aleohol and methadone. Past month alcohol use was reported least in the group without
psychopathology (16.7%), more in the group with light to moderate psychopathology
(23.2%) en most in the group with severe psychopathology (33.6%, p<0.03). Past month
methadone use was reported most in the ‘'moderate’ group {51.4%), less in the 'severe'
group {36.4%) and feast in the ‘without' group (29.5%, p<0.00)

The legal aspects of the drug use caresr are presented in table 4, One difference appears.
More respondents with severe psychopathology appear to have been in jait for violent
crimes. This is again possibly related to the ASP disorder.
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Table 3. Aspsets of drug use career of oplate addicts with no, moderate or severe
psychopalhology (CiDI).

No psycho- Light-moderate Severe

pathclogy psychopathalogy psychopathology
Percentages/Averages n=78 n=138 n=108 sign.
Average length of heroin use (years) 78 8.6 8.1 -
Used cocalne ever regularly! (%) g2.1 94.9 88.8 *
Used amphetamines ever regularly 256 37.0 30.8 -
(%)
Used prescribed drugs ever regulariy  35.9 48.6 47.7 -
(%}
Used cannabls? ever regularly (%) 71.8 79.0 86.0 -
Used alcohol® ever regulariy (%) 423 55.1 851 -
Average number of drugs used 34 4.2 4.1 ol
QOverdoses ever (%) 115 196 24.3 -
Injected ever* (%) 34.6 44.2 54.2 *
Clean In the past 3 years (%) 538 67.2 738 *

1. For three days a week or more. 2. In large amounts. 3. Five glasses or more. 4. No differences were found
between the groups in unsafe infecling behaviour, * = p<0.05 ** = p<0.0i *** = p<0.00

Table 4. Criminal activities of oplate addicls with no, moderate or severe psychopathology (CIDI).

No psychopathology  Light-moderale Severe sig
psychopathology  psychopatholo n.
aqy

Percentages n=78 n=138 n=108
Ever in {ail 64.1 57.9 75.0 *
In jail for possessionfdealing of 128 4.5 22.2 -
drugs
In jail for crime against property 52.6 47.8 62.6 -
In jait for viotent crime 16.7 15.9 38.0 i
In jail for other crimes i2.8 8.7 83 -
Over two years in fail. 167 10.1 23.4 *

*=p<005 * = p<0.01 *** = p<0.00

Furthermore drug treatment history is included in the concept of drug use career as well.
The few significant differences in table & show that the drug treatment histories of
respondents in the three groups are comparable. Differences are not found for one single
itam in this table,

Psychiatric history

Table & presents resulis on the psychialdc history of addicts in the three groups.
Respondents with light to moderate psychopaihology more often report any of the lifetime
anxiety disorders. Difterences for affeclive disorders {lifetime and recent) and anxiety
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Table 6. Treatment history for addiction of opiate addicts with no, moderate or severe psychopathology
(ciol}.

No psyche- Light-moderata Severe sign
pathclogy psychopatholegy  psychopathology
n=78 n=138 n=108 -
Average number of treatmenti episodes  4.3(4.1)' 5.3(4.5) 5.4(5.5) -
Average number of treatment types 1.7(1.2} 2.0(1.2) 2.0(1.3} -
Methadone programme ever (%) 76.9 81.9 78.5
Detox programme ever (%) 41.0 51.4 52.3
Long-term clinical programme ever (%) 17.9 246 355 *
Clean after methadone (%) 33.3(60)2 29.2(113) 31.0(84) -
Clean after detox programme {36) 37.5(32) 26.8(71) 33.9(56) -
Clean after long-term clinfcal 64.3(14} 76.5(34) 71.1(38} -

pregramme {%5)
1. Standard devialion between brackels 2. Percentage was computed for respondents pariicipating in tha
treaiment setting (n between brackets) * = p<0.05 ** = p<0.01 *** = p<0.00

disorders (recent} between respondents with moderate and with severe psychopathology
are smaller.

When treatment history in mental health institutions is analysed, it appears that the three
groups score as was expected. Respondents without psychopatholegy report significantly
less need for help and less treatment experiences for psychiatric problems than
respondents with moderate to severe psychopathology. The two groups with
psychopathology appear to score about equally with respect to psychiatric treatment and
need for help.

Sequence of addiction and psychiatric disorders

In table 7 ihe age at which psychiatric disorders began is compared with the onset of
regular opiate use {at least three times a week for six months or longer). This has been done
for respondents with axis 1 psychopathology, except for those with a social or simple
phobia. The reason for this is that simple and social phobias are often being experienced as
fear of heights or shyness both of which have a lifetime character. These relatively light
disorders mask the onset of more severe disorders at a later age. Therelore the onset of the
simple and social phobias in group twoe are described separately. Furthermore addicts with
schizophrenic disorders {n=15) were described separately because of the serious
character of this type of disorder, Because of the large number of opiate addicts with
alcohel problems the age at which opiale and alcohol addiction began is compared,
Antisocial personalily disorder was excluded from the comparisons because of the life-time
character of this axis il disorder.
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Table 6. Lifetime and recent psychopathology of oplate addicts with no, moderate or severe
psychopathology (CIDI).

tight-moderate psycho- Severe psycho- ian.
:\r!]c;gsag)(chopatholog pathology {(n=138} pathology #i9
: {n=108)

Ever any affective - 47.1% 36.1%
disorder ' 2 (%)
Ever any anxiety - 83.6% 55.6% el
disorder ' 2 (%)
Ever any alcohol 42.3% 61.4% 60.2% *
disorder (%}
Recent any affective - 26.4% 25.9% -
disorder ' 2 (%)
Recent any anxiely - 25,7% 15.7%
disorder 1 2 (%)
Recent alcohol 16.7% 24.3% 34,3% *
disorder (%)
Qutpatient 11.6% 34.1% 29.6% falalel
psychiatric
treatment ever (%)
Inpatient psychiatric ~ 2.6% 10.9% 12.0% -
treatment ever {%)
Subjective need for  20.5% 49.3% 51.9% AR

psychlalric help

{current) (%)
! Alcohol disorders not included. 2 Significance tests wers only performed for groups with psychopathology. * =
p=0.05 ** =p<0.0f *** = p<0.00

For the respondents with psychopathology, apart from those with only a simple or social
phobia or a schizophrenic disorder, it is found that 43.4% experiences the opiate addiction
first, whereas 48.2% reports psychialric disorders such as for instance major dspression
before that previously. A minority of the respondents (8.4%) experiences the beginning of
both types of disorders simultaneously.

For the respondaents with social or simple phobias {and other disorders} it appears that for
15.7% the opiate dependency came first, for 80.7% the onset of the phobia came first and
3.6% experienced the beginning of the addiction and phobia simultaneously. Fifteen
respondents are diagnosed with a lifetime schizophrenia or a schizophreniform disorder. Six
of these respondents were addicted to opiates before the psychiatric disorder appeared.
The mean number of years between the manifestation of the dependency and the
psychiatric disorder is 4.6 years. For four respondents the oplate addiction and the
schizophrenic disorder started simultaneously, whereas five of the respondenis with this
disorder experienced the schizophrenic disorders first.
in total 189 respondents received an alcohol disorder diagnosis. Of 175 respondents the
onset of regular opiate use could be compared with the onset of alcohol disorders, It
appears that 44.0% regutarly used opiates first, whereas 50.9% were classified for an
alcoho! disorder before using opiates regularly. For 5.1% of the respondents the fwo
phenomena started in the same year.
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Table 7. Sequence In onset of oplate addiction and psychopathology

Type of disorder Onset of oplate Onsel of psychiatric  Onset of both
addiction first disorder first disorders in same year

Light {o moderate discrders, except 43.4% 48.2% 8.4%

for social ar simple phobia (n=84)

Social or simple phobias {(n= 83} 15.7% 80.7% 3.6%

Schizophrenic disorders (n=15) 40.0% 26.7% 33.4%

Alcohol discrders (n=175) 44.0% 50.9% 5.1%

Conclusions and discussion

Limitations of the study

One of the limitalions of this study is the ratio of the subsamples in the total sample. In this
design each subgroup (methadone, dstox, therapeutic community, no treatment) existed of
a more or less equal number of people, whereas in reality a larger population of
respondents applies for methadone programmes than for inpatient settings. The size of the
population of opiale addicts outside of treatment is probably the largest. Another
methodological problem is that the representative value of the sample outside freatment in
refation to the general population cannot be determined because the sampling frame of the
group outsid etreatment is missing. Although great care was taken to creale the best
possible sample, higher class, isclated heroin addicts or well-integrated, working addicts
may be insufficiently be represented.

Ancther flaw, be it that a solution is not available yet, Is the bias that may occur when
relying on self-reports, especially when type and amount of drug use and the psychiatric
complaints are investigated by non-clinicians thal use a one-off structured interview. We
cannet rule out that bias has influenced the results. Therefore the prevalences described
here should be interpreted as estimates rather than as definite diagnoses.

The present results indicate that the groups with no, light to moderate or severe
psychopathology differ in drug use career. It was not the duration of drug use which was
different, but more the number of drugs used. Respondents with light to moderate or severe
psychopathology report the use of more types of drugs at a lifetime basis.

Our resuits with regard to primary or secondary occurrence of psychiatric disorders
showed that in a substantial number of respondents psychiatric disorders occur before as
well as after the addiction. It appeared that opiate addiction both as a primary and as a
secondary disorder was represented more or less equally for alcohol, schizophrenia and
other disorders, The analysis of respondents with social and simple phobias showed
another pattern. The bulk of these phobias starled before the dependency. This could mean
that in the study of DuPont (1995} the high percentage of 79.3% of the respondents with
substance use disorders in which an anxiety disorder occurred first results from the large
number of social and simple phobias,

How valuable are these data on the onset of psychiatric disorders and addiction
disorders? Some authors say that the historical information that is needed to establish which
disorder came first is a) not available, b) unreliable, and/or ¢) does not add anything to
assessment or treatment of the acute patient (Rigs 1993). Other authors considered the
primary/secondary distinction to be important (Lehman et al. 1889). By publishing these
data we aim to establish a greater understanding of combined psychiatric and addiction
disorders. Information on secondary and primary disorders may be useful for other
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applications such as for instance outreach activities, the pravention of the development of
psychiatric disorders in opiate addicts and oulreach activities that attempt to control these.
From this point of view il is interesling that substantial numbers of all kinds of disorders
{except social and simple phobia) were developed after the onset of opiate use. To what
extent these disorders really {partly} are the result of the substance use or (partly) the result
of the circumstances of drug use has not yet been described. Furthermore the resulis
suggest that addicts with psychiatric disorders use more types of drugs. An interesting
hypothesis to be investigated is if the development of psychopathology is related to the use
of {certain combinations of) drugs. Finally, in this study psychiatric symptoms which are a
direct, temporary consequence of the drug use were not included. These symptoms receive
a special code in the CIDI and can be analysed as well, This was done by Ries (1993) for
alcohol, cocaine, marijuana, hallucinogens but not specifically for opiates. It was described
that these drug induced psychialric disorders clear within weeks to months after giving up
the habit.

implications

In this study the relation between long-term influences such as drug use career and
psychiatric history was described for opiate addicts with no, moderale or severe
psychopathology. According fo the large numbers of opiate addicts with comorbid
psychopathology, it is not only necessary 1o treat the combination of problems, but we also
underline the need to pay attention to the prevention of psychiatric symptoms to occur
during substance use by means of outreach programmes. Furthermore we do acknowledge
that psychiatric and addiction problems can be part of a downward spiral in which
interaction with social problems, legat and financial problems, employment and health
problems takes place, which can not be easily unravelled. Before the entire picture can be
comprehended, it is necessary to understand the various types of problems and the
refations between them,

115



Comorbid psychopathelogy

References

Abbott PJ, Weller SB, Watker SR {1994) Psychiatric disorders of opioid addicts entering
treatment: preliminary data. Journal of Addictive Diseases, 13(3), 1-11.

Altman DG (1991) Practical statistics for medical research. Chapmann & Hall, London.

Alterman Al, Mclellan AT, Shifman RB (1993} Do substance abuse patients with more
psychopathology receive more treatment? Journal of Mervous and Mental Disease,
vol 181(9), 576-582.

Cancrini L (1994) The psychopathology of drug addiclion: a review. Journal of Drug Issues,
24{4), 597-622.

Crawford GA, Washington MG, Senay EC (1983) Careers with heroin. International Journal
of the Addictions, 18(5), 701-715.

DuPont RL {1995) Anxiely and addiction; a clinical perspective on comorbidity. Bulletin of
the Menninger Clinic, vol 59 (2), AB3-A72.

Eland-Goossensen MA, Vollemans EG, Hendriks VM, Van de Goor LAM & Garretsen, HFL.
Applying snowball sampling among opiate addicts in and outside of the treatment
system: Theoretical considerations and practice in a medium sized Dutch city.
Addiction Research, in press.

Gerstly LJ, Alterman Al, McLellan AT, Woody GE (1980) Antisocial personality disorder in
patients with substance abuse disorders: A problematic diagnosis? American
Journal of Psychialry, 147, 173-178.

Hasin DS (1994) Treatment/selihelp for alcohol-related problems: Relationship to social
pressure and alcohof dependence, Journal of Studies on Alcohol, 660-668,

Hendriks VM (1990) Addiction and psychopathology: a mullidimensionat approach to
clinical practice. Dissertation Erasmus University Rotterdam.

IV, Stichting Informatievoorziening Verstavingszorg (19898) Kerncijfers Ladis 1995, Utrecht.

Kessler RC, McGonagle KA, Zhao 8, Nelson CB, Hughes M, Eshleman S, Wiltchen H-U,
Kendler KS (1984) Lifelime and {12-month prevalence of DSM-NI-R psychiatric
disorders in the Uniled States. Archives of General Psychialry, vol 51, 8-19.

Leigh G. Ogborne AC, Cleland P (1984) Factors associated with patient dropout from an
outpatient alcoholism i{realment service. Journal of Studies on Alcohol, 45(4), 359-
362,

Lehman AF, Myers CP, Corly E (1989} Assessment and classification of patients with
psychiatric and substance abuse syndromes. Hospital and Communily Psychialry,

4, 40(10), 1037-1040.

Lehman AF, Myers CP, Dixon LB, Johnson JL {1994} Defining subgroups of dual diagnosis
patients for service planning. Hospital and Gommunily Psychiatry, vol 45(8), 556- 561.

Limbeek Van J, Wouters L, Kaplan CD, Geerlings PJ, Alem Van V (1982} Prevalence of
psychopathology in drug-addicted Dutch. Journal of Substance Abuse Treatment, vol
9, 43-52,

McLellan AT, Luborsky L, Woody GE, O'Brien CP {1980} An improved diagnostic evaluation
instrument for substance abuse patienis: The Addiction Severity index. The Journal
of Nervous and Mental Disease, 168, 26-33.

MclLellan AT, Weody GE, Luborsky L, O'Brien CP, Druley KA {1983} Predicting response to
alcohol and drug abuse treatments: Role of psychiatric severity. Archives of General
Psychialry, vol 40, 620-625.

Mel.ellan AT, Luborsky L, Griffith J, Evans £, Barr HL (1984) Prediction and measurement of
outcome in substance abuse freatment using the Addiction Severity index. American
Journal of Alcohol Abuse, 171, 597-605.

Miller NS, Erikson A, Owley T {1884} Psychosis and schizophrenia in alcoheol and drug
dependence. Psychiatric Annals 24(8), 418-423.

116



Section 4

Miller NS & Fine J. (1993} Current epidemiology of comorbidily of psychiatric and addictive
disordsrs, Psychiatric Clinics of North America, vo! 16(1), 1-10.

Oppenheimer E, Sheehan M, Taylor C (1988) Letting the client speak: drug misusers and
the process of help-seeking. British Journal of Addiction, 83, 635-647.

Prins EH (1995) Maturing out, An emperical sludy of personal histories and processes in
hard-drug addiction. Dissertation. Rotterdam.

Power R, Hartnol R, Chalmars C (1892) The role of significant life events in discriminating
help-seeking among illicit drug users. The international Journal of the Addictions,
27(9), 1019-1034.

Ries RK (1993) The dually diagnosed patient with psychotic symptoms. Journal of the
Addictive Diseases, vol 12(3}, 103-122,

Rosenbaum M {1981) Women on heroin. New Brunswick, New Jersey, Rutgers University
Press.

Robins LN, Witchen H-U, Helzer JE, Babor TF, Burke J, Farmer A, Jablensky A, Pickens R,
Regier DA, Sartorius N, Towle LH (1989) The Composite International Diagnostic
Interview: An epidemiologic instrument sultable for use in conjunclion with different
diagnostic systems and in different cultures. Archives of General Psychiairy 45, 1069-
1077,

Rounsaville BJ, Weissman MM, Kleber H, Wilber C {1982) Heterogeneity of psychiatric
diagnosis in treated opiate addicts. Archives of General Psychialry, 39, 161-166,

Rounsaville BJ, Kosten TR, Weissman MM, Kleber HD (1986} Prognostic significance of
psychopathology in treated oplate addicts. Archives of General Psychialry, 43, 739-
745,

Rounsaville BJ, Dolinsky Z, Babor T, Meyer RE (1987} Psychopathology as a predictor of
treatment cutcome in alcoholism, Archives of General Psychiatry, 44, 505-513.
Semler G, Von Cranach M, Wittchen H-U, eds (1987} Comparison between the Cornposite
international Diagnostic Interview and the Present State Examination. Report fo the

WHO/ADAMHA Task force on Instrument Development, Geneva, Swilzerland.

Sheehan MF (1993) Dual diagnosis. Psychiatric Quarterly. Vol 64(2).

Sheeham M, Oppenheimer E, Taylor C (1986) Why drug users sought help from one
London drug clinic. British Journal of Addiction, 81, 765-775.

Sprengler P & Wittichen H-U (1989} Procedural validity of standardized symptom questions
for the assessment of psychotic symptoms: a comparison of the CIDI with two
clinfcal methods. Comprehensive Psychialry 29, 309-322.

Stoffelmayer BE, Benishek LA, Humphreys K, Lee JA, Mavis BE (1989} Journal of
Psychoactive Drugs, vol 21 (2) 145-152,

Swierstra KE (1990} Drugscarrigéres. Van crimineel tot conventioneel. [Drug careers,
dissertation). Stichting Drukkerij Regenboog, Groningen.

Toet J {1896) Rodis tabellenboek 1995. Uitgave GGD Rotterdam.

Weiss RD, Griffin ML, Mirin SM (1892} Drug abuse as sel-medication for depression: an
empirical study. American Journal of Drug and Alcohol Abuse. Vol 18(2), 121-1289.

Wittchen H-U, Buike JD, Semler G, Pfister H (1988} Recall and dating of psychiatric
symptoms: test-retest reliability of time-related symptom questions in a standardized
psychiatric interview. Archives of General Psychialry 46, 437-443,

Witlchen H-U, Robins LN, Cotller LB, Sarlorius N, Burke JD, Regier DA and participants in
the Multicentre WHO/ADAMHA Field Trials (1891) Cross cullural feasabiiity, reliability
and sources of variance in the Composile International Diagnostic Interview (CIDI).
British Journal of Psychiatry, 159, 645-653.

Woody GE, Mclellan AT, Luborsky L, O'Brien CP (1985) Sociopathy and psychotherapy
oulcome. Archives of General Psychiatry, 42, 1081-1086.

17



Comorbid psychopathology

Woody GE, Luborsky L, Mcl.ellan AT, O'Brien CHP (19868} Psychotherapy as an adjunct to
methadone treatment. in RE Meyer (Ed.)} Psychoptherapy and addictive disorders.
{pp. 169-165). New-York: Guillord Press.

