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Hetreat

atﬁnu anECIiCLl
March 25, 2013

Ms. Lisa A Davis

Deputy Commissioner

Office of Health Care Access
Department of Public Health

410 Capitol Avenue, MS # 13HCA
Hartford, CT 06134

RE: Retreat at South Connecticut - Certificate of Need Application

Dear Ms. Davis;

On behalf of Retreat at South Connecticut, | am pleased to submit a Certificate of Need
Application for 105 beds in order to provide residential detoxification and evaluation as
well as rehabilitation and recovery-oriented care services

As requested, | have included an original and four hard copies in three-ring binders,
along with electronic files in Adobe, Microsoft Word, and Microsoft Excel. Additionally
attached top this submission is a check for the CON application filing fee in the amount
of $500.00.

Please do not hesitate to contact me at (860) 767-8632, should you have questions, or |
may be of further assistance. | look forward to working with you on this matter.

Sincerely yours,

JM@"' V Soans

William P. Beccaro
on hehalf of Retreat at South Connecticut

WPB/jv
Attachments
cc:
Ms. Kimberly R. Martone, Director of Operations — Office of Health Care Access
Mr. Steven W. Lazarus — Associale Health Care Analyst — Office of Health Care Access
Mr. Peter Schorr, et. al. - Retreat at South Connecticut
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EXHIBIT 1

APPLICATION CHECKLIST




Instructions:

Apphication Checklist

1. Please check each box below, as appropriate; and
2. The completed checklist must be submitted as the first page of the
CON application.

X

Attached is the CON application filing fee in the form of a
certified, cashier or business check made out to the “Treasurer
State of Connecticut” in the amount of $500.

For OHCA Use Only:

Note:

Attached is evidence demonstrating that public notice has been
published in a suitable newspaper that relates to the location of
the proposal, 3 days in a row, at least 20 days prior to the
submission of the CON application to OHCA. (OHCA requesits
that the Applicant fax a courtesy copy to OHCA (860) 428-
7053, at the time of the publication)

Attached is a paginated hard copy of the CON application
including a completed affidavit, signed and notarized by the
appropriate individuals.

Attached are completed Financial Attachments I and II.

Submission includes one (1) original and four (4) hard
copies with each set placed in 3-ring binders.

A CON application may be filed with OHCA electronically
through email, if the total number of pages submitted is 50
pages or less. In this case, the CON Application must be

emalled to ghce@ct.gov.

Important: For CON applications(less than 50 pages) filed

X

electronically through email, the singed affidavit and the check
in the amount of $500 must be delivered to OHCA in hardcopy.

The following have been submitted on a CD

1. A scanned copy of each submission in its entirety, including
all attachments in Adobe (.pdf) format.

2. An electronic copy of the documents in MS Word and MS
Excel as appropriate.




EXHIBIT 2

CERTIFICATE OF NEED APPLICATION
FILING FEE




NR CONNECTICUT LLC
OPERATING ACCOUNT

e 2__, /L,/.. /3 60-142-313

PAY

B%SEEOF I/KEAQURF/@, STATE OF CorifgeTicy— STpp

FWe HUNDRED pwp 25—
‘ Fulton Bank.

LISTENING IS JUST THE BEGINNING ®




EXHIBIT 3

Evidence demonstrating that public notice has
been published




AFFIDAVIT OF PUBLICATION

New Haven Register

STATE OF CONNECTICUT
County of New Haven

| Barbara Colello of New Haven, Connecticut, being duly sworn, do depose and say that [ am
a Sales Representative of the New Haven Register, and that on

& |’I :E.

I O [
g £ . :‘ 2 ,l.-'l.r-'.: "h/ s
the Tollowmg date ’/“/"Ia‘;/“}!f"F L I O S,

there was published in the regular daily edition of the said newspaper an

advertiscment,

PUBLIC. A/ 7 I |
NOTICE ; e j/? A .

Pumuant In Section 19 . ‘__'_'t_‘, Ften . At EA
£ i ’

638 of the Curmectical Gen.
il Stalutes, NE Connect-
cul | | LG dfbie Ratrool o
&.ll._rlll Connecticul, located
at #16 Ella Grassn Boulg-
wird, New Howven, will sk
mit a cortilicats of nood ap-
ication b the Office o
Halth Cere Access lor the
establishmant of 105 nes
dental  detoxification  and
wvlluation beds at an oop
matoed lolal capilal expendi-
ture of $58.5 millian dollars

And that the newspaper extracts hereto annexed were clipped [rom each ol the

ahove-named issues of said newspaper.

*'l._.:ll\I¥ L | ‘1.'.'.", AL L / "_-J-,
Subscribed and swom to this .52 day of \.} AV 20, /57 Before me.
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o metene I '1._/1
w o TG S 16 AL 1T 1 }jﬁ_ﬁ’j&
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PUBLIC NOTICE

Pursuant to Section 19a-
638 of the Connecticut
General Statutes, NR Con-
necticut, LLC, d/b/a Retreat
at South Connecticut, lo-
cated at 915 Ella Grasso
Boulevard, New Haven, will
submit a certificate of need
application to the Office of
Health Care Access for the
establishment of 105 resi-
dential detoxification and
evaluation beds at an esti-
mated total capital expendi-
ture of $8.5 million dollars
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CLASSIFIED ADS: 203-777-FAST
At Your Service

203-777-3278 A GUIDE TO LOCAL BUSINESSES & SERVICES
MASONRY PLUMBING PLUMBING fl ROOFING |

Call to place

your ad today

DEMOLITION

CHRIS SHEPPARD PLUMBING
F.PEPE KC MASONRY DALYE M'LdLERd'TLUMBéNG A oo o V. NANFITO
Stonewalls - Brick walls (Bl an_ I Repairs, installs, GUTTERSIROOFING
y Bluestone - Steps - Fireplaces Free Estimates water heaters, gas piping,
Q Chimneys - Patios - Sidewalks No job too big or too small permits & frozen pipes LFB??U%&%%%E
= = = We can also do all Masonry ; Lic.#P1 - 283570
Residential/Industrial Repairs! ) S Insured ¢y ESTMATES
R Reliable, Quality Workmanship Lic. #PLM0285403-P1 Call Chris LY REPAIRS
Commercial Buildings -
o Garages ® Houses  Sheds 203-735- 1 1 07 Free Estimates. - Lic. #0604514 Dave 203-410-9323 cell -203.305-0072 BBR 203-639-1634
Ingrounds & Above Ground Pool Removal STATE LIC #0761 KEN (203) 558-4951 203-468-5402 Office Office 203-888-5932 | i | Lic. 570192
LEGALS LEGALS LEGALS HAMDEN MILFORD |803 PETS & SUPPLIES I
l - |
LEGAL NOTICE NOTICETO NOTICETO THE ZONING BOARD Leaal Notice  ———————
OF APPEALS g AKC Bernese Mt Pup, avail
CREDITORS CREDITORS ’ aft 3/2. $1100. 203-219-8886
THE FOLLOWING ESTATE OF: ESTATE OF: Town of Hamden, held a CITY OF MILFORD ' :

INDIVIDUALS HAVE
PERSONAL ITEMS BEING
STORED BY THE TOWN
OF HAMDEN AFTER A
LAWFUL EVICTION
ACCORDING TO THE
GENERAL STATUTES
OF THE STATE OF
CONNECTICUT 47A-42-C:

Margaret Planz

The Hon. Michael R. Brandt,
Judge of the Court of Pro-
bate, East Haven - North
Haven Probate District, by
decree dated February 1,
2013, ordered that all claims
must be presented to the fi-
duciary at the address be-

NAME (S) low. Failure to promptly
Dennis Williams present any such claim may
ADDRESS result in the loss of rights to

411 Mill Rock Road recover on such claim.

EVICTION DATE

2/6/13 Barbara Kieslich,

Assistaent Clerk

Anyone wishing to rec-
laim their belongings
must do so by 4:00 p.m.,
Thursday, March 14, 2013.
Call Ace Van & Storage at
203-271-1555.

The fiduciary is:

Jennifer Planz

c/o Joseph E. DePaola,Esq.
97 Washington Avenue

PO Box 351

North Haven, CT 06473

Items not claimed by that 2532173

time will be sold at
auction on Friday, March

15, 2013 at 9:00 a.m. at NOTICETO
Ace Van & Storage, 210 CREDITORS
Realty Dr., Cheshire, CT. ESTATE OF

Maria A. Cesarek
Auction will be by Ilot
only, with a minimum bid
of $25.00. Bids must be
paid in full by cash at
the conclusion of the
bidding process. Succ-
essful bidder must have
items cleared by 4:30 p.m.
on Friday, March 15, 2013.

The Hon. Clifford D. Hoyle,
Judge of the Court of Pro-
bate, Derby Probate Dis-
trict, by decree dated Janu-
ary 30, 2013, ordered that
all claims must be pre-
sented to the fiduciary at the
address below. Failure to
promptly present any such
claim may result in the loss
of rights to recover on such
claim.

Items not sold will be
disposed of immediately
after the auction. Anyone
owing fees to the Town of
Hamden are prohibited
from bidding in this auc-
tion. Anyone purchasing
orders must have appro-
priate transportation for
immediate removal.

Kay Jeanette, Clerk
The fiduciary is:
Melanie Caldwell

819 Grassy Hill Road
Orange, CT 06477

2534109
NOTICETO LEGAL NOTICE
CREDITORS .
ESTATE OF A public sale of the contents

of the storage units listed
below will take place on
March 14th, 2013 at
10:00am. This sale will take
place at CubeSmart, 873
Main Street, Monroe, CT
06468. Each space will be
sold as one lot. All items in
storage units contain
household items unless
otherwise mentioned.

James P. DiCaprio, AKA
James Pasquale DiCaprio,
AKA James DiCaprio, AKA

Jim DiCaprio

The Hon. Michael R. Brandt,
Judge of the Court of Pro-
bate, East Haven - North
Haven Probate District, by
decree dated January 29,
2013, ordered that all claims
must be presented to the fi-
duciary at the address be-
low. Failure to promptly
present any such claim may
result in the loss of rights to
recover on such claim.

191: Eammon M. Donnelly

203: Cynthia O. Akinsanya-
Lundkurst

219: Michael Stramandinoli

483: Linda L. Karolczuk

485: Linda L. Karolczuk

Mary-Beth Cronk 496: Brian C. Cooper

William v. Palluotto

The Hon. Salvatore L. Di-
glio, Judge of the Court of
Probate, Hamden - Bethany
Probate District, by decree
dated December 20, 2012,
ordered that all claims must
be presented to the fidu-
ciary at the address below.
Failure to promptly present
any such claim may result
in the loss of rights to re-
cover on such claim.

Valerie A. Dondi, Clerk
The fiduciary is:

Dorothy |. Palluotto, c/o
Marshal D. Gibson, Esq.,
One Century Tower, 265
Church Street, Suite 504,
New Haven, CT 06510
2527466

NOTICETO

CREDITORS
ESTATE OF
Isabel J. Herb,
AKA lIsabel Herb

The Hon. Beverly Streit-Ke-
falas, Judge of the Court of
Probate, Milford - Orange
Probate District, by decree
dated January 30, 2013, or-
dered that all claims must
be presented to the fidu-
ciary at the address below.
Failure to promptly present
any such claim may result
in the loss of rights to re-
cover on such claim.

Karen Adams, Asst Clerk
The fiduciary is:

Isabel H. Kearns,

c/o Franklin A. Drazen, Esq.
Drazen Law Group, LLC,
245 Cherry Street,

Milford, CT 06460

2532166

PUBLIC NOTICE
Pursuant to Section 19a-
638 of the Connecticut Gen-
eral Statutes, NR Connecti-
cut , LLC, d/b/a Retreat at
South Connecticut, located
at 915 Ella Grasso Boule-
vard, New Haven, will sub-
mit a certificate of need ap-
plication to the Office of
Health Care Access for the
establishment of 105 resi-
dential detoxification and
evaluation beds at an esti-
mated total capital expendi-
ture of $8.5 million dollars.

Chief Clerk

Carg_ enters,
Painters,

Landscapers
Place your ad in our Business
Card Section or our Service Di-

The fiduciary is:

James R. DiCaprio,
Executor, c/o Simon J.
Lebo, Esquire, c/o Brown,
Paindiris & Scott, LLP,

. rectory. Our readers will call
2252 Main Street, you! They trust our advertisers
Glastonbury, CT 06033 to do the job right! Give us a
2532161 call today!
LEGALS

STATE OF CONNECTICUT

RETURN DATE: MARCH 26, 2013

DEUTSCHE BANK NATIONAL,
TRUST COMPANY, AS TRUSTEE
FOR LONG BEACH MORTGAGE
LOAN TRUST 2006-3

V. : AT NEW HAVEN
CARLOS MARCANO, ET AL : FEBRUARY 7, 2013

NOTICE TO CARLOS MARCANO AND DAMARIS
RODRIGUEZ AND ALL UNKNOWN PERSONS, CLAIMING
OR WHO MAY CLAIM, ANY RIGHTS, TITLE, INTEREST OR
ESTATE IN OR LIEN OR ENCUMBRANCE UPON THE
PROPERTY DESCRIBED IN THIS COMPLAINT, ADVERSE
TO THE PLAINTIFF, WHETHER SUCH CLAIM OR
POSSIBLE CLAIM BE VESTED OR CONTINGENT.

:SUPERIOR COURT

: JUDICIAL DISTRICT
: OF NEW HAVEN

B

The Plaintiff has named as a Defendant, CARLOS MARCANO
and DAMARIS RODRIGUEZ, and all unknown persons,
claiming or who may claim, any rights, title, interest or estate
in or lien or encumbrance upon the property described in this
Complaint, adverse to the Plaintiff, whether such claim or
possible claim can be vested or contingent, if not living, as a
party defendant(s) in the complaint which it is bringing to the
above-named Court seeking a foreclosure of its mortgage
upon premises known as 278-280 LOMBARD STREET, NEW
HAVEN, CT 06513.

The Plaintiff has represented to the said Court, by means of
an affidavit annexed to the Complaint, that, despite all
reasonable efforts to ascertain such information, it has been
unable to determine the whereabouts of CARLOS MARCANO
and DAMARIS RODRIGUEZ, and all unknown persons,
claiming or who may claim, any rights, title, interest or estate
in or lien or encumbrance upon the property described in this
Complaint, adverse to the Plaintiff, whether such claim or
possible claim can be vested or contingent, if not living.

Now, Therefore, it is hereby ORDERED that notice of the
institution of this action be given to said CARLOS MARCANO
and DAMARIS RODRIGUEZ, and all unknown persons,
claiming or who may claim, any rights, title, interest or estate
in or lien or encumbrance upon the property described in this
Complaint, adverse to the Plaintiff, whether such claim or
possible claim can be vested or contingent, by some proper
officer causing a true and attested copy of this Order of Notice
to be published in the NEW HAVEN REGISTER, once a week
for two successive weeks, commencing on or before March 6,
2013, and that return of such service be made to this Court.

BY THE COURT
By: M. Maronich, Judge
February 19, 2013

A TRUE COPY ATTEST: Edward DiLieto
STATE MARSHAL, NEW HAVEN COUNTY

Call to place your
Classified ad:

203.777.3278
or1.877.872.3278

Mon—Fri 8:00 A.m.—5:30 p.m.
Sunday 4-6 p.m.

Website: newhavenregister.com
Email: classifiedads@nhregister.com
In person: 40 Sargent Drive, New Haven
(M-F 8:30aM—5:00pM)

New Haven Reqister
Newl :wenkegiilem'q.}'.". mi

Public Hearing & Regular

Meeting on  Thursday,
February 21, 2013 with the
following results:

1) 13-6487 24 Thornton St.,
Granted a variance: Sec-

tion 220, Table 2.1 to permit

37.3% impervious surface
where only 30% is allowed
for an addition, R-4 zone,
Sara Borden, Applicant

2) 13-6488 2761 Dixwell

Ave., Granted a variance:
Section 380.3.2, Table 3.7
to permit a O ft side yard

where 50 ft are required for

an all abilities playground,
TG Zone, Town of Hamden,
Applicant

3) 13-6489 51 Worth Ave.,
Granted a variance: Table

3.4 & Figure 3.6, to permit

a 0 ft side yard where 3 ft
are required for an all
abilities  playground, T-4
zone, Town of Hamden,
Applicant

4) 13-6490 32 Barrett St.,
Granted a variance: Sec-

tion 220, Table 2.5 to permit

a garage with a front yard
setback of 29 ft where 37 ft
is required. R-4 zone, Gail
Mase, Applicant

5) 13-6491 29 Veranda St.,
Granted variances: Section
220, Table 2.5 to permit a
garage with a front yard
setback of 22 ft where 37 ft
is required. Section 220,
Table 2.3 to permit a side-
yard of 10 ft where 12 ftis
required. Section 220, Table
2.3 to permit a sideyard of
4 ft where 12 ft is required.
Section 220, Table 2.1 to
permit 35% impervious
surface where only 30% is
allowed, T-4 zone, Kevin
Sweeney, Applicant
Submitted: Stacy Shellard,
Commission Clerk
2534538

IN CLASSIFIED

It's the key source for infor-

mation you’re seeking --
about job opportunities

homes for sale, lost pets and

more.
777-FAST
1-877-872-FAST

CALL EARLY,
CALL LATE!

CLASSIFIED IS
OPEN

8:30AM. - 5:30 PM
MON. - FRI.
Or email to:
CLASSIFIEDADS
@NHREGISTER.COM

A HOME OF
YOUR OWN
The Job of Your Dreams
A Pet for the Children
A Second Car for Commutin
A Tag Sale"Buried Treasure
Find these and more in the
New Haven Register
Classifieds.

7

NEW HAVEN

NEW HAVEN

ALL BREEDS PUPPIES
Statewidepets.com
203-795-9931 / ORANGE

DOBERMAN pup for adoption.
8 mo.old. blk/tan. 203-231-7177

MALETESE PUPPIES 6wks
old, vet ch, ACA 203-640-8519

|812 TAG SALES I

HAMDEN ESTATE SALE
Something for everyone! Hard-
ware, records,furnishings.Satur-

70 West River Street
Milford, CT 06460
Tel. (203) 783-3225
Fax (203) 876-1960

INVITATION
TO BID

Notice is hereby given that
sealed bids for the

Citywide day, March 2; 9:30-1, no early-

. . birds, cash only & carry.

installation Thornton St, Spring Glen. Look
/replacement for signs

NORTH HAVEN - Estate Sale,

of concrete Fr. Prov. LR, Dr, BR. 50's Bar,

SIdewaIks, Brunswick Pool Table, Bric-a-

Brac, Books & HH. RAIN OR
SHINE ALL MUST GO! Fri. &
Sat., Mar. 1 & 2, 9-1. Dixwell or
Skiff - Ridge to 30 Windsor Rd.

|881 WANTED TO BUY I

curbs, aprons
and related work,
as needed

annual contract
will be received in the

Purchasing Agent's Office "4 e
until A T
d -i':l_- ‘I o i ? A
ELg Y
3:00 p.m., 4 i i
Wednesday, T AL

March 20, 2013 1 BUY RADIOS, HAM, CB,

VINTAGE ELECTRONICS,
TUBE AUDIO,GUITARS,AMPS,
MUSICAL INSTRUMENTS
860-707-9350

*

NICHOLS Salvage - Will buy
your scrap steel, cars, trucks,
alum., trailers, copper, batter-
ies, heavy equip. 46 Meadow
Rd. Clinton CT. 860-669-2808

| 975 VEHICLES WANTED I

JUNK CARS WANTED
And late model wrecks.
HIGHEST PRICES PAID.

7 day & evening pickup.
ATLAS 203-865-JUNK (5865)

when they will be publicly
opened and read aloud.

Specifications may be
obtained from the
Purchasing Agent or
may be downloaded at
www.ci.milford.ct.us .
Click on
“City Departments”,
select “Purchasing Dept”
then “Current Bids”.

If you download
bid packages it is
your responsibility to insure
that you have current
information. Click on the
“Changes in Bids” icon
for any applicable addenda
prior to submitting a bid.
The City is not responsible
for data or
transmission errors.

A $20,000
Bid Bond
must accompany
each bid.

The successful bidder
must post a $100,000
Performance Bond,

a $100,000 Labor
& Materials Bond, and a
Certificate of Insurance
on notice of contract award.

IN CLASSIFIED
It's the key source for infor-
mation you’re seeking --
about job opportunities
homes for sale, lost pets and
more.
777-FAST
1-877-872-FAST

Carpenters,
Painters,

Landscapers
Place your ad in our Business
Card Section or our Service Di-

The Purchasing Agent
reserves the right to reject
any and all bids,
waive defects, or to accept
any proposal deemed to be
in the City’s best interests.

Fred Bialka rectory. Our readers will call
Purchasing Agent you! They trust our advertisers
2535025 to do the job right! Give us a
call today!
NEW HAVEN NEW HAVEN

ALDERMANIC NOTICE - NEW HAVEN

The Legislation Committee will meet on Thursday, March 14,
2013 at 6:30 P.M. in the Aldermanic Chamber of City Hall, 165
Church Street, to hear:

Zoning Ordinance Map Admendment to change the RM-1

CITY NOTICE
BOARD OF ZONING APPEALS
CITY OF NEW HAVEN

Notice is hereby given of a Public Hearing held by the Board
of Zoning Appeals in the Public Hearing Room (G-2), 200
Orange St, New Haven, CT, 6:30 p.m. Tuesday, March 12,
2013. At that time & place, opportunity will be given to those
who wish to be heard relative to the appeals & applications of
the following:

1.13-17-13. 100 Farren Avenue. Variance to allow side yard
of 6ft where 8ft is required for a building addition. Zone:BA.
Owner: Raul Valle; Applicant: Clara Suares

2.13-18-13. 113 Cedar Street. Variance to allow side yard of
1ft where 8ft is required for building addition. Zone:RM-2.
Owner: Church of God of Prophecy; Applicant Jose
Champagne

3. 13-19-V. 129 Putnam Street. Variance to allow front yards
of 7.5ft and 2ft where 17ft and 12 ft are required for new
residential structure. Zone: RM-2. Owner: City of New Haven
(LCI); Applicant :Cathy Schroeter

4.13-20-V. 134 Putnam Street. Variances to allow lot area
of 4,625sf where 5,400sf is required, average lot width of
40.4ft where 50ft is required, side yard of 5.2ft where 8ft
isrequired, front yard of 15ft where 17ft is required and
building height of 20ft where a maximum of 11ft is
permitted, all for a new residential structure. Zone: RM-2.
Owner: City of New Haven (LCI); Applicant :Cathy Schroeter

5.13-21-V. 193 Putnam Street. Variances to allow lot area of
4,816sf where 5,400sf is required, average lot width of
44 .5ft where 50ft is required, side yard of 5.2ft where 8ft is
required, front yards of 11ft and 8ft where 17ft and 12ft
are required and building height of 20ft where a maximum
of 10.5 ft is permitted, all for a new residential structure.
Zone: RM-2. Owner: City of New Haven (LCI); Applicant:
Cathy Schroeter

6. 13-12-V. 201 Putnam Street. Variance to allow front yards
of 10.4ft , 11.6ft and 8.6ft where 17ft and 12 ft are required
for new residential structure. Zone: RM-2. Owner: City of
New Haven (LCI); Applicant :Cathy Schroeter

The appeals & applications w/reports of other City depts. are

on file & may be seen at the City Plan Department, 5th Floor,

City Hall, 165 Church Street, New Haven, CT

Gaylord Bourne, Secretary

designation of the properties at 137 Exchange Street
(MBLU 163/0742/01500), 141 Exchange Street
(MBLU 163/0742/01600), and a portion of 184 Grand
Avenue (MBLU 163/0742/02200) from RM-1 (Low
Middle Density Residential) to BA-1 (Neighborhood
Center Mixed Use). (Submitted 12-17-12)

Zoning Ordinance Amendment to change the zoning
from RM-1 to BA for properties on 137 Exchange Street
(MBLU 163/0742/01500) and 141 Exchange Street
(MBLU 163/0742/01600). (Submitted 9-18-12)

These items are filed with the City Clerk, Room 202, 200
Orange Street, where they are available for public inspection.
Per order Hon. Jessica Holmes, Chair; Attest: Hon. Ron Smith,
City Clerk.

If you need disability related accommodation, please call five
business days in advance of the meeting: 946-8122 (Voice) or
946-8582 (TTY).

WOODBRIDGE WOODBRIDGE

Notice of Public Hearing
Woodbridge Town Plan

and Zoning Commission
Notice is hereby given that the Woodbridge Town Plan and
Zoning Commission will hold Public Hearings on Monday,
March 4, 2013 in the Central Meeting Room of the Wood-
bridge Town Hall, 11 Meetinghouse Lane, beginning at 7:30
p.m. regarding:

1. Savannah Stables LLC: 883 Baldwin Road
Application for a special permit for business sign for
stables located at 883 Baldwin Road.

2. ABC Sign Company, Inc: 176 Amity Road
Application for a special permit for an additional wall sign
for the UPS Store located at 176 Amity Road.

3. Ezra Academy: 360 Amity Road
Application for a special permit to relocate the education
facility known as Ezra Academy to the Jewish Community
Center at 360 Amity Road

The files on the applications are available for review in the
Office of the Woodbridge Land Use Agencies in the lower level
of the Woodbridge Town Hall, 11 Meetinghouse Lane,
Woodbridge, CT.