118



Section 4

CHAPTER 4.3
Screening for psychopathology in the clinical practice

Introduction

Comorbid opiate addiction and psychopathology have been the central themes in several
recent scientific publications. Some authors described prevalences of the so-called 'dual
diagnosis' problems {(Rounsaville et al. 1982, Hendriks 1990, Regier ot al. 1990, Limbesk v.
et al. 1992, Abbott ot al. 1924, Raskin & Miller 1993, Darke et al. 1992, Swift et al. 19980).
Others discussed the causality of these problems (Lehman et al. 1989, Lehman et al. 1993,
Turnbull & Roszell 1993}. Hypotheses, such as the possibility that different drug use
patterns result in different lypes of psychopathology, were investigated too (Regier et al.
1990). In these publications the psychopathology has been assessed with various
instruments. One of these is the Addiction Severity Index {Mclellan st al. 1980, Hendriks et
al. 1989) which is used with increasing frequency in trealment programmes, scientific
studies and for registration purposes. An important advantage of the AS| is the
multidimensional concept of addiction problems. This makes it possible to study problems
In different aspects of life, including psychiatric problems within 1 instrument. As for
addicted individuals with psychiatric comorbidity for instance the AS! is capable of
describing the nature and extent of drug problems as well as psychiatric problems
{McLellan et al. 1983, Rounsaville el al. 1986, Stoffelmayer ot al. 1989).

However, given the complex nature of the comorbid psychiatric and addiction problems
(Lehman et al. 1994}, there Is a disadvantage to the ASL The psychialry section results in a
dimensional measure, expressing severity which Is not specific enough to describe the
psychiatric problems in terms of a classification system, such as for instance categorical
DSM-lil-R disorders. Instruments that provide a better distinclion between symplom leve!
and disorder level on the one hand contribute to an improved insight in the problem
complexily by describing types of psychopathology. But on the other hand they require
considerably more interview fime, which is often lacking in {reatment settings and research
situations. Information about the relation between the ASI psychialry section and specific
psychiatric disorders may be useful for those clinicians who are not able {o conduct an
elabarate psychiatric interview. Therefore the aim of this article is to describe to what extent
the psychiatry section of the ASI reflects DSM-iII-R disorders, assessed with the Composite
International Diagnostic Interview (Robins et al. 1989). An earlier study of Hendriks (1990)
showed that compared with the psychialric symptom check list SCL-90 (Derogatis 1983}
and the Beck Depression fnventory (Beck el al. 1961) the ASI was the best screening
instrument for anxiety-relaied disorders and depressive disorders. Among opiate-addicted
individuals who participated in a residential detoxification programme, 81% of the
psychopathology cases could be identified with a severity raling of 5 or higher in the
psychialry section of the ASL in this instance, 55% of the cases without psychopathology
were correctly identified.

Materlals and Methods

Subjects

The central topic of this publication is part of a larger study, in which opiate-addicted
individuals in and outside of trealment aré compared. During a period of about 30 months in
which data were gathered, 327 opiate-addicted individuals were interviewed. The
respondents had been dependent on opiates for at least the past 2 years, which is in
accordance with DSM-lII-R criteria, and they were 18 years or older. Respondenis who
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stayed in the treatment seiling for less than 2 weseks were excludad from the study. Subjects
were acquired in 4 settings. In a low-threshold methadone programme 21 respondents were
selected on consecutive admission; every third respondent was approached, in a clinlcal
detoxification programme 72 respondents who did not continue their treatment with a TC
(detox only) and 77 who did continue their lreaiment in a therapeutic community were
interviewed. All subjects who were in treatment signed a form of consent. Interviews were
conducted by trained staff of the treatment seltings. There were regular meetings during
which the researcher commented on the interviews. 83 opiate-addicted individuals without
treatrnent were interviewed. They had not received treatment for more than 2 weeks over the
past 2 years. They were selected by means of the snowball sampling method with nominee
selection {Hendriks et al. 1892). In this method the interviewed respondent names about 6
other heroin users without treatment contacts. Of these, 1 is randomly selected and
interviewed. All subjects outside of treatment were paid for their participation. The fieldwork
was carried out by the researcher and a community fieldworker, who was trained in
interview techniques. The non-response numbers in the different settings were: outside of
treatment: 22% of the users identified by the chain referral method could not be located or
refused to participate and 9% of the approached users did not show up at the second or
third appointment. Methadone: 26% of the approached users refused participation or did
not show up. Inpatient: 9% of the respondents left the setting before the required 2 weeks
and therefore no ClDI interview was recorded. AS! interviews of 11% of the inpatient heroin
users could not be relrieved by the treatment selting. The socio-demographic
characteristics of the lost respondents in the reatment settings did not differ from those of
the interviewed users.

Procedure

Twe instruments were used. The Dutch version of the Addiction Severity Index (ASIH)
(McLellan et al. 1980, Hendriks et al. 1989} was used to collect information on several life
aspects. These are physical heallh, employment, alcohol and drug use, legal status, social
functioning and psychiatric problems. Both lifetime and current problems are addressed.
For every area an overall 'severity rating' was established; this rating was chosen in a range
from C (no problems/no need for help) to g {(extreme problems/extreme need for help).
Composite scores were also computed, based on recent items of the ASI" (McLellan et al,
1985, Hendriks et al. 1989). These composite scores are considared to be more objective
than the severity ralings, because lhe interviewer's opinion does not ptay a role. The
Composite International Diagnostic Interview (CIDI) {Robins et al. 1989) was administered to
describe the respondenls’ psychopathology in terms of DSM-III-R disorders. The disorders
were grouped inlo 3 categories that were previously used by other researchers (Rounsaville
et al. 1982, v. Limbeek et al. 1892, Hendriks 1990). Recent disorders only (last 6 months) are
presented. Major depression, dysthymia and manic disorder were united in the category
‘affective disorders'. Generalized anxiely, obsessive compulsive disorder, agoraphobia and
panic disorder togsether constituted the category 'anxiety disorders'. Soclal and simple
phobias were left out because loo many respondents were classified in the anxiely category
due io only one of these, relatively very light, phobias. The third category was antisocial
personality disorder (ASP). Lifelime schizophrenic disorders make up the fourth category.

Datla analysis

In general there are two kinds of overall measures in the ASI: severily ratings and composile
scores. When the ASl is used as a screening instrument to identify addicted individuals with
psychiatric problems, cut-off points can be used to distinguish between respondents with
and without those problems. The choice of such a cut-off point is based more often on
intuition than on empirical data. To find out o what extent certain psychiatric disorders were
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screened, validity measures of sensitivity and specificity of the diagnoses were obtained by
comparing the ASI psychiatrie overall measures at several cut-off points with the criletion
{CIDY. There could be four possible combinations, True-positive (TP) and true-negative {TN)
classifications occur when the 2 types of data agree, false-positive (FP) and false-negative
{FN) classifications occur when the 2 types of data disagree, Sensitivity refers to the
percentage of persons with a disease and who are classified by the test as having the
problems (TP/TP+FN). Specificity points at the percentage of persons without the disease
and who where classified by the test as not having the problems (TN/FP+TN) (Bouter & v.
Dongen 1991).

Resuits

The results will be presented in three parts. First, data are presented which concern the
different levels of severity ratings of the ASI® psychiatry section, and secondly data which
concern the different levels of composite scores of the psychiatry section. Thirdly it is
described to what extent the DSM-1II-R disorders are screened at ASI? item level.

Severity ratings

The results in table 1 represent the relation between the ASI® psychiatry ratings and the CIDI
diagnoses. The severily ralings were divided into 3 categories (Low, Mid and High),
previously used by Mclellan st al. (1883) and Hendriks (1990}. It was expected that the
percentage of respondents with a particular disorder would increase from the low to the
middle group and from the middte to the high group. it emerged that this was true with
respect to anxiety disorders and schizophrenia, but not with respect to affective disorders
and ASP disorders. The number of respondents with an affective disorder in the middle
group was 27.0% which was nol very different from the 30.8% of the high group. For ASP
disorders the number of respondents with this disorder was comparable across all 3 ASIH
categories, This reflects the different character of this Axis il {personality} disorder compared
to the other Axis | disorders, which are better reflected in the severity ratings.

Table 1. Percentage of respondents with pychopathology (measured with CIDI) by AS| psychlatry rating
(low, mid, high).

ASl-iow ASI-Mid ASi-High
Recent CIDI disorders rating 0-3 . rating 4-6 rating 7-9

n=147 n=14t n=39
Affective disorder 9.5% 27.0% 30.8%
Anxiety disorder 23.1% 27.0% 48.7%
Schizophrenic disorders 1.4% 5.7% 13.5%
ASP disordar 26.5% 39.7% 33.3%

Table 2 describes to what extent affective, anxiety, schizophrenic disorders and ASP
disorder categories (CIDl) were identified correctly at several cut-off paints of the ASI®'s
psychiatric severity raling. Of the 4 categories ASP disorder appeared to be identified worst.
At a cut-off score of 5, 58% of the cases were well identified, while the other calegories
scored about 65% at this point.
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Table 2. Affective disorders, anxlely disorders, schizophrenlc disorders and ASP disorder (measured with
CIDY) by several cut-off points on severity ratings of the ASI psychiatry seclion (n=327),

Cut-off points Sensilivity Spedilicity Correcily identified cases
Affective disorders

rating > 3 86.2 39.7 49%
rating > 4 76.9 51.1 . 50%
rating > 5 60.0 67.9 66%
rating > 6 40.0 . 794 66%
Anxiety disorders

rating >3 79.2 36,9 44%
rating > 4 66.0 474 51%
rating = 5 58.5 66.1 65%
rating > & 43.4 78.8 73%
Schizophrenic

disorders

rating > 3 86.6 35.2 38%
rafing > 4 86.6 46.8 49%
rafing > 5 66.7 635 . 64%
raling > 6 60.0 735 76%
ASP disorder

rating > 3 73.1 38.4 49%
rating > 4 63.9 as.4 ' 63%
rating > 5 46.3 66.4 58%
raling > 6 26.9 76.8 : 58%

Composite scores

In order to describe the relation between the ASI? composite scores and CID} diagnoses,
table 3 represents percentages of users across the different ASI? calegories with a low,
middle or high composite score. The 3 categories of composite scores have been formed
by calculating the mean {M=0.24), pius and minus 1 standard deviation (S0=0.23). This
procedure was used praviously by McLellan et al. (1883) and StoHfelmayer et al. (1989).
Because the composite scores range from 0 {no problems) to 1 (severe problems) it was
expected that the high category would contain the largest number of respondenis with a
particular disorder, However, it appeared that the middle group consisted of the largest
number of respondents who suffered from recent disorders in all 4 categories. This might be
a result of the compaosite score being based on only the recent items of the ASI?, whereas
the severity rating includes past (lifetime) psychiatric symptorns as well. Indeed, further
analyses showsd that the lifelime average number of DSM-III-R disorders was significantly
larger in the high group (2.83) comparad fo the middle group {2.18} and the low group
{1.33) {p=0.00}. This indicates that long-term psychialtric information plays an important role
in the assessment of the psychiatric severity of psychiatric problems with the ASI®,
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Table 3. Percentage of respondents with psychopathology (CIDI) by category of AS| composite score
{fow, mid, high}.

Low Mid High
Recent GIDI disorders score 0-0.01 score 0.01-0.47 score >0.47
) n=11% n=154 n=59
Aftective disorder 12.9% 50.0% 37.4%
Anxiety disorder 13.6% 46.2% 40.4%
Schizophrenic disorders 13.3% 66.7% 20.0%
ASP disorder 20.0% 62.9% 17.5%

Table 4 represents the results of screening GIDI disorders at 3 cut-off points. When the data
were cut off above the mean, respondents with affeclive disorders were identified bast of all
(64.3%), followed by ASP disorder (60.1%), anxiety disorders (58.1%) and lifetims
schizophrenic disorders (54.7%). Howaver, these percentages show that there are no major
differences between the various disorders,

Table 4. Affeclive dlsorders, anxiety dlsorders. schizophrenle disorders and ASP disorder by 3 cut-off
points on composlte scores {(n=327).

Cut-off points Sensitivity Specificity Correctly identified cases

Affeclive disorders

low {> 0.01} 87.1 39.6 4B.8%
mid {> 0.24) 74.2 61.9 64.3%
high (= 0.47) 38.7 869 77.6%
Anxiely disorders

low {=> 0.01) 86.5 385 46.3%
mid (> 0.24) 58.6 67.8 58.1%
high {> 0.47) 404 86.3 78.9%
Schizophrenic disorders

fow {= 0.01) 86.7 355 37.9%
mid (> 0.24) 46.7 55.0 54.7%
high (> 0.47) 20.0 82.1 79.2%
ASP disorder

low {z 0.01) 80.0 42.9 55.2%
mid (= 0.24) 58.1 619 60.1%
high (= 0.47) 18.1 829 61.3%

Finally, some comparisons were made at item lgvel of the ASI®. Of the respondents with a
lifelime major depression or dysthymia (n=95} 81.3% was screened by the ASI® question if
they had ever been depressed, while 47.2% of respondents without the disorder were
correctly classified. Of the respondents with a recent depressive disorder on the CIDI
(n=61), 57.4% was identified by the ASI® question il they had been depressed in the past
month, whereas 71.6% without depressive disorders scored negatively at the ASIF
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depression question, Of the lifetime anxiety disorders (n=181}, 65.7% of respondenls were
correctly identified by the ASI®, and 58.1% of respondents without the disorder were
screened correclly. The ASI® recognized 46.3% of respondents with recent anxiety disorders
{(n=123) and 74.3% of respondenis without recent anxiety disorders.

Concluslon and discussion

A limitation of this study is that the CIDI diagnoses, which are used as the 'golden standard'
in this comparison, are also assessments with a better or worse sensitivity and specificity. A
comparison with for instance clinicaily assessed disorders might give an indication of the
quality of the CIDI resulis, but even these clinically assessed disorders are not watsrtight.
For instance Kranzler et at .(1995) compared the validity of psychiatric diagnoses that were
obtained by a clinical interview (SCID) conducted by a Master's lavel clinician with the
validity of diagnoses that were the result of a non-clinician conducting a standardized
interview. They concluded that the psychiatric diagnosis in substance abuse patients may
be improved by the addition of elements of structured interviews to the -clinician’s usual
assessment. For the CIDI several publications showed good validily of almost ali diagnosses
except for psychotic disorder (Semler 1989, Sprengler & Wittchen 1989, Janca et al. 1992,
Farmer et al. 1987).

Furthermore, the reliability of the results in this study might be limited because data are
based on retrospective self-reports of the respondents who were often under the influence
of drugs. During the fieldwork respondents suffering of heavy withdrawal symptoms or
strong intoxication were not interviewed, but in those cases the appoiniment was
rearranged for another time. We expect the chances of deliberately falsified answers to be
small, because there were no financial or other consequences attached to the answers.

The present resulis indicate that the ASI? psychialry section detects part of the
psychopathofogy cases, but also misses out a substantial number. For instance at item
level, 18.7% of respondents with lifetime depression were missed out and 34.3% of
respondents with lifetime anxlely disorders. Also at the severity rating level about 35% of
respondents with anxiety, affective or schizophrenic disorders were missed out at a cut-off
level of 5. The delection of ASP disorder was worse. The number of respondents in the
group with middle severity ralings (4-6) that reported ASP disorder was larger than in the
high group (7-9). Al the various cut-off levels the percentage of correctly identified cases
with respect to ASP disorder also remained low. This indicates that Axis Hl personalily
disorders such as ASP are of a different nature when compared to the Axis | disorders.

One reason for these differences between the instruments is that in a siructured
psychiatric interview all DSM-III{-R) symptoms of a disorder are investigated, which results in
calegorical diagnoses at disorder level, For each symptom it is checked whether it is severe
enough, whether it results from a physicat iliness or from substance use, Whereas the ASI?
psychiatry section measures more at symptom level. It is less extensive and it integrates the
information about different types of psychiatric symptoms into a dimensional measure o
indicate the severity of the psychiatric problems, regardless of the type of psychopathology.
The latter screens only part of the psychopathology cases. Another explanation for the
differences that were found between the instruments could be the conclusion of Raskin &
Miller (1993) that psychiatric symptoms which are common in aclive addiclion are mainly
symptoms which generally disappear within weeks or months of ireatment for addiction.
Because the CIDI resulls are described at disorder level, many symptoms might not pass
this threshold of the disorder tevel while these are screened by the ASI®.

A comparison of the sensitivity and specificity of the ASI? psychialry severily rating and the
psychiatric composite score shows that the severily rating approaches the recent CiDi
diagnoses better than the composile scores. When the scores were compared across 3
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groups {low, mid, high} it turned out that not the highest group but the middle group
consisted of the largest number of respondents with psychiatric disorders. This indicates
that the inclusion of lifetime items of the ASI? psychialry scale, as is the case with severity
ratings, improves comparability with the GIDI resulls.

What is the best cul-off point to screen a particular type of psychopathology depends on
several factors. Factors such as the nature of the disease, the available monsey and the
consequences for the people undergoing the test all play a part. For example & high
sensitivity is required with regard to diseases that would dstericrate without treatment, but
that can be successfully treated if they are detected in time. A sensltive test Is also useful in
order to eliminate pecple without diseases at the start of the diagnostic process. A negative
consequence of choosing a high sensitivity is that persons are sometimes labelled as
psychiatric {false positives) without reason. This may lead to emotional damage or medical
overconsumption. (Bouter & van Dongen 1991). The current siudy considers mental
disorders. The nsgative effect of severe psychiatric comorbidity on the prognosis for
treatment {MclLellan et al. 1983, Rounsaville et al. 1987} underiines the importance of
thoroughly screening these disorders. Therefore a cut-off point with high sensitivity seems
most appropriate. Yel another reason for choosing a high sensitivity is that the nature of the
psychopathology in opiate-addicted individuals might not be apparent at first sight. When
screening takes place at the moment of intake the chances are that psychological
symptoms dissolve during the first weeks of treatment. Therefore it seems more appropriate
1o choose for a large number of false positives in order io end up with the true psychiatric
disarders,

Implicaticns of the results are that the ASI? psychiatry section should only be used very
carefully for assessment of psychopathology in opiate-addicted individuals. Because of the
low agreement between ASI® data and DSM-III-R disorders we advice to use the ASHF
psychiatry section for the first step in a screening process only. The next step would be a
clinician's opinion or a more extensive instrument to assess psychopathology. Unfortunatley
bolh take extra time, which might not be available. If this is the case a relatively low cut-off
point, say 4, should be used in order not to miss out too many addicted individuals with a
disorder, The consequence of this method is that the extra number of false positives that are
necessary o find the number of true positives requires additional financial resources. Also,
with respect to the rather large number of false positives, especially those in reatment, it is
important not to fabel the client as 'psychiatric' based on ASH information afone.
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Section 5

- 5. Processes of addiction and help-seeking behaviour

The former sections presented resulis that were measured with standardized instruments.
The chapters in this section focus on how respondents experience the problems and if and
how they use control strategies (such as help-seeking behaviour) to prevent negalive sids-
effects. To this end qualitative data are analysed {n=48). in chapter 5.1 it is described if
respondents experience their oplate addiction as a downward spiral and to what extent they
describe themselves as able to employ controliing behaviour, Analogous with the ASIF data,
different life areas are used to structure the stories about different types of problems.
Chapter 5.2 presenis different factors (from existing literature) that might inffuence help-
seeking behaviour in opiate addicts. A model is formed on the basis of these factors. The
three types of data (ASIF, CIDI and qualitative interview) were combined at individual level
(n=42} and exploratory analyses were performed to determine the value of the factors in the
model. It appeared that negative opinions about treatment settings are an important barrier
for opiate addicts to seek help. Chapter 6.3 therefore presents respondents' views on the
methadene programme, and highlights their difficulties with respect to this programme.