Jeff Kaufman, Chairman for the Commission 1 1
2533074
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CLASSIFIED ADS: 203-777-FAST

Friday, March 1, 2013

Sales &
Marketing

648 SALES &
MARKETING

Sales Positions
Fantastic Opportunity!
Join a great team selling
Detroit’s hottest new vehicles.
Sell the all new Chrysler,
Jeep, Dodge and Ram Truck
lines. Our business is coming
back strong, and we need
Salespeople. If you are well
spoken, and present a good
appearance, we can teach
you everything else. Salary
plus unlimited commissions.
Paid vacations and retirement

plan.
Assistant Sales
Manager
If you are a top producer and

ready to move to the next level
this opportunity is for you.

Call or come in today.

Madison Chrysler, Inc.

203 Boston Post Road
Madison, CT - 203-245-0451

LEGALS

NOTICE OF
PUBLIC
MEETING
DISADVANTAGED
BUSINESS
ENTERPRISE
(DBE) GOALS
FFY 2011-2013

The Greater New Haven
Transit District (GNHTD) is
required by the Federal
Transit Administration to es-
tablish an overall goal per-
centage for Disadvantaged
Business Enterprise (DBE)
participation during FFY
2011-2013. Vendors are in-
vited to GNHTD for a public
meeting to receive com-
ments on establishing their

goal for Disadvantaged
Business Enterprises
(DBE).

Date: Wednesday,
March 6, 2013

Time: 2:00 PM.

LEGALS

Notice of Permit
Application
Town:
West Haven CT

Notice is hereby given that
Enthone, Inc. (the "appli-
cant) of 350 Frontage
Road, West Haven, Con-
necticut has submitted to
the Department of Energy
and Environmental Protec-
tion an application under
section 22a-430 of the Con-
necticut General Statutes
for a permit to initiate,
create, originate or maintain
a discharge of water, sub-
stance or material to the
waters of the state.

Specifically, the applicant
proposes to continue dis-
charging treated wastewa-
ters from its research and
development and quality
control operations to the
City of West Haven sanitary
sewer. The proposed activ-
ity will take place at 350
Frontage  Road, West
Haven, Connecticut 06516.
The proposed activity will
potentially affect the City of
West Haven Sewage Treat-
ment Facility in West Haven,
Connecticut.

Interested persons may
obtain copies of the appli-
cation from Fenton Macom-
ber of Enthone, Inc., 350
Frontage  Road, West
Haven, Connecticut 06516,
(203) 932-8680.

The application is available
for inspection at the Depart-
ment of Energy and
Environmental Protection,
Bureau of Materials Man-
agement and Compliance
Assurance, Permitting and
Enforcement, 79 Elm
Street, Hartford, Connecti-
cut 06106-5127 (860) 424-
3018 from 8:30 to 4:30,
Monday through Friday.

NOTICE TO

CREDITORS
ESTATE OF:
Selma L. MacAdams,
AKA Sally L. MacAdams

The Hon. Michael R. Brandt,
Judge of the Court of Pro-
bate, East Haven - North
Haven Probate District, by
decree dated February 15,
2013, ordered that all claims
must be presented to the fi-
duciary at the address be-
low. Failure to promptly
present any such claim may
result in the loss of rights to
recover on such claim.

Barbara Kieslich, Asst Clerk
The fiduciary is:

Eileen M. Frame, c/o
Norman F. Fishbein, Esq.,
100 South Main Street
P.O. Box 363,

Wallingford, CT 06492
2534011

650 HEALTH CARE
OPPORTUNITIES

TotalCare”

Location: Greater New
Haven Transit District, 840
Sherman Avenue,Hamden,
CT 06514

If you have any questions
prior to the meeting, please
contact Lori Richards at
203-288-6282 ext. 2519 or:
Irichards @ gnhtd.org.

NOTICE TO

CREDITORS
ESTATE OF
Cornelia B. Trickett,
AKA Nelia Trickett

The Hon. Michael R. Brandt,
Judge of the Court of Pro-
bate, East Haven - North
Haven Probate District, by
decree dated February 19,
2013, ordered that all claims
must be presented to the fi-
duciary at the address be-
low. Failure to promptly
present any such claim may
result in the loss of rights to
recover on such claim.

Eileen Sweeney, Clerk
The fiduciary is:

Beverly Trickett, c/o Gerald
E. Farrell, Jr., Esq., Farrell,
Leslie & Grochowski, 375
Center Street, P.O. Box 369,
Wallingford, CT 06492
2534172

LEGALS

STATE OF CONN
Superior Court
Juvenile Matters
ORDER OF NOTICE
NOTICE TO:

JOHN DOE,
FATHER OF MALE CHILD
BORN ON 7/9/03,

TO JESSICAT.

IN THE TOWN OF
NEW HAVEN,
WHERE THE CHILD
WAS BORN.
of parts unknown
A petition has been filed
seeking: The petition where-
by the court’s decision can
affect your parental rights, if
any, regarding minor child-
(ren) will be heard on:
3/13/13 at 10:00 A.M. at
Superior Court for Juvenile
Matters, 7 Kendrick Ave-
nue, Waterbury, CT 06702.
Therefore, ORDERED, that
notice of the hearing of this
petition be given by pub-
lishing this Order of Notice,
once, immediately upon
receipt, on March 1, 2013,
in the: New Haven Register,
40 Sargeant Drive, New
Haven, CT 0651, a news-
paper having a circulation
in the town/city of: New

Haven, CT.

Hon. Constance Epstein,
Judge

Joseph Inman,

Clerk

2//28/13

Right to Counsel: Upon
proof of inability to pay for
a lawyer, the court will
make sure that an attorney
is provided to you by the
Chief  Public  Defender.
Request for an attorney
should be made immed-
iately in person, by mail, or
by fax at the court office
where your hearing is to be
held.

2535207

STATE OF CONN
Superior Court
Juvenile Matters
ORDER OF NOTICE
NOTICE TO:
KENDALL THREATT,
FATHER OF MALE CHILD
BORN ON 10/31/2004,
TO MELISSA B.

IN THE CITY OF
NEW HAVEN, CT
of parts unknown
A petition has been filed
seeking: Hearing on an
Order of Temporary Cus-
tody will be heard on:
03/12/2013 at 10:00 A.M. at
Superior Court for Juvenile
Matters, 239 Wahlley Ave-
nue, New Haven, CT 06511.
Therefore, ORDERED, that
notice of the hearing of this
petition be given by pub-
lishing this Order of Notice,
once, immediately upon
receipt, on March 1, 2013,
in the: New Haven Register,
40 Sargeant Drive, New
Haven, CT 0651, a news-
paper having a circulation
in the town/city of: New

Haven, CT.

Hon. Peter Brown,

Judge

Donna Nevins,

Cerk

2//28/13

Right to Counsel: Upon

a lawyer,

is provided to you by the
Chief  Public  Defender.

should be made immed-

by fax at the court office
where your hearing is to be
held.

2535214

650 HEALTH CARE
OPPORTUNITIES

A Visiting Nurse Agency

Are you ready to join “Team TotalCare”?

e RN/Clinical Nurse Supervisor
RN, 1 yr home care experience, strong management skills
preferred. Supervise a team of field nurses in the community.

e HHA Supervisor

Candidate must be an RN with home care experience. The
supervisor will oversee HHA orientations, field visits and
overall functions of the HHA department.

e RN/Psychiatric Nurse

For on call after hours and weekends/Per diem.
Home care experience required.

e RN Psychiatric Case Manager

Full Time; Psych experience required
Home Care experience preferred

e Home Health Aides

Part time, full time, per diem

Excellent salary & benefits

can 203.777.4900
rax 203.777.4916

Send resumes to
rachel@totalcarenursing.net

TotalCare

370 James St., Suite 303
New Haven, CT 06510

E.O.E.

STATE OF CONN

Superior Court
Juvenile Matters
NOTICE TO
BROOKE BUTLER
(DOB 4/4/79)
of parts unknown
A petition has been filed
seeking: Commitment of
minor child(ren) of the
above named or vesting of
custody and care of said
child(ren) of the above
named in a lawful, private or
public agency or a suitable
and worthy person. Hearing
on an order of Temporary
Custody will be heard on:
03/08/13 at 12:00 PM. at
Superior Court for Juvenile
Matters, 239 Whalley Ave-
nue, New Haven, CT. 06511
Therefore, ORDERED, that
notice of the hearing of this
petition be given by publish-
ing this Order of Notice
once, immediately upon
receipt, on March 1, 2013
in the: New Haven Regis-
ter, a newspaper having a
circulation in the town/city

of: New Haven.

Hon. Peter L. Brown,

Judge

Mara Castro-Mesa,

Clerk

02/28/13

Right to Counsel: Upon
proof of inability to pay for
a lawyer, the court will make
sure that an attorney is
provided to you by the Chief
Public Defender. Request
for an attorney should be
made immediately  in
person, by mail, or by fax
at the court office where
your hearing is to be held.
2535244

proof of inability to pay for
the court will
make sure that an attorney
Request for an attorney

iately in person, by mail, or

NOTICE TO

CREDITORS

ESTATE OF:
William J. Dietz, Jr.

The Hon. Beverly Streit-Ke-
falas, Judge of the Court of
Probate, Milford - Orange
Probate District, by decree
dated February 12, 2013,
ordered that all claims must
be presented to the fidu-
ciary at the address below.
Failure to promptly present
any such claim may result
in the loss of rights to re-
cover on such claim.

Karen Adams, Asst Clerk
The fiduciary is:

Anna S. Dietz, c/o John E.
Donegan, Esq., Gibson &
Donegan, 420 East Main St.
Unit 7, PO. Box 808,
Branford, CT 06405

NOTICE OF
PUBLIC HEARING
WEST HAVEN WATER
POLLUTION CONTROL
COMMISSION

To whom it may concern:

The West Haven Water Pol-
lution Control Commission
will hold a public hearing on
Wednesday March 13,2013
at 6:30pm in the City Coun-
cil chambers located on the
third floor of West Haven
City Hall on the following
agenda:

Submission of the Water
Pollution Control Commis-
sion proposed operating
budget for the fiscal year
2013-2014 in the amount of
$11,326,589.00 and a pro-
posed sewer use fee rate of
$408.00 per unit

Peter O’Neill, Chairman
Water Pollution
Control Commission

ANSONIA

CITY OF
ANSONIA
NOTICE OF
MEETING
BOARD OF
APPORTION-
MENT AND
TAXATION

DATE:
Monday: March 4, 2013
Monday: March 11, 2013
Monday: March 25, 2013
Monday: April 1, 2013
Monday: April 8, 2013
Monday: April 22, 2013
Monday: April 29, 2013
Monday: May 6, 2013
Thursday: May 16, 2013
TIME: 6:00 PM.
PLACE: Ansonia City Hall,
Second Floor
253 Main Street

PURPOSE:

1. To meet and discuss
2013-2014 budget revi-
sions with departments.

2. To take any action as
needed.

James T. Della Volpe, Mayor
2535085

NEW HAVEN

NOTICE OF
INTENT TO
REQUEST
RELEASE OF
FUNDS

March 1, 2013

Housing Authority of the
City of New Haven

360 Orange Street

New Haven CT, 06509
203-498-8800

On or about March 18,2013
the Housing Authority of the
City of New Haven (HANH)
will submit a request to the
Department of Housing and
Urban Development (HUD),
Hartford Field Office,
located at One Corporate
Center, 20 Church Street,
19th Floor, Hartford, CT
06103 for the release of
funds for 84 units out of 175
units, under its Project
Based Voucher Program for
the new Farnam Courts
Redevelopment located at
210 Hamilton Street, New
Haven, CT.

The activities proposed
comprise a project for which
a Finding of No Significant
Impact on the environment
was published on March 1,
2013. An Environmental Re-
view Record (ERR) that
documents the environmen-
tal determinations for this
project is on file at the
HANH located at 360
Orange Street, New Haven,
CT 06509 and may be ex-
amined or copied weekdays
9 AM.to 4 PM.

PUBLIC COMMENTS

Any individual, group, or
agency may submit written
comments on the ERR to
the HANH located at 360
Orange Street, New Haven,
CT 06511. All comments re-
ceived by March 18, 2013
will be considered by the
HANH prior to authorizing
submission of a request for
release of funds.

RELEASE OF FUNDS

The HANH certifies to HUD
that John DeStefano Jr. in
his capacity as Mayor con-
sents to accept the jurisdic-
tion of the Federal Courts if
an action is brought to en-
force responsibilities in rela-
tion to the environmental re-
view process and that these
responsibilities have been
satisfied. HUD's approval of
the certification satisfies its
responsibilities under NEPA
and related laws and au-
thorities, and allows the
HANH to use Program
funds.

OBJECTIONS TO
RELEASE OF FUNDS

HUD will accept objections
to its release of funds and
the HANH's certification for
a period of fifteen days fol-
lowing the anticipated sub-
mission date or its actual
receipt of the request
(whichever is later) only if
they are on one of the fol-
lowing bases: (a) the certifi-
cation was not executed by
the Mayor, John DeStefano
Jr. of the HANH; (b) the
HANH has omitted a step
or failed to make a decision
or finding required by HUD
regulations at 24 CFR Part
58; (c) the grant recipient
has committed funds or in-
curred costs not authorized
by 24 CFR Part 58 before
approval of a release of
funds by HUD; or (d) an-
other Federal agency acting
pursuant to 40 CFR Part
1504 has submitted a writ-
ten finding that the project
is unsatisfactory from the
standpoint of environmental
quality. Objections must be
prepared and submitted in
accordance with the re-
quired procedures (24 CFR
Part 58) and shall be ad-
dressed to HUD grant ad-
ministration office at One
Corporate  Center, 20
Church Street, 19th Floor,
Hartford, CT 06103. Poten-
tial objectors should contact
HUD to verify the actual last
day of the objection period.

John DeStefano, Jr., Mayor

LEGALS
PUBLIC NOTICE

Pursuant to Section 19a-
638 of the Connecticut Gen-
eral Statutes, NR Connecti-
cut , LLC, d/b/a Retreat at
South Connecticut, located
at 915 Ella Grasso Boule-
vard, New Haven, will sub-
mit a certificate of need ap-
plication to the Office of
Health Care Access for the
establishment of 105 resi-
dential detoxification and
evaluation beds at an esti-
mated total capital expendi-
ture of $8.5 million dollars.

The University
of Connecticut

REQUEST FOR
STATEMENT OF

QUALIFICATIONS
ON-CALL
PROFESSIONAL
SERVICES FOR:
Athletic, Recreation and
Field Sports

Issue Date: March 1, 2013

Submission Due Date:
March 22, 2013

THE UNIVERSITY OF
CONNECTICUT IS SOLIC-
ITING THE SERVICES OF
QUALIFIED FIRMS TO
PERFORM ON-CALL PRO-
FESSIONAL  SERVICES
FOR ATHLETIC, RECREA-
TION AND FIELD SPORTS.
TO FIND OUT MORE
ABOUT THIS PROJECT,
INTERESTED FIRMS
SHOULD VISIT OUR WEB-
SITE AT:

http://cpca.uconn.edu/
profserv/profserv_
currentops.html

ANSONIA

NOTICE IS HEREBY
GIVEN that the City of An-
sonia will conduct a public
hearing by the Office of the
Mayor on Tuesday, March
12, 2013 at 6:00 p.m. in the
Erlinghauser Room, City
Hall, 253 Main Street, An-
sonia, CT 06401, to discuss
the Fiscal Year 2013 Com-
munity Development Block
Grant program and to solicit
citizen input. (The snow
date will be Tuesday, March
19th at 6:00 in the Erlin-
ghauser Room.)

Maximum award limits are
$700,000 for Public Facil-
ities; $700,000 for Public
Housing Modernization of
25 units or less, or $800,000
for 26 units and over;
$500,000 for Infrastructure;
$400,000 for Housing Re-
habilitation Program for sin-
gle towns, $500,000 for two-
town  consortium, and
$600,000 for three or more
Towns; $25,000 for Plan-
ning Only Grants; $500,000
for Economic Development
Activities, and $500,000 for
Urgent Need.

Major activity categories
are: Acquisition, Housing
Rehabilitation, Public Hous-
ing Modernization, Commu-
nity Facilities, Public Ser-
vices, and Economic Devel-
opment. Projects funded
with CDBG allocations must
carry out at least one of
three National Objectives:
benefit to low- and moder-
ate-income persons, elimi-
nation of slums and blight,
or meeting urgent commu-
nity development needs.

The purpose of the public
hearing is to obtain citizen’s
views on the City’s commu-
nity development and hous-
ing needs and review and
discuss specific project ac-
tivities in the areas of hous-
ing, economic development
or community facilities which
could be part of the City’s
application for funding.

Also, the public hearing will
be to give citizens an oppor-
tunity to make their com-
ments known on the pro-
gram and for approval of the
Program Income Reuse
Plan. If you are unable to
attend the public hearing,
you may direct written com-
ments to the City of Anso-
nia’'s Economic Develop-
ment Office, 253 Main
Street, Ansonia, CT 06401
or you may telephone Carol
Forcier, 203-736-5927. In
addition, information may
be obtained at the above
address between the hours
of 8:30 a.m. and 4:30 p.m.
on Monday through Thurs-
day and 8:30 a.m. and 1
p.m. on Friday. Individuals
with disabilities who wish to
attend are encouraged to
contact the Town’s ADA Co-
ordinator, Tara Kolakowski
at (203) 736-5900.

The Office of the Mayor on
behalf of the City of Anso-
nia anticipates applying for
the maximum grant amount
of $400,000 under the
Housing Rehabilitation cat-
egory. In addition, the City
of Ansonia will create a re-
volving loan fund with pro-
gram income (principal and
interest) generated from the
grant, if any, for further
housing rehabilitation activ-
ities.

The City of Ansonia pro-
motes fair housing and
makes all programs avail-
able to low - and moderate-
income families regardless
of age, race, color, religion,
sex, national origin, sexual
preference, marital status,
or handicap.

The City of Ansonia is an
Equal Opportunity/Affirma-
tive Action employer and fair
housing advocate. Minority,
disadvantaged, and section
3 businesses are encour-
aged to apply.

2533655

LEGALS

NOTICE TO

CREDITORS
ESTATE OF:
Constance A. Viglione

The Hon. Michael R. Brandt,
Judge of the Court of Pro-
bate, East Haven - North
Haven Probate District, by
decree dated February 19,
2013, ordered that all claims
must be presented to the fi-
duciary at the address be-
low. Failure to promptly
present any such claim may
result in the loss of rights to
recover on such claim.

Eileen Sweeney, Clerk
The fiduciary is:

Stephen J. Viglione, Sr., c/o
Stephen L. Saltzman, Esq.,
271 Whitney Ave.

New Haven, CT 06511
2534316

HAMDEN

TOWN OF
HAMDEN
INVITATION
TO BID
BID #2709
REPLACE
LOWER ROOF AT
PUBLIC WORKS
1125 SHEPARD
AVENUE,
HAMDEN, CT

The Town of Hamden is
publicly seeking competitive
bids from qualified firms for
the replacement of the
lower roof on the Public
Works building located at
1125 Shepard Avenue,
Hamden, CT 06514.

Sealed proposals (1 original
and 1 copy) will be recei-
ved at the Finance Office to
be held in the Purchasing
Lock box until 11:00 A.M.
on March 28, 2013 at
which time they will be
publicly opened and read
aloud. Bids received after
the time set will be
considered informal and will
be rejected.

It is the sole responsibility
of the bidder to see that
the bid is in the hands of
the proper authority prior
to the bid opening time.

Specifications and the form
of proposal on which bids
must be submitted may be
obtained at the Purchasing

Office, Hamden Govern-
ment Center, 2750 Dixwell
Avenue, Hamden, CT, bet-
ween the hours of 8:30 A.M.
and 4:30 PM., Telephone
(203) 287-7110. A PDF ver-
sion may be obtained by
e-mailing a request to

purchasing@hamden.com.

The Town of Hamden res-
erves the right to accept or
reject any or all options,
bids, or proposals; to waive
any technicality in a bid or
part thereof submitted, and
to accept the bid deemed
to be in the best interest of
the Town of Hamden.

Patti Riccitelli
Acting Purchasing Agent
2535082

TOWN OF
HAMDEN
INVITATION
TO BID
BID #2708
BUS TRIPS
FOR
YOUTH
SERVICES

The Town of Hamden is
publicly seeking sealed
competitive bids from qual-
ified companies to provide
bus trips for the Youth
Services Department.

Sealed proposals (1 original
and 1 copy) will be recei-
ved at the Finance Office to
be held in the Purchasing
Lock box until 11:00 A.M.
on March 28, 2013 at
which time they will be
publicly opened and read
aloud. Bids received after
the time set will be
considered informal and will
be rejected.

It is the sole responsibility
of the bidder to see that
the bid is in the hands of
the proper authority prior
to the bid opening time.

Specifications and the form
of proposal on which bids
must be submitted may be
obtained at the Purchasing
Office, Hamden Govern-
ment Center, 2750 Dixwell
Avenue, Hamden, CT, bet-
ween the hours of 8:30 A.M.
and 4:30 PM., Telephone
(203) 287-7110. A PDF ver-
sion may be obtained by
e-mailing a request to

purchasing@hamden.com.

The Town of Hamden res-
erves the right to accept or
reject any or all options,
bids, or proposals; to waive
any technicality in a bid or
part thereof submitted, and
to accept the bid deemed
to be in the best interest of
the Town of Hamden.

Patti Riccitelli
Acting Purchasingﬂ@ent
2535077




CLASSIFIED ADS: 203-777-FAST

New Haven Register D3

GENERAL
HELP WANTED

645 GENERAL
HELP WANTED

Delivery Drivers/
Independent Contractors
Need reliable vehicles for same
day deliveries. Call 1-800-818-

7958.

Drivers Wanted!

Publishers Circulation
Fulfillment Inc.
is seeking
Delivery Service Providers
(DSPs)
for newspaper
home delivery routes.
DSP’s are independently
contracted. 7 days a week
2-3 hours daily,
starting around 3AM.
$350-500/bi-weekly

Routes available in:
East Haven, West Haven,
Madison, Shelton, Clinton, N.
Branford, Branford,
Woodbridge, and Bethany

No $$ collections.
Must be 18+ yrs. old

Call: 1-800-515-8000

PCF

648 SALES &
MARKETING

Sales Positions
Fantastic Opportunity!

LEGALS
LIQUOR PERMIT

Notice of Application
This is to give notice that I,
JACK | SMITH
12 DEERFIELD LN
BETHANY, CT 06524-3084
Have filed an application pla-
carded 01/26/2013 with the De-
partment of
Consumer Protection for a
RESTAURANT LIQUOR PER-
MIT for the sale of
alcoholic liquor on the
premises at
2151 STATE ST
HAMDEN, CT 06517-3834
The business will be owned by:
JIS&JASLLC
Entertainment will consist of:

None
Objections must be filed by:
03/09/2013
JACK | SMITH

PUBLIC NOTICE

Pursuant to Section 19a-
638 of the Connecticut Gen-
eral Statutes, NR Connecti-
cut , LLC, d/b/a Retreat at
South Connecticut, located
at 915 Ella Grasso Boule-
vard, New Haven, will sub-
mit a certificate of need ap-
plication to the Office of
Health Care Access for the
establishment of 105 resi-
dential detoxification and
evaluation beds at an esti-
mated total capital expendi-
ture of $8.5 million dollars.

|803 PETS & SUPPLIES I

AKC Bernese Mt Pup, avail
aft 3/2. $1100. 203-219-8886.

ALL BREEDS PUPPIES
Statewidepets.com
203-795-9931 / ORANGE
BABY SCARLET MACAW
and Sun Conures. 203-824-1717
DOBERMAN pup for adoption.
8 mo.old. blk/tan. 203-231-7177

MALETESE PUPPIES 6wks
old, vet ch, ACA 203-640-8519

|812 TAG SALES I

CHESHIRE - ESTATE SALE

1 DAY ONLY-LAST CHANCE!
All Reasonable Offers Consid-
ered. Remaining Contents from
previous sale. Contents include:
Exceptional Dining Room Ta-
ble, Chairs, Leafs, Pads, Orien-
tal Rugs, Occas. Furniture, Art-
work, Lighting, Men’s Left-
handed Golf Clubs & Bags,
Fine Men’s Apparel, HH, etc.
Please go to Craig’s List for a
more complete listing. Sat.
March 2, 10am-2pm, 145
Mountain Brook Dr., Whitney
Ave. (Rt 10) to So. Brooksvale
Rd to Mountain Brook Dr. to
#145 “Just Come!”

|812 TAG SALES I

NORTH HAVEN - Estate Sale,
Fr. Prov. LR, Dr, BR, 50’s Bar,
Brunswick Pool Table, Bric-a-
Brac, Books & HH. RAIN OR
SHINE ALL MUST GO! Fri. &
Sat., Mar. 1 & 2, 9-1. Dixwell or
Skiff - Ridge to 30 Windsor Rd.

WALLINGFORD Huge! Moving
Lge variety of HH items & some
furniture 7 Lily Lane ,1 block fr
Oakdale Sat Mar 2nd & Sun
Mar 3rd 8-3 Rain or Shine

|881 WANTED TO BUY I

.
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1 BUY RADIOS, HAM, CB,
VINTAGE ELECTRONICS,
TUBE AUDIO,GUITARS,AMPS,
MUSICAL INSTRUMENTS
860-707-9350

-

NICHOLS Salvage - Will buy
your scrap steel, cars, trucks,
alum., trailers, copper, batter-
ies, heavy equip. 46 Meadow
Rd. Clinton CT. 860-669-2808

HAMDEN ESTATE SALE
Something for everyone! Hard-
ware, records,furnishings.Satur-
day, March 2; 9:30-1, no early-
birds, cash only & carry.
Thornton St, Spring Glen. Look
for signs

975 VEHICLES WANTED I

JUNK CARS WANTED
And late model wrecks.
HIGHEST PRICES PAID.