The chaptlers of this section are based on the following papers and manuscripts:

* M.A. Eland-Goossenssen, T. Hak & E.C. Voliemans, Heroin addiction careers: downward
spiral or controlied descent? Contemporary Drug Problems, in press.

* M.A. Eland-Goossensen, LAM. van de Goor & H.F.L. Garrelsen. Factors that influence
help-seeking bshaviour of opiate addicts. Submitted.

* M.A. Eland-Goossensen, LAM. van de Goor & H.F.L. Garretsen. Meningen van
heroinegebruikers over methadonverstrekking in Nederland. (Methadone supply in The
Hague: clients' views). Accepted for publication in Tijdschrift voor Alcohol, Drugs en andere
Psychotrope Stoffen.
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CHAPTER 5.1
Heroln Addiction Careers: Downward Spiral or Controlled Descent?

For the public and for moest policy makers there is no doubt that the career of heroin
addiction necessarily involves gradually losing everything one has: health, income, a home,
a stable network of relatives and friends and, last but not least, any sense of self as a moral
agent. Although this view is factually incorrect as far as there are examples of controlled
heroin use without such negative effects {cf. Zinberg 1984), the image of the addiction
career as a necessarily downward spiral is represented in the literature as well. The clearest
example is the medical model of addiction in which the addiction career is described as a
process of inevitable social deterioration: the drug addict becomes more and more involved
in deviant and illegal behaviour. The addiction career can be terminated only by therapy or
death. Other literature, however, describes the course of addiction as a process of "maturing
out" {Prins 1995). This is a process in which a considerable number of the addicts are able
to kick the habit by themselves, step by step (Winick 1962). The lalter implies that addicts
are able o control their career to a ceriain extent. The two approaches can be represented
by different metaphors: downward spiral and controfled descent.

This article, which is based on 48 interviews, discusses how heroin addicts portray their
careers and the extent in which they control the downward process. it is supposed that
information of this kind will enhance our knowledge of addicts' methods of controlling their
situation, which can be relevant for policy and therapy. Our main question, thus, is whether
addicts portray themselves as victims of forces beyond their controt or, at least partially, as
capable of regutating their situation,

Methods

In the frame of a more extensive study of differences betwaen heroin addicts in and outside
of treatment settings in the cily of The Hague (The Netherlands), interviews were conducted
with 48 addicts who had been using heroin regularly (three days a week or more) for at least
two years. Among the repondenis were 8 women. The sample consisted of 21 heroin
addicts who had not been in contact with drug treatment agencies for at least two years, 5
clients of a outpatiant methadone programme, 11 participanis in a clinical detoxitication
center and 11 addicts staying in a drugfree therapeutic community. The 21 non-treatment
respondents were selected by a snowball sampling method (see Eland-Goossensen st al. in
press), The treatment group were interviewed between two and four weeks alter admission,

Respondents were invited to tell about how heroin use was embedded in their lives.
Furthermore experiences with treatment and, if relevant, reasons for rejecting and quitting
treatment were explored. In the interviews we used a topic list corresponding lo the life
areas that are distinguished in the Addiction Severity index {Mclellan et al. 1981, Hendriks
et al. 1993) which include; chemical abuse, medical, psychological, legal, family/social,
employment/support. Housing was added as a topic. Obviously, in the respondents' slories
the different life areas were nol so clearly separated. Interviews took approximately one hour
each, and were audiotaped. The interviews were transcribed.

Resulls are presented in three sections. First we discuss to what extent respondenis
portray their careers as dominated by forces beyond their control. Although sometimes is
mentionad how many of the respondents reported a specific loss, these numbers may not
be generalized, The sample contains as many as possible different opiate addicts, and is
certainly not represeniative to the population. Next we presenl data on respondents'
descriptions of controlling behaviours. Finally we show how personat values are related to
control and, consequently, are of influence on the addiction career.
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Downward splral

in response to the request to tell about-how heroin use was embedded in their lives, all
respondents spontaneously described aspecis of their careers as {part of) a downward
spiral. Take, e.g., the following extract from the interview with a respondent in the detox

group.

[man, age 28, delox] I: Our first question is ... What has been the meaning of heroin use in your life,
what has been its influence? R: In order to suppress my feelings, difficullies, It is terribte, being hooked,
for 1 never got a kick out of it. | just landed up in it. {part omilted) I: What happened just before asking
help? R: | knaw it got worse and worse, you know, | mean | was just sliding down, It gets worse. | had
no house anymore, | lost everything, 1 lived on the strest, you know, my life was a misery. | used to live
on my own, 1 had beautiful houses. | lost my friends, my relatives, | turned my back on them:. 1 thought |
must stop this, it is going too far.

This is a clear description of a downward spiral. The addict's course of life is experienced as
an inescapabile 'sliding down' lo a siluation in which one ‘just fands up'. Many life areas are
invalved in this process, such as social contacts, family life, and housing in particular.
Another example is presented by the following respondent.

[man, aga 30, detox] R: In the bsginning | could handle the situation, | had a very good job, [ was
manager of a sandwich bar, | had a good salary, and so on, First | have eaten up this business, My
relaticnship deteriorated, she left me. | stayed in the apartment, but [ slarted dealing drugs and I didn't
pay the rent. | sold the furnilure and in the end there was nothing left. | went really really low. Then |
had nothing left and was removed from the fiat ... { [ost really everything. [parl omitted] R: | was really
back in the cellar, though [ had been at the top with having that house, spending my holidays in
Moracco and having completed scheol. But now | am back in the cellar, | have to climb up again.

Respondents differ in terms of how they describe the process of sliding down. There are
differences as weil regarding the life areas that are involved in this process and, therefore,
regarding the lowest point that is reached. This is illustrated in the following by presenting
quotations from the interviews regarding different life areas.

Housing ]

In the ifragments presented above the loss of one's home was prominent. 21 of the
interviewed addicts were homeless at the moment of the interview or had been homeless al
another moment in their heroin careers. Due io the heroin use bills may not be paid,
including electricity, water, gas or rent. Sometimes neighbors complain about nuisance.
These factors may result in being forced to leave the house,

[woman, age 39, non-treatment] R: For heaven's sake how coutd things go so tar? | had everything |
wanted, | earned money. Although { was atone with my children, it went very well, And then at a certain
mement mere and more pegople came in my house, and you cannot contrel it when you fall asleep.
There is always someone around who opens the door for another, and once they are in they do not go
anymere, it became full. [parl omitted] R: Then | was evicted from my home. 1 received a letter, and |
had the money but it was too late. | could not undo it. 1 didnt know what had happened, but it
appeared ihal neighbors had comptained. 1 didn't know because | was working whole days. And the
eviction came.

Another reason for fosing one's home can be that relatives or the pariner force the heroin
user to leave, as a result of quarrels. In most cases, losing one's home means also losing
one's possessions, In those cases users must turn to relatives, friends and acquaintances
for housing. Howaver, relations with relatives and friends will become stressed as well.
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Family/social :
in the area of social relations the downward spiral is characterized by an estrangemaent from
former friends, resulting in Isolation. 24 of the 48 respondents mentioned that they had lost
their friends that did not use drugs. Often money is considered more important than

friendship:

{man, age 29, non-treatment] R: And the friends in the drug subcullure, one cannot call them friends.
They betray you alf the time. |: Did you have frisnds before you started using dops? R: At that time |
had very good friends, indeed. We did a tol together. Due to my dope use these friendships got
neglected, People find out, and you start fooling them. 1 neglected them and since that time | have no
good friends no more. [ So that estrangement was caused by the dope? R: Because of the dope, when
peing with other persons, one Is constantly watching out for menay. What can | remove here, what
there? And at a certain mement one slarts maniputating them. And when they figure out, then it is over.
That is how | lost many friends.

For almost all addicts it is this change of interest -- from an interest in the person to dope
and money for dope -- which thwarts the ability io have satisfying social relationships.
Contacts with non-using friends are replaced by contacls with other heroin users. Frien-
dships in the drug subculture are not equal to relations with non-users ("one cannot call
them friends®}. They are more oriented to money and material advantage.

A similar process of estrangement may occur with respect to family members, though the
ties are often stronger. When the relation with the family is good, it can bs a source of
accommodation, meals, hygiene and money. Although several respondents reported being
cared for by their mother during a large part of their addiction career, family contacts
worsened as a result of lying about drug use, spending less time with the family and
manipulating behaviour with the aim of getting money. 22 of the 48 respondenis reported
this kind of problems. Respondents lold of arguments with parents, and even physical
abuse of their mother. On the one hand taking away valuable objects, cheques or jewelry,
was for several respondents a reason to stay away from home because they felt ashamed.
On the other hand, a few respondents reported that relatives initiated severing contact. In
some cases relatives searched for the addict in the drug scene when the latter had broken

alt contact with the family:

{man, age 35, therapeutic communily] R: Finally things were going so bad, you know, that my mother
even searched for me. She wanted to know whether | was slill alive. My brother searched for me
several times and found out that | was sleeping in a squat, with ten blankets or five coats or whatever.

Similarly, the relationship with the partner may suffer from the addict’s lying, manipulating,
indifference, 'borrowing' of money, and from the disappearance of sexual desire. 31 of lhe
48 interviewed addicts broke up with their pariner because of drug abuse. Aggression as a
result of cocaine use was reported as well:

[man, age 36, non-treatment] I: Bid you become aggressive because of the coke? R: Yes one becomes
a different person by using coke. For instance, first | could live together with my girliend, but later |
began battering her. | was using, say, 10 to 15 grams of coke, and [ could not avoid beating her, So |
was thrown oul. That is four years ago now, but it still bolhers me.

10 out of the 48 respondents had no contact with their children anymore, while some were
even deprived of their parental rights:

[man, age unknown, methadene] |: How did your heroin use affect your relationship with your family?
R: Yes, it spoiled the atmosphere totally. My children were removed because | did not pay attenlion
anymore, because of my drug use. That is why lhey were taken away, but t always had enough food for
thern, they had no shortage of that.
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Some made an arrangement with relatives with the effect that, e.g., a sister took care of the
children, Others lost all contact and, voluntarily or involuntarily, relinguished their right to
visit their children:

[man, age 41, non-treatment] R: | have two chifdren with another girdfriend. A iwin, 1 love them. Two
gitls, 16 year old, so beautiful. I Do you still see them? R: No | watch them with my binoculars, in
secret. They live In another city, with their mother,

Losing contact with one's children is the most painful of alf losses. The desire to establish
contact with her children again is the only remaining wish of ihe following respondent, a
sorrowiful, unkempt woman in a filthy, empty house of which the door could not even be loc-

ked.

[woman, age 34, non-reatment] |: Did you ever want to kick the habit? R: Yes for my children. 1 would
like to quite at once, you know, for my children. | love my children very much.

Most respondents, however, do not report a decrease of substance abuse but rather an
increase,

Chemical abuse
Fifteen respondents describe how starting to inject the drugs or the use of cocaine, certainly
when it Is boiled and used in a base pipe, led to loss of control. An extreme form is loss of

coNsciousness.

{woman, age 37, therapeutic communily] B: Belore applying for trealment | was completely out of
control because of cocaine. | was entirely tired because of using. [part omitted) R: | never forget ... The
otner day | awoke on the flocr with a bump on my head. | had not noticed it at all. Another time 1 found
myseil lying in the bathroom. Totally unconsclousness.

A clear signal of losing contraf on drug use is when a user does not decide for himself
anymore the amount of use, bul when the available money is limiting how much will be

used.

[man, age 28, non-treatment} R: Money Influences the amount of use. If you have more money, you
use mora.

Few users are able to avoid this situation. Usually they will need more dope and, therefore,
more money.

Legal

Sooner or laler almost all users experience a shortage of money. Different solutions are
found, among them the manipulation of relatives and acquaintances, and criminal activities.
34 out of the 48 respondents mentioned the following activities: forging cheques, shoplifting,
stealing car radios or cars, burglary, drug trafficking, and bank robbery. Many respondents
described the experience of the need io shift to more and more serious crime. This is
illustrated by the following fragment from a user who can be considered a hard core addict:

[man, age 29, non-trealment] 1: And, for instance, getling money for dope ... perhaps this brought you
in contact with the paolice. That will influence your life as well. R: Sure, it had a lot of infiuence, 1 was
leng periods in jail for several times. One becomes more violen!. Liltle things do not help enough and
then you start to do more serlous things. One begins organizing something such as robbing a bank,
Things will get out of hand. And if cne gets caught for that, ons gets a long term jail sentence, That
happened to me once.
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However, the escalation described by this respondent does not apply to all. Another
respondent, for instance, described losing control within only one lype of criminal activity,

stealing car radios.

{man, age 30, detox] I: Can you teil more about how you financed your habit, and how that developed?
R: In the beginning  used to swindle my grandma, who had quite a ot of money, for thousands of guil-
ders. That went on for quite a long time, about two years. | had not yet lost my job at that time. Where
worked, there was always money around, In the cash register. It was there for the taking. But later, it
couldn't go on. My grandma is no iree, that you can keap on shaking. | began to realize that. Yes, |
used to do criminal things. But | was not cne of those guys who open cars very easily. Bul then a boy
came to stay with me, and he could drive cars away or open cars very quickly. So that's what | have
done also, not burglary or those kind of things, though 1 have done it a few times, but predominantly
stealing car radios. You learn something from the guy. In the beginning one just watches, but later one
does it oneseil. In the beginning one has fear, but one needs money and bacomes bolder and bolder.
One starts with cars on street corners in the dark. One ends not caring anymore, taking them just
across from the police office, or with people around it. You becoms even more bold. That boldness has
killed me. In the last year when [ started using again, 1 stole car radios again. And at a certain moment
a guy caught me and then it ended in a bad way, because | stabbed him with a screwdriver. That was
the limit. I: Did you often use weapons? R: No, it was a reaction out of fear.

This is an example of a downward spiral within a confined domain, namely of stealing car
radios. Within this domain the addict's behaviour becomes more indifferent and bold. A
similar development is described in the following fragment, in the domain of burglary.

[man, age 18, detox] I: Did you stretch your rules, for instance your principles? What about stealing
from an old tady? R: in the beginning it were always gambling machines, in clubs and chapter houses
and the like. Later it became distant snack bars. But at a certain moment | had burgled almost every
distant place. And one needs money. So | took the snack bar acress from the main police office in The
Hague. Hop inside and then immediately run away. Then | began 1o take many risks, breaking windows
in crowded shopping streets, hup, with a lot of noise. | didn't care. In the beginning | was almost never
at the police station, but that increased because | took mora risks. | was hiding ever shorier periods
after a burglary. And [ did housebreaking by day, | didn't want to go out at night anymore. The next day
one wakes up again, sick again, and one needs money, s0 one goes again.

Common fo these stories is that an ever increasing need for money resulls in an escalation
in terms of seriousness of crime.

Psychological and Medical

Eleven respondents viewed themselves as having serious mental problems, As a result of
heroin use a process of alienation took place in many respondents. Feelings are
suppressed under the infivence of heroin. Some illegal drugs arouse psychopathological
symptoms, for instance the cocaine use may lead to unconirolled aggressfon, perseculion
complexes or depraession, When psychological problems occur it s not always clear if they
are a result of the drug use itself, or of the changed living conditions. Sometimes the
psychopathological symploms appeared before the lllegal drug use.

In terms of health, first the conditions for maintaining heaith, such as nutritious food and
hygiene, are often neglected because of the fixation on heroin. Neglecting focd may also be
caused by cocaine which is known for its appetite restricting inffuence.

[man, age 28, non-reatment] I: What about your health and your ealing habits? Do you care or do you
neglect it? A: In the beginning it was ckay, when | lived with my father, when 1 used hercin in secrel. At
lhat time [ didnt change my ealing habils. But when | slarted using coke, | couldnt eat anymare. |
remember thal my father said to me: "You don't eat much recently. You only eat light things like
custard, cockies and chocolate”. Then 1 had to make up an excuse, such as | do not like potatoes
anymore or something like that. | do not have a meat anymore at, say, welve and six o'clock like | used
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to do. | don't care anymore since | use drugs. In the past | did care. The drug use has influenced my
eating habils and my clothing as wall.

Second are some users indifferent to injuries or infections, when these occur. Often
insufficient attention is paid, which may result in complications or a slowed recovery.

[woman, age 37, therapeutic community] R: The other day | was pushed off some stairs, which were
set on fire. And this made scralches on my tegs, Look, | still have scars from it. At that moment | didni
realize, just scrafches, bul a week later when | wanted to walk and | couldn't stand up because of
abscessas on my legs. | was two weeks In hospital, nearly a leg amputalion.

When one is capable of looking clean and tidy, this may prevent sliding down in other fife
areas, such as employment.

Employment/support

In the beginning of their career users are often able to reduce negative influences on their
work situation. In later stages, when they must use heroin dally in order to function well, the
financing of the habil may become a problem, since time is nesded for getting money. 31 of
the 48 respondents report losing their job because of, e.g., coming late in the morning, or
because of stealing from their employer. An example:

{man, age 35, therapeutic commumity] I How did you find that iob, just by applying? R: Yes, simply by
applying. | always took care that | loocked well. Later | could not do that anymore, but in the first six
years of my drug use | could still present myself properly. They could not see that | was a junkie. So |
got that job. But | was often too stoned, which they could see in me. And | stole monay from the cash
reglster, which they knew, though they did no! tell me. But then they said: “We take someone else for
you™ or whatever excuse they used. They sald that | had been substituting for someone who came back
to work.

Summarizing this section it can be concluded that these heroin addicts perceive their career
as a downward spiral which is characterized by a loss of control in different areas of life.
This could be documented by examples in which respondents describe the downward
movement in specific areas. 44 of the 48 respondents reported problems In four or more of
the above presented life areas. It cannot be concluded, however, that this process has the
same character and the same pace for each respondent in each life area, nor that
respondents only provide examples of descent. We will now focus on a very different kind of
talking about the downward process by presenting fragments in which respondents talk
about periods of being in a more or less stable situation, at least temporarily, or even
describe stages of an upward movement.

Controlled descent

The metaphor of the downward spiral fits the process of heroin addiction as illustrated in the
previous seclion. There are, however, fragments in the interviews that do not fit this picture.
First descriptions of climbing upwards after having 'hit the bottom' were given. The following
respondent, an older user who had been in a really bad situation, had climbed up to a more
controlled situation after he had decided to nurse his father, an Alzheimer patient, During
this period he used drugs in a very controlled way. Looking back at the time before he tells:

[man, age 42, methadone] R: | used to be like most junkies, I was lying, chealing, stealing and robbing
and 1 sold everything | had, tha crazlest things. If | would have had the possibility to sell the toilet seat, ¢
wotlld have done it. When | think about it now, | {eel deeply ashamed, bu! it happened.

He could leave this state of affairs and stay in a stable 'higher' situation because of the fact
that he coutd not leave his father for longer stretches of time. Another example of a more or
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less stable situation in which a downward movement was be halted was given by a
respondent who had been working as a sailor on transatlantic cargo ships. During the long
journeys on the boat he was forced to becoms and stay clean each time. Although he
started using dope again as soon as he was on leave, he was always able to stop when a
new trip began. This equilibrium was disturbed when he was forced to stop working
because of an injury:

[man, age 38, methadone] R: When } had sick pay bacause of my leg and fingers, | could not join my
friends on the ship anymore. | started to see the boys who used heroin and § joined them. Then |
started smoking as well, | have never again worked on a ship.