7 day & evening pickup.
ATLAS 203-865-JUNK (5865)

645P PROFESSIONAL
MARKETPLACE

Education

645P PROFESSIONAL
MARKETPLACE

812 TAG SALES I |812 TAG SALES I

» Y A D A A B

Indoor Heated Flea Market

Grass Island Market Antiques

and Collectibles
(Open Everyday Except Tuesday and Wednesday)
301 Boston Post Rd. ® Guiford ® Exit 59 off I-95
(Former Mannix Chevrolet Building)

1401 203-689-5072

Handicap Accessible
~ New Vendors Welcome ~

Rain & Snow is never a problem

A BEST BUY KMS OIL CO., LLC
203-468-6966 comp%ﬁ#ﬁ%.cm

A BUY FUEL OIL
203-481-2289
$3.39

203-627-1058
Libretti & Son Fuel

HOD708 - Will beat any price! 466- 4328
3 Senior Discount
A HOD#570
ity $ ONLY OILS
ALL SEASONS 467.5220
ENERGY $Accept Credit cards$
Guaranteed Lowest Price HOD #477
203-208-3256

Join a great team selling
Detroit’s hottest new vehicles.
Sell the all new Chrysler,
Jeep, Dodge and Ram Truck
lines. Our business is coming
back strong, and we need
Salespeople. If you are well
spoken, and present a good
appearance, we can teach
you everything else. Salary
plus unlimited commissions.
Paid vacations and retirement
plan.

IT

IN CLASSIFIED
It's the key source for infor-
mation you're seeking --
about job opportunities

Assistant Sales homes for sale, lost pets and
Manager more.
If you are a top producer and 777-FAST

1-877-872-FAST

ready to move to the next level

this opportunity is for you.

Call or come in today. CALL 203-777-3278 or
Madison Chrysler, Inc.
203 Boston Post Road

Madison, CT - 203-245-0451

TO PLACE
YOUR
CLASSIFIED AD

(TOLL FREE) 1-877-872-3278

WETHERSFIELD PUBLIC SCHOOLS
Wethersfield, Connecticut
February 2013

Elementary Principals (2)

Samuel B. Webb Elementary
Emerson-Williams Elementary

Wethersfield is a suburban community with a rich historical
heritage located south of Hartford, Connecticut. Placing a high
value on education, the district serves approximately 3,800
students in grades Pre-K — 12.

The Board of Education is seeking two (2) dedicated leaders
with superior academic qualifications and communication skills
for the position of Elementary Principal at the Samuel Webb
and Emerson-Williams Elementary Schools.

Qualifications and Strengths:

® Strong collaborative and interpersonal skills to lead teach-
ers, parents, and members of the school community

® Demonstrated success in the development, evaluation and
implementation of curriculum and instruction and implement-
ing Common Core State Standards.

® Excellent written and oral communication skills.

® Ability to use technology for data analysis and understand
its application to student learning.

645 GENERAL
HELP WANTED

645 GENERAL
HELP WANTED

ANNOUNCEMENT

Help wanted advertisements in these columns have been
accepted on the premise that jobs offered will be filled on the
basis of merit. It is a violation of the Connecticut Fair
Employment Practice Law to present or publish or cause to be
published any notice or advertisement for employment which
indicates preference or limitation based on sex, color, race,
national ancestry or origin, religion, age, or physical disability.
An exception exists if there is a bonafide occupational
qualification for employment. All inquiries should be made to
the Connecticut Commision on Human Rights and
Opportunities, 50 Linden Street, Waterbury, Ct. 06702

(SEED)

Start Date: July 1, 2013

® At least five years successful teaching experience.

® Connecticut Administrative Certification (092).

® Working knowledge of and training in the use of a model
comparable to Connecticut's Teacher Evaluation Model

® The ability to ensure high standards for student achievement
grounded in twenty-first century skills

Salary Range: $113,621 - $130,536

All candidates must apply online, through the job posting on

Telephone (203)805-6530

UNITED STATES
POSTAL SERVICE.

NOW HIRING IN THE NORTHEAST

e | etter Carrier - City and Rural

® Clerks & Sales & Service Associates
(Postal Support E_mployee)
e Custodians
(Postal Support Emp!oyee) (Many Locations)
® Tractor Trailer Operator —
(Class A CDL Required)

® Postmaster Relief
(Part Time — Many Locations)

New job vacancies being added to the website every day
Explore job openings and apply at:
www.usps.com/employment
Hurry before the Post Office job you’ve always wanted is taken
Applicants must have an e-mail address
The USPS is an Equal Opportunity Employer

the district website at www.wethersfield.k12.ct.us by March
22, 2013 in order to be considered.

ASHLEY’S ENERGY
Call for Price
203-468-9444

CENTS-ABLE OIL
777-9999
Low Prices
OPEN SATURDAYS
Order Online!
www.centsableoil.com

FORBES PREMIUM

PHILLIPS OIL, LLC

Accepting Energy Assistance
203-758-6778 / HOD #983

FUEL
Is now selling home heating
oil. 203-468-2777 for pricing

GINNETTI ENERGY
203-469-7249

ROZ OIL
Low Prices-CALL TODAY
203-776-2000
OPEN SATURDAYS
Or Order Online!
www.rozoilcom

203-421-4310

JUST OIL SEASONED FIREWOOD
MAKE US YOUR LAST CALL cut, split & delivered,
203.908-0015 | $200C0RD.203-799-2766

SOLUTIONS

to your financial puzzles

Personal Business Investments

Service & Tnast g Since 1B

Member FDIC

877-377-3922

o

essexsavings.com

MERCHANDISE )

Articles For

Sale

Hot Tub 6 per. 50 jets with all
options, never used. Cost $7,600
Sell $3,600. 203-988-9915.

Hoveround w/controls, cup
holder,nvr used, like new, buyer
picks up. $3000. 203-937-7698.
QUEEN pillowtop mattress set

w/boxspring, new,still in plastic,

Plant Operators

Synagro, the nation’s leading provider of residual
management services is currently seeking Plant
Operators in New Haven area.

ESSENTIAL FUNCTIONS:

* Inspect, maintain, and control process equipment and
perform mechanical maintenance within the plant.

* Monitor and control plant operations in accordance
with company policies.

* Maintain records of plant operations (hourly operating
data, plant violations, and abnormal operating
conditions).

» Enforce and maintain standard safety procedures
within compliance and maintain a clean work area.

KNOWLEDGE, SKILL AND ABILITY

REQUIREMENTS:

e High School diploma or GED equivalent

* Mechanical & electrical aptitude required.

Qualified applicants should provide a resume to
Careers@synagro.com
for further consideration

O
v
<
S
0

Cost $699. Sell $279.203-988-9915

STAIRLIFT CHAIR, used, like
new. $700. Call 203-393-3497.

A HOME OF
YOUR OWN
The Job of Your Dreams
A Pet for the Children
A Second Car for Commuting
A Tag Sale"Buried Treasure
Find these and more in the
New Haven Register
Classifieds.

@)m_ke!lllm

Household
Goods

AFFORDABLE
Washers, Dryers, Stoves,
Refrigs. & Service
Delivery Available
203 - 284 - 8986

SNOWBLOWER 21” wide, gas
engine almost new used 3x
$175. Dining room set glass ta-
ble, 4 chairs, mint cond $550
Call 203-407-8357

Outdoor Power

Equipment
24” SNOWBLOWER

Husqgvarna, used one season,
was $800 new, now $500.
203-458-0338.

Four ways to
place your ad in
the Marketplace:

e Call: 203.777.3278 or 1.877.872.3278

* Fax: 203.865.8360

¢ On the web: www.newhavenregister.com
¢ Email: classifiedads@nhregister.com

Please be sure to include your name, address and telephone number when submitting your ad.|

Landscaping

PERL=

mm&mwm:m
Landscape Maintenance
FOREMAN

New Haven, 3+ yrs commercial landscape maintenance exp
& valid CT DL required. 1+ yrs supervisory exp preferred.

Landscape Maintenance
LABORER

New Haven, MUST HAVE 1+ yrs landscape maintenance
exp. Exp using commercial equipment and proof of eligibility
to work in the US are required.

PERCO, Inc.
203-777-3421 x201

M

CHASLES STEWART
MOTT FOUNDATION

AFTERSCHOOL PROGRAMS.

[GMORE THEM AND THEY LL G0 AWAY,

WWW.AFTERSCHOOLNOW.ORG
1-866-KIDS-TODAY

A

SUDOKU!

TODAY’S PUZZLE

Medium-56
2

4 6
3
Directions: Fill the grid so NEIDAEINEIE,

that every row, column, e———
and 3x3 box contains the HEIE]
digits 1 through 9

| —=

ol | =2 | O

For solutions, check
'JRC Publications' on the
solutions page of
www.sudoku.com.

su|do|ku

© Puzzies by Pappocom
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EVERLAST 7

COMSTRUCTION LLG

FREE ROOF ESTIMATES
AND GUTTER SCREENS

203-785-1111

www.everlastconstruction.biz

{ * Featured

f"‘* « for S

Estate

Finel Liatings
In Your Area

At:
http://www.Iocalhomesinct.cgrz




EXHIBIT 4

Affidavit
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AFFIDAVIT

Applicant: NR Connecticut, LLC — d/bfa Retreat at South Connecticut

Project Title;: Certificate of Need application for 105 beds in order to

provide residential detoxification and evaluation as well as
rehabilitation and recovery-oriented care services

I, Peter Schorr ; CEO ;
{Individual’s Name) (Position Title = CEQ ar CFO)

of Retreat at South Connecticut being duly sworn, depose and state that
(Hospital or Facility Name)

Retreat at South Connecticut 's information submifted in this Cerificate of
(Hospital or Facility Name)

Meed Application is accurate and correct to the best of my knowledge.

I " F P
Subscribed and sworn to before me on flr|| Firtp Ao =, A0

|
e,

1
F

F % 41 7
II"‘.F-'.rI'-{."_".:""—':If-a"— Z"’:.-:'] ) J"r;}r -q'_.l_.-J!--ﬂ.-{.-L'-'ll".l. =

/" Notary Public/Gommissioner of SURSHRL TS or rerausv varas

NOTARIAL SEAL
JOANN M. MICHALSKI, Notary Public
Bore., Chestar Coun
Iy Expires Apil 2, 2018

My commission expires:

15



EXHIBIT 5

CERTIFICATE OF NEED APPLICATION
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State of Connecticut
Office of Health Care Access

Certificate of Need Application

| nstructions. Please complete al sections of the Certificate of Need (“CON")
application. If any section or question is not relevant to your project, a response of “Not
Applicable’” may be deemed an acceptable answer. If there is more than one applicant,
identify the name and all contact information for each applicant. OHCA will assign a
Docket Number to the CON application once the application is received by OHCA.

Docket Number:

Applicant:
Contact Person:
Contact Person’s

Title:

Contact Person’s
Address:

Contact Person’s
Phone Number:

Contact Person’s
Fax Number:

Contact Person’s
Email Address:

Project Town:

Project Name:

Statute Reference:

to be assigned by OCHA

NR Connecticut, LLC - d/b/a Retreat at South
Connecticut

Peter Schorr (c/o the Law Offices of William P.
Beccaro)

President/CEO

12 New City Street, Essex, CT 06426

(860) 767-8632

(860) 767-0456

wbeccaro@snet.net

New Haven

Certificate of Need application for 105 beds in order to
provide residential detoxification and evaluation as well

as rehabilitation and recovery-oriented care services

Section 19a-638, C.G.S.

Estimated Total Capital Expenditure: $ 7.5 million dollars
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1. Project Description: New Service (Behavioral Health/Substance Abuse)

a. Please provide a narrative detailing the proposal.

To meet a growing need for addiction treatment services in Connecticut,
this project (Retreat at South Connecticut) seeks to add to the State’s existing
system a 105 bed luxury residential substance abuse treatment facility to be
located in New Haven, Connecticut.

It is well established that addiction is a primary, chronic disease with
genetic, psychosocial and environmental factors influencing its manifestation
and development. The disease is progressive, and frequently fatal if left
untreated. We know from experience that the chemically dependent can and
will recover if they are willing and able to enter into a process of change, and
we have the expertise and the facility to assist in that journey. This project will
improve the availability and delivery of these services for Connecticut’s
citizens, while providing numerous ancillary benefits to the State of
Connecticut as well.

Once renovations to the existing 60,000 square foot two-story building
located on Ella Grasso Boulevard in New Haven are complete, Retreat at South
Connecticut will offer an ideal, self-contained setting, designed to provide the
highest level of comprehensive multi-dimensional drug and alcohol
rehabilitation services to its clients. The layout of this facility provides for
efficient staff to patient ratios, and ample centralized common, group, and
office spaces.

~ Please also see Attachment H for more detailed information

All patient rooms, corridors, dining, meeting, group areas, and office space will
be upgraded to the same high quality standards of its sister facility - Retreat at
Lancaster County, Ephrata, Pennsylvania. Further information on this
remarkable facility can be found by visiting its website: http://www.retreat-
Ic.com.

~ Please also see Attachment A for more detailed information

Retreat at South Connecticut will offer a 3.7 level of residential treatment
care as defined by the American Society of Addiction Medicine’s five levels of
detoxification care. This level of care includes providing around the clock
evaluation and withdrawal management, a permanent facility with inpatient
treatment services delivered under a set of physician approved policies, and
the availability of continuous observation, monitoring, and treatment. It will be
open for admission and treatment 7 days a week, 24 hours a day. Staff nurses
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will be physically present and on duty around the clock, and physicians will
either be on premises or on-call 7 days a week, 24 hours a day.

Retreat at South Connecticut’s staff will be comprised of a dedicated team
of professionals, consisting of a licensed medical staff of physicians and
nurses as well as certified social workers, counselors and addiction
professionals - all of whom are highly trained and experienced in treating
individuals suffering from substance abuse of all types. They will utilize the
most comprehensive and advanced techniques to treat those suffering from
the disease of addiction. Retreat at South Connecticut will offer person-
centered residential treatment services, partial hospitalization, intensive
outpatient treatment, continuing recovery oriented care, and community
education.

Retreat at South Connecticut’s residential program will feature two main
components: residential detoxification, and rehabilitation and recovery
services. Upon admission, each patient receives a medical evaluation,
followed by appropriate treatment and detoxification from the substance they
are abusing. The rehabilitation and recovery-oriented care is tailored to meet
the individual’s needs. This program is designed in a manner which utilizes a
variety of services and disciplines coordinated to assist a patient’s personal
recovery journey. By combining these key services (residential detoxification
and rehabilitation and recovery) in one location, the success rate for the
person seeking care increases significantly because they will not need to be
discharged and transferred to another facility to begin the longer rehabilitation
and recovery process. Continuity of care is a hallmark of the services we will
offer. The program at Retreat at South Connecticut is designed to provide a
seamless transition for clients through the levels of care and treatment
offered, which will greatly strengthen their chance for achieving recovery.

~ Please also see Attachment B for more detailed information.

We know that addiction affects the person physically, psychologically,
emotionally, and spiritually - resulting in negative effects to all facets of their
lives, Retreat at South Connecticut utilizes a holistic approach in its treatment
methodology. Person-centered and recovery oriented care is a core value of
the Retreat’s mission. This highly individualized approach has resulted in
great success in treating clients at our Lancaster, Pennsylvania facility. We
intend to replicate that documented successful approach in Connecticut.

~ Please also see Attachments A and B for more detailed information.

In addition to the comprehensive continuum of care treatment model,
Retreat at South Connecticut will also offer specialized treatment plans to
individuals with unique needs. These groups include but are not limited to:
healthcare workers, first responders, veterans, labor union members, and
professionals. Retreat at South Connecticut will offer a series of specialized
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services to these populations, with additional programming focusing on their
distinctive needs. Our mental health counselors and other trained
professionals will utilize specialized training along with these programs to
address these populations’ particular requirements, which include, but are not
limited to: physical, emotional, and psychological stress, access to 12-step
networks, reintegration, and pain management programs.

Retreat has also developed a unique Youth Connection Program.
Teenagers and adults, under the age of 25, who are dependent on drugs or
alcohol, often find themselves dealing with additional pressures. They may
have trouble with their workload at school, associate with delinquent peers,
lack parental supervision, or just generally exhibit feelings of inadequacy, poor
self-image, and depression. Often they have not learned the necessary skills
that would otherwise enable them to cope with everyday life situations.
Experience has shown us that we should expect the Retreat at South
Connecticut’s patient mix to be consistently 50% or more individuals under the
age of 25.

Please also see Attachment B for more detailed information which
describes the Professional Services and Treatment Philosophy of the Retreat,
as well a proposed program schedule and specialized program snapshots.

The addition of Retreat at South Connecticut is a significant step towards
improving vital access to residential detoxification and rehabilitation and
recovery services to help Connecticut meet its treatment needs - now and into
the future.

2. Clear Public Need

a. Explain why thereisaclear public need for the proposal and provide
evidence that demonstrates this need. Include statistical information from
the Center for Behavioral Health Statistics and Quality ( formerly Office
of Applied Studies) of the federal Substance Abuse and Mental Health
Administration (*SAMSHA”) relating to the need for the proposal (i.e. the
number of patients needing but not receiving treatment, the percentage of
population in Connecticut needing treatment)

A CLEAR PUBLIC NEED EXISTS FOR ADDITIONAL SUBSTANCE ABUSE
TREATMENT IN THE STATE OF CONNECTICUT.

e Connecticut has a limited number of residential detoxification and
rehabilitation and recovery beds, which cannot keep pace with the
increasing need. Access to these beds is problematic, and there are
often significant waiting lists at the facilities that presently offer the
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service. The resultis that many individuals wishing to seek care are
either unable to obtain it, or are often forced to do so outside of
Connecticut.

e Addiction, along with drug and alcohol abuse, continues to be a
significant and growing health and societal issue. Effective
treatment frequently begins with residential detoxification and
rehabilitation. As a result, fewer individuals will require repeat
addiction treatment and will incur fewer complex medical issues
related to their addiction/abuse that may have to be treated in an
expensive and overstressed Emergency Department setting. In
addition to the obvious cost savings, and positive impact on the
state’s healthcare system, this results in general societal benefits as
well.

e According to National Office of Applied Studies, Substance Abuse
and Mental Health Services Administration (SAMHSA), the state of
Connecticut is among the top 10 states in the nation in 2 key
categories: “Past Month lllicit Drug Use” and “Past Month Alcohol
Use.”

(Attachment D - SAMSHA: Connecticut State in Brief - at page 1, and
SAMSHA: Connecticut State Profile and Underage Drinking Facts)

e Connecticut also places above the national average in most
guantifiable categories, including “Past Year Alcohol Dependence or
Abuse” and “Past Year Dependence on or Abuse of lllicit Drugs.”

(Attachment D - SAMSHA: Connecticut State in Brief - at page 1, and
SAMSHA: Connecticut State Profile and Underage Drinking Facts)

Connecticut has a Limited Number of Residential Detoxification and
Rehabilitation and Recovery Beds, with an increasing demand

The limited number of available beds in cannot keep pace with the
increasing need. Of the 44 licensed facilities reported by the Department of
Public Health- only 10 of those facilities offer 3.7 level of residential
detoxification services.

~ Please also see Attachment C, which provides additional details regarding
these facilities.
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Furthermore, in September of 2011, State budget cuts forced Connecticut
Valley Hospital in Middletown to eliminate 20 detoxification beds, creating
additional pressure on an already overburdened system and further escalating
unmet need and demand.

~ Please also see Attachment D for articles from the Hartford Courant and the
Middletown Press regarding the closure of these beds.

Recent phone surveys - conducted at two separate time periods — drive this
point home as they revealed that facilities at a 3.7 level of care are operating at
or close to 100% capacity and many of them had a long waiting list for a bed.

~ Please also see Attachment C, which provides a list of facilities surveyed
and the results of the surveys.

Residential Detoxification services are a critical component of the recovery
journey for most if not all individuals. This vital first phase generally requires 5
to 7 days to complete before the person is ready to begin substance abuse
recovery and rehabilitation treatment which typically continues for up to 28
days.

The Connecticut Department of Mental Health and Addiction Services
reports that it is estimated that for every one person that seeks treatment and
or receives behavioral healthcare for addiction, there are six individuals with
similar addictions who will neither gain access to nor receive such care.

(Attachment F, DMHAS guidelines, at page 8)

The need for immediate availability of a bed on the day an individual makes
a decision to seek care and treatment is critical and cannot be
overemphasized. Unavailability of a bed places the person at high risk for
continued use/abuse and possible overdose which can frequently prove fatal.
The statistics clearly show the urgent need for more residential services to
provide the continuum of treatment in Connecticut. While Connecticut
hospitals provide the first line of intervention and treatment in extreme
circumstances, their capacities are overstressed, and they offer a higher level
of detoxification services (at a 4.0 level) which is not required for most
individuals in need of treatment. As the greatest need is for a 3.7 level of
services, placing these patients in hospital care not only further overburdens
the system, it results in unnecessary levels of treatment that are cost
ineffective.
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Addiction along with drug and alcohol abuse continues to be a significant and
growing health and societal issue:

The state of Connecticut faces significant substance abuse issues, duein
no small part to its geographic location. Statistical data shows that New York
City and Boston, Massachusetts (and to a lesser degree Providence, Rhode
Island) are major centers of drug importation and distribution, and drugs
readily travel thru Connecticut between these cities. Treatment admissions for
heroin and prescription opioid pain relievers in the region are the highest in
the nation and the demand for services continues to outstrip availability.

~ Please also see Attachment D — U.S. Department of Justice: New England
High Intensity Drug Trafficking Area, Drug Market Analysis, at page 1

Connecticut has seen a growing problem with binge drinking and general
alcohol abuse among college students, increasing admissions due to heroin
addiction in young adults, and an across the age spectrum increase in non-
medical abuse of prescription opiates. Despite this, SAMHSA statistics
indicate that the problem is not being adequately addressed - as only 11.2% of
the people who needed treatment in a specialized facility for alcohol abuse or
illicit drug use/abuse in the past year actually received treatment. Expanded
and prompt access to all levels of addiction services located within the state of
Connecticut is critical for the state to be able to addresses its citizens
substance abuse issues. This project (Retreat at South Connecticut) is an
important step in addressing that need.

~ Please also see Attachment G, pages 18-24, and Attachment D - U.S.
Department of Justice: New England High Intensity Drug Trafficking Area,
Drug Market Analysis, at pages 1 and 9, the NSDUH Report - Tables 23-24,

SAMSHA: Connecticut State Profile and Underage Drinking Facts, as well as
testimony before the Program Review and Investigations Committee

The State of Connecticut is among the top 10 states in the nation in 2 key
categories and Connecticut also places above the national average in most
quantifiable categories:

According to the most recent data from the Center for Behavioral Health
Statistics and Quality (formerly Office of Applied Studies of the Federal
Substance Abuse and Mental Health Administration- SAMSHA) more than
257,000 individuals in the State of Connecticut suffer from various forms of
substance abuse addiction, but less than 45,000 have received treatment from
any rehabilitation facility. The Retreat at South Connecticut will be in a
strategic position to serve as aresource to alleviate this unmet need.

~ Please also see Attachment G, pages 18-24, and Attachment D — NSDUH
Report: Connecticut States Estimates of Substance Dependence or Abuse,
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Needing but not Receiving Treatment, tables 23 and 24, N-SSATS: Connecticut
State Profiles, and SAMSHA: Connecticut TEDS

The State of Connecticut is identified in SAMSHA data as among the top 10
states in the nation in the following key areas:
. Past Month Illicit Drug Use: ages 18-25
Past Month Marijuana Use: ages 18-25
Past Year Marijuana Use: ages 18-25
Past Month Alcohol Use: ages 12+, 18-25, 26+
Past Year Dependence on or Abuse of lllicit Drugs

[ )
~ Please also see Attachment G, pages 18-24, and Attachment D — SAMSHA:
Connecticut States in Brief, SAMSHA: Connecticut State Profile and Underage
Drinking Facts, as well as articles from the Rocky Hill Patch and the Danbury
News-Times

Of note, on the measures of drug use listed above, the rates of use for all
age groups have been above the national averages for all survey years.

~ Please also see Attachment G, pages 18-24, and Attachment D — SAMSHA:
Connecticut States in Brief, SAMSHA: Connecticut State Profile and Underage
Drinking Facts

Additionally, the Connecticut Department of Mental Health and Addiction
Services reports in the most recent Biennial Report that while the incidence of
treatment admissions due to heroin use has begun to decrease overall, it has
increased 18% since 2006 for those aged 18-24.

(Attachment D — Connecticut DMHAS: Collection and Evaluation of Data
Related to Substance Use, Abuse and Addiction Programs at pages 5 and 19)

Today, Connecticut’s rate of non-medical use of pain relievers is estimated
to be 3.8% of the adult population. For young adults ages 18-25 the rate
continues to be about 2.5 times the general adult population at 10.5%,
continuing a 7 year increase. There is further evidence that many persons who
become addicted to prescription pain relievers move to heroin as a cheaper
and more readily available alternative.