Although this respondent did not work on a ship again, he is clear in stating that working on
the ship would help him to control his habit. Another frequently mentioned way of stopping
the downward movement is asking professional help. An example:

fman, age unknown, detox] R: Then | came 1o the detoxification cenler. 1 restered In neatly six months
what | had destroyed In all those previous years. | got frlends agaln, | saw my parents again, the
relationship with my girlfriend got better, My mother siarted to trust me again, my other relatives also a
little bit. 1 was able again to live together with my girlfriend. | had furniture again. | could rebuild

evarything.

Another respondent who had lived on the street from a very young age on, described how
the army had provided structure for his life and compliments regarding his behaviour, which
he had missed in his youth.

[man, age 28, delox] B: At age eighteen | went In the army. | did very well, used no dope, did not drink,
nothing. When | left the army, lhere was that big smpty space again, in which 1 fell. And | started using
thres times as much as previously. It | got the chance {o return to the army again,  would do it.

Some respondents mentioned examples of specific controlling behaviours concerning drug
use and criminal activities. A frequently meniioned example was saving some dope for
suppressing dope-iliness in the morning. The following respondent tfried to control his
heroin use all day long.

[man, age 30, detox] R: For a few years now | really ity to control myself. | smake only little amounts at
a lime, | try 1o become disciplined. | iry to save it for when | bacome dope-ill, fry to use it only when |
really need it

Forms of control can also be found regarding social relationships. Some users visit relatives
and friends only when they are sober. Others avoid dope-using friends and thereby using
{more) dope. Most users have a sense of need for control, but the aims of their controlling
behaviours differ widely. Some users talk about becoming clean again and others are
satisfied when they have a house or a room to live in. Most respondents know how negative
effects of their use could be managed or even controfied, but many are nol able to realize
this in their behaviour.

Because the interviews were not focussed on gathering detailed information about
controlling behaviour, we do nol know exactly which controlling strategies are applied by
haroin addicls in practice. By asking respondents to describe the way their heroin use is
embedded in their lives, we incidentally gathered information about how they present
themselves in terms of knowledge about controlling behaviour and of trying to act according
to this knowledge. Some examples were given, for instance saving dope for the next
morning. But no detailed information was galhered, Such information may provide important
praclical information on which therapists and oulreach workers base their approaches.
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The examples in this seclion do not fit the model of a downward spiral in which addicts are
pulled downwards by forces beyond their control. They rather fit the model of controlled
descent in which they are, at least partially, capable of regulating their situation. We have
described some examples of being in control, such as returning to the parental home in
order to care for an ill father, or entering the army, or being a sailor on transatiantic journeys.
There is, however, another factor that we have not mentioned in the above, which we will
introduce here with the following example:

[man, age 43, non-treatment} B: | can control my drug use, k What do you mean by confrol? R: | do no
crazy things for dope. 1 am not going to burgle for instance or reb people. | would never do such things
just for getting heroin. If | cannct work and 1 have no meney for dope, that's it. Maybe it Is laziness, but]
do not run everywhere o ask on my knees for a littls, bit of dopa. | do not do these things.

What is clear from this fragment is that cerlain personal values can play a role. In this case,
the respondent exhibits a kind of pride which effectively prevents him from ‘running
everywhere to ask on his knees for a litile bit of dope'. In this fragment one can identify a
clear sense of moralily as well, which is quite incompatible with the model of the downward
spin in which the addict is supposed to lose any sense of self as a moral agent.

Addicts as moral agents

Although it was not our initial intention to focus on moral values, they were so prominent in
the interviews that we could not ignore them. Moral values showed up in two ways. First they
appeared as an area in which the process of uncontrollable sliding down took place. An
example:

[man, age unknown, detox) R: The influence of drug use on my life? Bolh positive and negative, What |
experienced as positive is that | dared a lot more because of drugs. | did Lhings that | wouldn't do so
easily otherwise, Negative sides of my drug use are that certain limits were overstepped, for instance
regarding criminality. | am no criminal, Normally 1 wouldn't think about doing the nasty tricks that 1 have
dons. But due to hard drugs | overstepped my limits so far that | did things of which | think now: How
could t ever do that?

Another example is the following:

[man, age unknown, methadone} |: So you overstepped your limils in the area of criminal aclivities as a
result of drug use? R: Yes, | do not think that | really am that way, but | was caught several times, was in
jail several imes, 1 do believe that drugs can make you overstep your limits. | am convinced of that. You
start doing things that you would never do. Even dangerous things.

At the end of such a process of biurring of moral principles, users may arrive at a state of
psychological numbness in which indifference te all values is described:

[man, age 29, non-treatment} I But you are able to control? R: Sometimes, only some moments. It is
very strong in me that if | suffer misforlune, 1 sink away and nothing interests me anymore. t just sit and
smoke, So deep one can go, without values and norms.

[woman, age 18, therapeutic community} I: What did you do in order not to slide down? R: Well
actually nothing, [t did not interest me, [ didn't care. I: You didn't care that you were sliding down? B:
iNo, not really, the deeper { went the better it was. [: Yes? Why? R: Well | keep on asking myseif. { do not
undersiand. That is why | had 1o see those psychialrists and so on.

Several other respoendents stated that their overstepping of moral limits was related to the

baoldness induced by heroin use. This boldiness may contribute to a continuously stretching
of rules that can be considered a downward moral career,
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Second, moral values are a constant background, a criterion against which the downward
career is described. The respondents refer to this criterion only implicilly, by expressing
feelings of guilt and shame, In the interviews often a tension was expressed betwesn actual
behaviour (e.g. criminal activity) and moral values. An example is the following respondent
who reported tension because of a conflict between his actual behaviour and his religious

values.

fmale, age 28, nonreatment] R: 1t influenced everything, feod, my clothes. I And what about your
religious lite? R: | was born and raised as a Moslern, which | will stay forever. But 1 know what the Koran
means and | know what 1 do now, | actually got lost from refiglon. | ended up at a side frack. [ ran away
from the bellef, because for instance the Bible says also: thou shall not steaf, But | do steal. And thou
shall not drink alechol, which Is forbidden. Okay, 1 drink liltle alcohol, | can't combine it with drugs, but
sometimes [ do drink. Which is not allowed by the Koran. And one must pray, which [ don do. One has
to wash onessif five times a day and pray. | iake a shower every day, but washing and praying five
times a day, that | don't. And everything as a result of heroin. 1 Does this bring you in conflict with
yourself? B: Yes sure, sometimes | think eh, why dom't | pray five times a day? Why don't | wash myself?
It is healthy and clean if you wash yourseif five limes a day, but | don't do it. Then 1 start feeling
dissalistied. | gat angry at myself, and | think: why?

Several strategies were reported to cope with this tension between values and aclual
behaviour, and restore the psychological equilibrium:

a) quitling the morally rejected behaviour,

b} using more drugs in order not to feel the tension, or

¢} accommodating the values downwards to the level of the actuat behaviour.

All the three cases will be iliustrated.

a) quilting the behaviour. Sorme heroin users realize that their behaviour contradicts their
values and are able to quit the behaviour:

[man, age 29 non-treatment] R: | have been smoking drugs for a long lime, and then | started injecting
now and then, very rarely, Well, and there was one period in which | hecame hooked to the injecting
itself. When | realized that, 1 thought never again. I You quit injecting? R:Yes.

b} using more drugs. The next respondent is not able to quit his behaviour of accepting that
his girlfriend works as a prostlitute, nor wants to adjust his values. He suppresses the
negative tension by using more drugs: .

{man, age 28, detox] R: What really hurt rme had to do with my girlfriend who worked as a prostitule
before | met her. When we were together for a while she started doing prostitution work again. [ blamed
myself for it, and her too. We both were very wrang in that, That was for me the mos! important limit
that | overstepped in my life, emcticnally. | could have stopped har daing it. it was not a dope relation,
as one oflen hears about it, [ slill love her very much. And | loved her then very. much. The idea of her
deoing that work demanded a lot of energy and emotions, which | suppressed by using heroin.

¢) accommodating values. Many heroin users are not able to quit the morally rejected
behaviour and therefore adjust their values in order io balance the situation, at a lower level
on the downward spiral. For many addicls such repealed adjustments of values result in
another experience of 'self',

[woman, ags 37, therapeutic community] I: Have we forgotten anylhing about the influence of drugs on

your life? R: Well the influence of drugs on my life was that | became a real bastard, So inhumane that
pecple feared me,
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This self has to cope with many Tailures' in terms of personal and socletal moral values. The
changed self concept is difficult to reverse, which is illustrated by a user who experienced a
confrontation with his 'old self after becoming drug free:

[man, age 42, mathadone] R: What has been pushed away for twenty years, comes to the fore again as
a bang, when one becomes drug free. | have never been so overwhelmed as at that time, Many times |
could not endure it, | locked mysslf in, | couldn't handle it. I: Did you lock yourself in your house? R:
Yes, | really couldn't handle it, becoming drug free. It was such a horrible mirror for me, having o cope
with my true self. | couldnt handls it, | locked myseif in for several days unfil | was okay again. It's an
engrmaus task, you have 1o learn to handle yourself again, to accept yourself again, and many times
people don't remember how they were. At least | didn't.

The feelings of guilt and shame which were recognizable in a number of respondents'
stories refiect the presence of central values of society in hercin addicts. Addicts are not the
amoral persons that they often are believed {o be. They have moraf values, but are not able
to behave according to them.

Discussion

In this study we have collected data on how heroin users talk about their past, present, and
future lives through in-depth interviews with 48 heroin users in The Hague (The
Netherlands). They were not randomly selected, Hall of them had no treatment contacts
which means that these respondents have probably a longer drug use career and more
serious problems compared to the average heroin user. Our main question was whether
heroin addicts portray themselves as victims of forces beyond their control (downward
spiral) or at least parlially, as persons capable of regulating their situation (controlled
descent). They do both.

On the one hand, respondents report negative effects of heroin use which are beyond
their control. They describe various kinds of material, social and emotional loss resulting
from uncontrollable conditions. The image of a downward spiral is a very appropriate
metaphor for this experience. Respondents differ, however, in terms of the life areas in
which the process of siiding down manifests itself. For some respondents the downward
spiral is confined to the fegal domain (criminal behaviour) whereas others mention family
relations or housing as the main areas in which they have experienced a process of sliding
down.

On the other hand, respondents speak about different types of regulating behaviours for
which the image of controfled descent is an appropriate metaphor. This regulation can be
aimed at preventing destructive bshaviour, or at restoring a 'lost batance' by quitting
behaviour that is recognized as negalive, or at kicking the habit completely. Although moral
values were not a central theme in our initial analysis, we found that they are an important
factor in understanding the mechanism of self-control. We found that many of our respon-
denls express their adherence {o general societal norms and exhibit feslings of shame and
guilt in tatking about their violations of such norms. The fact that heroin users often do not
act accordingly to these norms does nol imply that they lack ethical integrily, but rather
points to their inability to bring their behaviour into accordance with their principles. The
tension that criginates from this discrepancy belween accepted moral values and actual
behaviour can trigger forms of self-control. These findings support Faupel's (1987) view lhat

ftihe failure of heroin addicts consistently to maintain ethical integrity is commonty
understood to be evidence for a fack of any normative sensitivity whatsoever, [...}
Moreover as the addicis failed lo maintain their ethical standards behaviouraily,
addicts acknowledged and asserted the legitimacy of the very norms they violated,
[..] The regrets expressed, and the very necessity of offering excuses,
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rationalizations, and moral comparisons, alf acknowledge the legitimacy of those
norms thaf have been breached, Through these sort of sfalemenis and reactions,
then, addicts honor and reaffirm their own indigenous standards of conduct, even in
polnting to and acknowledging their violatfon on particufar occasions (Faupel,
1987:415-416},

Ethnographic studies of heroin users' subculiures (Grund 1992, Ingold 1992, Moore 1993)
iluminate heroin users’ behaviour and its (local) meaning but are less appropriate for
discovering how heroin users evaluate their (heroin) career, different treatment oplions, and
their chances to successfully kick the habit. However, in a study of 124 heroin users from
‘Inner city' ghetio's in Chicago, Philadelphia, Washington and New York, Hanson et al.
(1985) describe comparable material to ours. They find ample evidence of heroin users' fear
of getting caught in an uncontrollable downward spiral. One respondent describes his
siluation as being "at the bottom', where selfesteem Is something of the past. Similarly to our
findings, some of Hanson et al’s respondents position themsslves higher on the morat
ladder than others and are proud of it:

I don't stick up. | don't snaich ladies' pocketbooks, man. My mother brought me up
knowing better than thal.' (Hanson et al. 1985:36)

There is, however, a clear difference between Hanson et al.'s findings and ours. Whereas
our respondents express shame and guilt, and hardly any pride, Hanson et al's
respondents frequently demonstrate pride of their accomplishments. Related io this is that
on the whole they fee! themselves much more in control than our respondents. They
proudly describe how they are continually and successfully engaged in a batancing act
between the 'straight world and the hercin using subculiure. This difference belween
Hanson et al's respondents and ours can probably be explained by the very different
societal positions of their respective socia! and ethnic groups. The position of poor black
men in American ghettos is not such that they can easily feel in control over their lives. In
this situation conltrolied heroin use is one of the few ways in which one can assert oneself. It
shows that ons is able to flirt with danger and still kesp control. The two samples differ in the
degres of addiction accordingly. Hanson et al's respondents seem io have slided
downwards to a lesser degree than ours. An indication of this is that most of them still had a
legat job,

in interpreting the way hercin users talk about 'controf, it is useful to look at the repertoires
that are available to them. It seems that these are much more resltricted than regarding
addiction on other substances. Comparing current reperfoires of talk on heroin use with the
way we talk about alcohol is illuminating. Similarly to the current image of heroin addiction,
the metaphor of a downward spiral was an integral part of the social imagery of alcohol
addiction from the middle of the 19th ceniury onwards. In the propaganda of the
Temperance Movement at the beginning of this century the gradual physical, sccial and
economic degradation due to alcohol consumption was graphically depicted as a
downward ladder from 'the first glass to the grave’ (Lender and Karnchanapee 1977). The
implicated message was that by losing control over one's consumption of alcohol one
would joose control over one's life. Ancther example of this imagery is a graph by Jellinek
(1952) that illustrates the phases of alcohol addiction: pre-alcoholic phase, prodromal
phase, crucial phase (onset of loss of control} and chronic phase, Similatly to current ideas
about heroin use it was believed that the consumption of alcohol itself was the first step in
an uncontroflable process of sliding down. The only acknowledged form of (self) control
was totaf abstinence {see, e.g., Alasuutari 1992). Presently we have, at least in Western
societies, more sophisticated ideas about the relationship between alcohol consumption
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and control. As Takala (1989) has argued, the concept of 'conirol' is used in many different
ways in talk about alcoho! use. One can, e.g. lose control of a car in a case of drink and
drive, or one can fose one's demeancr by drinking too much, or one can icse controf over
one's life by being an alcchclist. These are different uses of the concept of control and it is
important when using the concept of control in a scientific context to acknowledge that it
can be located at different general analytical levels (Room 1973}

Although Van de Wijngaart (1991) does not explicitly mention the concept of control, his
description of four different approaches to drug use can be of help in distinguishing different
meanings of control and self-control. In the moral model, of which the Temperance
Movement is an example, the substance is seen as an agent that chooses its victims among
those who are not able to resist. Victims are uninformed and weak-willed and therefore they
must be protected and educated. In the medical modsl the drug is the agent and the
individual is mainly seen as the victim of an illness, In the sociocultural model the addict is
not only a victim of the substance, but also of socisely's response to it. Finally, the
psychosocial model emphasizes that the substance user is an active agent himself. The
latter model allows that distinctions are made between different individuals (vVan de
Wijngaart 1991:78-80). Although the concepl of self-control is imporiant in both the first and
the fourth model, it has not the sarne meaning. In the moral mode! only abstinence is seen
as a form of self-control, whereas in the psychosocial model self-control is exhibited by the
ability to make distinctions between different amounts, frequencies and patterns of drug
use. Moore's (1993) study of amphelamine users demonstrates the usefulness of the
psychosocial model. Moore describes, for instance, how amphetamine users can
purposefully suspend control of intravenous amphetamine use during a three week holiday,
and regain it when they slart sludying or working again. This type of regaining control is
very similar to how some of our respondents controlled their heroin use by going in the
army, by sailing on fransatlantic cargo ships, or by nursing a father with Alzhsimer's
disease. Moore's examples and ours demonsirate at the same time that maintaining and
regaining control are not entirely individual matters but are related to factors such as having
a job, having friends who do not use drugs, and having relafives who are dependent on the
drug user. I is the social context that gives meaning to the drug user's life and thus allows
some to maintain control of their use.

Our study, thus, highlights on the one hand the importance of social support
{empfoyment, friends, relatives) for maintaining and regaining control over one's heroin use
and on the other hand the import of moral values and feelings of shame and guilt for
therapy and prevention. However, our findings do not allow drawing conclusions about how
therapy and prevention programmes could make use of these factors. Further study should
be directed at getting more detailed descriptions of actual self-regulation behaviour, and at
investigating how moral emotions stich as shame and guilt may play a role in the process of
kicking the habit.
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CHAPTER 5.2
Factors that Influence help-seeking behaviour in opiate addicts

introduction

Although studies on help-seeking behaviour in general have resulted in different models,
theories on help-seeking of heroin addicts have not yet bean developed lo a large extent. it
has been observed that heroln addicts have often long and varted treatment histories. A
number of questions about the specific conditions that influence help-seeking behaviour of
hercin addicts have not been fully answered. This may parlly be a result of the many
different factors that are related to getting access to care institutes. For example Aday &
Anderson (1974) described in a (general} model for help-seeking that heaith policy,
characteristics of the health delivery system, characteristics of the population at risk,
utilization of health services and consumer satisfaction all play a role. The main interest in
this article will be in the individual aspects of the help-seeking process, of which consumer
satisfaction with respect to treatment institutes is considered to be a partl.