(Attachment D — Connecticut DMHAS: Collection and Evaluation of Data
Related to Substance Use, Abuse and Addiction Programs at page 5, and U.S.
Department of Justice: New England High Intensity Drug Trafficking Area,
Drug Market Analysis)

Treatment admissions due to “other” narcotics such as oxycodone or
hydrocodone have continued to increase dramatically among young adults.
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(Attachment D — Connecticut DMHAS: Collection and Evaluation of Data
Related to Substance Use, Abuse and Addiction Programs at page 14)

Additionally, the Connecticut Treatment Episode Data Set reports that
adolescents are .9 percent of admissions, while those aged 18-20 and 21-25
accounted for 5.8% and 16.1% respectively. Heroin and other opiate use
accounts for 28% and 41% respectively for treatment admissions for 18-20 and
21-25 year olds in 2009-2011, much higher than those groups at national level.

(Attachment D - SAMSHA: Connecticut TEDS — 2010, 2011)

Furthermore, deaths from prescription painkillers have reached epidemic
levels in the past decade. The number of these overdose deaths are now
greater than those from heroin and cocaine combined. A significant portion of
the problem can be traced to non-medical use of prescription painkillers.
According to the latest data, approximately 12 million Americans ages 12 and
over reported non-medical use of prescription painkillers in the past year.
Moreover, anecdotal evidence from practitioners and the media suggest abuse
of opiate and stimulant prescription drugs among mainly middle class and
upper class youth may be increasing - both nationally and in Connecticut.

(Attachment D — CDC VitalSigns: Prescription Painkiller Overdoses in the US,
and SAMSHA: Results from the 2011 National Survey on Drug Use and Health)

A comparison of SAMSHA reports between the 2002 and the 2007-2008
report shows the percentage of individuals needing but not receiving
treatment for alcohol use in past year in ages 18-25 increased from 18.6% to
18.46% while the national average decreased from 16.89% to 16.41% in the
same time period. Additionally, persons aged 26+ increased from 4.8% to
6.32%, as opposed to the national average which fell from of 5.73% in 2002 to
5.72% in 2008.

~ Please also see Attachment G, pages 18-24, and Attachment D — SAMSHA:
Connecticut States in Brief, SAMSHA: Connecticut State Profile and Underage
Drinking Facts, and NSDUH Report: Connecticut State Estimates of Substance
Dependence or Abuse, Needing but not Receiving Treatment

While admissions to in-state substance abuse treatment facilities held
stable between 2003-2009, Connecticut saw a 35% increase from 2009 to 2011.
Simultaneously, the total number of beds at these facilities has shrunk
between 2002 and 2010 by 37%. As most of these facilities are privately run,
this has increased the burden on already overstressed state-operated
facilities. From afiscal perspective, spending on substance abuse treatment
alone (i.e. not including prevention or deterrence) increased from $136.8
million to $248.69 million from 1999 — 2009 or 81.8%, while prevention
spending decreased from $53.7 million to $25.45 million or 52.6% during the
same period.
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~ Please also see Attachment D — articles from the Connecticut Mirror, SAMSHA:
Connecticut States in Brief, and Connecticut DMHAS: Collection and Evaluation
of Data Related to Substance Use, Abuse and Addiction Programs at page 28

According to the SAMHSA data, Connecticut remains, or has increased, above
the national averages for those “Dependent on or Abuse of lllicit Drugs or
Alcohol in the Past Year.” From 2002 to 2008, the percentage of those aged
18-25 and those 26+ has continued to increase in Connecticut, while national
averages have decreased:

18-25 18-25 26+ 26+
(2002) (2008) (2002) (2008)
National
Average 21.37% 20.73% 7.15% 7.10%
Connecticut 22.74% 23.02% 6.76% 7.42%

Additionally, Connecticut remains above, or has increased above the
national average in another key SAMHSA statistic, “Needing But Not

Receiving Treatment for Alcohol Use in the Past Year”

18-25 18-25 26+ 26+
(2002) (2008) (2002) (2008)
National
Average 16.89% 16.41% 5.73% 5.72%
Connecticut 18.16% 18.46% 4.9% 6.32%

Provide the following regarding the proposal’ s location:

i. Therationale for choosing the proposed service location;

New Haven is the second largest city in Connecticut and the 6™ largest in
the Region. In spite of this fact, there is only 1 residential detoxification and
rehabilitation and recovery facility care in New Haven with 29 beds.

~ Please also see Attachments C and G for more detailed information
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The proposed facility, located at Ella Grasso Boulevard in New Haven, will
offer an ideal, self-contained setting, designed to provide the highest level of
comprehensive multi-dimensional drug and alcohol rehabilitation services.
The layout of this facility provides for efficient staff to patient ratios and ample
centralized common, group, and office spaces. Its four distinct wing design
will be conducive to a therapeutic separation of demographics by gender and
age, as well as unique areas for distinct patient groupings such as; healthcare
workers, first responders, veterans, labor union members, and professionals.
Furthermore, this site was chosen because it provides a centralized location
with easy statewide access via two major interstate highways, which will
provide Connecticut residents in need a viable in-state option centrally located
for care. Currently, many individuals are forced to seek treatment out of state
placing an additional burden on the individual and their family already under
great stress. A New Haven facility will help to meet the unmet needs not just of
New Haven County, but the rest of the state.

~ Please also see Attachments G and H for more detailed information

ii. Theservice areatowns and the basis for their s ection;

Given the tremendous unmet need for the services to be offered, the Retreat
at South Connecticut will serve individuals from throughout the State of
Connecticut as well as the surrounding states. The facilities geographic
proximity to two major interstate highways, and its central location in
Connecticut, means that in addition to the local area, the Retreat at South
Connecticut’s service areawould be the entire state. It is also important to
note that the nature of inpatient substance abuse treatment is such that
prospective clients are often interested in seeking care outside their local area
for privacy reasons.

~ Please also see Attachment G, pages 5-17 for more detailed information

iii. The population to be served, including specific evidence such as incidence,
prevalence, or other demographic data that demonstrates need;

The population to be served would be primarily Connecticut residents, aged
18 and older, in need of residential detoxification and rehabilitation and
recovery. 2010 census data indicates there are approximately 2,757,082
individuals who reside in Connecticut who are aged 18 or older, comprising
approximately 77% of the total population. As noted previously above, the
incidence of substance abuse in the state is significantly greater than the
national average for the ages 18-25, and increasing. Additionally, as was also
noted, this population is increasingly underserved in this state.

~ Please also see Attachment G, pages 5-24, and Attachment D — SAMSHA:
Connecticut States in Brief, and NSDUH Report: Connecticut State Estimates
of Substance Dependence or Abuse, Needing but not Receiving Treatment
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According to SAMHSA'’s States in Brief Report, 2011 Connecticut has been
among the 10 States with the highest rates on the following measures:
o Past Month lllicit Drug Use: ages 18 — 25
Past Month Marijuana Use: ages 18-25
Past Year Marijuana Use: ages 18-25
Past Month Alcohol Use: ages 12+, 18-25, 26+
Non-medical use of Prescription Narcotic Pain Relievers: ages 18 — 25

~ Please also see Attachment G, pages 18-24, and Attachment D — SAMSHA:
Connecticut States in Brief, SAMSHA: Connecticut State Profile and Underage
Drinking Facts

It is worth noting that on the above measures, the rates of use for all age
groups have been above the national averages for all survey years, and this
has been a steady trend in survey data collected in Connecticut from 2002
forward.

(Attachment D — Connecticut DMHAS: Collection and Evaluation of Data

Related to Substance Use, Abuse and Addiction Programs, at page 14)

SAMSHA'’s annual survey of drug and alcohol use reveals the following
specific to Connecticut:

Substance Abuse Rates in Connecticut

18-26
Year Olds 26+ Total
Population 350,601 2,277,969 2,628,570
Alcohol %* 18.46% 6.32% 24.78%
[llicit Drugs** 8.16% 1.42% +13
Alcohol Dependent by population 64,721 143,968 208,689
lllicit Drug Use by population 28,609 32,347 60,956

*Needing but not receiving treatment for Alcohol Dependence
** Needing but not receiving treatment for lllicit Drug Dependence

iv. How and where the proposed patient population is currently being served;
e Some are being served in existing Connecticut facilities

e Some are accessing treatment facilities out of state
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e And, as was previously discussed above, the statistical data demonstrates
a number of these individuals are not receiving treatment due to the
difficulty of obtaining an in-state residential detoxification and
rehabilitation and recovery bed in a timely manner, and the myriad of
difficulties regarding accessing out of state treatment facilities

~ Please also see Attachments C and G for more detailed information

v. All existing providers (name, address, services provided, capacity and actual
population) of the proposed service in the towns listed above and in nearby
towns; and

~ PLEASE SEE ATTACHMENT C

Note: The Department of Mental Health and Addiction Services (“DMHAS’
collects capacity and actual population statistics on most existing licensed and
state operated provider s by town/city, and service/program.

vi. The effect of the proposal on existing providers, explaining how current
referral patterns will be affected by the proposal.

The proposed project should have little or no impact on existing providers.
As noted above, the statistical data demonstrates a number of Connecticut
citizens are unable to receive treatment due to the difficulty of accessing an in-
state residential detoxification and rehabilitation and recovery bed in a timely
manner, and the limited number of these beds. Given the minimal same-day
detoxification and rehabilitation and recovery bed availability in-state,
combined with the data showing a number of individuals who therefore are
forced to seek treatment at out of state facilities, it is clear that the existing
providers of detoxification and rehabilitation and recovery services are often
not able to meet the demand for these services (a demand which continues to
increase every year).

What this project will impact is the delivery of state of the art detoxification
and rehabilitation and recovery services in-state in a positive manner that will
benefit Connecticut’s citizens, while providing a number of ancillary benefits
to the State of Connecticut as well.
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3. Projected Volume

a. Complete the following table for the first three fiscal years (“FY”) of the
proposed service.

Table 1: Projected Volume

Projected Volume
(First 3 Full Operational FYg)**
FY2013 FY2014 | FY2015 | FY2016

Service type***

Detoxification 5280 7260 7920 7920
Rehabilitation 15,840 21,780 | 23,760 | 23,760
Partial Hospitalization 2203 4563 4875 4875
Intensive Outpatient 1322 2738 2925 2925
Outpatient 1763 3650 3900 3900
Total 26,408 39,991 | 43,380 | 43,380

** |f the first year of the proposal isonly apartial year, provide the first partial year and then the first three
full FY's. Add columns as necessary.

*** |dentify each service/procedure type and add lines as necessary.

**** Fi|l in years. In afootnote, identify the period covered by the Applicant’s FY (e.g. July 1-June 30,
calendar year, etc.).

b. Provide a detailed description of all assumptions used in the derivation/calculation
of the projected volumes.

Admission and demographic data are derived from extensive experience
and data from previously run facilities, which was then matched to
Connecticut statistics regarding location and number of facilities, available
beds, and SAMSHA data to obtain projected volumes. Furthermore, our
experience indicates that typically 25% of inpatient service days are spent in
detoxification and the remainder in a rehabilitation setting. Additionally,
approximately 25% of inpatients continue through to partial hospitalization
(PHP) and/or intensive outpatient (IOP). We will offer PHP 5 days a week and
IOP 3 days a week. Again, based on past experience, 50% of those in IOP/POP
will continue to general outpatient services.

c. If the Applicant(s) currently offers mental health or substance abuse
services/programs, please address the following:

i.  Theunits of service (i.e. group/individual counseling sessions, bed days, etc.
clinic visits??) for last three completed Fiscal Years (“FYS’) by patient town
of origin for each service.

ii. Theunitsof service (i.e. # of admissions) for last three completed FY s by
patient town of origin for each service.

iii. The available capacity of each program, and




iv. For most recent completed FY, please provide any backlogs and waiting lists
for each program.

NEW FACILITY — THEREFORE NOT APPLICABLE

d. Please provide by month, for the most recent completed FY/, the following:
average daily census; number of clients on the last day of the month; the number
of clients admitted during the month; and the number of clients discharged during
the month for each existing service/program in the proposed service area.

Notee DMHAS also collects statistical information related to the
admission and discharge status of clients at existing behavioral health
facilities.

NEW FACILITY - THEREFORE NOT APPLICABLE

e. Provide acopy of any articles, studies, or reports that support the statements made
in this application justifying need for the proposal, along with a brief explanation
regarding the relevance of the selected articles.

~ PLEASE SEE ATTACHMENT D

4. Quality Measures

a. Submit alist of al key professional, administrative, clinical, and direct service
personnel related to the proposal. Attach a copy of their Curriculum Vitae.

The Key Staff (identified in Attachment E, which also includes their
Curriculum Vitae and additional information) will be our Executive
Management Team.

We anticipate hiring 70 people initially, with an increase to over 100 within
the first year. These positions will cover a broad range of disciplines,
education, and skill-set levels, including: physicians and nurses, master
prepared therapists, other certified specialty practitioners, certified nurse
aides, kitchen and dietary personnel, as well as administrative and
maintenance staff. Retreat at South Connecticut personnel will receive regular,
extensive, and continuing training in their respective fields of specialty as well
the requirements of state licensing, national accreditation, and agency
standards. Additionally, our staff training runs the gamut, from understanding
federal guidelines such as HIPAA compliance, and confidentiality
requirements, to admission criteria and use of electronic medical records.
Retreat at South Connecticut will utilize a state of the art paperless practice
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management system throughout the facility which will contribute to overall
efficiency.

A local job fair will be held to hire needed personnel including: nursing and
clinical aides, utilization management specialists, other certified specialty
practitioners, admission staff, facility and operations personnel, admission,
human resource and billing staff, kitchen and dietary staff, as well as
maintenance and transportation personnel.

b. Explain how the proposal contributesto the quality of health care delivery in the region.

Connecticut continues to lead the nation in substance abuse rates in
several key areas that have yet to be addressed. This 105 bed facility will
positively influence the quality of health care delivery in the region by
increasing access to a variety of individualized substance abuse services that
will benefit Connecticut’s citizens, while providing a number of ancillary
benefits to the State of Connecticut as well. Our ability to provide this full
continuum —individualized medically supervised residential detoxification,
rehabilitation, and recovery services within one facility - significantly increases
the chances the individual seeking treatment will successfully complete their
treatment journey. All too often, an addicted individual will develop a false
impression that they have completed their treatment once detoxification is
over simply because they are feeling better. This false impression leads them
to avoid the critical process of rehabilitation and recovery services - a primary
cause of the almost certain relapse, with its attendant costs to the health care
delivery system and society as a whole.

Furthermore, significant economic and social benefits result from
successful treatment of substance abuse. Crime rates drop, and substance
abuse related accidents go down. In the area of health care delivery, there are
fewer emergency room visits, medical intervention associated with DCF child
neglect declines, and most importantly as the state’s addiction rates decline.
The result - the costs and stresses on the overburdened and underfunded
health care delivery system are lessened.

c. ldentify the Standard of Practice Guidelines that will be utilized in relation to the
proposal. Attach copies of relevant sections and briefly describe how the
Applicant proposes to meet each of the guidelines.

~ PLEASE SEE ATTACHMENT F
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5. Organizational and Financial Information

a

Identify the Applicant’ s ownership type(s) (e.g. Corporation, PC, LLC, etc.).
LLC

Does the Applicant have non-profit status?

No

Provide a copy of the State of Connecticut, Department of Public Health
license(s) currently held by the Applicant and indicate any additional licensure
categories being sought in relation to the proposal.

All appropriate and necessary licenses will be sought in order to operate a
facility for the care or treatment of substance abusive or dependant
persons

Financial Statements

i. If the Applicant is a Connecticut hospital: Pursuant to Section 19a-644,
C.G.S., each hospital licensed by the Department of Public Health is required
to filewith OHCA copies of the hospital’ s audited financial statements. If the
hospital hasfiled its most recently completed fiscal year audited financial
statements, the hospital may reference that filing for this proposal.

ii. If the Applicant is not a Connecticut hospital (other health care facilities):
Audited financial statements for the most recently completed fiscal year. If
audited financial statements do not exit, in lieu of audited financial
statements, provide other financial documentation (e.g. unaudited balance
sheet, statement of operations, tax return, or other set of books.)
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e. Submit afina version of all capital expenditures/costs as follows:

Table 2: Proposed Capital Expenditures/Costs

Medica Equipment Purchase $ 6,000.00
Imaging Equipment Purchase ~
Non-Medical Equipment Purchase $ 460,000.00
L and/Building Purchase * $ 3,200,000.00
Construction/Renovation ** $ 1,600,000.00
Other Non-Construction (Specify)
- Startup Costs: $ 650,000.00
- Working Capital: $ 1,300,000.00
Total Capital Expenditure (TCE) $ 7,216,000.00
Medica Equipment Lease (Fair Market Value) *** ~
Imaging Equipment Lease (Fair Market Value) *** ~
Non-Medical Equipment Lease (Fair Market Value) *** $ 150,000.00
Fair Market Value of Space*** ~
Total Capital Cost (TCC) $ 150,000.00
Total Project Cost (TCE + TCC) $ 7,366,000.00
Capitalized Financing Costs (Informationa Purpose Only) $ 200,000.00
Total Capital Expenditure with Cap. Fin. Costs $ 7,566,000.00

* |f the proposal involves aland/building purchase, attach areal estate property appraisal including the

amount; the useful life of the building; and a schedule of depreciation.

~ PLEASE SEE ATTACHMENT G

** |f the proposal involves construction/renovations, attach a description of the proposed building work,
including the gross square feet; existing and proposed floor plans; commencement date for the

construction/ renovation; completion date of the construction/renovation; and commencement of operations

date.

~ PLEASE SEE ATTACHMENT H

*** |f the proposal involves a capital or operating equipment lease and/or purchase, attach a vendor quote
or invoice; schedule of depreciation; useful life of the equipment; and anticipated residual value at the end

of the lease or loan term.

~ PLEASE SEE ATTACHMENT |

f. Listal funding or financing sources for the proposal and the dollar amount of
each. Provide applicable details such as interest rate; term; monthly payment;
pledges and funds received to date; letter of interest or approval from alending

institution.

~ PLEASE SEE ATTACHMENTS I and J




6. Patient Population Mix: Current and Projected

a. Provide the current and projected patient population mix (based on the number of
patients, not based on revenue) with the CON proposal for the proposed program.

Table 3a: Patient Population Mix

Detox FY 2013 FY 2014 FY 2015 FY 2016

Medicare* 0 0 0 0
Medicaid* 0 0 0 0
CHAMPUS & TriCare 0 0 0 0
Total Gover nment 0 0 0 0
Commercia Insurers® 4,488 6,171 6,732 6,732
Uninsured 792 1,089 1,188 1,188
Workers Compensation 0 0 0 0
Total Non-Gover nment 5,280 7,260 7,920 7,920
Total Payer Mix 5,280 7,260 7,920 7,920

* |ncludes managed care activity.
** New programs may leave the “current” column blank.

*** Fll in years. Ensure the period covered by this table corresponds to the period covered in the

projections provided.

Table 3b: Patient Population Mix

Rehab FY 2013 FY 2014 FY 2015 FY 2016

Medicare* 0 0 0 0
Medicaid* 0 0 0 0
CHAMPUS & TriCare 0 0 0 0
Total Gover nment 0 0 0 0
Commercia Insurers® 13,464 18,513 20,196 20,196
Uninsured 2,376 3,267 3,564 3,564
Workers Compensation 0 0 0 0
Total Non-Gover nment 15,840 21,780 23,760 23,760
Total Payer Mix 15,840 21,780 23,760 23,760

* |ncludes managed care activity.
** New programs may leave the “current” column blank.

*** Fll in years. Ensure the period covered by this table corresponds to the period covered in the

projections provided.
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Table 3c: Patient Population Mix

PHP FY 2013 FY 2014 FY 2015 FY 2016

Medicare* 0 0 0 0
Medicaid* 0 0 0 0
CHAMPUS & TriCare 0 0 0 0
Total Gover nment 0 0 0 0
Commercia Insurers® 1,873 3,879 4,144 4,144
Uninsured 330 684 731 731
Workers Compensation 0 0 0 0
Total Non-Gover nment 2,203 4,563 4,875 4,875
Total Payer Mix 2,203 4,563 4,875 4,875

* |ncludes managed care activity.
** New programs may leave the “current” column blank.

*** Fll in years. Ensure the period covered by this table corresponds to the period covered in the

projections provided.

Table 3d: Patient Population Mix

IOP FY 2013 FY 2014 FY 2015 FY 2016

Medicare* 0 0 0 0
Medicaid* 0 0 0 0
CHAMPUS & TriCare 0 0 0 0
Total Gover nment 0 0 0 0
Commercia Insurers* 1,124 2,327 2,486 2,486
Uninsured 198 411 439 439
Workers Compensation 0 0 0 0
Total Non-Gover nment 1,322 2,738 2,925 2,925
Total Payer Mix 1,322 2,738 2,925 2,925

* |ncludes managed care activity.
** New programs may leave the “current” column blank.

*** Hll in years. Ensure the period covered by this table corresponds to the period covered in the

projections provided.

Table 3e: Patient Population Mix

OP FY 2013 FY 2014 FY 2015 FY 2016

Medicare* 0 0 0 0
Medicaid* 0 0 0 0
CHAMPUS & TriCare 0 0 0 0
Total Gover nment 0 0 0 0
Commercia Insurers* 1,499 3,103 3,315 3,315
Uninsured 264 548 585 585
Workers Compensation 0 0 0 0
Total Non-Gover nment 1,763 3,650 3,900 3,900
Total Payer Mix 1,763 3,650 3,900 3,900
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b. Provide the basis for/assumptions used to project the patient popul ation mix.

The above population mix is derived from SAMHSA’s annual survey of drug
and alcohol use. Regarding Connecticut, the latest survey provides the following
data:

State of Residents Residents Total
Connecticut Age 18 — 26 Age 26 +
Population: 350,601 2,277,969 2,628,570
Population
needing, but not
receiving 64,721 143,968 208,689
treatment for or or or
alcohol 18.46% 6.32% 7.94%
dependence:
Population
needing, but not 28,609 32,347 60,956
receiving or or or
treatment for illicit 8.16% 1.42% 2.32%
drug dependence:

Assuming a 100 percent overlap between the above 2 categories (i.e. all those
needing, but not receiving treatment for illicit drug dependence are also
dependent on alcohol), a total of 208,689 Connecticut residents need, but have not
received treatment for some form of substance abuse dependence. To meet its
first year projections, Retreat at South Connecticut would need to admit less than
0.5 percent of this population. The latest Kaiser Foundation survey (2010)
revealed that 65 percent of Connecticut residents carry commercial health
insurance. Retreat at South Connecticut would need to attract less than 1 percent
of commercially insured residents classified as needing, but not receiving
treatment to meet its goals.

7. Financial Attachments| & |1

a. Provide asummary of revenue, expense, and volume statistics, without the CON
project, incremental to the CON project, and with the CON project. Complete
Financial Attachment |. (Note that the actual results for the fiscal year reported
in the first column must agree with the Applicant’s audited financial statements.)
The projections must include the first three full fiscal years of the project.

~ PLEASE SEE ATTACHMENT K
b. Provide athree year projection of incremental revenue, expense, and volume
statistics attributable to the proposal by payer. Complete Financial Attachment

I1. The projections must include the first three full fiscal years of the project.

~ PLEASE SEE ATTACHMENT K
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Provide the assumptions utilized in developing both Financial Attachments|
and Il (e.g., full-time equivalents, volume statistics, other expenses, revenue and
expense % increases, project commencement of operation date, etc.).

~ PLEASE SEE ATTACHMENT K

Provide documentation or the basis to support the proposed rates for each of the
FYsasreported in Financial Attachment I1. Provide a copy of the rate schedule
for the proposed service(s).

~ PLEASE SEE ATTACHMENT K

Provide the minimum number of units required to show an incremental gain from
operations for each fiscal year.

~ PLEASE SEE ATTACHMENT K

Explain any projected incremental 1osses from operations contained in the
financial projections that result from the implementation and operation of the
CON proposal.

~ PLEASE SEE ATTACHMENT K

Describe how this proposal is cost effective.

This proposal is cost effective for a number of reasons:

e A new 105 bed facility will increase access to vital detoxification and
recovery services, reducing the number of individuals who are
currently going without care when they need it. Left untreated,
substance abuse will continue unchecked - placing the individual at
risk of overdosing, and causing harm to self and/or others (thru
automobile accidents, family and workplace violence, violent crime,
etc). Drug and alcohol abuse contribute significantly to healthcare
costs: ERvisits, personal illness, and exacerbation of existing
health conditions brought about as a result of the ongoing
substance abuse. Additionally, drug and alcohol abuse have
tremendous societal costs: crime, violence, job loss, child abuse
and neglect, high rate of workplace and school absences - to name
just a few.

o Retreat at South Connecticut will provide residential detoxification,
rehabilitation, and recovery services within one facility. This
seamless transition significantly enhances successful treatment
completion rates, leading to the savings innumerated above.
Presently, many families are forced to seek treatment services out of
state or forgo treatment because a bed is simply not available when

38



needed. The addition of 105 new beds in Connecticut will reduce
this need for travel and attendant costs. It also gives the addicted
individual’'s family the important opportunity for active participation
in the recovery process as they do not have to travel great distances
in order to stay involved. Family involvement therapy is often a key
component to achieving successful completion of the rehabilitation
process.

h. Describe how the proposal will affect the financial strength of the health care

system in Connecticut.