Some of the models on help-seeking behaviour describe different stages, for example the
{general} mode! of behavioural change of Prochaska and DiClemente {1988). In five stages
a general description of behaviour changes is given. The stages precontempfation,
contemplation and preparation precede a change in behaviour, whereas the stages action
and maintenance describe the change ilself and its stabilizalion. Literature on alcohol
addiction includes several studies on help-seeking as well. For instance Bannenberg {1988)
described three phases: *experienced need for help', 'expressed need for help' and 'the
choice for a specific agency'. And Orford et al. {1992), Pringle (1982) and Thom (1984} also
described different stages in the help-seeking process for alcohol problems. These models
for alcohof addiction can often be applied fo hercin addiction as well. Other models, which
are not so easily suitable for both heroin and alcohol addiction, are models in which different
factors that influence help-seeking behaviour are identified. In this context the concept of
liness behaviour' of Mechanic (1968) is important. it underlines the need to iook at the
range of factors that might influence both the recognition of a problem and the process of
deciding to do something about it. An example of this approach is the study of
Oppenheimer, Sheehan and Taylor (1988) which focused on drug users' reasons for
seeking help and their choice of agency. They found three important factors related to help-
seeking: 'realizing that one Is dependent, 'problems with the supply of the drugs' and
‘personal crises'. In a study of Senay et al (1981} drug abusers' different reasons to ask for
professional help were identified. Drug-related reasons were mentioned most often (83%),
followed by psychological reasons (48%), employment problems (48%) and social pressure
(46%}. Although these studies provide insight into what brings drug users to seek treatment,
they have only been carried out among respondents entering treatment, A more complete
understanding of the help-seeking process would become possible by including addicts
outside of treatment. Therefore this study is focused on exploring the importance of factors
that influence help-seeking of opiate addicts in and outside of ireatment. To this end both
qualitative and quantilalive malerial has been collected. In previous studies often either
quantitative information or qualitative information has been used. An example of a
quanlitative study is the model of Power et al (1992) based on the (quantitative} Addiction
Severity. Two important steps in this model were 'concern’ and 'need for help' regarding
problems with drug use and other problems, both measured on a five-point scate, An
exception is the study of Klingemann (1991}, that contains qualilative as well as quantitative
analyses. |n the current sfudy qualitative and quantitative information will be combined at
individual level for a more in-depth analysis of help-seeking by a relatively small number of

143



Processes of addiction and help-seeking behaviour

opiate addicts. The objective is to determine the importance of different factors described in
literature with respect to the process of help-seeking that has heen recorded at individual
level. Therefore the central question is: Which of the factors described in literature can be
“recognized as stimuli or bharriers for help-seeking behaviour of the interviewed opiate
addicts? ’

Methods

Within the framework of a more extensive study of differences between heroin addicts in and
outside of treatment in the city of The Hague {The Netherlands), interviews were conducted
with 48 addicts who had been using heroin regularly (three days a week or more) for at least
the past two years. Information of 6 respondents could not be used because either the
quantitative or the qualitative information was lncomplste. Therefore the analyses are based
on the qualitative and quantitative information of 42 respondents. Seven of these were
women. The treatment sample consisted of 21 respondents. Four of these applied for an
outpatient meithadone programme, nine applied for a clinical detoxification centre and eight
addicts applied for a drug-free therapeutic community. The non-treatment sample consisted
of 21 heroin addicts who had not been in contact with drug treatment agencies during the
past two years. They were approached by intensive fisldwork and selected by a snowball
sampling method (Eland-Goossensen et al. in press).

Three instrurments were used: the Addiction Severily index (McLellan et al, 1980, Hendriks
et al. 1989) in order to describe the type and severity of drug use and comorbid problems,
the Composite International Diagnostic interview (CIDI}{(Robins et al. 1989) which describes
psychopathology in terms of DSM-1II-R diagnoses and a qualitative in-depth interview. In the
qualitative interview, respondents were invited to talk about how heroin use was embedded
in their lives, what types of problems they experienced and how they prevented relapses. In
addition, experiences of treaiment and, when relevant, reasons for rejecling and leaving
treatment wers explored. The qualitative interview tock approximately one hour, and was
audio-taped. The interviews were transcribed.

All three sources of information were combined at individual level in order o arrive at a
better understanding of the factors that influence heip-seeking. To this end diagrams with
information per factor were made manually by summarizing the relevant qualitative and
quantitative information for every respondent. This resulled in large ‘flaps' of paper,
summarizing quantitalive and qualilative information per respondent. In’ this way the
qualitative information did not have to be reduced too much and conclusions could be
drawn more easily per respondent and per factor. The factors were part of a model that will
be described next.

For the respondents that applied for {realment, stimuli for help-seeking have been analysed
according to a model which includes several factors. We did not use an existing mode! so
as not to miss out important information, but constructed a model based on the conclusions
of several sludies. We started off from the point of view that help-seeking is often preceded
by a recent crisis (Senay et al. 1981, Sacks & Levy 1979, De Leon and Jainchilf 1981).
Therefore the emphasis during the interviews was on the immediate past and the model
comprised mainly recent faclors. First of all a distinction was made between the severity of
the problems (a) {measured by the quantitative, more ocbhjeclive instruments) and the
experience of the problems (b} (as expressed in the qualitative, more subjective interviews),
since Rosensiock (1960, 1874) points out differences in the experience of comparable
savere problems as an important means to dislinguish help-seekers from nen help-seekers.
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Figure 1. Factors linkad to help-seeking behaviour of opiate addicts.

2 - typelseverity
* Drug use .
5 - experience
. ¢ - gontralicopin
‘2-- typefseverity ~+ /-
* Other problems < experience 1 oy
- medical Py N
- el)ccupational - controlfcoping
- legat _*_l‘_L‘: %
- social . - .
- psychological Decision to seek
a N
R . - help snurces/ professional help
Social network " iclose famityl +1- '
h - contacts in

the subculture

; +£
Treatment - opinions ahoul
settings

i - gxpErigrces will

Factors influencing help-seeking behaviour

The ability of drug users to conirol their drug use and comorbid problems was extensively
described by Zinberg (1984). Because of the counterbalance of users® controfling behaviour
versus regutation by means of freatment, self-regulating behaviour was also included as a
factor {c). Because studies on drug use careers also describe the negative consequences of
addiclion in life areas other than drug use, these comorbid problems were included as a
separate factor. Again, the severily of these prablems {d) (quantitative data) was distinguis-
hed from how they were experienced (e) (qualitative data} and from self-regulating
behaviour aimed to control these problems (f). Special attention was paid to the severity (d)
and experience (g} of psychiatric problems, because several studies have shown a positive
correlation belween applying for treatment and psychiatric problems, such as depression
(Rounsaville & Kieber 1985, McLellan st al. 1983, Rounsaville et al. 1986}. In addition, the
social network was mentioned as an important influence on help-seeking behaviour {Agar
1977, Biernacki 1986, Hughes 1977, Shaw et al. 1978, Zinberg 1984). Two kinds of social
influences are distinguished. Firstly, social pressure of significant others or the fear to fose
these close significant others can influence people to ask for professional help. Sometimes
the loss of a social source of help leads to people asking for treatment (g). Especially
mothers often functioned as sources of help. They prevent their children from relapsing by
providing food, clean clothes, a place to sleep or even monsy. Secondly, contacts with
other drug users may have a negalive impact on the development of a need for help (h).
Addicted spouses and good friends may also influence their partners or friends to keep
using drugs. Finally, opinions about ireatment (i} and earlier {posilive or negative)
experiences of the treatmenl system {j) have been added {o the model, These factors may
explain the barriers with respect to help-seeking. Some of the factors mentioned above were
analysed on the basis of quantitative information, such as type and severity of drug use {a),
type and severily of comorbid problems (among which psychialric problems) {(d) and
number and type of treatment experiences (j), whereas qualitative information was used to
analyse the other factors.

The following analysis strategy has been employed. After the information of all factors per
person had heen arranged in an overview, the three most important factors in relation to
heip-seeking were identified in each individual case. These three factors were transferred to
a model for all respondents per group {in or ouiside of treatment), thus highlighting the
most influential factors at group level. These factors are described In the results chapter.
Group tendencies will be illustraled by material from the qualitative interviews.
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For the respondents that did not apply for treatment the same faclors have been used to
identify the barriers that prevented them from seeking heip. Their informalion was analysed
in the same way n terms of reasons for not applying for treatment.

Results

Seeking treatment (n=21; 12 men, 3 women}.

The results will be presented in accordance with the four clusters of factors: addiction
problems, comorbid problems, social network and treatment settings. At group level, it
appeared that severity of drug problems (a) and behaviour aimed to control drug use ()
were onlly Incidentally related to help-seeking. In more cases, the way in which drug use
problems were experienced (b) was Important: four respondents mentioned that a fesling of
concern regarding their drug use had bsen a stimulus to seek help. For two of those it was
the lack of control as a result of the use of 'boiled cocaine’ (home-made crack) that led to
help-seeking. The other two respondents started fo seek help after an overdose or after they
had started injecting the drugs.

fMan, age 23, TC) R: My help-sesking this time was related to 1he loss of my child, but even
more fo mysell. How | was acting. | was injecting the drugs again. | think if | had been going
on for two, three months, it would have been the end of me.

After the description of addiction problems, the model goes on fo describe the three other
factors, which concern problems other than drug use. The same patiern emerges as with
drug use because neither the type nor severilty of the other problems (d} is a major
mativation, nor seems controlling bshaviour aimed at reducing negative conseqguences {f) to
influence the process. The experience of problems other than drug use (e} appeared to be
most directly related to help-seeking. This factor, which comprises comorbid problems of a
quite different nature (medical, employment, soclal, psychological}, was mentioned by most
respondents (n=16) as a motivation 1o look for help. For example, for eight respondents the
loss of a regular job was one of their motivations and for six respondents the loss of a house
was a consideration to seek help. Also for six respondents, committing very serious crimes
or being in prison influenced their help-seeking behaviour.

For five respondents comorbid psychiatric problems were a motivation to seek help, such
as schizophrenic symplioms like sesing strange sparks of light, experiences of paranoia or
depression.

[Man, age 28, detox] A: Those paranoia feelings were a first reason to seek help and secondly
| was sliding down. it got worse and worse. | had {ost my house, 1 lived cn the street, that was
no life for me... t had lost friends and family. | thought by myself | have to stop. It is going too
far.

Three respondents mentioned health problems as a reason 1o seek help for their addictive
behaviour. For one this was the experience of going into hospital for abscesses due to
injecting. Another nearly lost a leg due to abscesses as a result of small neglected wounds.
And the third respondent realized thal because of his being seropositive he had only limited
time o 'make' something out of his life.

fMan, age unknown, detox] I How did you come to the decision to ask for professional help?
R: It was the confrontation with the other people in hospital. When [ 'was in hospital for
injection abscesses, [ saw alt the suffering of people around me. They had never been
misusing their body like 1 had mine. | was lying there as a result of my own behaviour, and |

felt ashamed.
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These factors were not always the only ones that fed fo help-seeking. A cumulative effect
seems to have taken place. One very good example is the story of one of the female
respondents (34 years old, TC group). She and her husband had risen quite high in a
criminal organization. The fact that she became pregnant and had a daughter were the first
stimuli to change. The second reason to change was her uncontrolled basing of cocaine,
which resulted in feeling extremely tired and depressed. The third factor was the escalation
of problems with the law, when her husband stabbed a man at a dealing address, who later
died. Her husband was sent to prison and she was now alone 'in business'. Drug-related
health problems then ended her up in hospital, after which she lost her house. And then:

R: These things and the police coming closer and closer were of infiuence, 1 never took them
seriously, but now because 1 had my little girl, | started to think about these things. Specially
when that boy died. | started thinking why it had happened and if | could have prevented it
Then | began to realize that | did not want these things. That | like doing nice things, like golng
to the beach with my child. | started thinking how can | change my life?

With respect to social sources of help (g} seven respondents mentioned that family relations
were a motivation for help-seeking. Two respondents mentioned that their parents had
pressured them into treatment. One respondent wanted lo save his relation with his
gitliriend by kicking the habit, whereas three respondents were afraid to lose contact with

their chiidren.

[Man, age 35, methadone] R: Of course you try 1o quit, because you've had enough of it, of
using drugs. All the time problems with your father and mother and your family. They are
watching you all the time. How you are doing. And in the end you really have enough of them
and you go somewhers o ask for help,

Two respondents started to look for help after !oéing an (important) {(social) source of help.
For two respondents the fact that their parents (-in-law), who had been providing them with
food and a place to sleep, did not want to stay in touch anymore was a reason lo seek help.

With respect to the last two factors (,j}, it Is important to know that methadone programmes
have a very fow threshold character in The Netherlands, For the majorily of clients the
programme is aimed at harm reduction. It was expected that financial problems or hustiing
users were positively related to applying for the free substitute methadone. However, only a
few respondents mentioned this as a reason lo apply io the methadone programme. For
instance one respondent mentioned that problems because of a lack of dally activities and
having probtems with the hustling were stimufi to ask for methadone. With respect to earlier
expsriences of inpatient treatment seltings i appeared that these seemed not to be directly
related to seeking professional help. Oniy for one respondent the large number of failed
previous attempts to become clean by joining a detox programme, and the shame he felt
when he failed, led to a decision lo seek help from a 'now or never motivalion',

Factors that were mentioned by a number of users as relevant lo their decision to seek help
were: contacls with other drug users (h), opinions about treatment {i) and experiences of
reatment {j). Although the general expectation was that the need for help would be
negatively influenced by meeting many other drug users, some respondents mentioned that
these conlacis started off the search for help. For instance when the house of one
respondent was taken over by drug using acquaintances, he realized it was time to do
something.

[Man, age unknown, detox] R: In my house there are junkies and dealers living now. This
happened on a Sunday. | had no dope and everylhing was closed. Then these other users
were at my door. They had drugs. { let them in because they wanted to share with me. But
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they wéuldn‘i leave anymore. And when | cbjected, they hit me a few times. 1 got scared and
left them there. They are the kind of users that have been addicted for a long time and have no

place to sleep anymore.

For- another user the observation that acquaintances died as a result of overdoses was a
reason io start contemplating quitting the drug use.

{Man, age unknown, detox] R: In the end you become more and more frightenad to get
caught by the police, you are in jail all the time, and your circle of acquairiances bscomes
smaller and smaller... At one stage | saw a few friends of mine dying after an overdose and |
started to think: What am § doing? .

Outside of treatment (n=21, 17 men, 4 women).

In order to understand why opiate addicts outside of treaiment do not ask for professional
help it seemed crucial to know if there was a need for help regarding drug problems. This
was not the case for eight of the 21 respondents (38%}. What could be the best explanation
for this lack of help-seeking behaviour of these respondents? After the analysis to find cut to
what extent the factors of the model were relaled to the lack of a need for help, it appeared
that negative opinions about treatment {i) were mentioned most often {by 6 respondents). In
four casas this was combined with experiencing drug problems (b) as not serious {in the
cases of two respondents with a short drug use carear), or still experigncing control about
drug use (¢} {two respondents with a long drug use career}. One of the respondents that
experienced control over his drug use and comorbid problams knew a supportive social
source of help (g} (non-using spouse). For one female respondent her addicted spouse was
an important reason for continuing her drug use {h), while another respondent experienced
no need for help because drugs fulfilled a positive role in his iife: they suppressed emotional
disturbances, which he could not cope with otherwise (f}.

Thirteen out of 21 respondents outside of treatment experienced a need for help with regard
to drug problems. In the analysis we checked for the factors of the modal. |t appeared that
type and severity of drug use (a) as well as the experience of drug use {b} were not barriers
for these respondents to seek help. It was remarkable that respondenis in this group
seemed to experience more often control over their addiction problems (¢). Type and
severity of other problems (d} were important factors, especially fear. Fears were reported
by six out of 13 respondents. Some of them explained that their fears were directly
concerned with treatment, while others reported more general fears.

[Man, age 37, outside of treatment] R: Ne, | wasn't in that therapeutic cornmunity. | am afratd
of it {part omiited}. Well when you are really in the gutler, when you really have been acling
like a junk, burgling and so en, then { would say a therapeutic community is good. They do
not brainwash you, but slowly change you. Then it is okay. But ! still have my own values, | stll
have things that { find important. My own honour | still have, so for me this therapeutic
cemmunity Is not right.

Furthermore, four respondents reported that drugs helped them cope with other problems
{f), such as for instance unresolved mourning or a lack of self-esteem. it appeared thal
among the barriers in the help-saeking process opinions aboul treaiment {i) and previous
experiences (j) of treatment were important. Seven out of 13 respondents who experienced
a need for help expressed negative opinions about (or experiences of) all or spacific types
of treatment. With respect to residential settings their major complainis were too much
talking' and 'group work'. Some did not like the rigid structure or had strong fears of being
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changed in an unacceptable way. The social factors in the model were not clearly
recognizable as reasons not to ask for help.

Concluslons

This sludy explored the importance of several factors that might influence help-seeking of
opiate addicts in and oulside of treatment. A combination of quantitative and qualitative
information has been used. Analyses were carried out at individual level (n=42). Because of
the small number of respondents the results have an exploratory character.

The first aspect of the central question was which of the factors could be recognized as
molivations o seek help. It was found that not all factors in the model were regarded as
equally important. For some drug users the {subjective) experience of drug use problems
started off their search for help. Although Senay et al. (1981) also found that for the majority
of their study group drug-related reasons were an important stimulus to seek help, we were
able 1o analyse that it was not the severity of the drug-related problems {quantitative data)
thal was most important. It was the {subjective) experience of drug problems that really
made the distinction between help-seekers and non help-seekers. This is in line with the
remarks of Rosenstock (1960, 1974), who pointed out the importance of the subjective
exparience of problems in relation to help-seeking. Another factor that was found to
influence help-seeking was social relationships (with close relatives}. Parents or spouses
functioned as a social source of help (which could be fost) or were exerting pressure.
Respondents also said they sought help in order not to lose their partner or contact with
their children. If contact with chiidren had already been lost, the wish to restore relationships
was a main motivation to change for some users. Although we expected that having
contacts with other drug users would be an important barrier with respect to help-seeking,
some respondents described that observing the behaviour of drug-using acquaintances
started off their help-seeking.

Furthermore, it was found that problems other than drug use problems were the most
important stimuli to seek help. These problems were found in different life areas, and often a
cumulative effect of problems in several life areas was reported. Contrary to our
expectations, psychiatric comorbidity did not appear often enocugh to be mentioned by the
respondents as a slimulus to seek help. Although several researchers found that opiate
addicts with severe psychological problems apply more often for inpatient treatment
settings (Rounsaville & Kieber 1985, McLellan et al. 1983, Rounsaville et al. 1986), the
respondents did not mention this as molivations. This might again point to the difference
between the severity of problems as described by researchers and the experience of these
problems described by the respondents (Rosenstock 1960, 1974).

The stories of opiate addicis outside of treatment were analysed with the same model with
respect to barriers regarding help-seeking. | appeared that nearly one third of the
respondents oulside of treatment did not experience a need for help for their drug
problems, which can be interpreted as the best explanation for not seeking professional
help. Although we focused on defining the importance of several factors wilh respect to
help-seeking, it points oul the importance of phase-ariented models as well. Previously we
already described the precontemplation phase of Prochaska and DiClemente's model. In
this phase there is no need to search for barriers and motivations, because help-seeking Is
simply not yet an issue. it was remarkable that almost all respondents without need for help
also expressed negative opinions about treatment. Other barriers were the subjective expe-
rience of the drug use as not serious, or still feeling in control over the drug use. Social
reasons were menlioned incidentally as barriers, as was the positive influence of drug use
on coping with other (for instance psychological) problems.
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Among respondents oulside of treatment that expressed a need for help the main barriers
were fears (more or less focused on treatment) and negative opinions about treatment
setlings, For some users a positive labelling of their drug use was a counterbalance to help-
seeking. They said it helped them cope with other problems. That social sources of help
and contacts with other drug users were not mentioned by respondents wilh a need for
help, could imply that these factors do not influence or Inhiblt the development of the need
for help nor the action of help-seeking itself. Another interpretation of this result could be
that these social influences are not optimally measured by an in-depth interview.
(Participant) observation might be a better method to describe the influence of drug-taking
acquaintances on help-seeking behaviour.

150



Section 5

References

Aday L & Anderson RA, 1974, A framework for the study of access to medical care, Health
Services Research, 8, 208-220,

Agar MH. 1977, Into that whole rilual thing: Ritualistic drug user among urban American
heroin addicts. In: Du Toit BM (ed.). Drugs, rituals and altered states of
consciousness. 137-148. Rotierdam, Batkema.

Bannenberg AFl. 1988. Afstemming van alcoholproblematiek en hulpveriening. Leiden:
Nederlands instituut voor Praeventieve Gezondheidszorg, TNO.

Biernacki P. 1986. Pathways from heroin addiction: recovery without treatment.

Philadelphia: Temple University Press.

De Lecn G and Jainchilt N. 1981, Male and female drug abusers: Social and psychological
status 2 years after frealment in a therapeutic community. American Journal of Drug
and Alcohotl Abuse, 4, 456-497.

Eland-Goossensen MA, van de Goor LAM, Vollemans EC, Hendriks VM & Garretsen HFL
(1996). Snowball sampling applied among oplate addicts outside of the treatment
system. Addiction Research, in press.

Hendriks VM, Kaplan CD, Van Limbeek J & Geerlings P. 1989. The Addiction Severity Index:
Reliability and validity in a Dutch addict population. Journat of Substance Abuse
Treatment, 6, 133-141.

Hughes PH. 1977. Behind the wall of respect. Chicago: University of Chicago Press.
Klingemann HKH. 1991. The motivation for change from problem alcohol and heroin
use. British Journal of Addiction, 86, 727-744.

McLellan AT, Lubarsky L, Woedy G & O'Brien CP. 1980. An improved diagnostic evaluation
instrament for substance abuse patients: The Addiction Sevrity Index. The Journal of
Nervous and Mental Disease, 168, 26-33.

MclLellan AT, Luborsky L, Woody GE, O'Brien CP, Druley KA, 1982, Predicting response ic
alcohat and drug abuse treatments: Role of psychiatric sverity. Archives of General
Psychiatry, 40, 620-625.

Mechanic D. 1968. Medical sociology: a selective view, New York: Free Press,

Oppenheimer E, Sheehan M and Taylor C. 1988. Lelling the client speak: Drug misusers
and the progess of help seeking. British Journal of Addfction, 83, 635-647.

Orford J, Somers M, Daniels V & Kirby B. 1992, Drinking amongst medicai patients: levels of
risk and modsts of change. British Journal of Addfction, 87, 1691-1702

Power R, Hartnoll R & Chalmers C. 1892, Help-seeking among Hlicit drug users: Some
differances belween a treatment and nontrealment sample. The International Journal
of the Addictions, 27(8), 887-804, 1992,

Pringle GH. 1982. Impact of the criminal justice system on the substance abusers seeking
professional help. Journal of Drug Issues, 12, 275-283,

Prochaska JO & DiClemente CC. 1986. Toward a comprehensive modet of change. In Miller
WE & Heather. 1986. Trealing addiclive behaviours: process of change, 3-27. New
york, Plenum Press.

Robins LN, Witchen H-U, Helzer JE, Babor TF, Burke J, Farmer A, Jablensky A, Pickens R,
Regier DA, Sartorius N, Towle LH. 1989, The Composile International Diagnostic
Interview: An epidemiologic instrument suitable for use in conjunction with different
diagnostic systems and in different cultures. Archives of General Psychiatiy 45,
1069-1077.

Rosenstock JM. 1960. What research in motivation suggests for public health. American
Journal of Public Heaith, 50, 295-302.

Rosenstock JM. 1874, Historical origins of the health believe model. Health Fducation
Monographs, 2, 328-335.

[51



Processes of addiction and help-seeking behaviour

Rounsaville BJ & Kleber HD. 1985, Untreated opiate addicts: How do they differ from those
seeking treatment? Archives of General Psychiatry, 42, 1072-1077.

Rounsaville BJ, Kosten TR, Weissman MM & Kleber HD. 1986. Prognostic significance of
psychopathology in treated opiate addicts. Archives of General Psychiatry, 43, 739-
745,

Sacks JG & Levy N. 1979. Objective personality changes in residents of a therapeutic
community. American Journal of Psychiatry, 136, 798-789.

Senay, Dorus & Joseph. 1981, Evaluating service needs in drug-abusing clients.
International Journal of the Addictions, 16(4), 709-722.

Shaw 8, Cartwright A, Spradley T & Hardin J. 1978. Responding to drinking problems.
Croom Helm, Landon.

Thom B. 1984. A process approach to women's use of afcohol services. British Journal of
Addiction, 79, 377-382.

Zinberg NE, 1984. Drug, set and setting: The basis for controlled intoxicant use. New Haven:
Yale University Press.

152



Section §

CHAPTER 5.3
Methadone supply in The Hague; cllents' views-
Introduction

QOver the past few years, the drug treatment system has expanded to include a wide variety of
options. A user can choose from many treatment types which vary from a low-threshold walk-
in centre to a long-term, intensive intramural treatment. Of these oplions, methadone
distribution adopts a specific position. A large number of heroin users participates in such a
programime at some stage. Methadone programmes differ, however, both on national and
international ievel. This is due to, for example, varying objectives such as abstinence or harm
reduction (sustenance), and also to differences between the organisation of the distribution,
such as a central counter, a bus or a GP. In the United States, for example, there are
programimes in which much larger quantities are distributed, linked to stricter requirements in
comparison with for example the low-threshold Dutch programmes (Ball & van de Wijngaart
1994). Notable is the sheer absence of evaluation studies and effecliveness studies of the
various programmes, both on national and international level, This could be related to the
complexity that such a study would entail. Howaver, it is not a valid reason for the virtually total
absence of such studies. Hall {1993} describes that an evaluation of methadone programmes
is often linked to the extent to which abslinence is achieved, Because such evaluations are
only concerned with just part of the objectives, the advantages of methadone distribution in
terms of harm reduction are being underestimated. Evaluation research in which the harm
reduction component is not considered would then lead to too negative results. Zinberg
(1977} confirms this reservedness with respect to the harm reduclion objective. He describes
that a difficulty lies in the maral dilemma that policymakers feel in continuing the addiction by
way of distributing methadone in sustenance quantities. A Dutch study into methadone
dislribution was carried out by Van de Wijngaart and Verbraeck (1991}, After a qualitative
description and analysis of the practice of methadone distribution in the town of Utrecht, they
come {0 the conclusion that the discussion about the pharmacological characteristics of
methadone should be elaborated upon to include the users of methadone and the interaction
of drugs, set and sefting. Their recommendations point towards a small-scale, very
differentiated distribution. From this point of view, workers in methadone programmes could
be distinguished according to different aspects of the programmes: distributors, workers in
therapy projects, people that refer and treat addicts,

This paper reports on the opinions and experiences of heroin users with regard to
meihadone distribution. In this way, this paper could contribute to the social and scientific
discussion about methadone programimes. After all, the discussion also offers rocom to the
views of haroin users. Information as to how heroin users experience the use and distribution
of methadone also seems to be relevant in view of Dutch plans to start an experiment with
regard to heroin distribution. The central research question in this paper is as follows; What
are the opinions and experiences of heroin users in and outside of treatment in The Hague
with respect to methadone distiibution?
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Methods

The qualitative interviews which provided the data in this paper, were held in The Hague and
surraunding towns. Of the 48 interviewed heroin users had 21 users not had any contacts with
drug treatment facilities for at least two years. The other users had reported for participation in
methadone 'programme (5), a clinical detoxification programme (11) or a therapsutic
community (11}. All respendents were 18 or older, lived in and around The Hague and had
been using heroin for a minimum of three times a week (or more} for two years. in selecting
the respondents, efforfs were made o include users outside of treatment from the various
networks (Etand-Goossensen et al. 1995). As for the respondents who reported for the
different treatments, the aim was to interview a group of users with a great diversity in terms of
characteristics such as age, sex and cultural background. This sample, however, is not
representative to the general population.  On average, the qualitative interview took about an
hour to complete. The objective is to see into addicts' experience of drug abuse, so as lo
commplement quantitative data that were obtained by means of other instruments (Eland-
Goossensen et al. in press) The standard first question was: What has been the influence of
drug abuse in your life? The next question focused on treatment-seeking behavior such as
experiences with methadone distribution, detoxification programmes and therapeutic
communities. Also opinions about these programmes have been recorded. No further specific
questions about methadeone have been asked. To motivate hercin users to participate they
received a payment of fifly guilders [about 18 pounds sterling] for three interviews (two
quantitative and one qualitative). To creale a familiar and pleasant atmosphere in which to
hold the Inlerviews, the interviews were, when possible, conducted with respondents at home.
The interviews were recorded on tape and then typed. Two interviews were lost due to bad
sound quality. After they had been typed, the interviews were processed by way of a
qualitative analysis programme (Ethnograph), in which the text is categorized. The interviews
have been analysed by exploring the fragments in the open interviews with the code
'methadone’. These have beean ordered and furthermore was counted how many respondents
had comparable opinions and experiences.

Results

Methadone

This section contains quotes from interviews with respondents about methadone
programmes. The statements of the respondents are represented according to the following
themes: positive opinions, withdrawal symptoms, side-use, daily routine, reverting,
regulations, counselling and ideal treatment type.

Description of the methadone programme

At the time of data collection for the research (1993-1985), the methadone programme in The
Hague was situated on a bus, where methadone was distributed at different focations, such as
the part of Scheveningen. Occasionally, there was also a van where coffee was handed out at
different distribution locations. After reporting to headquarters (identification and address
compulsory), a user was allocated a specific location and ime. There were special distribution
times for working users. Regular visits to the methadone doclor were a prerequisite for
continuing the distribution. In addition to methadone distribution, which can be either a
sustenance or a reduction treatment, various other types of counselling were available, Side-
use of other drugs during methadone frealment is regarded as undesirable; the extent to
which side-use is tolerated and can be openly discussed depends on the doctor.
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Positive Opinions
The intention of Dole and Nyswander (1967), founders of the current methadone programmes,
was to eliminate withdrawal symptoms, cancel out crime and improve social re-integration of

heroin users. These ariginal objectives are mentiocned by some (n=3} users:

[Man, 4t, outside of treatment] I: What do you think is good about it? R: Wall, when | had some
methadone, | didrn't need any more dope for almost 24 hours, Thal's a few grams a day. Think of what
you'd have to do for a few grams of dopel

[Man, age unknown, detox] I: Did you do anything to control your drug habit? R: Yes, i asked for
methadone, because { didn't want to sink so Jow that I'd step into a bank and rob it. After all, [ always have
my methadone to fali back on. Because 1 knew that there was a possibiity, knowing myself, that if | was ill
F'd go out and do funny things.

[Man, age unknown, TC] R: Like now, with methadone, | can stay at home, but if thay know [ was using,
ther ... I shouldn't even iry and use it at home, that's how it is ... | can sleep there and eat thers, but not

use anyihing ..

Withdrawal symptoms

An advantage of methadone is that it works longer. Within 24 hours one should not experience
any withdrawal symptorms, whereas with heroin they begin after 8 hours. Although on the one
hand the effects of methadone are thought to be positive, 8 respondents expetience a related
disadvantage; the (supposediy) longer and more serious withdrawal symptoms when the use
of methadone is stopped.

{Man, age unknown, detox] 1 So youve briefiy had methadone? R: Once or twice | bought methadone on
the street, | just knew it, | saw guys around that take and gst off methadaone all thelr fife. Well, you get
twenty times as ifl as from dope,

[Man, 44, cutside of treatment] R: You really hava to go through it yourself to go through it. i really hurls,
in your bones and your marrow, when you get off that stuff ... | mean, heroln makes you ill for three days,
but methadone you really are weeks ... It goes inte your marrew and your bones, All bodily functions are

{olted.

[Man, 41, outside of {reatment] R: This methadone, it just helps. But getting off it is the worst. You're better
off using heroin or methadene, oniy cne of them. Because usuatly people take both. { did that for a while.
That's really bad, because | was arrested and then got straight off it, And off heroin, and off methadone. it
took a few days before | sorted something out, at the police station, And then you get ill ... twice as ili.

{Man, 35, methadone] R: Geiting off melhadone is waorse you know. Just better to gst off herom it will hurt
for four days, but methadone is months, honest.

[Man, 31, outside of treatment] R: | didn't want to use methadone, because f could see my friends when
they ware using methadone that they got really ill.

Side-use

With ambulart methadone distribution, which Is common practice in The Hague and
throughout the rest of the Netherfands, users remain in their own envircnment during the
distribution, The resull is that addicts can stay in touch with the subculture of users and use
{continue to use) other drugs in addition to methadone. The temptation of side-use is
mentioned by many (n=21) respondents. For some of them the use of other drugs is
inevitable, In The Hague there are no standard check-ups for side-use during a sustenance
treatment. It is striking that respondents often express their disapproval about the lack of

check-ups for side-use.
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{Man, age unknown, TC] R: | was given a dose of 50 milllgrams of methadone. That's a lof, quite a fot so
I've noticed, But they don't check me over whether { use anything else. And when [ see that eighty, ninety
percent, and that's slill modest, takes other drugs ...

[Man, 28, outside of treatment] R: | dont want to actually. If there wasn't any hercin, then | would take
methadone, Yes, then | know for sure that I wouldn't use anything else with it. But as long as | know that
heroiri is around the corner, | can't get methadone and something else, ‘cause then you're addicted twice
over and | don't want that. .

{Man, 35, TC] R: To be honest with you, it's just too easy, it you want you can get 75 mitligrams, no
problem, ths largest dose. Even though it may not be wise to do so. So theyd have to get tougher, with
urine checks. And if you're using agaln they reduce it. | know I'd stick {o it if that would happen. I: The big
stick, so to speak. R: Maybe it doesnt wark at all that way, it's just too easy. Everybody uses somathing
else in addition, | hardly know anyone that fakes methadene only, Only The people who have a job. |
rmyself have been taking mathadone for years, but | dont get off it, it just sustains the habit. | steal as much
as | did before. It was even easier, ‘cause you don't have to go in to town when you're ill. So you manage
even better. ’

[Man, 38, outside of treatment] I: And methadone, what made you declde to ask for it? H: That was just
very easy, it's a replacement drug in fact. When you've got no money, you still have something. You
should really just use that and not something else. Otherwise ... | think that cut of 600 pecple that visit the
bus, 599 use somesthing else as well. |: What do you think of that? 8: | think that's really bad. They've got to
have tougher checks. Used something sise five times in a row? Then you're cut. It's better for me as wel,
because how things are going now Il never quit.

f{Man, 30, detox] R: Yes, methadone and something else as well, it gives a really flash effect you know.

[Man, 33, methadone] B: Sometimes il's a little too easy, Too easy to get methadone, And you can say
that you use something else, doctor | want 75 milligrams and you get 75 milligrams without urine sample
checks or anything. | think it's important that when you ge! methadons, they should keep you occupled ...
Not just a charnist saying here's your methadone sir, bye byel Because you tum Into a zomble. | felt like
that anyway. All those years | used methadone, | used something else too. Mentally, you're standing still,
dont teel anything, don't see anything. You're belter off to stick with heroln and use a [of and then get off it
like & cold turkey, And if you want methadone, get on the methadone programme and urne checks twice
aweek.

[Man, 28, detox] R: Well, they Just start using heroln and have methadone for dessert. That's how it is.
When they can't afford it anymore they start looking for something else. But if theyre really locking for
something else they've gol to have siricter check-ups. That's the bare fact.

Daily routine
The respondent below participated in a methadone reducticn programme and has managed
to get off the habit. For him, this result was clearly related to having a meaningful daily routine.

{Man, 35, TC] R: 1 managed 1o get off the habit, but | did have work at the fime ... That was when { lived
with my girlfriend and she said: Go out to work and get methadone. Then you can da it, when your day is
more or less struciured and you get methadone, If there's nothing to do and then take melhadone, that
doesnt make sense at all,

For another the structure of the methadone programme in itself is a barrier (or excuse?) for
finding a meaningful daily routine.

[Man, 44, outside of treatment] R: Now you've got to plan your day around that moment when you can get
your methadons drops. And for the rest of the day you just simmer slowly - that's not a life? You cant really
do anything because youve got to get methadone again the next day.
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Reverting

The fact that the distribution of methadene biings together many users in a relatively short
span of time, resulls in a large number of appoiniments and meetings around the distribution
point. People are often waiting near the bus for somebody because they know he ar she will
turn up soon. "Mainlines" and "Dokter Usegoods" {magazines for drug users} are handed out
as well. Not everybody regards social life around the bus as a positive aspect (n=4).
Especially when furiher involvement with the subculiure is not desirable.

{Man, 37, outslde of treatment] R: But methadone is completely wrong. You ses, if you're down to two,
three drops, and you're culling down, then the [ast dreps are the hardesl. You're on your way to the bus.
You mest everybody again. Somehody got some [heroin} one day, and you're lost [revert]. Look, you
should be g'ad to get it, but the structure s very bad.

Regulations
Freedom and restrictive regulations are topics that are frequently mentioned in relation to
methadone programmes. Nine respondents have problems with the regulations. On the one
hand, these regutations serve to structure the programme {for example with regard to location
and time), on the other hand they also aim fo improve users' well-being. Creating some
stability in someone's drug habit could be a (hidden} side-objeclive of distribution in a
sustenance programme. From this perspective, it could happen that a distributor goes against
the wishes of the client, who might want to change his dose on a regular basis.

[Man, age unknown, detox] R: What [ can't figure out, typical for the present trealment systerm by the way,
is that in the past you had to beg if you needed more methadone. Nowadays you have to beg for less
methadone. Well, | really call that in question. Ive always thought that-they were never there to help me.
That in the entire methadons thing they were too wrapped up In their regulations, which they frenelically
adhere to so that certain oplions were not availabls.

[Man, 56, outside of ireatment] R: The last time | visited the methadane bus was for three years non-stop,
and whenever | wanted to reduce the dose it wasn't possible. Because | had to have a urine check twice a
week first, So, my view is this: At the CAD [Consultation Centre for Alcohol and Drugs) they want you o
stick around far as long as possible. Because they ge! granis for every client and they want you to slick
around for a long time.

[Man, 35, methadons] R: For if [ want a drop less, ve got to ring the doctor. But | know how much | use
and | know how many drops | nsed, so | say: Well, | need eleven. Fm on elght for example. Then the
doctor says: No, youll get fiteen. And you stay on fifteen for three months,

[Man, 28, outside of kreatrent] B: They've got to hava regulations, but lhey should take into account {he
people. Look, if 'm too late three limes, theyil say to me that I'm excluded from the programme. But when
it's the first time they exclude you for one day or two days then F'm really in the mood to throw a brick
through all those windows. They don't listen because they think it's enly a junkie's story anyway.

[Man, 44, outside of treatment] R: You ariive at the CAD where you get things like a point change [get
methadone from ancther location or on another time}, fall to show up twice in a row and you're out,
waiting periods of weeks and nowadays even longer. | say 1o myself, this has absolutely nothing to do with
treatment. ...You get a number, alright, makes sensa, but they really treat you as a number as well and
moreover, you're treated as if you're retarded, that's my experience right now.

As far as the intake procedure is concerned, waiting periods and having to return several times
before distribution begins, are reasons for discontent,

[Man, 44, outside of treatment] R: That's exactly what | mean when | say it should be. possible to pick up
the phone and er..., phone up and say do something about it. There's a waiting list of six, seven days.
Ckay, this is an inlake chat, you may come back some other day to see the doctor and perhaps the day
after that you might possibly get some methadoene.
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Counselling
Some respondents (n=8) feel belitlled by the regulations and by social workers.

[Man, age unknown, detox] R: ive been addicted for, let's see, twenty years and on a number of
occasions | slopped laking heroin and took melhadene Instead and about two, three, four weeks later |
was running that shop and serving people: solicitors, ministers, ambassadors and the bin man, everybody
comes there. I'd been running that shop for five years and when | visited the CAD they treated me like a
little mite, so weird how thay treated me.

There are positive experiences too. The respondent below Hlustrates that the relationship with
a social worker can be very stimulating.

[Weman, 39, outside of treatment] R: My only positive experience was with one of the doctors, a
psychiatrist or something. There were four cf them and with one [ had a good refationship, so that | was
really inclined to go back every week and cut down on methadene. This doctor motivated me not to use
anything else, [ managed to keep it up for a while too,

A number of users (n=5) ask for more (involvement in) counselling by, for example, social
workers who visit users at home.