The addition of this new facility will positively affect the financial
strength of the health care system in Connecticut in numerous ways.
When in-state access to treatment for substance abuse is increased and
existing obstacles to care are reduced, aresult is that all of the incumbent
health system costs are also reduced. Additionally, this has the effect of
strengthening the existing health care system in Connecticut across the
continuum. Substance abuse takes a serious toll on the abuser. It
exacerbates existing heath issues and creates a host of new ones. The
result - greater stress is placed on the state’s healthcare resources: from
ER visits, and ambulance calls, to doctor and clinic visits, as well as
diagnostic testing to address existing health conditions. When access to
treatment is more readily available, the demand on those resources is
reduced. Furthermore, if treatment is completed successfully, this extra
demand will often be eliminated.

This project will improve the availability and delivery of comprehensive
multi-dimensional drug and alcohol rehabilitation services, and help meet a
growing need for substance abuse treatment services in Connecticut for its
citizens. Reducing substance abuse rates in any category (and preferably
all categories), directly and positively affects the financial strength of the
health care system in Connecticut by reducing demand on a myriad of
healthcare services.
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Attachment A

In response to CON application item 1 a:

Information about Retreat at Lancaster County
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OUR FOUNDER

Peter Schorr, Founder and CEO of Retreat at
Lancaster County has realized his vision of
creating the highest quality substance abuse
treatment center on the East Coast. Over his 25
years as both a clinician and manager of health
care facilities, he has developed innovative
programs to treat those suffering the disease
of addiction. Retreat will provide the most
serene and peaceful setting for patients to
heal, learn and prepare for lifelong sobriety.

MISSION STATEMENT

To provide a compassionate and spiritual
environment where those suffering from the
disease of addiction can begin the journey to
recovery by providing enlightenment and
education to the individual and their families.

BROOH
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Qur Executive Chef and his
staff prepare wholesome
and nutrtious mealsto
patients of the Retreat.
Kosher and special deetary
meals are also available

upon request.




FACILITY OVERVIEW .
Retreat, a 120-bed inpatient Substance Abuse facility located in Ephrata, PA provides the ful
continuum of care to its patients on a picturesque and secluded 24 acre campus. Retreat is
licensed by the Pennsylvania Department of Drug and Alcohol Programs for 30 detox and
rehabilitation beds and accredited by CARF.




ACCOMMODATIONS

Patient rooms have been designed with
uncompromising attention to detail. With
expansive views and warm relaxing colors,
spacious accommodations feature full size
beds, granite vanities, tile showers and locally
handmade Amish furniture.




OUR TREATMENT PHILOSOPHY

Retreat offers a complete continuum of care,
including Detox, Rehabilitation, Partial Hospital-
ization, Intensive Outpatient and Outpatient
programs. Once a patient’s residential stay is
complete, the tools acquired in treatment will be
further utilized in the various step-down and
support programs. Continued counseling and
participation in the recovery community is essen-
tial to a comprehensive treatment and aftercare
plan.

Types of Treatment Available:

« Addiction Neuroscience
» Psychopharmacoloy
« Holistic Therapy, including:

- Massage Therapy

- Drumming Therapy
- Nutrition Counseling
- Fitness Counseling

- Yoga & Medlitation

- Equine Therapy
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CLINICAL PROGRAMS - Comprehensive Curriculum

Retreat has developed the.most comprehensive curriculum and

deliveny of drugand alcohol'services to its patients. Retreat will
> 'the exXpand the quality’and enhance the delivery of the most

effectivelsenvicesithrough continued review of our programs,

INGOrPOTatingithell atest ations’q'nd practices in the industry.
RBYINaVINGEhEIDESHSERVIGEIPTod UGt AR treat will continually have
: tHeka DI ILACIPTOVICEONtSIPatiENtsitheimost innovative Detox,

RENaDIlitationAbantiallioSpitalizationdlntensive Outpatient and
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Located in the heart of Pennsylvania Dutch Country, Retreat's 24-acre
campus provides expansive living and treatment space. The natural land-
scape creates an idyllic setting for serenity, focus and reflection.
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Recreation is an essential component to a healthy lifestyle.
Retreat offers a full gymnasium and fitness center to help
patients reduce stress, relieve anxiety and eliminate toxins
from the body.
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By integrating the most advanced and proven clinical approaches
with alternative therapies including Tai Chi, yoga and meditation,
massage therapy and equine therapy, Retreat offers a holistic
approach to treatment, providing an ideal setting for spiritual healing.
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Chrissy Gariano, MA FINAL WORDS

Executive Director

| would like to extend my warmest regards and
thanks for considering Retreat at Lancaster
County. Addiction is a complex and complicated
disease. We believe in offering treatment with
utmost compassion and integrity. Every patient
that enters the facility is treated as an individual.
Here at Retreat, you will receive a specific treat-
ment plan and a curriculum that is designed just
foryou.
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Retreatsteives to provide the highest quality drug and

alcohol services in 3 ixuny.setting, while remaining afford-

able, We accept most major insurance plaas and offer ___

payment options. Our admissions department is open 24

hougs a da,g’days aweek. For your convenience, courtesy
3

trangpartatibngnay be available.
. NS B

£

1170 South State Street
Ephrata, PA 17522

< = He’[re at 717.859.8000

= [oll Free: 855.859.8808
at Leacaster County Fx: 717.859.6330
www.retreatlc.com
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CLINICAL PROGRAM

Youth Connection is an intensive track program designed for those

individuals in the young community who suffer from the disease of

addiction. This program focuses on related issues, such as peer

influences, social structure and sober support. The program is designe

for patients that are 25 years of age or younger. Highlights of the program include daily track groups,

individual sessions with Clinical Specialists, assisting patients in building sober peer groups and

=
O
-
()
Q
-
-
@)
O
4=
b
o
>

improving family relationships. The program works to unify the young community and reinforce
adult responsibilities in every day living. It helps patients target specific stressors that contribute to

their addiction and help establish relapse prevention strategies and healthy coping skills.




SPECIALIZED TREATMENT PLANS
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CLINICAL PROGRAM

Retreat understands the unique needs of
Uniformed Professionals who experience
high levels of physical, emotional and
psychological stress on a daily basis.

This Program is designed to address the immediate and long-
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term chalenges of First Responders and the daily dangers of
their careers, including Post Traumatic Stress Disorder and

Critical Incidents.




CLINICAL PROGRAM

Addiction not only affects the patient

but also those who love them. Our

complimentary family program is

designed to educate loved ones

about the disease of addiction and

the dynamics that it creates. The goal is to facilitate and

promote healthy communication skills that will lead to
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regaining trust and healing relationships through the

process of treatment and recovery.




Attachment B

In response to CON application item 1 a:

A description of the professional services and
treatment philosophy, program snapshots, and a
proposed program schedule
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PROFESSIONAL SERVICES

TREATMENT PHILOSOPHY

Addiction is a primary, chronic disease with genetic, psychosocial and environmental
factors influencing its development and manifestation. The disease is progressive and
potentially fatal. It is characterized by continuous or periodic impaired control over
drinking/chemical use, preoccupation with the drug, use of alcohol/drugs despite
adverse consequences, and distortions in thinking. Because addiction affects the
person physically, psychologically, emotionally, and spiritually and negatively affects all
facets of one’s life, most notably relationships, we take a holistic approach in our
treatment methodology.

People come to Retreat in various stages of crisis reflective of their progressive stage of
chemical dependence. Alcohol and/or drugs have become the controlling force in their
lives, and as such, have severely limited their ability to make good, reasoned choices for
themselves. The self-destructive nature of addiction has left them broken and lost, and
has either impeded the development of healthy coping skills or has deteriorated existing
coping skills necessary to live a happy and successful life. Many participants, especially
the chronic relapser, have little faith or hope that they can successfully abstain from
mood altering chemicals and unwittingly live out a self-fulfilling prophecy whereby their
feelings of hopelessness overwhelm their desire for a better life, and they continue to
stay entrenched in the destructive cycle of addiction.

The staff of Retreat strongly believes that there is hope for the addicted person. We
know from experience that the chemically dependent can recover and will recover if they
are willing to enter into a process of change. For the people who come to us for help,
this concept is easy to grasp but very difficult to actualize.

The chemically dependent enter treatment for a variety of reasons and with varying
levels of motivation. We expect this and know that the reason why a person enters
treatment is less important than what occurs while she/he is here. Change is the key.
Participants who want to stop drinking and using drugs have to change some or all of the
following areas of their lives: counterproductive attitudes; distorted thinking; maladaptive
behaviors; unhealthy lifestyles. Through the use of motivational techniques, change
theory, and cognitive-behavioral therapy. We assist the participant in making these
necessary changes.
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Many treatment professionals believe that a participant’s denial of addiction is the main
obstacle to successful recovery, and that it is their job to break through this denial.
Although we acknowledge that denial, the inability to accept something as true even in
the face of compelling evidence, is problematic for many addicts, we believe that the
major impediments to successful treatment and recovery are ambivalence and
resistance to change.

Ambivalence manifests itself in the addicted person when he or she has as strong desire
for recovery and at the same time a desire to continue to use. The addicted person
often feels caught in the middle of these opposing feelings, not knowing how to dislodge
himself from the conundrum. It is our job to assist the participant to accept ambivalent
feelings regarding their addiction and to help identify and build upon the patient’s
motivation and desire for recovery.

Program Descriptions

Individual

Each patient receives individual counseling and, if appropriate, may receive individual
therapy. Tasks of the individual therapist or therapist are:

o Data base collection and assessment

e Provide an environment conducive to learning;

e Develop, revise, and update individual treatment plans designed to
educate, relate learning to experience, and bring about behavioral
change;

e Confront denial didactically only;

e Teach patient about defense mechanisms and how they are used to
justify drinking and drugging and to avoid treatment;

¢ Provide opportunities for patients to witness defense mechanisms in use
and to identify them;

e Provide patients with all the data you learn about him or her-no secrets
are to be kept;

o Self-disclose only when appropriate;

e Motivate for continuing care;

o Teach patient how to use AA.

Community Meeting

Community Meeting is held every morning. Its major task is to solve community
problems. As part of community meeting the community rules and boundaries are read
every day. The Community Meeting is facilitated by clinical staff and the major goal is
for the community to solve its own problems. Therapists may intercede to facilitate the
community meeting and give direction in the solution of the problems. Occasionally staff
will solve the community problems but reliance is on the group and individual
responsibility. The underlying goals of the community meeting are to promote
cohesiveness in the patient community in order to help patients’ focus, their thinking,
help increase their problem solving skills, and to prepare them for group self-help.
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Small Group Therapy

Small groups occur every day at Retreat. The job of the therapist in these small groups
is only to facilitate it and make observations on the mode of the group and to help them
become a working group. Individual and interpersonal therapy is not done in these small
groups. Groups include but are not limited to:

Defense Mechanisms. The task of the defense mechanisms group is to study
defense mechanisms with the emphasis on how they are used to avoid self-
diagnosis, avoid treatment, and return to drinking and drugging which would lead
to relapse. The role of the facilitator is to see that the environment is conducive
to work. Facilitators are to be familiar with the defense mechanisms, make
interventions only after assessing the mode of the group, make interventions
designed to enhance work or move the group toward work and not create more
confusion. Refer to group intervention model to see sample interventions. If the
group is functioning well, the therapist will be quiet; if the group worked well, the
therapist should compliment
Step Groups. These groups go sequentially through the first three steps so that
a patient will get all 3 of the major steps. The task is to discuss each step as it
relates to the patient’'s experience. The emphasis in the Step 1 group is the
disease process leading to powerlessness, tolerance, withdrawal, loss of control,
pathologic organ change. The secondary emphasis is on unmanageability as a
secondary symptom of the disease and problems resulting from the disease such
as legal, family, job, financial, etc. Treatment for powerlessness is abstinence.
Treatment for unmanageable life is working the steps. In Step 2 the emphasis is
on a power greater than ourselves; it need not be God. The statement “restore
us to sanity” implies that sanity once existed. It is necessary for the therapist to
stress that insanity is a direct result of the disease, toxicity, pathologic organ
change and augmentation. Step 2 stresses the importance of group, A.A., and
reality testing. It is important to link Step 1 with Step 2. If one is powerless one
needs a power to survive. The power can work through the group. Step 3
discusses what will is, where the will is, why will power does not work, how
getting one’s way relates to will, how to turn will over by using the group to follow
directions and to live in the present. It helps the group to see how they are
already working Step 3.

Self diagnosis. This group should allow patient education to understand the
nature of addiction, the disease model and how it applies to self. The patients
need to relate learning to their experience. If they can't relate it to themselves it
does not count. They also need to identify educationally weak areas in the
group. The goal is to have the patients’ self diagnose as chemically dependent
based on the primary symptoms of the disease.

Relapse Prevention. The task of Relapse Prevention Group is for patients, who
have relapsed, to identify triggers, patterns and emotions that led to their relapse
and for patients who are in treatment for the first time to identify the triggers,
patterns and emotions, which could lead to relapse. All patients will discuss and
get feedback on the changes they will need to make in order to minimize the
potential for relapse.
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Special Tracks

Early Recovery — Designed for patients early in treatment to orient to the
program and begin learning about the disease of addiction and treatment
protocols.

Co-Dependency — Designed for patients to understand the link between
addiction and co-dependency and strategies for coping and making changes with
self and family/friends.

Relapse Prevention — Designed for patients to learn about triggers and coping
mechanisms for prevention. Education focuses on how relapse can begin prior to
actually using again.

Relationships — Designed for patients to understand the impact of how addiction
can affect relationships, how to create health relationships, improve existing
relationships and how effective communication is important.

Anger Management — Designed for patients that have difficulty expressing
anger and emotions in a healthy manner that is productive to social and
interpersonal relationships.

Emotional Health - Designed for patients to learn about identifying emotions,
how it affects mood, interpersonal and social relationships and how to express
and manage appropriately.

Coping Mechanisms — Designed to educate on what coping skills are, how they
are important in dealing with daily life issues and how to develop health coping
skills.

SERVICES OFFERED AT RETREAT

Services

In order to meet our program goals, Retreat offers residential treatment, partial
hospitalization, intensive outpatient treatment, continuing care, and community
education.

The residential phase of our program consists of a program of varying length with 2 main
components:

Detoxification - Upon admission to Retreat, each patient receives medical
evaluation, treatment and detoxification from the substance they are abusing.

Rehabilitation - The majority of our program is designed to provide a variety of
services via a variety of disciplines, coordinated to assist the beginning of the
patient’s personal rehabilitation.

Partial Hospitalization - provides intensive treatment up to 5 days a week. Itis
the belief that a step down from residential to IOP is too great a gap between
levels of care. PHP is offered 5 days a week, 4 hours each day. This provides a
step down of 20 hours weekly of treatment coming out of residential rather 9
hours weekly for IOP.

Intensive outpatient and outpatient program - provides a method of treating
patients who for whatever reason are unable to enter or complete inpatient
treatment or where less restrictive treatment is appropriate.
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e Continuing care phase of treatment - provides for on-going individual, group,
and/or family/marital therapy for patients who have re-entered the community
following the residential or intensive outpatient phase of treatment, but are in
need of on-going therapy and support services in order to assist their continued
abstinence from substance abuse, and program of personal rehabilitation.

¢ Community education — provides for information about substance abuse,
including education about primary prevention, individual case identification, and
referral, and consultation and treatment resources available. These are provided
on an on-going basis to health care providers, industry, social service
organizations, schools, churches, and other individuals and groups seeking
information and education. Community Education Services are provided either at
Retreat, or in the community, through the outreach department primarily or by
other staff as requested.

Hours and Days of Operation

Retreat is open for admission and treatment 7 days a week, 24 hours a day. Staff
nurses are on duty around the clock and physicians are either on the premises or on-call
7 days a week, 24 hours a day.

Admission to Retreat’s intensive outpatient program can be arranged at any time. Both
day and evening intensive outpatient services are provided. PHP, IOP and GOP are
offered both day and evening hours. Individual therapy, family therapy and psychiatric
sessions are scheduled on an individual basis.

Routine services provided to meet clinical needs of
patients

At Retreat a variety of services are available to help treat the identified clinical needs of
the patient. These services include:

e Thorough medical evaluation with a physical exam, lab tests when ordered, and
other related studies done by a physician.

e Medical treatment of either known or newly recognized iliness, as well
detoxification under controlled conditions from the substances the patient was
abusing prior to admission. These services are provided by an on-site full-time
Medical Director.

¢ Nursing care under the direction of a registered nurse is available on a 24-hour a
day basis at Retreat to help implement the patient’s treatment plan and monitor
them during the acute phases of detoxification as well as to provide medication
and on-going nursing care for other illnesses the patient may have.

e Psychiatric evaluation shall be done when indicated on any patient upon
admission. In-depth evaluations are available as required.

e A thorough bio-psycho-social evaluation is performed by a primary therapist or
other designated staff member on each patient.

e Psychiatric treatment is available for those patients who are diagnosed as having
an underlying psychiatric disorder either in conjunction with or as a consequence
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of their substance dependence. Psychiatric treatment is provided by board
certified psychiatrists at the facility.

e Substance abuse treatment is provided by the patient’s substance abuse
therapist. Substance abuse education is provided by the staff in the form of
lectures, workshops, videotapes, and reading materials including A.A. literature.

e Lectures and workshops concentrating on living skills are provided to the patients
by staff trained in those areas.

¢ Marital and family education and counseling are available through the
patient’s attending physician, the substance abuse therapist, staff nurse, and the
family program.

e Social case-work is available including assistance in helping the patient locate
appropriate housing, public medical assistance or financial assistance and
related services by a therapist on the staff of the facility.

e The patient is exposed to the A.A./N.A. program of recovery including A.A. Step
program, and A.A./N.A. meetings are held at the facility.

e Organized activities are provided to help the patient develop an awareness of
constructive use of leisure time, to provide recreation and to supplement the
treatment done in other group activities.
Discharge planning and continuing care services are provided for every patient.

¢ When needed, outpatient placement is made to Retreat’s intensive outpatient
program or outpatient program or to an appropriate addictive disease center,
psychiatric outpatient center, or related facility. A. A. /N.A. is always included,
and outpatient group therapy at Retreat can be included.

e Other continuing care service may involve a half-way house, referral to the
company E.A.P. program or medical department or to the patient’s private
physician or counseling service.

e Patients who present needing special services, which cannot be provided at
Retreat will have referral arrangements that are appropriate:

o Community area hospitals

0 Licensed ambulance services

o IMS laboratory facilities.

These facilities and a number of consultants are available at the request
of the patient’s attending physician.

PROVISION OF SERVICE VIA MULTIDISCIPLINARY TREATMENT TEAM

Composition of Treatment Team
Services are provided to patients of Retreat by a multidisciplinary treatment team
including:
e Primary Physician or Nurse Practitioner
Psychiatrist or Clinical Nurse Specialist, if applicable
Substance Abuse Therapist/Social Worker
Aftercare Coordinator
Registered Nurse
Licensed Practical Nurse, if applicable
Dietician, if required
Aides



Roles and Responsibilities of Treatment Team Members

e Primary Physician or Nurse Practitioner
e Psychiatrist, or Clinical Nurse Specialist
The duties include:
0 Responsibility for all medical and psychiatric matters.
o0 Responsibility for the observance of all Codes of Ethics
0 The physician provides:
% Evaluation of medical and addictive problems.
s Treatment of medical and addictive problems.
¢+ Prescription of medications.
% Individual, marital, and family counseling/psychiatric
treatment as needed.
% Consultation for all treatment team members in the
performance of their clinical duties.
% Psychiatric evaluation and treatment as necessary.

e Therapist
The substance abuse therapist facilitates task groups for the patients.
In addition, duties include:

o Completes the bio-psycho-social evaluation and integrated summary of
assigned patients.

0 Helps develop the comprehensive treatment plan.

0 Assists in the education program about substance abuse for the patients
including the delivery of educational lectures about addictive diseases
and the recovery process.

0 Exposes the patient to the A.A./N.A. program of recovery

o Provides education for the patient’s family.

o Coordinates his/her efforts with those of the employer, other clinics, and
other interested individuals in assisting the patient’s recovery.

o Formulates a continuing care plan with each assigned patient.

o Registered Nurse
The nurse at Retreat is a registered nurse with additional training and experience
either with psychiatric patients or in provision of services to patients with
addictive diseases. The nurse at Retreat is responsible for:

o Patient intake and orientation to the treatment program.

o0 Administration of medical care during and after the detoxification process
itself.

o Dispensing prescribed medications.

o0 The management of the therapeutic milieu at the facility.

e Licensed Practical Nurse
The licensed practical nurse is licensed by the State with additional training and
experience either with psychiatric patients or in the provision of services to
patients with addictive diseases. Additionally, they are also licensed to dispense
medication and is C.P.R. certified. The LPN assists with:

o Patient intake and orientation to the treatment program.

o The administration of medical care during and after the detoxification
process itself.

o Dispensing prescribed medications.

o0 The management of the therapeutic milieu at the facility.

o Executive Chef



Consults with the physician as well as with the dietary staff in order to:
o0 Provide special diets for patients with identified illnesses.
o Provide a wholesome menu for the patients in general.
e Aides
The aides assist with the intake and discharge procedures and with other
assigned tasks.

Treatment Planning Process

The initial data base is completed within the first 72 hours and includes, but is
not limited to:
e Physical examination including appropriate laboratory studies.
A thorough bio-psycho-social history.
o Where indicated, a psychiatric evaluation (psychiatric evaluation or re-
evaluation at any time in the course of treatment as needed).

This data provides the basis for the development of the integrated summary leading to
the development of the treatment plan under the supervision of the physician. The plan
will then be updated as necessary in response to continued observation of the patient.

The treatment program is focused on the:
e Development of the patient’s self-identity as alcoholic and/or addict
e The understanding of the disease concept of alcoholism/addiction and
¢ The commitment to abstinence after discharge.
e Problems which require on-going treatment are addressed in
continuing care plan

Case Management and Treatment Team Meetings

Case Management Conferences for the inpatient program are held with the entire
treatment team five days a week. The focus of these meetings is to review therapy,
review diagnoses, and to assist in the management of “tough cases.” Depending on the
findings of the meetings, additional services such as consultation with the dietician,
family therapy, or other related services may be added to the revised treatment plan.
Utilization Management Coordinators attend the Case Management/Treatment Team
Meetings.

Continuing Care

A continuing care plan is developed with each patient and may include either continuing
care services at Retreat including intensive outpatient program, individual, group,
marital, or family therapy, as well as A.A. meetings, or may call for provision of similar
care at facilities in the patient’s home area. On occasion patients are placed in halfway
facilities or in long term treatment centers with the assistance of Retreat staff. In some
instances a patient may need/want to be re-admitted to Retreat.
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Core Curriculum
130-230p Track Groups

Recovery Planning
e Focus on developing sober structure and support
e Learning to make changes in daily living to support recovery

Relapse Prevention
e Learning to identify triggers for relapse and developing an action plan
e Learning how to identify stages of relapse

Relapse Chronicles — Special Track
e Designed for patients with chronic relapse issues
e Focus on identifying underlying issues that contribute to relapse

Coping Skills
e Focusing on developing healthy coping skills in dealing with life stressors
e Learn to identify stressors and change ways of coping with them

Social Relations
e Focus on how to communicate with others in a healthy manner
e Process how to re-build trust in relationships and managing emotions
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PROGRAM SNAPSHOT
600 — 700p Track Groups

Integral Services
e Provides deeper insight into addiction and its roots
e Development of alternate coping skills with stressors
¢ Creating connections with others in support for recovery
e Treatment engagement process

Emotional Losses

e Learning to cope with losses due to addiction

e Focus on other types of losses and the grieving process

e How to utilize support from others when experiencing loss
Learn to deal with feelings of guilt, loss, shame, hopelessness

Next Chapter
Life After Rehab — what to expect
e Education on utilizing 12-Step program and sponsorship
e Learn how to deal with daily life functions
e How to begin developing sober structure and support
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YOUTH CONNECTION

130-230p — Youth Connection
600—700p — Track Groups Below

Parallel Perceptions
e Focus on specific stressors faced by those in young adult community
e Common issues that face this population are examined

o

(0]
(0]
(0]
(0]

Peer influences

Impulsivity

Difficulty engaging in treatment
Family stress and losses
Relationships

Mind Games
e Learning to walk your way into a new way of thinking
e Focus on how to change behaviors that support recovery
e Discuss how to change your thinking to match your actions
e Provides tools in how to live in the moment

Family Matters
e Focuses on struggles with family relationships
e Provides hope for reconciliations with family members
e Have identified family members as obstacles toward recovery process
e Learning how to re-build trust after it has been lost
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7:45a

8:30a

9:30 - 10:30a

10:45 - 11:30a

12n

1:30 - 2:30p

3:30 - 4:30p

5p

6:00 - 7:00p

7:30p

830p

9:30p
11:00p

MONDAY

PROPOSED PROGRAM SCHEDULE

TUESDAY

WEDNESDAY

THURSDAY

FRIDAY

BREAKFAST

COMMUNITY MTG

GROUP THERAPY

BREAKFAST

COMMUNITY MTG

GROUP THERAPY

BREAKFAST

COMMUNITY MTG

GROUP THERAPY

BREAKFAST

COMMUNITY MTG

GROUP THERAPY

BREAKFAST

COMMUNITY MTG

GROUP THERAPY

PRIMARY THERAPIST

PRIMARY THERAPIST

PRIMARY THERAPIST

PRIMARY THERAPIST

PRIMARY THERAPIST

WORKSHOP

WORKSHOP

WORKSHOP

WORKSHOP

WORKSHOP

TOPIC OF DAY

TOPIC OF DAY

TOPIC OF DAY

OPEN DISCUSSION

MEDICAL ASPECT

LUNCH LUNCH LUNCH LUNCH LUNCH

WORKSHOP

WORKSHOP

WORKSHOP

WORKSHOP

MEN'S GROUP

Community Room

Community Room

Community Room

Community Room

HOPE FOR HEALING

GRIEF and LOSS

HOPE FOR HEALING

GRIEF and LOSS

HOPE FOR HEALING

4ht F| Office

4ht Fl Office

4ht Fl Office

4ht Fl Office

4ht Fl Office

EMOTIONAL HEALING

EMOTIONAL HEALING

WOMEN'S GROUP

Community Room

PAIN MANAGEMENT

PAIN MANAGEMENT

Schoolhouse

Schoolhouse

"INTEGRAL SERVICES"

"INTEGRAL SERVICES"

"INTEGRAL SERVICES"

"INTEGRAL SERVICES"

"INTEGRAL SERVICES"

Schoolhouse

Schoolhouse

Schoolhouse

Schoolhouse

Schoolhouse

DINNER DINNER DINNER DINNER DINNER

WORKSHOP - ADDICTION

WORKSHOP - ADDICTION

WORKSHOP - ADDICTION

WORKSHOP - ADDICTION

WORKSHOP - ADDICTION

PAIN MANAGEMENT

PAIN MANAGEMENT

PAIN MANAGEMENT

Schoolhouse

Schoolhouse

Schoolhouse

PAIN MANAGEMENT

PAIN MANAGEMENT

PAIN MANAGEMENT

PAIN MANAGEMENT

PAIN MANAGEMENT

Schoolhouse

12-STEP MEETING

Schoolhouse

12-STEP MEETING

Schoolhouse

12-STEP MEETING

Schoolhouse

12-STEP MEETING

Schoolhouse

12-STEP MEETING

AA AA AA AA AA
REFLECTIONS REFLECTIONS REFLECTIONS REFLECTIONS REFLECTIONS
GYM GYM GYM GYM GYM
SNACK SNACK SNACK SNACK SNACK
LIGHTS OUT LIGHTS OUT LIGHTS OUT LIGHTS OUT LIGHTS OUT
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9:30 - 10:30a

10:45 - 11:30a

12n

1:30 - 2:30p

3:30 - 4:30p

5p

6:00 - 7:00p

7:30p

830p

915p
11:00p

MONDAY

TUESDAY

WEDNESDAY

THURSDAY

FRIDAY

BREAKFAST

GROUP THERAPY

BREAKFAST

GROUP THERAPY

BREAKFAST

GROUP THERAPY

BREAKFAST

GROUP THERAPY

BREAKFAST

COMMUNITY MTG COMMUNITY MTG COMMUNITY MTG COMMUNITY MTG COMMUNITY MTG

GROUP THERAPY

PRIMARY THERAPIST

PRIMARY THERAPIST

PRIMARY THERAPIST

PRIMARY THERAPIST

PRIMARY THERAPIST

WORKSHOP

WORKSHOP

WORKSHOP

WORKSHOP

WORKSHOP

TOPIC OF DAY

TOPIC OF DAY

TOPIC OF DAY

OPEN DISCUSSION

MEDICAL -NURSING

TRACK GROUP

TRACK GROUP

TRACK GROUP

TRACK GROUP

TRACK GROUP

GYM

GYM

GYM

GYM

GYM

"YC ORIENTATION"

GROUP WILL SPLIT

GROUP WILL SPLIT

GROUP WILL SPLIT

GROUP WILL SPLIT

MEN'S GROUP MEN'S GROUP
YC THERAPIST YC THERAPIST
PHP ROOM 2 PHP ROOM 2

12-STEP MEETING

12-STEP MEETING

12-STEP MEETING

12-STEP MEETING

12-STEP MEETING

AA or NA

AA or NA

AA or NA

AA or NA

AA or NA

REFLECTIONS

REFLECTIONS

REFLECTIONS

REFLECTIONS

REFLECTIONS

SNACK

SNACK

SNACK

SNACK

GYM GYM GYM GYM GYM

SNACK

LIGHTS OUT

LIGHTS OUT

LIGHTS OUT

LIGHTS OUT

LIGHTS OUT
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Attachment C

In response to CON application item 2 a, i, iv, V:

List of existing providers, and results of multiple
surveys regarding bed availability
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List of substance abuse facilities in Connecticut currently providing level 3.7 residential
detoxification and rehabilitation and recovery services

- Facilit Available beds | Available beds
Name of Facility Address Town County | Telephone y
total beds ~ 1st Survey ~ 2nd Survey
South Central Rehabilitation 232 Cedar Street NewHaven | New Haven |203-503-3300 29 0 3
Center [SCRC]
Silver Hill Hospital 208 Valley Road New Cannan Fairfield 203-966-3561 129 0 "few" beds available
Midwestern Connecticut Council . - I .
of Alcoholism [MCCA] 30 Old Ridgeberry Road Danbury Fairfield 203-792-4515 33 few" beds available 0
First Step 425 Grant Street Bridgeport Fairfield 203-416-1915 19 0 0
Detoxn_lcatlon Center 500 Blue Hills Avenue Hartford Hartford 860-714-3700 73 "few" beds available |"few" beds available
[Blue Hills and ADRC]
Mountainside Treatment Center 187 South Cannan Road Cannan Litchfield 800-762-5433 78 available for rehab only 0
Connecticut Valley Hospital Tynan Circle Middletown Middlesex | 860-262-6333 110 0 0
[Merritt Hall]
Rushford Center 1250 Silver Street Middletown Middlesex | 860-346-0300 58 "few" beds available 0
Stonington Institute 75 Swantown Hill Road | North Stonington | New London | 800-832-1022 63 0 0
Southeastern Council on Alcohol and
Drug Dependence [SCADD] 37 Camp Mooween Road Lebanon New London | 860-447-1717 20 0 0
Community Health Resources 391 Pomfrest Street Putnam Windham | 860-928-1860 36 0 0

[CHR - formely CAPS]
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Attachment D

In response to CON application item 2a, and in
response to CON application item 3e:

SAMSHA statistics relating to the need for the
proposal, and other statistics, studies, articles, or
reports that support the statements made in this

application justifying the need for the proposal

- Connecticut DMHAS: Collection and Evaluation of Data Related to Substance Use,
Abuse, and Addiction Programs

- SAMHSA: Connecticut States in Brief

- SAMSHA: Connecticut State Profile and Underage Drinking Facts

- U.S. Department of Justice: New England High Intensity Drug Trafficking Area, Drug
Market Analysis 2011

- SAMSHA: Results from the 2011 National Survey on Drug Use and Health: Summary
of National Findings

- N-SSATS: Connecticut State Profiles for 2009, 2010

- SAMSHA: Connecticut TEDS: 2010, 2011

- NSDUH Report: State Estimates of Drunk and Drugged Driving

- CDC VitalSigns: Prescription Painkiller Overdoses in the US

- NSDUH Report: Connecticut State Estimates of Substance Dependence or Abuse,
Needing but not Receiving Treatment

- Hartford Courant: State seeks to divert veterans from jail to treatment

- Rocky Hill Patch: Blumenthal holds forum on prescription drug abuse

- Connecticut Mirror: Budget cuts eliminating beds for substance abuse treatment

- Middletown Press: CVH employees rally to save detox facility

- Danbury News-Times: Prescription drug abuse in Danbury area is stealing lives

- Connecticut General Assembly: Testimony of Mary Marcuccio before the Program
Review and Investigations Committee
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Enacted in 1999, Connecticut General Statutes
(CGS) Section 17a-451(0) requires the
Department of Mental Health and Addiction
Services (DMHAS) to establish uniform policies
and procedures for collecting, standardizing,
managing, and evaluating data related to
substance use, abuse, and addiction programs
administered by state agencies, state-funded
community-based programs, and the Judicial
Branch.

Furthermore, it is DMHAS’ responsibility to
establish and maintain a central data repository
of substance abuse services and submit a report
to the General Assembly, the Office of Policy and
Management (OPM), and the Connecticut
Alcohol and Drug Policy Council (ADPC). This
report shall include: a) client and patient
demographic information; b) trends and risk
factors associated with alcohol and drug use,
abuse, and addiction; c) effectiveness of services
based on outcome measures; and d) a statewide
cost analysis. In 2002, CGS Section 17a-451(0)
was amended, changing the submission of the
report from annual to biennial.

Since the enactment of CGS 17a-451(0), the
number of collaborating state agencies and
scope of data sharing has grown immensely.
Today eleven state departments, the Office of
Policy and Management, and the Judicial Branch
work together to share data and report the
findings presented in the 2070 Biennial Report on
the Collection and Evaluation of Data Related to
Substance Use, Abuse, and Addiction Programs
(2010 Biennial Report). This broad-based
interagency collaboration has resulted in the
submission of seven previous reports (February
2000, July 2001, February 2002, December
2003, May 2004, June 2007 and December
2009).
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receiving substance abuse treatment; and

scarce resources.

Progress made over the past eleven years towards achieving the legislative directive has included:

continued assessment of uniform procedures and the data interoperability of substance abuse
treatment and prevention information systems across state agencies;

sharing data across state agencies to determine the interrelated service needs of those

enhancing the level of interagency collaboration leading to more effective and efficient use of

In 2004, the first of a series of treatment outcome
and effectiveness studies was initiated.
Collaborating with the Department of Labor,
DMHAS’ Research Division and Yale University,
conducted a study of earnings two years before
and after receiving treatment. The Treatment
Effects on Wages Study was the first in
Connecticut to directly link employment wage
data with substance abuse treatment records.
This study of treatment effectiveness was
followed by a study of treatment and its effects on
recidivism as measured by re-arrest and re-
incarceration. Findings from the joint DMHAS
and Department of Correction (DOC) Treatment
Effects on Criminal Justice Involvement Study
were presented in the 2006 Biennial Report. In
the 2008 Biennial Report, the most ambitious yet
data linkage study was completed— Young Adults
Receiving Substance Abuse Treatment with Prior
Child Welfare or Judicial Court Involvement - an
analysis linking child welfare, juvenile justice,
adult substance abuse treatment, adult arrests
and mortality records. For the 2010 Biennial
Report, DMHAS collaborated with the
Department of Consumer Protection to link
patients in Connecticut’s Prescription Monitoring
Program with substance abuse data. The
Nonmedical Use of Narcotic Prescriptions and Its
Affect on Connecticut’s Substance Abuse
Treatment System focuses on those abusing
opiate prescription drugs, particularly young
adults, the rate of transitioning to heroin, the rate
of treatment access, and the use of Medication
Assisted Therapies (e.g., Suboxone).

In 2010, work continued on population overlaps
as part of the Data Sharing Project. The
Probabilistic Population Estimation or PPE model
used in previous years was replaced with a direct
linking model. As criminal justice data (i.e.,
arrests, incarcerations and probationers) has
been routinely linked with behavioral health
(substance abuse and mental health) records,
this was thought to be a good starting point to
pilot the new method of analysis. More
comprehensive analyses may soon be performed
to better understand the characteristics of those
who are criminally involved and receiving care for
their behavioral health needs. As confidentiality
requirements are addressed, other state agency
populations will be included in the population
overlap model. This would include child welfare
neglect and abuse cases, social services
recipients (e.g. Medicaid, Temporary Family
Assistance, etc.) and others.

The cross-agency data repository initiative begun
in September 2002, known as the Interagency
Substance Abuse Treatment Information System
(I-SATIS), met with challenges over the years
due to confidentiality concerns brought about by
the Health Insurance Portability and
Accountability Act (HIPAA). Even more stringent
HIPAA security and privacy regulations were
recently enacted. Also, technological changes in
data transfer and sharing require reexamination
of how a data repository is conceptualized. Due
to these and other factors, work continues as how
best to bring together the various state-funded
and -operated addiction service data systems.
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Another area of data sharing is the State
Epidemiological Outcomes Workgroup (SEOW),
first convened in 2005 as part of DMHAS’
Strategic Prevention Framework State Incentive
Grant funded by the federal Center for Substance
Abuse Prevention (CSAP). The primary mission
of the SEOW is to contribute to the collection,
analysis, and interpretation of state- and
community-level epidemiological data, track data
trends over time, and produce information to
prioritize, focus, and strengthen prevention
efforts. For DMHAS, the SEOW provides a
broader perspective of trends in substance use
and consequences, taps into other state agency
areas of expertise and knowledge, works towards
more universally accessible information for all
stakeholders, and offers the possibility to
collaborate on studies of common concern. In
2007, the SEOW was expanded to incorporate
some of the reporting objectives under the
Biennial Report.

The SEOW has collected and reviewed state
level consumption and consequence data from a
variety of state and federal sources. These data
were used to develop a state epidemiological
profile which identified the top six problem
substances in the state based on their impact,
burden and susceptibility to change. This profile
formed the basis of the Comprehensive
Strategic Prevention Plan available at http://
www.ct.gov/dmhas/lib/dmhas/prevention/ctspf/
SEWprofiles09.pdf. Through the SEOW, data is
reviewed and updated biennially, and secondary
data sources are made available to regions and
municipalities to develop community profiles
which are used to plan effective prevention
strategies.

The SEOW, managed by the DMHAS Prevention
and Health Promotion Unit, is working with the
Connecticut Data Quality and Access Consortium
to pilot a web-based interactive social indicator
data repository. The website will contain
approximately 50 indicators, as well as census
data and student survey data collected locally. It
will allow users to create tables, charts, and

maps, displaying data values (numbers,
percentages, or rates) for towns, Uniform Service
Regions (USR), or statewide, and by population
group. The site is expected to be up and running
by summer 2011.

Another important stakeholder body is the state
Child Poverty and Prevention Council

(CPPC). The Council continues to meet to
formulate strategies for action on its priority
recommendations. To advance its efforts in
reducing poverty among children in Connecticut
by 50% over ten years, the Council’s work has
focused on a process that: selected target
populations; built consensus around priority
recommendations using national experts,
documented research and proven practices;
utilized a Results Based Accountability approach
to focus resources and strategies; created an
economic model to assess which policies will
likely reduce child poverty by 50%; developed a
community model where selected municipalities
will work to decrease child poverty; and
promoted interagency collaborations among state
agencies to meet the child poverty and
prevention goals.

Additionally, the Council will examine strategies
to lessen the impact of the recession on
Connecticut’s children. The Council will work with
other agencies to develop and promote policies,
practices and procedures, to mitigate the long-
term impact of economic recessions on

children; provide appropriate assistance and
resources to families to minimize the number of
children who enter poverty as a result of the
recession; and reduce the human and fiscal costs
of recessions, including foreclosures, child
hunger, family violence, school failure, youth
runaways, homelessness, and child abuse and
neglect. Child Poverty and Prevention Council
Plans and Reports are available at the Office of
Policy and Management web site at http:/
www.ct.gov/opm/cwp/view.asp?a=29978&q=383356 .
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Il. Executive Summary

The 2010 Biennial Report, as in previous reports,
looks across the spectrum of state agency
services for the prevention, intervention, and
treatment of substance use, misuse, and abuse.
A range of information is reported using various
methods (trend analyses, data sharing and
linkage, etc.) to provide the best overview of the
current situation. Barriers to implementing a
consolidated substance abuse services
information system persist but advances in data
sharing technology afford an opportunity for
expanded collaborations.

The 2010 Biennial Report contains the
culmination of years of work on some very
important cross-agency projects. Among them
are:

1. Adolescent Treatment Service Data

In the last decade, the Department of Children
and Families (DCF) has focused on integrating
services for substance use and mental health
disorders, including co-occurring disorders. At the
same time, the department has led the country in
implementing evidence-based approaches to
treating adolescent substance use. This has
included funding services with proven success
such as MultiSystemic Therapy (MST) and Multi-
Dimensional Family Therapy (MDFT). In order to
assess the effectiveness of services DCF has
implemented the Global Appraisal of Individual
Needs (GAIN) standardized assessment tool.
Also the department revamped its behavioral
health services information system in 2009, now
known as Programs and Services Data
Collection Reporting System or PSDCRS.

Together, these data provide rich detail about
those served by DCF's substance abuse
treatment providers, and document the success
of these services in improving the health and
well-being of youth and families. DCF’s entire
report can be found at:

http://www.ct.gov/dcf/lib/dcf/

substance abuse services report 2011.pdf

Major findings include:

Utilization of adolescent substance abuse
treatment services has more than doubled
since 2004. While the volume of clients
served in outpatient and intensive in-home
community-based programs has risen,
residential treatment has remained
unchanged.

e Ninety-eight percent of adolescents in
residential treatment and 81% of
adolescents in outpatient treatment report
a 50% or greater reduction in problems
related to substance use from intake to
discharge.

e At discharge from Family Based
Recovery , 75% of children were living at
home with their biological parent(s).

e The MST-Building Stronger Families pilot
study shows that children of families
receiving these services were less likely to
be placed out-of-home.

Intensive, in-home services result in
reduced marijuana and alcohol use;
getting into trouble at home, school or with
friends; or missed school days.

2. Adult Treatment Service Data

Using data collected through DMHAS’ substance
abuse treatment information systems a trend
analysis was conducted for SFYs 2006, 2008,
and 2010. This comprehensive data repository
contains admission and discharge information
from all community-based substance abuse
treatment programs licensed by the Department
of Public Health (DPH). Additionally, some non-
licensed, state-operated programs report to
DMHAS as well, including DMHAS operated
hospitals and Department of Correction prison-
based services. Client-level data are routinely
submitted and contain information on each
admitted or discharged client.
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As in past reports, trends in admissions are
analyzed for the primary drug reported at
admission, age of first use, demographics,
service utilization and other areas of interest.

Major findings in the SFY 2006 to 2010 analysis
include:

e The percent of primary heroin admissions
continued to drop after years of steady
increases giving rise to alcohol to become,
once again, the most frequently reported
substance at admission.

e Treatment admissions due to other
(prescription) opiates (e.g.,0OxyContin®,
Vicodin®) had the greatest percentage
increase, continuing a seven-year trend.

e The average age at admission for those
with a primary heroin problem decreased
from SFY 2008 to 2010 by one year (34.8
to 33.1) and by 4.5 years for those
reporting other opiates.

3. Caseload Overlaps

Since 2000, the Data Sharing Project has drawn
upon data from seven state agencies and the
Judicial Branch. This project has been highly
successful in generating statistical information in
the past including trends in measuring the
overlap of state agency populations receiving
treatment.

While PPE was useful to examine general rates
of treatment access, it was very limited in its
capacity to provide insight as to the sequencing
of treatment services (e.g., before or after
incarceration) or client outcomes. For this
reason it was decided to move to linking
individual records directly across systems. As
DMHAS and the state’s criminal justice agencies
have established consistent and valid methods
for linking large administrative databases, this
seemed a logical starting point.

At the June 2010 meeting of the Criminal Justice
Policy Advisory Commission, a recommendation

was offered that would allow for the routine
linking of behavioral health and criminal justice
data. During SFY 2011, DMHAS and the criminal
justice partners formed a steering committee
responsible for:

e Determining the scope of data sharing.

e Overseeing the creation of essential data
documentation.

e Recommending a linking method that
meets state and federal confidentiality
laws and regulations.

e Suggesting standard reports and
developing criteria for ad hoc or special
reports.

e Assisting in the interpretation of findings.

e Developing and facilitating the execution
of confidentiality agreements and
approvals across all participating parties.

It is anticipated that data documentation and the
Memorandum of Understanding regarding
governance, publication and other pertinent
matters will be completed by late summer 2011.
At that time, five years of criminal justice (arrests,
incarceration and probation) and behavioral
health data will be linked for the purpose of
services research, evaluation, and outcomes
analysis.

4. Nonmedical Use of Prescription
Narcotic Pain Relievers and Treatment

Today, Connecticut’s rate of non-medical use of
pain relievers is estimated to be 3.8% of the adult
population according to the most recent National
Survey on Drug Use and Health findings. For
young adults (18-25), the rate continues to be
about two and a half times the general adult
population at 10.5%. There is evidence that many
persons who become addicted to prescription pain
relievers move to heroin as a cheaper and more
readily available alternative.
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Recent analyses of DMHAS substance abuse As this study was exploratory in nature, analyses
treatment data indicate that the rate of primary will continue in the coming year.

heroin admissions is declining. On the other

hand, persons entering treatment reporting a 5. Prevention Services

primary substance problem for “other synthetic

opiates” (e.g., Vicodin® ) continues to rise. Over Prevention Data

the past decade, treatment options for opiate

dependent persons have expanded, particularly  Qver the recent past, the DMHAS Prevention and

with the introduction of buprenorphine (e.g., Health Unit, in collaboration with other state
Subutex, Suboxone). Use of buprenorphine for  agencies, has leveraged federal funding to
both detoxification and long-term replacement enhance its capacity for obtaining, using, and
therapy has been proven to be effective and disseminating interagency data. Since 2005,
DMHAS has encouraged the expansion of this  through funding from the federal Center for
treatment approach for opiate dependent Substance Abuse Prevention (CSAP), DMHAS
persons. has supported the efforts of the State
Epidemiological Outcomes Workgroup (SEOW)
For the purpose of this study, data from the to promote the use of substance abuse
Department of Consumer Protection’s (DCP) prevention and mental health promotion data to
Connecticut Prescription Monitoring Program select effective programs and strategies. The
(CPMP), a central database containing SEOW provides a framework to expand

prescription drug data for Schedule II-V controlled interagency collaboration, promote sharing of
medications, was linked to DMHAS substance state agency expertise to access, interpret, and

abuse treatment service records. Other data analyze data, and explore opportunities to
included in the linked analytic database were collaborate on issues of common concern.
adult arrests, incarceration, adult probation and
deaths. Since 2006, the SEOW has been tracking
epidemiological data on six substances (alcohol,
Preliminary analyses conducted include the tobacco, marijuana, heroin, prescription drugs,
following results: and cocaine). SEOW data were used to update
profiles for each substance, as well as suicide
e Many young adults (18-24) prescribed and problem gambling. These profiles can be
buprenorphine were found to have a found at: http://www.ct.gov/dmhas/lib/dmhas/
history of criminal justice involvement prevention/ctspf/SEWprofiles09. pdf

(arrested - 48%) but at a rate lower than
those the same age treated in licensed or In SFY 2010, the SEOW began the process of
operated programs (arrested - 72%). replacing its web-based data repository with a

e Access to buprenorphine treatment for state-of-the-art, interactive site which will enable
young adults as been steadily increasing  any registered user to access substance abuse
over the last two years (SFYs 2009 and prevention and mental health promotion
2010) providing an important alternative to indicators, analyze the data, and produce high-
Methadone Maintenance for the treatment quality visualizations (maps, graphs, etc.). These
of opiate addiction. reports may be used to construct community

e Identifying cases in which questionable profiles, assess service needs, prepare funding
activity such as “doctor shopping” or abuse applications, and measure the impact and
of prescription pain relievers requires more effectiveness of programs. The new site is
careful consideration due to “false expected to be up and running by summer 2011.
positives”.
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6. Statewide Cost Analysis

Overall funding for substance abuse services has
grown from SFY 1999 to SFY 2009. Some of the
growth, especially in SFYs 1999 to 2002, reflects
improved expenditure reporting. Particularly, the
increase in total expenditures between SFYs
2000 and 2001 is partially due to the identification
and inclusion of additional state agencies not
previously reporting (e.g., Department of Social
Services—Medicaid).

Overall funding for substance abuse services has
experienced a steady growth from SFY 1999 to
SFY 2007 but saw a 1.2% decrease (not adjusted
for inflation) from SFY 2007 to 2009. Looking at
SFY 2009 expenditure categories, the greatest
reduction (40.9%) from SFY 2007 was seen in
prevention services. The major contributor to this
reduction was a $13.6 million dollar loss in State
Department of Education discretionary federal
grants. Treatment expenditures saw a slight
increase (6.7%) due primarily to DSS Medicaid
expenditures while deterrence dropped by 19% in
SFY 2009 when compared to SFY 2007.
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lll. Adolescent Substance Abuse Treatment

In the last decade, the Department of Children and Families (DCF) has focused on integrating
services for substance use and mental health disorders, including co-occurring disorders. At the
same time, DCF has led the country in implementing evidence-based approaches to treating
adolescent substance use by focusing its funding on services with proven success including
MultiSystemic Therapy (MST) and Multi-Dimensional Family Therapy (MDFT), and implementing
data collection systems to evaluate the effectiveness of these treatment services. In addition, DCF is
leading the nation with approaches to caregiver substance abuse treatment and child maltreatment,
including participating in a National Institute of Drug Abuse (NIDA) clinical trial for MST-Building
Stronger Families.