[Man, age unknown, methadone} R: | think there's not encugh ceunselling, in the bus, somebody should
be there. | think that people are much more receptive than when they have te go o some buslding in the
‘Scheveningsewsgd' [a road in the centre of The Hague]. Like the social worker that pops round at cur
place now. You really get a good relationship with people like him, you can really talk to them. Slowiy you
open up. Instead of weird compulscry chats with doctors and so on. [ don't see the point of that. [ only see
a solution if there was more social work near the bus.

Ideat treatment type
The answers to the queslion what is the ideal treatment type reveals that methadone
distribution withaut reprisals for side-use does not appeal to every respondent.

[Man, age unknown, TC] R: But | think when | imagine the ideal treatmenit, [ think [ wouldny know what to
change aboutit, the only thing | can think of is to give methadone to people who are not using something
else as well, By means of urine checks, twice a week.

The fact is that previous to admission fo the programms, the large majority of participants uses
not only heroin, but also various other substances (Rodis (Tost 1996); Ladis (IVV 1998)). In the
terminology of a methadone programme, in which opiates take cenlre stage, this polydrug
abuse is re-defined to 'side-use', The reactions of the respondents show that the sacial worker,
who sometimes and wrongfully takes the view that methadone distribution will check on every
singfe drug that is taken, assumes to have a say about the client's needs. However, the user
thinks that he knows best about the nature and severity of his intoxication or withdrawal
symptoms as a result of the various drugs used. On this basis the user thinks he knows how
much methadone is needed to avoid getting ilf or, for example, to suppress the effects of the
consumed cocaine. The idea that one cannot be frank about side-use is often experienced as
an inconvenience by respondents.

[Man, 44, outside of treatment] R: | would like to talk about side-use instead of belng afrald they might
stop the freatment.

The next respondent describes the need for a more flexible distribution.

[Man, 45, outside of treatment] R; Those wailing lists, those doses and so on. Well, as for me it should be
completely liberal. | want to be able to just go there whenever you feel like it. Just say, hey, 1 feel ill and
rniserable, 1 can't score today, [ need twenty drops or fifteen or three right now. Not that a doctor says, wall
nio, four is really not enough for you, you can start with twelve.
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However, if on the basis of respondents' frankness, a flexible distribution, which is tuned to the
need of the moment, was fo go ahead, it would create huge organisaticnal consequences for
the programmes.

Conclusion and discussfon

Before discussing the results a methodological comment has lo be made. The sample used is
not representative to the population. Although this is common in qualitative studies, there are
consequences. The most important is that the numbers of respondents with a certain opinion
may not be generalized to the total population. In order to know exactly how many heroin
users of the population share the presented opinions, this should be measured with a
questionnaire among a large number of heroin addicts in and oulside of treatment.

The central question in this paper revolves around the opinions of hercin addicts in and
outside of drug treatment situations with regard to methadone distribution. We did not expect
that the majority of the interviewed respondents call in gquestion the substance, the
programme structure or the workers in the methadone programmes. One of the most
important points made is that polydrug abuse (side-use) of hercin or other substances in
addition to the distributed methadone is tolerated. From slatements made by drug users it
emerges that the use of different substances is not unusual. However, from the quotes it also
emerges that many users find it hard to be honest about their side-use to social workers.
Where, on the one hand, the truth {the use of other substances) is partly concealed by the
user, there are on the other hand expectations of a confidential atmosphere during
consultations. On the basis of the knowledge that the majority of drug users nowadays are
polydrug users, it seems Justified fo question a treatment system which is centred around the
distribution of anly one of these substances. The queslion emerges as to what extent is the
harm reduction objective achieved in this situation. A simple solution is, however, not
available. The distribution of several substances, among which cocaine, is difficult because
there is no saiuration point when cooked cocaine thome-made) or crack (ready-to-use) is
used, which there is with heroin. Moreover, as long as some users conlinue to use cocaine, for
example, they will sfill need a considerable amount of money, which is often cbtained by
committing crimes and by other unconventional activities such as prostitution. This means that
as long as the treatment system does not address polydrug abuse, nuisance problems will not
be reduced, which was the original assumption. in short, the complexity of the present
addiction problems could be interpreted as an incentive to re-consider the structure of the
present methadone programmes, which were originally designed for just heroin addiction.

Another conclusion that can be drawn on the basis of the statements about side-use is the
importance of the setting where use takes place. This was already mentioned by Van de
Wijngaart and Verbraeck {1991). The distribution seiting might also be linked to side-use.
Many users fesl apprehensive about formalizing the user setting. Having to go to the
methadone bus, wait there, drink and then leave is not very nice. It has no atmosphere, does
nat fulfil any social need. It is more like a physical occasion, that possibly only partly satisfies
the (psychological) appetite or craving. In a possible future hercin distribution experiment this
will probably be a recurring and even bigger problem. Because of the short-term effects of
heroln, users will have to appear in the distribution location several times a day. A solution for
the objections fo institutionalized administering of substances has not {yet) been found. H
drugs are simply handed out this will lead to selling on these substances on the black {grey)
market.

The problems respondents have with regulations can be regarded as part of a negotiation
process between user and distributor. In this process, users keep changing between handing
over responsibility for their own use in order o protect themselves {check-ups) and taking
back that responstbility in order to give the addiction free rein again. This inconstancy could
also influence the relationship with methadone workers. At one moment users ask fo take over
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responsibility from them, the next moment the worker is confronted with an angry client
because he feels belilfled. This may cause weariness or burnout on the part of the workers,
which is reflected in being less involved and less interested. The question is whether these
problems would be reduced by introducing more differentiation. One user might need more of
one thing (strict counselling) whereas the other user might need something else {freedom to
do whaf he wants). A user's needs might also change depending on the different stages of his
addiction career. Differentiation on the part of the social workers is considered to be a step
towards improvernents by Van de Wijngaart and Verbraeck (1991) too. For example, in the
shape of a divisicn between distribution and counsslling (social and psychological}. This will
clarify the role that workers have and benefit confidentiality with clients. A disadvantage of
such a differentiation is the fragmentation of information about the clients and a more complex
cooperation.

Finally, we wish to emphasize that the low-threshold character of many methadone
programmes in the Nethertands is an acquired phenomenon, which, in our opinion, should be
maintained because of the positive harm reduction resulls. The statements made by the
respondents during this study can be interpreted as an incentive to review the current
objectives, the structure of the programmes and the role of social workers. Although opinions
of methadone users may contribute valuable information, they only show one side of the story.
That is why it is of paramount importance to also include experiences and opinions of social
workers and policymakers in the discussion, as well as quantitative data about the
performance of participants in methadone programmes.
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6, General conclusions and discussion

in this study opiate addicts who applied for- a methadone programme, detoxification
programme, therapeulic community and outside of treatment have been compared at
nature, severity and extent of drug use and accompanying medical, legal, employment,
soclal and mental problems. The foliowing differences between the study groups have been
found.

With respect to demographic varlables it was found that opiate addicts outside of
treatment were older on average due to a smaller number of addicts under 25 in this study
group. That these young opiate users ask more frequently for professional help might
indicate that they are |ess able to prevent negative side-effects of drug use. It could also
mean that they (still) have more confidence to ask for professional help because they have
less negative experiences compared to their older counterparts. These negative opinions or
experiences could be reasons for older respondents o stay away from the treatment
system. Either way, it seems to be positive that a large number of young opiate addicts find
their way to tfreatment and learn what it has to offer, by participating. That respondents
outside of treatment reported less severe probfems with drugs might indicate that users
over 35 years old, which make up a large part of this group, were better able {o minimize
negative consequences of their addiction. Studies of the development of addiction careers,
as for instance the thesis of Prins (1995), stress that these older users have a greater
chance to 'mature oul; grow out of the addiction 'spontansously’. Respondents with a
cultural background other than Duich (often from minority groups) were alsc found more
frequently outside of treatment. This might indicate that these users apply less often for
treatment. This study did not contain enough qualitative data about these users to determi-
ne motivations for their less intensive help-seeking behaviour, On the one hand, cultural
barriers in terms of a strong attitude to solve problems within the family could be a reason.
On the other hand, trealment programmes might be negatively evaluated with respect to
their accessibility for users from these minority groups.

With respect to the differences and similarities in problems of users in the study groups
it was found that a clear difference existed belween opiate addicts that applied for an
inpatient treatment setting (detox or TC}) and those who asked for methadone or stayed
outside of freatment. The inpatient groups reported considerably more social and mental
problems, expressed more concern regarding these problems and showed more need for
help in these life areas. The social problems mainly existed of problems with close relatives.
Examples of mental problems {measured with the ASI?} were: traumalic experiences,
concentration problems, uncontrolled aggression, tension/fear or depression, At DSM-HI-R
level respondents in the inpatient groups more often reported major depression, alcohol
disorders {Axis 1) or an antisocial personalily disorder (Axis Ii). Other characteristics of
opiate addicts applying for inpatient {reatment settings (measured with the ASI?} were: less
unemployment, less unconventional incomes {as a result of dealing, prostitution, crime},
and more problems with drug use. The drug use career of the TC respondents was not
different as regards period of haroin use, but in this group the largest number of different
drugs were used on a lifetime basis. Their trealment history was most complex, by having
spent the fargest number of treatment periods in the largest number of different treatment
settings.

Opiale addicts outside of treatment seemed more integrated in the 'subculture of street
life'. Only some of them mentioned regular salaries as the most important source of income,
more respondents lived on sacial bensfits or {and) from unconventional activities. They had
more often been in contact with the police for possession or dealing in drugs and more
respondents were involved in illegal activities in the past month compared to the methadone
and detox group. The social problems of these respondents are more concentrated around
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problems with 'important others', which are often cther drug users. This also indicates that
this group is more involved in the subculture of drug addicts. The subjective items of the
ASI? show that respondents outside of treatment were more often satisfied with their living
situation and spare time activities in comparison 1o respondents in the inpatient groups.
Respondents outside of treatment mentioned the targest number of years of heroin use
(drug use career), which was comparable with the other groups after adjusting for the
higher age of these respondents. The treatment history of respondents in the outpatient
group showed the lowest level of participation in different types of treatment. However, this
in part Is due to the inclusion criterta that were used. Less psychialric problems were
mentioned in this group compared to both inpatient groups {detox and TC), except for
social phobias that were reported most in the group outside of ireatment, Stating that this
might be linked with the lower level of treatment participation would be speculative.
However, the subject of fear as a barrier to sesk treatment might be elaborated upon in
further studies.

The respondents who appiied for the methadone programme showed more problems with
drug use compared to the respondents outside of treatment, bul less problems with family,
empioyment and health. In fact, they showed least social and psychiatric problems of all
four groups. This was not as expected. We had expected the respondents applying for
methadone to mention more problems than the respondenis oulside of treatment. A
satisfactory explanation for these resulis was not found. It seems that the methadone
respondents had not fallen as much on the social fadder as the respondents oulside of
treatment. More of the methadone respondents still have a job, or live with their partner and
families. Their problems are concentrated around the drug use and iess around other life
areas such as employment, family and health. It could be that they are still in an earlier (less
severe) phase of the addiclion process, in which it might be easier to meet the requirements
of the methadone programme, for instance having o pick up methadone at a regular time

every day.

An important issue in this study is the process of help-seeking. Specifically the decision to
ask for professional help and the choice for a specific type of treatment were considered
important. Quantitative information showed thal social and psychialric problems were
related to seeking inpatient treatment. This result was not new, but confirmed the results of
a study by Rounsaville and Kleber (1985). Furthermore the quantitative data showed that
problems with employment, finances, health or illegal activities appeared not to be the main
stimuli in the help-seeking process, Fears were more often found among respondents who
had sought inpatient treatment. However, a condition for being interested in help-seeking is
a feeling of concern or need for help. The high perceniage of respondents. outside of
trealment and in the methadone group that express 1o be rather satisfied with their living
siluation and spare time activities, might indicate that these users did not enter a stage in
the help-seeking process in which action is undertaken or even considered.

The qualitative analyses showed that most oflen an accumulation of problems other than
drug use were stimuli to seek help, for instance the loss of a job, spouse or house.
Moreover, the experience of drug problems was impartant, as well as social relations with
close relatives. Barriers in the help-seeking process appeared to be not experiencing a need
for help, the experience of the drug use as not serious or experiencing control over the drug
use. Another barrier was that respondenis labelled their drug use as positive, because it
helped them cope with other problems. A very important barrier was the negative opinions
about treatment or negative experiences of treatment.
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Conceptual and methodological concluslons

Conceptual issues

Although the character of this study is predominantly descriptive and not meant to test a
theorelical modsl, conceplual elements were discussed with respect to sampling hidden
populations, addiction career, comorbid psychiatric and addictive problems, typologies of
addicts and help-seeking. With respect to some of these theorles, a number of suggestions
can be made on the basis of the data in this study.

With respect to the methodology used to sample hidden populations we found that
some sampling strategies were described in literature and that their use olten remained
limited to one study. An exception to these specific altempts is snowball sampling with
nominee selection, which has been used in several studies and is discussed in international
workgroups. When we tried to match our experiences with the literature on this method, we
found a gap between the theory about sampling strategies for hidden populations and the
practice of these strategies. Two specific recommendations came up to join theory and
practice. The first is to perform computer simulations of the nomination technique. This
could result in parameters for acceptable chain lengths, and percentages of look-a-likes as
well as corrections for bias. Simulations would also enable an evaluation of the
representativity of the sample obtained by this type of sampling for hidden populations. The
second is to perform an experiment in which the method is applied to a population with a
known sampling frame. Then the traditionafly drawn random sample and the snowball
sample can be compared and discussed.

With respect to the theories about addiction career we found that operationalization of
this concept into quantitative information is often difficult and leads 1o conclusions on too
few aspects. Qualitative analyses resulted in the insight that the development of the
addiction career can be understood as an outcome of on the one hand loss of controt
resuiting in a downward spiral of material, social and emotional losses and on the other
hand of controlling behaviour that prevents, stops or withdraws the negative effects of the
addiction. We found that in this process individual values are an important factor in
understanding the mechanism of self-contral. Our respondents often expressed adherence
to general social norms, although they were not able to bring their behaviour in line with
these accepted norms. The tension originating from this discrepancy between accepted
moral values and actual behaviour can start off forms of self-control.

With respect to comorbid psychiatric and addictive problems (dual dlagnosis) we
found that the instruments used to define these problems are of very great importance. The
relation between both types of disorders is not yet clear. It is because of this lack of
knowledge that many researchers and clinicians depend on the instrument they use to
describe both types of problems. We analysed differences between two syslems that are
often used (severity ratings of the Addiction Severity Index and the DSM-III-R classifications)
and found that large differences existed between the data of these systems. This was partly
related to one system providing dimensional measures (with a cut-off point to define certain
categories}, whereas the other system provides categorical measures. Furthermore the ASH?
data on mental problems are considerably iless exiensive compared to the CIDI data.
Notwithstanding these differences in operationalization, an acceptable amount of agreement
should be found when the data of both systems are compared. That this was not the case
could be interpreted as a necessily to open a discussion on agresment in definitions and
measurements of the dual diagnosis problems. This is also strongly related to the lack of
unity in typologies of dual diagnosis palients, which we discovered in existing research

literature.

With respect to help-seeking, the exploratory analysis of factors that influence help-
secking behaviour showed ihat the subjective experience of problems with drug use
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(injecting, overdoses and basing boiled cocaine or crack), and the pressure from parents or
partners had been stimuli for some of the respondents lo seek help. For the majority of
respondents a combination of comorbid problems (in different life areas) influenced the
need for help. For instance the loss of a house, contact with children and heaith probtems
together led to the experience of nead for help. Barriers in the help-seeking process were
not experiencing this need for help, the experience of the drug use .as not serious or
experiencing control over the drug use. Another barrier was that respondents fabelled the
drug use as positive because it made them cope with other problems. A very imporiant
barrier were the negative opinions about treatment or negative experiences of treatment.

Methodological issues

One of the methodological limitations of this study is the representativity of the sample
outside of treatment in relation to the general population. Although we described the used
method as well as possible, and minimized uncertainties as much as possible, a random
sample of addicts outside of trealment cannot be guaranteed. There is one indication that
some social networks have been ignored. Buring the fieldwork period young Turkish and
Moroccan youngsters were observed who were involved in dealing circuits. For example,
they delivered the drugs to the dealers. Although not all of them used drugs, it was
expected that many of them would become addicted. They were, however, not represented
in our sample. There could be an explanation for this. From the stories of the respondents
about these youngsters, it became clear that they were actually very young, certainly under
the age of 18, which was the minimum age for participating in the study. They might have
been excluded because of a short drug use career; less than two years, using opiates (at
least) three times a wesk.

The treatment samples existed of {a seleclion from) consecutive admissions. it is
impaortant {o note that the respondents were interviewed before the lreatment started. This
implies that no effects of the treatment interfered with the data. The momaent of the interview
furlher means that almost all respondents were under the influence of drugs when the ASI?
interview was conducted. It was not possible to use the same procedure for the GIDI
interview. Therefore the CIDI interviews were conducted immediately after the twe weeks
that respondents had been in the inpatient settings. Shortly after these two weeks the detox
respondents who did not continue with a fong-term clinical treatment left. This meant that
during the CIDI interview the respondents oulside of treatment could be under the influence
of different types of drugs, the respondents in the methadone group were using methadone
and the respondents in the inpatient groups were nol intoxicated. Given the praclical
limitations there was no other possibility. The qualitative interviews were conducted at
different moments in time after admission, with a minimum stay of two weeks in the
treatment settings.

Reliability and validity

The data of this study exist of seif-reports. Different types of bias are known with respect to
self-reported data on behaviour, especially for addiction. For instance conscious or
unconscious underreporting or overreporting may occur. These types of bias are not unique
{o addicted respondents, but they might be stronger among these respondents than in
other cases in which relrospective information is collected by self-reporting. In order to
answer the research questions we had to deal with opiate addicts outside of treatment who
were using drugs. During the interviews we carefully trled to avoid distorting influences on
the self-reports. Whenever a respondent showed withdrawal symptoms or was not clear-
headed due to infoxicalion, the interview was rearranged io another lime. Recently
Hammersly (1994) discussed the importance of memory phencomena for addiction research
and conciuded that among the different research instruments for addiction, self-reparts will
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remain an essential method. Other effects may be caused by differences between
interviewers. To minimize differences, meelings with the interviewers were regularly held so
that interview techniques and difficulties could be discussed.

Recornmendations for future research

The conclusions of this sludy have shown that there are differences between {he study
groups. Due to the different types of collscted data, qualitative and quantitative descriptions
of the groups could be mades. However, since data were collected at a specific moment in
time, long-term variables such as drug use career or treatment career could only be
described refrospectively. A sludy with repeated measurements would make possible betler
descriptions of these long-term variables. Such a longitudinal study may also include a
more precise description of different types of control mechanisms and possible changes in
self-regulating behaviour over a longer time interval. A continuous monitoring of opiate
addicts in treatment, in prison and outside of treatment, however, would provide the best
information of opiate addicts in different situations.