The data that follow are excerpts from a comprehensive service system report prepared by DCF.
The comprehensive report includes data from many of the sources the agency uses to monitor and
evaluate its services including the Global Appraisal of Individual Needs (GAIN) standardized
assessment tool, the Programs and Services Data Collection Reporting System (PSDCRS), and
model-specific quality assurance data. Together, these data provide rich details about those served
by DCF's substance abuse treatment providers, and document the success of these services in
improving the health and well-being of youth and families. DCF’s entire report can be found at:
http://www.ct.gov/dcf/lib/dcf/substance abuse services report 2011.pdf

Outcomes from DCF's substance abuse programs include:

e All of DCF's substance abuse programs average lengths of stay that meet or exceed NIDA's
recommendation of 90 days or more to obtain a therapeutic effect from treatment. (Table 1)

¢ Ninety-eight percent of adolescents in residential treatment and 81% of adolescents in outpatient
treatment report a 50% or greater reduction in problems related to substance use from intake to
discharge from treatment. (Graph 2)

e Atdischarge, adolescents receiving intensive in-home services (MDFT and MST) report
reductions in: marijuana and alcohol use; getting into trouble at home, school or with friends;
missed school days; and days bothered by mental health problems. (Graph 3)

e Among the 278 caregivers discharged from Family Based Recovery (FBR), there were
statistically significant improvements in parental depression, stress and postpartum bonding with
their child(ren) (Table 2). At discharge from FBR, 75% of children were living at home with their
biological parent(s). (Table 3)

e The MST-Building Stronger Families pilot study shows that children of families receiving these
services were less likely to be placed out-of-home and had significantly fewer reports of child
maltreatment when compared to services as usual. (Graph 4)

e Project SAFE, a DCF and DMHAS interagency program, provides screening and treatment
referrals to families involved in child protective services. The rate at which those referred to
treatment actually enter treatment has increased dramatically in recent years. (Graph 5)

8
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Table 1. Adolescent Substance Abuse

Outpatient & Residential Treatment
Individuals Served: SFY 2010

OUTPATIENT RESIDENTIAL
Total Served 804 Total Served 102
Male 71.4 % Male 71.2%
Age of Youth Served Age of Youth Served
11-12 0.7 % 11-12 0.0 %
13-14 13.3 % 13-14 15.3 %
15-16 50.6 % 15-16 67.8 %
17-18 34.9 % 17-18 16.9 %
>18 0.5 % >18 0.0 %
Average Length of 94 Days Average Length of 191 Days

Treatment

Treatment

Source: Intake Data for SFY 2010 from PSDCRS, the Behavioral Health Partnership and the GAIN

Residential

Outpatient

Graph 1. Lifetime Substance Use Severity
Reported by Adolescents at Intake
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Percent of Adolescent Clients

* Having a 50% or better reduction in substance related problems from intake to discharge.
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Family Based Recovery (FBR) Programs

Using an evidenced-based and preferred practice model, Family Based Recovery (FBR) Programs
provide intensive home-based services that integrate parental substance abuse treatment with family
treatment designed to enhance parenting and parent-child attachment. The target population is
infants (birth to 24 months) who have been exposed to parental substance abuse in-utero and/or
environmentally from their parent(s) and their siblings; who are involved with DCF for child abuse /
neglect issues; and who are at risk of removal from their homes.

Table 2. Changes Over Time in Parental Depression, Stress and
Postpartum Bonding in FBR

Measures T-Value and
Baseline Discharge Significance
Edinburgh Depres- Significant
sion Scale (N= 174) improvement
in depression,
Total Score 7.24 5.01 5.20 ** parental
Parenting Stress In- stress and
g bonding were
dex- seen in Family
Short Form (N=163) Based
Program
Total Score 68.03 61.55 5.42 ** participants
Postpartum Bonding from baseline
Questionnaire to discharge.
(N=149)
Total Score 5.79 4.37 3.35%*
Note: *p<05
**p<01
I
Table 3. Family Based Recovery - Child Placement Three out of
at Discharge four children
receiving
Total Served in SFY10 164 family-based
Child Placement at Discharge services were
Home with Biological Parent 75% placed ‘T‘ the
home with
Relative's Home 13% their biological
Foster Care 10% parent attime
Other 2% of discharge.
Mean Length of Stay 8.7 Months

11
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MultiSystemic Therapy - Building Stronger Families (MST-BSF)

MST-BSF provides intensive in-home and community-based treatment for DCF families with physical
abuse and/or neglect of a child due to parental substance abuse. The target population is children,
age 6 - 17 years, who have had maltreatment reports within the past 180 days and are at risk of
removal from the home.

Graph 4. Maltreatment Reports After Initial Referral
To MST-BSF Therapy

18 months post-referral 24 months post-referral MST-BSF
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]
Recovery Services Voluntary Program (RSVP)

RSVP is a voluntary program within Project SAFE (Substance Abuse Family Evaluation) for parents/
caregivers who have had a child removed by an Order of Temporary Custody (OTC) and need
support for recovery from problematic use of alcohol and/or drugs. The program is the result of a
joint collaboration between DCF, the Judicial Branch, and DMHAS in three pilot sites: Bridgeport/
Norwalk, New Britain, and Willimantic DCF Area Offices. RSVP helps the parent/caregiver engage in
substance abuse treatment, conducts random alcohol/drug screens, supports parents in increasing
their recovery capital (e.g. housing, employment), and provides timely documentation to the courts
and DCF on the parents’ efforts and progress. As of December 2010, RSVP has served 113 families
in the three pilot locations.

When parents with substance use problems who are involved with the child welfare system have
their children removed from their homes, the children tend to have significantly longer out-of-home
placements than parents who do not have substance-related problems. The goal of RSVP is to
improve permanency by quickly engaging and retaining parents in substance abuse treatment and
support services. Early data from the court indicates more timely permanency plans for children of
parents who agree to participate in RSVP.

12
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Project SAFE

Project SAFE (Substance Abuse Family Evaluation) is an interagency collaboration between
DMHAS and DCF that funds evaluations and direct care services for families identified with
substance abuse treatment needs. Advanced Behavioral Health, the Administrative Services
Organization, manages all referrals to Project SAFE, collects screening information, and manages
utilization of treatment services. Over the past several years, DCF has implemented a standardized

screening tool, the GAIN Short Screener (GAIN-SS), to improve identification of substance use
among caregivers.

Graph 5. Project SAFE Referrals to Treatment
Percent Receiving Services: SFY 2005 - 2010
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V. Adult Substance Abuse Treatment

Substance Abuse Treatment Information for Adults
Trend Analysis of Admissions for State Fiscal Years (SFY) 2006 - 2010

Most Connecticut substance abuse treatment programs report client information, for persons 18 and
older, to DMHAS through its data collection system. Data are electronically submitted to DMHAS
monthly and contain information on each admitted or discharged client. The range of client
information collected at admission includes: demographics, employment status, education level, type
of drug use, frequency of drug use, living arrangements, arrests, and other pertinent data.

All substance abuse treatment programs licensed by the Department of Public Health (DPH) are
required, by state statute, to report to DMHAS. Additionally, some non-licensed, state-operated
programs report as well, including DMHAS state hospitals and DOC prison-based services. This
mandatory reporting system ensures that all publicly supported clients, i.e., those whose treatment is
paid out of public entitlement programs such as Medicaid or have no insurance, are included in the
department’s database. Excluded from the DMHAS information system are those persons who
receive services through the Veterans' Administration, general hospitals or private practitioners.

DMHAS routinely checks the data for quality, completeness and internal consistency. On-line
reports are available to treatment providers and DMHAS monitoring, evaluation and planning staff.
The department is in the process of finalizing “report cards” to evaluate individual service providers
as well as overall system performance. Specific trends over the three-year period include:

Client Demographics

e Whites comprised about two-thirds of all admissions while blacks accounted for almost one in five
admissions, and Hispanics about one in four.

e Males represented the vast majority of admissions (73%).
e The average age at admission dropped slightly between SFY 2008 and 2010 (36.7 vs. 35.9).

e Rates of admissions grew slightly for those age 25 to 34 and 45 to 64 while those age 25 to 34
dropped over the five-year period. (Graph 7)

Patterns and Trends of Primary Problem Substance

e The percent of primary heroin admissions dropped after years of steady increases giving rise to
alcohol to become, once again, the most frequently reported substance at admission. (Graph 8).

e Treatment admissions due to other (prescription) opiates (e.g., OxyContin®, Vicodin®) continued
to have the greatest percentage increase continuing a seven-year trend. (Graph 8)

e The average age at admission for those with a primary heroin problem decreased from SFY 2008
to SFY 2010 by 1.7 years (34.8 to 33.1) and by 4.5 years for those reporting other opiates.
(Table 4)
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The pattern of primary substances reported by race or ethnicity remained similar to those in past
years. Whites most frequently present for treatment of other opiates and alcohol followed by
cocaine and then heroin. Blacks reported primarily marijuana followed by cocaine. Latinos
reported marijuana followed by heroin as their primary problem substance. (Table 4)

Injection drug use in SFY 2010 remained similar to past years with about one out of every five
persons admitted to treatment having injected drugs.

Type of care received by primary problem substance followed past patterns with alcohol
admissions using outpatient and detoxification; heroin - detoxification and methadone
maintenance; cocaine - outpatient followed by residential care; and marijuana predominately
outpatient. Overall, utilization of detoxification services dropped while and outpatient increased,
and residential rehabilitation and methadone maintenance remained unchanged. (Table 5).

Variation in age of first use for primary problem substances reported at admission showed little
change and only minor differences between males and females. The greatest variance was seen
with clients reporting age of first use for other opiates. In SFYs 2006 and 2008, the average age
of first use was about 25.5 years old. In SFY 2010, the average age dropped to 23.5.

Percent

Graph 7. Admissions to Substance Abuse Treatment
at Time of Admission: SFYs 2006 - 2010
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Graph 8. Primary Problem Substance Reported
at Time of Admission: SFYs 2006 - 2010

Percent

Number of Admissions

50%

40%

30%

20%

10%

0%

p — S

SFY 2006

SFY 2008

SFY 2010

’ —&— Alcohol

——Heroin  —®—Cocaine/Crack

= Marijuana

=¥ Other Opiates ‘

Graph 9. Admissions of Young Adults (18 - 24)

by Primary Drug Reported at Admission:

SFY 2006 - SFY 2010

The percent of clients
reporting heroin as
their primary drug at
admission began to
drop in SFY 2006 and
by SFY 2009 was
replaced by alcohol
admissions as the
most reported abused
substance. Cocaine
continued a slow but
steady decrease while
marijuana had a
noticeable increase
from SFY 2008 to SFY
2010. Admissions for
other opiates (e.g.,
Vicodin® ) continued a
steady upward climb.

B Admissions 2006 B Admissions 2008 [0 Admissions 2010

16

Admissions by young
adults between SFYs
2006 and 2010 indicate
that the spike in heroin
admissions seen in
SFY 2006 has declined
steadily while
marijuana had a rapid
rise in SFY 2010.
Those presenting for
treatment with
prescription opiate
abuse increased by
60%. Alcohol
admissions increased
while cocaine
admissions had a slight
increase in SFY 2008
before dropping back in
SFY 2010.
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Table 4. Characteristics of Substance Abuse
Treatment Clients by Primary Problem

Substance at Admission - SFY 2010

Alcohol | Heroin | Other | Cocaine | Marijuana
Opiates

% Female 247 | 279 | 35.1 36.2 20.3
Mean age (years) | 42.9 | 33.1 29.3 39.8 26.3
Race

% White 715 | 68.1 90.7 50.4 37.9

% Black 17.8 9.7 2.3 33.2 38.7

% Other 100 | 214 6.3 15.5 22.2
Ethnicity

% Hispanic 16.4 | 25.7 9.9 20.9 32.0

%Non-Hispanic| 83.6 | 74.3 | 90.1 79.1 68.0

Types of primary substances
reported at admission differ
by gender, age, race, and
ethnicity. Those who enter
treatment for marijuana are
generally younger and male.
The rate of admission for a
heroin problem continued to
drop for Hispanics from a
previous high of 4 out of 10
to 1 out of 4in SFY 2010.
On the other hand, almost all
admissions for other opiates,
like OxyContin® , continue to
be white non-Hispanics. Of
note, the median age at
admission for heroin and
other opiates dropped
between SFYs 2008 and
2010 (34.8 to 33.1 and 33.8
to 29.3), respectively.

Table 5. Level of Service by Primary Substance

Among Substance Abuse

Treatment Admissions - SFY 2010

Alcohol |Heroin & |Cocaine |Marijuana

Other

Opiates
% Hospital & Residential De- | 29.4 31.6 3.9 0.0
toxification
% Residential Rehabilitation | 20.9 20.2 33.2 11.6
% Outpatient Services 49.7 14.1 62.8 88.4
% Methadone Services 0.0 30.9 0.0 0.0
% Ambulatory Detoxification 0.0 3.2 0.0 0.0

17

Treatment varies by type of
substance and severity.
Persons reporting heroin and
other opiates as their primary
problem substance mainly
use detoxification services
followed by methadone. In
recent years emphasis has
been placed on connecting
opiate detox clients to
residential and methadone
services. This has resulted in
a significant decrease in the
use of costly detox services.
Persons seeking treatment for
cocaine addiction continued
to use mostly outpatient
services followed by
residential rehabilitation. The
vast majority of those
reporting marijuana as their
primary problem substance
received outpatient services.
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V. Substance Abuse Treatment and Caseload Overlaps

The Data Sharing Project, initiated in December 2000, originally drew upon data from seven state
agencies and the Judicial Branch. The project had been highly successful in generating statistical
information including trends over the years regarding shared caseloads. Analyses conducted using
a statistical model called Probabilistic Population Estimation or PPE was instrumental in measuring
the “population or caseload overlap” of Connecticut’s substance abuse treatment system with
criminal justice, and health and human service systems. Over that 10-year period, a series of
reports were produced which included an unduplicated count of persons in each state agency
population, the percent and number of overlap (i.e., those receiving treatment who were also
arrested, incarcerated, on probation, receiving welfare benefits, involved in child protective services,
etc.) and demographics such as age, race and gender.

While PPE was useful in examining general rates of treatment access, it was very limited in its
capacity to provide insight as to the sequencing of treatment services (e.g., before or after
incarceration) or client outcomes. For this reason it was decided to move to linking individual
records directly across systems. As DMHAS and the state’s criminal justice agencies had
established consistent and valid methods for linking large administrative databases, this seemed a
logical starting point. At the June 2010 meeting of the Criminal Justice Policy Advisory Commission,
a recommendation was offered that would allow for the routine linking of behavioral health and
criminal justice data. Essentially, the concept was to match individual records across separate
databases using person identifiers such as first/last name, Social Security number, date of birth and
gender. Once linked, all person identifiers would be removed although a random identifier for each
person would be assigned so that analyses could be conducted at the person level. This random
unique identifier would not be tied to any person identifiers and therefore would pose no risk for
redisclosure. This linking method has been exhaustively scrutinized by a number of state agency
review boards and academic human subject committees, and has been validated as complying with
state and federal confidentiality laws and regulations.

During SFY 2011, DMHAS and the criminal justice partners (DOC, DPS and JB-CSSD) formed a
steering committee responsible for the following components of the data linking project:

e Determining the scope of data sharing (i.e., which data elements to be included, frequency of
updates, etc.).

e Overseeing the creation of data dictionaries and other essential documentation.

e Recommending a linking method that meets state and federal confidentiality laws and
regulations.

e Suggesting standard reports and developing criteria for ad hoc or special reports.
e Assisting in the interpretation of findings.

e Developing and facilitating the execution of confidentiality agreements and approvals across
all participating parties.

It is anticipated that data documentation and the Memorandum of Understanding regarding
governance, publication and other pertinent matters will be completed by late summer 2011. At that
time, five years of criminal justice (arrests, incarceration and probationer) and behavioral health data
will be linked for the purpose of services research, evaluation and outcomes analysis.
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VI. Data Linkage Study

Nonmedical Use of Narcotic Prescriptions and lts Affect on Connecticut’s
Substance Abuse Treatment System

Today, Connecticut’s rate of non-medical use of pain relievers is estimated to be 3.8% of the adult
population, according to the most recent National Survey on Drug Use and Health findings. For
young adults (18-25), the rate continues to be about two and a half times the general adult
population at 10.5%. There is evidence that many persons who become addicted to prescription pain
relievers move to heroin as a cheaper and more readily available alternative. An analysis conducted by
the Department of Mental Health and Addiction Services (DMHAS) for the 2006 Biennial Report
highlighted this trend. Treatment admission data for SFY 2003 through SFY 2006 indicted that the
number of young adults (18-24) entering treatment for a primary heroin and other opiate (e.g.,
Vicodin® , Oxycontin) addiction grew significantly. In fact, heroin admissions increased by 18% over
the four-year period for young adults.

More recent analyses (see Graph 9) of DMHAS substance abuse treatment data indicate that the
rate of primary heroin admissions is declining. On the other hand, persons entering treatment
reporting a primary substance problem for “other synthetic opiates” (e.g., Vicodin® ) continues to
rise. Over the past decade, treatment options for opiate dependent persons have expanded
particularly with the introduction of buprenorphine (e.g., Subutex, Suboxone). Use of buprenorphine
for both detoxification and long-term replacement therapy has been proven to be effective and
DMHAS has encouraged the expansion of this treatment approach for opiate dependent persons.

For the purpose of this study, data from the Department of Consumer Protection’s (DCP)
Connecticut Prescription Monitoring Program (CPMP), a central database containing prescription
drug data for Schedule 1I-V controlled medications, was linked to DMHAS substance abuse
treatment service records. Two years of prescription records (SFYs 2009 and 2010) and three years
(SFYs 2008, 2009 and 2010) of DMHAS substance abuse treatment were included. Additionally
data sets for SFYs 2008-2010 included:

Department of Correction (DOC) inmate files,

Department of Public Safety arrest records,

Judicial Branch-Court Support Services Division adult probation data, and
Department of Public Health death records.

Study objectives included:

e Understanding the scope of nonmedical use of opiate prescription drugs;

e Assessing the association between abuse of narcotic prescription drugs and initiation of
heroin for those individuals seeking treatment;

e Determining whether there has been a change in Medication Assisted Therapies (e.g.,
methadone maintenance and/or buprenorphine) in response to opiate abuse; and

e Analyzing outcomes such as successful treatment completion, criminal justice involvement
(i.e., arrest or incarceration) or death.

19
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Access to Alternative Treatment for Opiate Addiction

National data, such as the Drug Abuse Warning Network or DAWN which captures emergency
department (ED) visits, show that the nonmedical use of narcotic pain relievers to be a growing
problem. In a June 2010 DAWN report, trends ED visits for 2004 to 2008 found the two most
frequently mentioned prescription pain relievers to be oxycodone and hydrocodone. The rate of
reported ED visits for these two narcotic pain relievers grew by 152% and 123%, respectively.

DMHAS has supported expanded access to buprenorphine as a way of addressing opiate
dependence, whether from heroin or nonmedical use of prescription pain relievers. This has been
especially important for increasing the likelihood of young adults to seek treatment. The CPMP

linkage study affords an opportunity to examine how physician-based buprenorphine treatment has

assisted in expanding access. There were limitations in the CPMP data set as there were fewer
person identifiers upon which to link records. This in turn lowered the possible number of valid
matches and as such the following analyses are more than likely an underreporting.

Graph 10 shows the overlap of young adults prescribed buprenorphine and their rate of
involvement with the criminal justice system or treatment. Compared with all young adults treated
for substance abuse in licensed facilities, those receiving buprenorphine were less likely to have
been arrested (48% vs. 72%), on probation (14% vs. 40%) or incarcerated ( 14% vs. 42%).

Graph 10. Young Adults (18-24) Prescribed Buprenorphine
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or Receiving Substance Abuse Treatment
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Many (44%) young
adults, age 18-24 at
the time of filling a
prescription for
buprenorphine, had
a history of arrest.
Close to fourteen
percent had been
incarcerated and/or
were or had been on
adult probation.
Over 42% had
received some form
of substance abuse
treatment in the
past year or two.
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Access to Alternative Treatment for Opiate Addiction

One of the aims of the prescription drug linkage study was to determine whether there has been a
change in response to treating individuals with an opiate dependence. Graph 11 displays, by month,
the rate of young adults prescribed buprenorphine (i.e., Suboxone or Subutex) compared to the rate
of admission of young adults reporting a primary heroin or other opiate substance problem at time of
admission to a licensed or state operated treatment facility. As can be seen from the graph, the
number individuals admitted to all treatment facilities with a primary opiate addiction has declined
slightly over the 24-month period while the rate of those prescribed buprenorphine has continued to
increase.

This appears to be a promising sign that access to an alternative treatment approach (i.e.,
buprenorphine) to opiate addiction is growing in recognition and access.

Graph 11. Young Adults (18-24)
Prescribed Buprenorphine’ vs. Heroin and
Other Opiate Admissions by Monthly Volume:
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"The monthly number of persons prescribed buprenorphine adjusted based upon the one year
prevalence rate (NSDUH) of persons age 18-24 estimated to be using narcotic pain relievers for
nonmedical purposes.
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Another objective of the prescription drug linkage study was to assess the association between the
abuse of narcotic prescription drugs and initiation of heroin for those individual seeking treatment.
There has been much anecdotal evidence that individuals who become addicted to narcotic pain
relievers often seek out heroin as an inexpensive and readily available substitute.

As part of that analysis, it had been of interest to identify those cases in which there was
questionable activity such as “doctor shopping” or abuse of prescription pain relievers. This type of
analysis proved difficult as identifying multiple prescribers or pharmacies, overlapping prescriptions
or increased dosage can produce “false positives”. DMHAS and DCP will continue to explore other
methods to identify those cases in the linked data set which might be recognized as nonmedical
users of prescription drugs.

In an attempt to begun to understand the scope on this phenomenon, persons treated for an opiate
addiction (either heroin or other opiate) in a state operated or licensed addictions treatment program
in SFY 2010 and having been prescribed a narcotic pain reliever were analyzed. Of all (11,670)
persons admitted to treatment in SFY 2010 who reported a primary opiate problem, 47.7% (5,565)
had a history of narcotic prescription use prior to admission. About 35% (1,934) of the 5,565 might
be identified as having questionable use of narcotic pain relievers. This is based upon criteria used
in a 2009 study of Massachusetts’ prescription drug monitoring system (Pharmacoepidemiology and
Drug Safety: 2010: 19: 115-123) . In that study, a cut-point for identifying individuals having
questionable nonmedical use of narcotic pain relievers was - having 4 or more prescribers and 4 or
more pharmacies. Graph 12 shows the distribution by gender, race and ethnicity of those thought to
have been engaged in questionable use of prescription pain relievers and admitted to treatment.

Graph 12. SFY 2010 Treatment Admissions Reporting Heroin
Or Other Opiates as a Primary Substance
Who Had a History of Prescribed Narcotic Pain Relievers
and Identified as Having Questionable Nonmedical Use
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VIl. Prevention Data

Over the past two years, the DMHAS Prevention and Health Unit, in collaboration with other state
agencies, has leveraged federal funding to enhance its capacity for obtaining, using, and
disseminating interagency data. Since 2005, through funding from the federal Center for Substance
Abuse Prevention (CSAP), DMHAS has supported the efforts of the State Epidemiological Outcomes
Workgroup (SEOW) to promote the use of substance abuse prevention and mental health promotion
data to select effective programs and strategies. The SEOW provides a framework to expand
interagency collaboration, promote sharing of state agency expertise to access, interpret, and use
data, and explore opportunities to collaborate on issues of common concern.

In SFY 2010, the SEOW began the process of replacing its web-based data repository with a state-
of-the-art, interactive site which will enable any registered user to access substance abuse
prevention and mental health promotion indicators, analyze the data, and produce high-quality
visualizations (maps, graphs, etc.). These reports may be used to construct community profiles,
assess service needs, prepare funding applications, and measure the impact and effectiveness of
programs. The new site is expected to be up and running by summer 2011.

Partnerships for Success Initiative

In September 2009, DMHAS was awarded a Partnerships For Success grant from CSAP. The goal
of this grant program is to achieve a quantifiable decline in statewide substance abuse rates,
incorporating an incentive award to grantees that have reached or exceeded their prevention
performance targets. The statewide prevention priority to be addressed is underage drinking. The
performance target approved by CSAP was a reduction in the incidence of past month drinking
among 12 to 20 years olds as measured by the 2006-2007 National Survey on Drug Use and Health,
from 19.6% to 14.9% - a 4.7 percentage point reduction from the baseline rate.

State Epidemiologic Profile

Since 2006, the SEOW has been tracking epidemiological data on six substances (alcohol, tobacco,
marijuana, heroin, prescription drugs, and cocaine). SEOW data were used to update profiles for
each substance, as well as suicide and problem gambling. These profiles can be found at: http://
www.ct.gov/dmhas/lib/dmhas/prevention/ctspf/SEWprofiles09.pdf

Trends in Alcohol and Other Drug Use in Connecticut

In 2010, Regional Action Councils reconvened subregional Community Needs Assessment
Workgroups, for a third time since 2006, to assist in development of community profiles with regard
to alcohol and other substances. The Community Workgroups were charged with examining the use
and consequences of alcohol, tobacco, marijuana, nonmedical use of prescription drugs, heroin, and
cocaine in their geographic areas. After analyzing the data, each substance was scored on a scale
of one to five (low to high) for magnitude (burden/breadth of problem); impact (depth of problem
across dimensions); and changeability (amenable to change through evidence-based strategies).
Also suicide and problem gambling data were incorporated for the first time in SFY 2010. Overall,
alcohol use especially underage drinking was ranked as the highest priority Nonmedical use of
prescription drugs rose to be ranked third in SFY 2010. (Graph 13).
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Graph 13. 2010 Community Needs Assessment
Workgroups Priority Problem Ranking
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In the 2010 community
assessment of alcohol
and other drugs, alcohol
and marijuana continued
to be in the top ranking
for use and
consequences. Of
particular notice is the
ranking of prescription
drug misuse in the top
three substances. As
was noted in earlier in
this report, nonmedical
use of prescription drugs
is a growing concern
requiring coordinated
efforts at public
awareness, prevention
and treatment.