Further recommendations are to study the model for help-seeking that was developed in
this study, among a larger group of respondents in a quantitative study design. The
development and refinement of sampling methods for hidden populations could be
continued further by carrying out the earlier described experiments and simulations. Yet
another idea for future research would be 1o further develop the definitions for opiate addicts
with different types of psychopathology (dual diagnosis), which was found to be sirangly
refated to the sort of instruments used to measure psychopathology.
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7. Summaiy

Section two describes the study design, methods and malerials. Chapter 2.1, The aim of
the study was to compare opiate addicts in and outside of treatment. On the basis of this
comparison insight can be gained at reasons to ask for professional help and the choice for
a specific type of treatment. In this chapter the combination of clinical and field research
traditions has been stressed. Furthermore some first data were discussed. Chapter 2.2
describes how access was gained to the subculture of heroin users outside of the drug
treaiment system in The Hague. The following steps were made to achieve this goal:
ethnographic orientation, first contacts made by the community field worker and the
researcher, development of the map with social networks, and entering different networks
through several entrances, Qualitative descriptions are given to illustrate this
methodologically irmportant step of gaining access. In chapter 2.3 the sampling sirategy
used outside of treatment is discussed. Because of the lack of a sampling frame outside of
treatment {a characteristic of all hidden paopulations) it was not possible to draw a random
sample. Out of the different possibilities to solve this methodological problem, snowball
sampling seemed the best opportunity. The theory of this method is discussed and
compared with the use of the method in the practice of the study. It appeared that the
method could be used and a sample was formed, although it could not be fully determined
if this was truly random. However, a considerable gap bstween snowball sampling in theory
and in practice was found. Two recommendations were provided to bring theory and
practice more in line.

Section three focuses on problems with drug use and the accompanying medical,
employment, judicial, social and mental complex of problems. In this section the research
questions were answered by means of Addiction Severity Index (ASI®) data. Chapter 3.1
presents information at item level of the ASI®, Profiles of heroin addicts in the different
treatment conditions were formed. Differences appeared to be most clear. between on the
one hand the methadone group and the group oulside of freatment and on the other hand
the detox and TC group. Chapter 3.2 describes the differences belween the groups at an
overalt tevel (severity rating of the ASI"} and discusses differences in need for help and the
help-seeking process. }t was concluded that the group outside of treatment reported less
problems with drugs compared to the methadone group, but more concern and need for
help with family problems, occupational functioning and physical health. The inpatient group
was characlerized by more social and psychological problems compared to the group
outside of treatment and greater concern and need for help in these life areas. Discriminant
analyses showed that the most important reason for asking professional help is feeling
congerned about drug problems, it is remarkable that legal problems did not emerge as a
discriminator between the groups. Psychological and social problems appeared to motivate
heroin users to ask for clinical treatment. In chapter 3.3 differences in fong-term variables
{drug use career, treatrnent history and socio-demographic characteristics) are described. it
appearad that in several respects differences between the group outside of treatment and
the TC group were largest. Younger addicts more often seek long-term inpalient treatment,
while older addicts seek less inpatient help {demographic). Older addicts were more often
found outside of treatment and in the methadone programme. Those applying for TC
treatment had been using more different types of drugs than respondents outside of
freatment (drug use career). The group ouiside of trealment reporied least treatment
experiences, although this may be influenced by the Iinclusion criteria (treatment history).
The TC group showed the most intensive and varied treatment history in the sense of most
treatment periods in most types of treatment.

Section 4 determines the mental problems more in detail. Information was used of the
Composite International Diagnostic Interview. In chapter 4.1 prevalences of DSM-liI-R
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classifications are presented for the study groups and for the total group. Prevalences of
psychopathology were higher for all disorders in the opiate-addicted sample (fotal group)
than in the general population. The most prevalent {recent) Axis I disorders were; alcohol
disorders (58%)}, social phobias (30%) and major depression (23%). ASP disorder was
reported by 33% of the respondents. In the study groups it appeared that more respondents
of the inpatient group reported psychiatric disorders compared with the cther groups. Major
depression was more often mentioned, as well as alcchol disorders and ASP disorder. The
respondents outside of freatment more often reported a simple phobia. Respondents who
applied for the methadone programme reported least psychiatric problems. Chapter 4.2
focuses on the relation betwesn severity of psychopathclogy on the one hand and drug use
caresr and psychiatric history on the other hand. The categories were formed according {o
Woody's work: opiate addicts with no psychopathology, opiate addicts with an additional
Axis | disorder and opiate addicts with ASP disorder (and sometimes Axis | disorders).
Difterences in drug use career were found between the groups. Respondents with severe
psychopathology reported the largest numbser of drugs used. Furthermore an attempt was
made to analyse if psychopathology appeared before or simultaneous with the addiction.
Results with respect to primary or secondary occurrence of psychiatric disorders showed
that opiate addiction both as a primary and as a secondary disorder was represented more
or less equally for alcohol, schizophrenia and other disorders. Social and simple phobias
showed another pattern. These disorders started before dependency. '

The aim of chapter 4.3 is 1o describe to what extent the psychiatry life area of the ASI®
reflects DSM-III-R disorders, assessed with the Composite international Diagnostic interview
{CIDI). The results indicate that the psychiatry life area of the ASI® detects part of the
psychopathology cases, but also misses out on a substantial number. For instance at item
level, 18.7% of respondents with lifetime depression were missed out and 34.3% of
respondents with lifetime anxiety disorders. Also at the severity rating level, about 35% of
respondents with anxiety, affective or schizophrenic disorders were missed out at a cut-off
level of 5. Although the AS! was not originally meant to be used as a screening instrument
for psychopathology, it has been used for this purpose in practice. The data argued that it
should not be used as such. Researchers and clinicians should use additional diagnostic
tools to assess psychopathotogy.

Section 5§ presents resulls of the qualitative analyses. In chapter 5.1 was described if
heroin addicts portray themselves as victims of forces beyond their control (downward
spiral} and to what extent they do regard themselves as capable of managing their situation
(controlled descent). It seams that they do both. On the one hand they reported negative
effects of their hercin use which were beyond their control. Every respondent reporied some
kind of material, social and emotional losses. For these situations the image of a downward
spiral was an appropriate melaphor. On the other hand, respondents also showed different
types of selt-regulating behaviour for which the image of confrolied descent was an
appropriate metaphor, Although moral values were not a central theme in the analysis
originally, they became an important factor in understanding the mechanisms of self-controf.
it appeared that many of our respondents expressed their adherence to general norms in
society and showed feelings of shame and guilt when they violated these norms in practice.
The tension that raised from this discrepancy between accepted moral vaiues and aciual
behaviour started off forms of self-control. Chapter 5.2 addresses factors that were
experienced by opiate addicts as stimuli or barriers to seek professional help. To this end
exploratory analyses were carried out for 42 respondents. information of two quantitative
interviews and of one qualitative in-depth interview were combined at individual level. The
results showed that the main stimulus was a cumulative effect of severat problems that were
consequences of drug use, as for instance loss of a house, job or spouse. Negative
opinions appeared lo be important with respect to help-seeking, therefore chapter 5.3
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describes opinions of heroin users about methadone distribution. Despite the fact that
methadone has been widely distributed in The Netherlands, it was noted that there were
hardly any evaluation studies or effectiveness studies with regard to this type of treatment.
This phenomenan, which applies not just to The Netherlands, might be finked to the various
objectives of methadone programmes and, as a result, the complexity of an actual
evaluation programme. Although this chapler did not provide a solution for the above-
mentioned absence, it could contribute to the social and scientific discussion about
methadone distribution. With respect to this programme, the central question was
concerned with opinions and experignces of heroin users in The Hague with methadone
distribution. Toples under discussion were, among other things: side-use, regulations, daily
routine, counselling and ideal treatment. Information as to how heroin users experienced the
use and distribution of methadone also seemed to be relevant in view of Dutch plans to set
up an experiment with regard to heroin distribution.
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8, Samenvatting

in sectie 2 staan de opzet en methoden van het ondarzosk centraal, In hoofdstuk 2.1 wordt
de cpzet van het onderzoek besproken. Het doel van de studie was om de verschiflen en
overeenkomsten te bepalen tussen opiaatversiaafden binnen en buiten de
drugshulpverlening. Op basis van deze vergeliking werd getracht te achterhalen welfke
factoren samenhangen met het hulpzoekgedrag van opiaat verslaafden. Voor het
beantwoorden van de vragen werden verslaafden geinterviewd in  een
methadonprogramma, in de kiinisch detoxificatie centrum, in een drugvrije therapeutische
gemeenschap en buiten de hulpverlening. De verschillende problemen werden in kaart
gebracht door middel van twee gestandaardiseerde interviews. Met behulp van een
kwalitatief diepte-interview werd de beleving van de problemen beschreven. In hoofdstuk
2,2 wordt nauwkeurig beschreven hoe toegang is verkregen fot de subcultuur van
heroinegebruikers in Den Haag. Na een etnografische oriéntatie werden met behulp van de
community fieldworker de eerste contacten gelegd. Verkregen informatie over de aanwezige
netwerken van gebruikers werd vastgelegd op een 'kaart, die later gebruiki werd om na te
gaan of zo veel mogelijk verschillende netwerken bereikt waren. Ingang tot deze netwerken
werd verkregen via oufreachwerkers, huiskamerprojecten, ontmoetingsplaatsen, op straat
en via deal/gebruikers adressen. Hoofdstuk 2.3. Nadat toegang tot de doslgroep {(buiten
behandsling} was verkregen werd 'snowball sampling with nominee selection’ gebruikt om
een steekproef samen te stellen. Bij deze methode die vooral gebruikt wordt bij onderzoek
naar ‘hidden populations' werden respondenten geworven met behulp van eerder
geinterviewde respondenten. Over de kwaliteit van de afdus verkregen steekproef was nog
weinig bekend. In dit hoofdstuk wordt de theorie van de methode beschreven en vergeleken
met het toepassen ervan in de praklifk. Hierbij Is gebleken dat een grote discrepantie
bestaat tussen de theoretische uitgangspunten van de methode en de toepassing ervan in
de praktijk. Tot slot worden enkele aanbsevelingen gedaan om beide dichter bij elkaar te
brengen.

In sectie 3 staan problemen met druggebruik en problemen met gezondheid, werk,
justitte en politie, sociale relaties en psychische kiachten centraal. Met behulp van de
gegevens van de ASIP interviews wordt op de doelstelling en onderzoeksvragen ingegaan.
In hoofdstuk 3.1 werd informatie op ftem-niveau van de ASI® gebruikt om profielen te
schetsen van de vier onderzoeksgroepen. De grootste verschilien bleken te bestaan tussen
de respondenten buiten behandeling en in de TG groep. In hoofdstuk 3.2 worden de
verschillen tussen de groepen beschreven op een globaler niveau {ernstschatting van de
ASI?)y en tevens verschillen in hulpbehoefte. Ook wordt ingegaan op het hulpzoekproces. De
detoxgroep en de TG groep waren inmiddels samengevoegd omdat uit het vorige
hoofdstuk naar voren kwam dat er nauwelijks verschillende kenmerken tussen beide
bestonden. De groep buiten behandsling rapportesrde minder problemen met drugs dan
de methadongroep, maar wel meer last van en hulpbehoefte voor familie problemen, arbeid
en fysieke gezondheid. De intramurale respondenten werden gekenmerkt door hogere
ernstschatiingen voor de sociale en psychische problemen en meldden ook meer last van
en hulpbehoefte voor deze problemen. Discriminant analyses ioonden aan dat de
belangrijkste reden om hulp te vragen was het last hebben van problemen met
druggebruik. Psychologische problemen en sociale problemen bleken respondenten te
motiveren om inframurale hulp le zoeken. Problemen met werk, fysieke gezondheid en
justitie bleken geen 'triggers' te zijp voor het zoeken van professionele hulp
{methadonprogramma of intramuraal). In hoofdstuk 2.3 worden verschilien in lange termijn
variabslen {druggebruikcarriére, behandelgeschiedenis en demografische gegevens)
beschreven. Uit de conclusies bleek dat de verschillen tussen de groep buiten behandeling
en de TG groep het grootste zijn. Jonge respondenten (< 25 jaar} werden meer

173




Samenvatting

geinterviewd in de intramurale instellingen, terwijl oudere respondenten ( > 35 jaar) vaker
buiten behandeling werden gevonden {demografisch). Respondenten in de therapeutische
gemeenschap hadden meer verschillende soorten drugs gebruikt dan respondenten buiten
behandeling. De groep buiten behandeiing rapporteerde minder behandslervaringen, terwijl
de groep in de TG de meest intensieve en gevarieerde behandelgeschiedenis vertoonde, in
termen vand de meeste bshande!l episodes in de meeste typen van behandeling
(hehandelgeschiedenis).

in sectle 4 worden de psychologische problemen meer in detail beschreven. Hiertoe
wordt informatfe van het Composite International Diagnostic Interview (CIDI) gebruikt. In
hootdstuk 4.1 worden zowel psychopathologie prevalenties gepresenteerd voor de
onderzoeksgroepen als voor de totale groep. Wal betreft de tolale groep (N=344} bleken
de prevalenties veel hoger te zijn voor opiaatverslaalden dan in de gewone bevolking. De
meest voorkomende As | stoornissen onder opiaatversiaafden waren: alcohol
misbruik/afhankslijkheid (68%), sociale fobieén {30%) en deprassie in engere zin (239%).
Antisociale persooniijkheidsstoornis (ASP) werd gerapporteerd door 33% van de
respondenten. Uit de vergelifkingen tussen de groepen blijkt dat de intramurale
respondenten {delox of TG) vaker één of meer psychiatrische stoornissen meldden. Vooral
depressie in engere zin, alcohol stoornissen en ASP kwamen vaker voor, Respondenten
buiten behandeling werdsn vaker geclassificeerd voor een enkelvoudige fobie en bij
respondenten in de methadongroep werden de minste stoornissen gemeten. in hoofdstuk
4.2 staat de relatie tussen ernst van de psychopathologie enerzijds en druggebruikcarrigre
en psychiatrische geschiedenis anderzijds centraal. In navolging van Woody werden de
respondenten verdeeld in drie categorieén. Tussen deze drle groepen zijh verschillen
gevonden in de versiavingscarridre. Respondenten met zware psychopatholegie hadden
meer verschillende soorten drugs gebruikt, Ook is een poging gedaan om na te gaan in
hoeverre psychopathologie of verslavingsproblemen eerder werden ervaren. Uit deze
analyses bleek dat psychiatrische problemen ongeveer even vaak eerder als later werden
ervaren dan de verslavingsproblemen. Een uilzondering hisrop vertonen de fobieén, Deze
begonnen veel vaker voor de verslavingsproblemen (van jongs af aan}. De doslstelling van
hoofdstuk 4.3 is om na te gaan in hoeverre de data van het ASI® leefgebied psychologische
klachten en de data van de CID! overeenkomen. Hierbij zijn de CiDI gegevens als gouden
standaard genomen, aangezien dit instrument veel uitgebreider is en leidt tot DSM-II-R
classificaties. Van de ASI werd in de praktijk de ernstschatling wel gebruikt om te screenen
op psychopathologie en in onderzosk werd weil de samengestelde score gebruikt voor esn
dergelilke screening. Uitgaande van atkappunten op deze (dimensionale) maten, bleek dat
het psychiatrie leefgebied van de ASI wel veel respondenten met psychopathologie vond,
maar een aanzienlijk aantal respondenten 'mistte’, die door de CIDI we! werden
geclassificeerd voor psychopathologie. Bijvoorbeeld op itemniveau werd 18.7% van de
respondenten, die ooil depressief waren, gemist en 34.3% van de respondenten, die ooit
last van extreme angsten hadden. Ook op het niveau van de ernstschatting bleek ongeveer
35% van de respondenten met angst-, alfectieve of schizofrene stoornissen gemist te
worden, bij een afkappunt van 5 (ernstschatting). Hoewel de ASi een degelifk instrument is,
dat nooit bedoeld is geweest voor het screenen van psychopathologie, blijkt nu dat het daar
ook niet voor gebruikt kan worden. Onderzoekers en behandelaars, die wel de ASI
gebruiken om eventuele psychopathologie bij verslaafden te onderkennen, zullen andere
diagnostische instrumenten toe moeten voegen aan hun procedure.

In sectie 5 worden de resultaten van de kwalitatieve analyses gepresenieerd. Het
procesmatige verloop van verslaving en hulpzoekgedrag wordt beschreven. In hoofdstuk
5.1 wordt beschreven of heroineverslaafden zichzelf afschilderen als slachtoffers van een
oncontroleerbaar afglijdingsproces of dat ze zich in staat zien om hun eigen situatie fe
reguleren. Uit de conclusies bleek dat beide visias voorkomen. Enerzijds werden er
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negatieve effecten van het druggebruik gemeld, die als oncontroleerbaar werden ervaren,
Diverse verliezen op materigel, sociaal en emotioneel gebied kwamen In bijna elk verhaal
naar voren, Anderzijds werden door de respondenten verschillende soorten regulerende
gedragingen besproken. Hoewel het morele gedrag van de respondenten geen thema was
in de kwalitatieve analyses bleken normen een belangrijke factor te zijn om tot begrip van
zelfreguterand gedrag te komen. Hel bleek dat veel van de respondenten algemeen
maatschappelijk aanvaarde normen en waarden aanhingen en schuld en schaamie
vertoonden wanneer zij deze normen overiraden. De spanning die voortkomt uit de
discrepantie tussen geacceptesrde normen en feitelijk gedrag kan als trigger werken voor
zelfregulerende activitelten. In hoofdstuk 5.2 werden factoren gezocht die bevorderend of
remmend werken bij het ontstaan van de vraag naar professionele hulp. Hierin was inzicht
verkregen door eerst een model op te stellen aan de hand van factoren die in de literatuur
werden genocemd. Vervolgens werden exploratieve analyses uilgevoerd op gecombineerde
kwalitatieve en kwanlitatieve gegevens van 42 respondenten. Per respondent werd de
invloed van de facloren nagegaan. De resultaten toonden dat de belangrijkste motivatie om
behandeling te vragen gen cumulatief effect was van verschillende negatieve consequenties
van het druggebruik, zoals bijvoorbeeld verlies van huisvesling, werk en partner. Ook de
subjectieve ervaring van problemen met druggebruik als ernstig en de inviced van niet
gebruikende ‘belangrijke naasten' waren triggers. Barridres bij het ontwikkelen van de
hulpvraag waren het druggebruik ervaren als niet ernstig en controle ervaren over het
gebruik. Gok angsten voor behandeling en negatieve meningen over behandeling speelden
hierbij een rol, Bij het in kaart brengen van de meningen over de drugshulpverlening, bleek
het methadonprogramma veefbesproken e zijn. Daarom wordl hier in hoofdstuk 5.3 nader
ap ingegaan. Methadonprogramma's komen veel in Nederland voor, echter er zijn opvallend
weinig evaluatie-studies gedaan. Mogelijk hangt dit verschijnsel samen met de diverse
doelstellingen die binnen de programma's gehanteerd worden. Dit hoofdstuk is geen
oplossing voor het gebrek aan effectiviteitsstudies, maar kan wel bijdragen aan de
maatschappelijke en welenschappelijke discussie over methadonverstrekking. " De
meningen van heroineverslaafden en hun ervaringen met het programma stonden centraal.
Er werd gesproken over bijgebruik, regels van het programma, hulpverieners en hoe het
ideate programma eruit zou mosten zien. Deze informatie is met name nu interessant, nu er
plannen zijn voor een hercinaverstrekkingsexperiment.
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stageperiode vond plaats op de deloxiticatieboerderij van Arta, een antroposofische
instelting voor hulpverlening aan verslaafden. Direct daarop werd ze werkzaam als A.LO. bijj
het Instituut voor Verslavingsonderzoek. Gedurende vier jaar werkie ze aan het
promotieonderzoek, waarvan het resultaat voor u ligt. Drie dagen na de afronding van het
concept proefschiift werd de iwesling Floris en Jerom Eland geboren, waarmee ze haar
handen al enige tijd vol heeft.
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