I
Graph 14. Trends in Past 30 Day Alcohol Use and Binge Drinking
High School Students Connecticut vs. US
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decline in past month
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Graph 15. Past 30 Day Alcohol Use Among Age Groups
Connecticut vs. US: NSDUH 2003-2008
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Graph 16. Past Year Non-Medical Use of Pain Relievers
Among Age Groups - Connecticut vs. US:
NSDUH 2004 - 2008
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Graph 17. Past 30-Day Use of Marijuana

Among Age Groups - Connecticut vs. US
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Current (past 30
days) use of
marijuana has
declined since
2004/2005 but the
decrease has
varied by age
group. Certainly
the most impressive
drop has been with
young adults (18-
25) having a 17%
reduction. While
those 26 and older
showed a general
decline, the rate in
2007/2008 has
begun to reverse
and is on the rise.

Graph 18. Programs and Strategies
DMHAS Funded Prevention Programs
SFYs 2008 - 2010
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Community Readiness Assessment

For the third time in four years, a key informant survey was administered to a broad range of
community key informants, including youth 18 or under, parents, business community, media,
school, youth-serving organization, law enforcement agencies, religious or fraternal organizations,
civic and volunteer groups, healthcare professionals, State, local, or tribal governmental agencies
with expertise in the field of substance abuse (if applicable, the State authority with primary authority
for substance abuse), and other organizations involved in substance abuse prevention and mental
health promotion. Beyond identifying the drug that most concerned them, which across all age
groups was alcohol, they provided their perspective on the importance of data in planning,
budgeting, resource development and other critical functions.

Survey results indicated that key informants believed that data relevant for substance abuse
prevention were most likely to be used for strategic planning and evaluation purposes. There was an
overall spike in uses of data from 2006 to 2008 when community grantees had just completed their
needs assessments and were implementing their strategic plans.

Overall, there were fewer barriers to data collection reported from 2006 to 2010 (Table 6). The
greatest reductions in barriers to data collection were the following: community not seeing the need
for data, people to collect data, and funds for a community needs assessment. Although not asked
in 2006, uncertainty about what data to collect, lack of cooperation among stakeholders, and
concerns about negative publicity were less likely to be reported between 2010 than in 2008.

Table 6. Barriers to Data Collection in the Community
DMHAS Community Readiness Assessment
2006, 2008, and 2010

Barrier to Data Collection 2006 |2008 (2010
(%) (%) (%)

Community does not see need to collect data 29 26 21
Lack of understanding of how to collect data 17 26 18
Lack of understanding of how to use data 19 30 24
Lack of trained volunteers/personnel to facilitate data collection 41 39 31
Lack of trained volunteers/personnel to interpret data 31 34 30
Lack of community leadership support to collect data 29 34 25
Unable to gain permission to collect data from students, local government 23 30 23
personnel

Lack of funds to facilitate a comprehensive community needs assessment 58 57 48
process

Uncertainty about which data to collect N/A 29 19
Lack of cooperation among stakeholders N/A 24 19
Concerns about negative publicity N/A 43 36
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Information regarding the funding, directly or indirectly, of substance abuse services was gathered
from ten state agencies and the Judicial Branch, the Office of Policy Management (OPM) and the
Board of Pardons and Paroles. Expenditures reported include all funding sources - state, federal, or
other. Clearly, the most easily defined service is substance abuse treatment. Treatment dollars, for
the most part, are readily identified and reported. Less clearly defined are intervention activities, as
the range of services in this category often overlap into prevention services. Therefore, intervention
funds are included within prevention expenditures. While CGS Section 17a-451(0) speaks about
prevention and education services separately, for purposes of expenditure reporting, these two
activities have been combined, as education is one segment of the prevention continuum. The
category "deterrence", also a component of prevention services, was added in the 2007 Annual
Report but is reported separately as law enforcement activities. A summary of statewide service
expenditures by state fiscal years is shown in Table 7, while substance abuse service expenditures
by agency for SFY 2009 are included in Table 8.

Overall funding for substance abuse services has experienced a steady growth from SFY 1999 to
SFY 2007 but saw a 1.2% decrease (not adjusted for inflation) from SFY 2007 to 2009. Some of the
growth over the decade, especially in SFYs 1999 to 2002, reflects improved expenditure reporting,
for instance the inclusion of Medicaid expenditures. Also, improvements in reporting methodologies
has made trend analysis of expenditures difficult. Looking at SFY 2009 expenditure categories, the
greatest reduction (40.9%) from SFY 2007 was seen in prevention services. The major contributor to
this reduction was a $13.6 million dollar loss in State Department of Education discretionary federal
grants. Treatment expenditures saw a slight increase (6.7%) due primarily to DSS Medicaid
expenditures while deterrence dropped by 18.7% in SFY 2009 when compared to SFY 2007.

Table 7. Substance Abuse Service Expenditures
By State Fiscal Years (Dollars in Millions)

Services Prevention*® Deterrence Treatment Total
SFY 1999** $53.70 NA $136.80 $190.50
SFY 2000*** $54.80 $6.80 $152.40 $214.00
SFY 2001 $55.90 $8.50 $153.20 $217.60
SFY 2002**** $53.60 $7.60 $175.00 $236.20
SFY 2003 $47.25 $8.93 $182.94 $239.12
SFY 2005 $59.21 $5.76 $202.04 $267.01

SFY 2007 $43.05 $7.49 $233.12 $283.66
SFY 2009 $25.45 6.09 $248.69 $280.23

*

Includes substance abuse education, prevention, and intervention expenditures.

Expenditures for SFY 1999 updated to include Board of Pardons and Paroles and Department of Veteran Affairs,
but missing Department of Public Health.

*** Expenditures for SFY 2000 updated to include Department of Veteran Affairs’ treatment expenditures.

**** Department of Social Services treatment expenditures, omitted in previous SFYs, reported for SFY 2002 forward.

**
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Table 8. Substance Abuse Service Expenditures

By Agency State - Fiscal Year 2009

Agency Prevention Deterrence Treatment Total
DMHAS' $11,657,735 $0 $155,717,125 $167,374,860
JUDICIAL-CSSD? $6,515,788 $0 $9,006,298 $15,522,086
DCF? $1,587,518 $0 $19,068,456 $20,655,974
DMV* $0 $0 $0 $0
DOC? $0 $0 $13,363,604 $13,363,604
DOT® $1,281,195 $2,602,950 $0 $3,884,145
DPH’ $1,589,305 $0 $0 $1,589,305
DPS $80,932 $3,484,107 $0 $3,565,039
DSS? $0 $0 $51,135,498 $51,135,498
DVA $0 $0 $396,337 $396,337
oPM® $419,260 $0 $0 $419,260
PAROLE™ $0 $0 $0 $0
SDE" $2,322,177 $0 $0 $2,322,177
TOTAL $25,453,910 $6,087,057 $248,687,318 $280,228,285

'Note that expenditures do not include administration dollars.

Expenditures for SFY 2007 and later reflect improved reporting and includes only those services that are
directly related to substance abuse prevention and treatment. Since 2005 accounting and data collection
has improved and CSSD is now able to identify expenditures devoted to either treatment or prevention.

3Decreases in expenditures for SFY 2009 are due to a shift in funding priorities from residential to
evidenced based and promising practices of In-home Family treatment.

“Clients pay directly for retraining, education and required substance abuse treatment programs.

®Department of Correction expenditures include Parole and Community Services outpatient and residential
drug treatment expenditures.

®All figures are based upon a Federal Fiscal Year (i.e., October 1 through September 30). Prevention costs
from the Transportation Safety Section include staff salaries, public information and education initiatives
and media. Deterrence costs reflect law enforcement initiatives.

’SFY 2009 expenditures reflect adjustments in existing and new programs involved in tobacco cessation.

®Increase in SFY 2009 expenditures were due to enhanced Medicaid fee and caseload growth.
Expenditures include claims paid for Inpatient and Outpatient substance abuse treatment. Excludes
pharmacy, transportation and crossover claims.

9SFY 2009 expenditures are lower than in past reporting as several programs previously included no longer
address substance abuse.

%Treatment expenditures include services provided to offenders in Parole and Community Services, see
DOC expenditures.

"Decrease in FY 2009 expenditures due to the loss of federal competitive grant funding.
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IX. Update on DMHAS Three-Year
Strategic Substance Abuse
Treatment Plan

Background

On June 29, 2009 the Connecticut state
legislature passed, and the governor signed,
Public Act 09-149 which required DMHAS, to
address in its three-year strategic substance
abuse treatment plan, a number of specific
elements for consideration, such as data
management, continuum of care and use of
evidence based practices. This was offered as
part of observations and recommendations
provided by the Program Review and
Investigation Committee’s report entitled State
Substance Abuse Treatment for Adults published
in December 2008.

The DMHAS strategic report was issued in
September 2010 based upon focus groups held
with key stakeholders, consultation with advisory
bodies such as the Alcohol and Drug Policy
Council and the Criminal Justice Policy Advisory
Commission, and the department’s biennial
priority setting process. Below is an update on
the status of strategies and activities as
developed in the DMHAS three-year substance
abuse treatment plan.

Strategy #1

Assure the availability of adequale residential
and case management supports to eligible
individuals in the network of Supported Recovery
Housing Services.

Supported Recovery Housing Services provide
safe, sober housing and case management to
support residents in securing treatment and other
community based recovery supports. There are
currently 11 providers in 21 locations providing
158 beds with supports. This includes a recent
acquisition in March 2010 of two new providers
and 18 additional beds. DMHAS is currently
assessing gaps in need for a potential re-
procurement, pending resource availability.

Strategy #2

Analyze the impact, opportunities, and potential
challenges of the Patient Protection and
Affordable Care Act (i.e., health reform).

DMHAS, in partnership with Department of Social
Services (DSS), converted the State
Administered General Assistance program to the
Medicaid Low Income Adult population, taking
advantage of provisions within the health reform
act that afford broader coverage. An Alternative
Benefit Package, an option under the act, is
being explored to both assure quality and
manage costs.

The DMHAS Commissioner was an active
participant on the Health Reform Cabinet chaired
by the Department of Public Health’s Deputy
Commissioner.

Health reform is a standing agenda item in the
Commissioner’s Executive Group where a
number of demonstration projects were
considered. As a result, a workgroup which
includes Department of Social Services staff is
exploring the advantages of the Medicaid state
plan option - 1915(i) Home and Community
Based Services - that was significantly modified
under the Affordable Care Act.

Strategy #3

Examine the ability to expand provision of case
management, life coaching, employment,
education, community affiliation and wellness
supports, including the provision of these
services by peer providers (continuum of care),
by capitalizing on opportunities created by federal
reforms to address desires of the recovery
communily and service providers.

These services are available throughout the state
funded by the federal Center on Substance
Abuse Treatment grant program known as,
Access to Recovery lll. The ability to expand
provision of these services will be addressed by
the Commissioner’s Executive Group described
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in Strategy #2. Shifting resources in support of

these efforts may be a consideration as greater
numbers of the population obtain coverage for

clinical services through the Patient Protection

and Affordable Care Act.

Strategy #4

Promote the provision of comprehensive
assessments.

DMHAS is in the process of completing the
Assessment Guidance document and will
complete that by July 2011, as scheduled. The
plan is to disseminate this document to state-
operated and DMHAS-funded agencies via their
CEOs and to the various Learning Communities
DMHAS regularly convenes; these learning
communities or collaboratives include program
managers and directors. Agencies will be asked
to review their biopsychosocial assessment
documents and compare them to the DMHAS
Assessment Guidance document. Changes to
assessment forms may be needed so that they
are more consistent with DMHAS’ assessment
expectations.

Strategy #5

Promote the adoption of evidence based and
best practices and models

DMHAS recently created an Evidence-Based and
Best Practices Governance Committee, chaired
by the DMHAS Commissioner. This committee
met for the first time in January 2011 and
continues to meet on a quarterly basis. The
Governance Group consists of 17 members in
addition to the Commissioner and includes other
executive staff and Office of the Commissioner
Division Directors. Over the past year DMHAS
also designated a new position in the Office of
the Commissioner's Community Services
Division: Manager of Evidence-Based and Best
Practices Implementation. This manager
provides staff support to the Governance Group
as described above along with other functions
that promote the adoption of evidence based
practices. A behavioral health specialist has

been reassigned to work for this manager, further
enhancing the infrastructure necessary to
complete the multiple and varied goals involving
evidence-based and best practices in the
DMHAS system.

The first product from the Governance Committee
is the DMHAS Catalog of Evidence-Based & Best
Practices. This catalog includes twenty practices
that are currently being implemented in various
ways through the DMHAS system of care, across
six Divisions. The catalog describes each
practice, the number of programs involved, the
implementation process being used, training and
technical assistance currently available, a
summary of fidelity measurement being used,
and a summary of how client outcomes are being
measured. A version of this catalog will be
disseminated to providers in 2011. A project plan
for next steps to more fully implement several of
these practices is being developed with
completion anticipated by June 30, 2011.

Strategy #6

Improve access to treatment for young adulls,
criminal justice populations, and other adults

6.1 Young Adults

DMHAS is exploring expansion of
buprenorphine (i.e., Suboxone or Subutex)
services through its recently awarded federal
grant - Access to Recovery (ATR) lll. The
goals of the federal grant include: 1)
facilitating individual choice and promoting
multiple pathways to recovery; 2) expanding
access to a comprehensive array of clinical
substance use treatment and recovery
support services; and (3) ensuring each client
receives an assessment for the appropriate
level of services. All services are designed to
assist recipients remain engaged in their
recovery while promoting independence,
employment, self-sufficiency, and stability.

When fully operational, ATR Il will support the
administration or prescription of
buprenorphine for persons having an opioid
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addiction. Clinical supports will include an
assessment of needs, recovery planning,
individual and group therapy, and relapse
prevention strategies.

Suboxone has been suggested as an
alternative to methadone for individuals
uncomfortable with or unable to attend a
licensed Chemical Maintenance Treatment
Facility (i.e., a methadone clinic) for daily
dispensing and receipt of the methadone. In
order to allow for great access to Suboxone,
DMHAS collaborated with the Department of
Public Health (DPH) to enact changes in
Connecticut’s licensing regulations.

Currently, DPH regulations prohibit
dispensing of Suboxone in substance abuse
outpatient clinics not licensed as Chemical
Maintenance Treatment Facilities. DPH has
submitted a bill which would allow for the
prescribing of Suboxone in licensed
substance abuse outpatient clinics (other than
Chemical Maintenance Treatment Facilities)
while final licensing regulations are codified.
This change would greatly increase access to
Suboxone providing an alternative treatment
option to methadone. Individuals having an
opiate dependence, whether to heroin or
narcotic painkillers, would be able to receive
treatment within their own communities. This
is especially true of young adults who are
struggling with a short-term addiction to heroin
or painkillers who would be able to access
care through an outpatient program instead of
a methadone clinic.

6.2 Criminal Justice Populations

By July 1, 2011, a preliminary pilot
implementation report will be drafted that will:
1) determine the scope of the pilot; 2) roles of
each parly in the pilot program, 3) costs
associated with the pilot; and a
recommendation as to the number and
location of pilot sites situated in Geographical
Area Courts.

The first Proposed Outcome for Goal 6.2
indicates that DMHAS, CSSD, and the Office
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of the Public Defender will meet to discuss the
possibility of developing a pilot program
modeled after DMHAS’ Jail Diversion
Program” for ‘Unsentenced inmates who
have an unplanned release from custody by
the courts. ” Such a pilot program would
include an increase in services and service
capacity, requiring additional resources. Due
to uncertainty of the State Fiscal Year 2012
state budget, DMHAS is delaying plan
development for this pilot until available
resources are determined. Until then, existing
collaborations to address Goal 6.2 will
continue as follows:

e The DMHAS Jail Diversion program, in
collaboration with CSSD and the Office of
the Public Defender, is present in every
arraignment court and currently serves a
significant number of individuals with
substance use disorders.

e A significant portion of individuals
currently served by DMHAS have open
cases in criminal court.

e As described in the 2011 Criminal Justice
Policy Advisory Commission (CJPAC)
Reentry and Risk Assessment Strategy,
DMHAS and CSSD will continue to
operate programs that connect
unsentenced inmates to community
treatment upon planned release from
custody by the court.

Criminal Justice and Behavioral Health Data
Linkage Initiative

At the June 6, 2010 meeting of the CJPAC,
members endorsed a proposal to link
individual records across the criminal justice
(arrests, incarcerations, adult probation and
parole) and behavioral health populations. In
December 2011 a Steering Committee with
representation from the Judicial Branch
(CSSD), Department of Correction,
Department of Public Safety, Department of
Mental Health and Addiction Services, Board
of Pardons and Paroles, and Office of Policy
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and Management was formed. The University
of Connecticut Health Center’s Correctional
Managed Health Care division was later
added.

The current plan is for each party to contribute
five years of data (e.g., SFY 2006 - SFY 2010)
which will be linked and de-identified.
Currently, work continues on drafting a
Memorandum of Understanding that will
include the data sharing protocol,
confidentiality and governance, and
documentation of data sets (e.g. data
dictionaries). Intensive work is underway on
data documentation and conventions (e.g.,
race/ethnicity values). It is anticipated that all
work will be concluded by summer 2011 at
which time the data linkage will be completed.

6.3 Treatment Availability for Public
Information

Upon further review of the Connecticut
Clearinghouse’s Behavioral Health Service
Directory, DMHAS decided that improvements
could be implemented on the department’s
website that would result in a more consumer-
and public- friendly application for locating
treatment resources.

As a result of some of these changes already
being implemented, a consumer or member of
the public can now be linked directly to a
specific provider website, once the geographic
preference has been indicated. By accessing
the provider’s web site through a hyperlink, an
interested individual will be able to develop
his/her own impression of the treatment
provider and perhaps be motivated to make
that first contact to enter treatment. DMHAS
website users are given the opportunity to
offer feedback about the use of the website
though the “Contact Us” link:

‘Do you have questions, inquiries or feedback
regarding the DMHAS Website?”

Please contact: DMHAS
Webmaster@po.state.ct.us”

Some individuals may be interested in more

than just provider website information and
seek out actual “performance” information.
As previously described, DMHAS has been
developing provider performance reports
intended for use by consumers, providers and
other interested parties for assessing
treatment effectiveness as well as customer
satisfaction. Although customer satisfaction
reports are currently available, provider
performance reports are still under
development. DMHAS will make performance
reports available on its provider locator
website once available.

Finally, DMHAS is in the process of
developing a “Facebook” page for users of
this form of social media. The intent is not to
replicate what already exists on the DMHAS
website but rather to help individuals know
when and how to access the website for
treatment service resources, as well as other
relevant information pertaining to behavioral
health.

6.4 Demand for Services

DMHAS will track individuals admitted to
treatment regarding the wait time between
first contact and first treatment service. Also,
DMHAS will continue to monitor its annual
client satisfaction survey as fo access to
services to evaluate the responsiveness of the
treatment system to admit persons
demanding treatment.

See Strategy 8.1
Strategy #7

Implement provisions of the Criminal Justice
Policy Advisory Committee Community Re-entry
Strategy

The Preliminary Action Steps of Goal 7 indicates
that DMHAS will convene an interagency
workgroup to develop a detailed Action Plan to
establish a comprehensive substance abuse
service system for reentry. “Such an Action Plan
would include an increase in services and service
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capacity, and would require additional resources. 8.1 Access to services prior to and following

Due to uncertainty of the State Fiscal Year 2012
state budget, DMHAS is delaying development of
an Action Plan until available resources are
determined. Until then, existing collaborations to
address Goal 7 will continue as follows.

e DMHAS, DOC, CSSD, and BOPP have
constant formal and informal
communications to manage referral of
discharging inmates to the community
service system.

e DMHAS, DOC, and CSSD will continue to
operate reentry programs as discussed
earlier.

e State agencies and the Judicial Branch will
continue to develop and implement the
reentry strategy as discussed in the 2011
CJPAC Reentry and Risk Assessment
Strategy.

Strategy #8

Address data management and policy provisions
of P.A. 09-149

DMHAS implemented two new data systems in
SFY 2010. The Avatar system collects client level
data from state-operated facilities. This system
was implemented in mid-May 2010. The DMHAS
Data Performance system (DDaP) captures client
level data from private not-for-profit providers.
DDaP was implemented in mid-July 2010. Since
these systems were implemented, DMHAS has
been designing and developing a data
warehouse that standardizes and stores the data
form both of information systems. The data
warehouse became fully operational in March
2011 and the department is now aggressively
working to enhance its reporting capacities.
These new data systems have greatly enhanced
the department’s ability to collect and report on
client outcomes. Providers have been required to
report outcome data on an episodic basis (every
6 months) and early efforts post-implementation
have focused on reporting compliance and data
quality. The sections that follow highlight the
status of certain measures.
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admission.

Establish baseline data of actual system
performance reflecting time from request to
service fo service initiation, January 1, 2012.

DMHAS’ new data systems now capture the
date a person requested service from a
substance abuse agency. DMHAS is using
this data element to track how long it takes
before a client receives their first service at
that agency. Providers are now entering this
data on all new admissions. Providers are
required to report the services they provide so
DMHAS is able to determine the time it takes
to receive treatment. Now that all data has
been consolidated in the data warehouse, a
report is being developed that will measure
the “time to treatment”. DMHAS will be able to
report a full year’'s data in the next (2012)
Biennial Report.

Determine correlation between performance
measures and National Outcome Measure
System (NOMS) on a sample of individuals
served.

DMHAS issued provider Quality Reports
throughout SFY 2010 to all DMHAS providers.
These “report cards” compared how providers
were performing in relation to DMHAS
benchmarks and statewide averages for key
indicators such as abstinence, arrests, stable
living, employment, use of 12 step programs,
and treatment completions. The reports also
show utilization rates and the degree to which
consumers are satisfied with their services.
Report cards were issued on a quarterly basis
during SFY 2010.

Currently these Quality Reports are being
redesigned to be more consumer-friendly.
DMHAS expects to pilot a new version of the
report cards in summer 2011 and to begin
posting report cards to the web in fall 2011.
Since the report cards were implemented,
data quality has significantly improved as
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providers have focused more attention on between the state agencies.
data reporting and data quality. The report

cards will be available to consumers and will

help inform them as they make decisions

regarding where to access treatment. These

reports are also being used to target

monitoring and corrective actions by

identifying providers with poor performance.

8.2 Percentage of clients who should receive a
treatment episode of ninety days or greater

Establish a baseline for the percentage of
clients exposed to ninety-day (or greater)
care episodes from July 1, 2010 to July 1,
2011.

The data warehouse now provides DMHAS
with the ability to monitor the length of time
that a consumer is exposed to substance
abuse treatment. Substance abuse literature
suggests that patients with treatment
exposures in excess of 90 days have
improved outcomes. DMHAS is now
developing a report that shows the number
and percentage of DMHAS clients that have
continuous treatment episodes of 90 days or
more. The report definitions and
specifications are being developed and
DMHAS will be able to report on a full year’'s
worth of data in the next Biennial Report.

8.3 Department policies and guidelines
concerning recovery oriented treatment

Substance Use Monitoring

It is in the best interest of DMHAS to wait for
a decision from DPH regarding their position
on oral swabs for drug testing before the
department proceeds with a policy or
position. This issue will be covered under
DPH’s licensing of substance abuse
treatment agencies. It will be addressed as
an adjustment to DPH’s technical bill
authorizing this testing and then in DPH
proposed regulation revisions that are being
developed. DMHAS will revisit this issue in a
timeframe that will ensure consistency
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Substance Abuse and Mental Health Issues At-A-Glance
A Short Report from the Office of Applied Studies

of the following:

’ Prevalence of lllicit Substance' and
. & Alcohol Use

he National Survey on Drug Use and Health

(NSDUH) generates state-level estimates for 23

measures of substance use and mental health problems
for four age groups: the entire state population over the age of
12 (12+); individuals age 12 to 17; individuals age 18 to 25;
and individuals age 26 and older (26+). Since state estimates
of substance use and abuse were first generated using the
combined 2002-2003 NSDUHs and continuing until the
most recent state estimates based on the combined 2005-2006
surveys, Connecticut has been among the 10 States with the
highest* rates on the following measures (Table 1).

Table 1: Connecticut is among those States with the highest rates

Measure Age Groups
Past Month lllicit Drug Use 18-25

Past Month Marijuana Use 18-25

Past Year Marijuana Use 18-25

Past Month Alcohol Use 12+, 18-25, 26+

It is worth noting that on the three measures of drug use in
Table 1, the rates of use for all age groups have been above the
national averages for all survey years.

This is one in a series of brief state-based reports intfended to give the reader

Substance Abuse and Mental Health Services Administration Sfate. The data derive principally from national surveys conducted by the
www.samhsa.gov Office of Applied Studies, a component of the Substance Abuse and Mental
Health Services Administration (SAMHSA). Sources for all data used in this

report appear at the end.
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Abuse and Dependence

Questions in NSDUH are used to classify persons as
being dependent on or abusing specific substances
based on criteria specified in the Diagnostic and
Statistical Manual of Mental Disorders, 4th Edition
(DSM-1V) (American Psychiatric Association,

1994).

On the global measure of any abuse of or
dependence on illicit drugs or alcohol, Connecticut’s
rates have generally been at or above the national
rates. In 2004-2005 and again in 2005-2006, the
rates for those individuals age 18 to 25 were among
the highest in the country. It is also worth noting
that over the same time period, the rates of alcohol
dependence or abuse and illicit drug dependence

or abuse were among the highest in the country for
this age group (Charts 1 and 2).

Substance Abuse Treatment
Facilities

According to the National Survey of Substance
Abuse Treatment Services (N-SSATS)? annual
surveys, the number of treatment facilities in
Connecticut has declined from 247 in 2002, to 209
facilities in 2006. In 2006, the majority of facilities
(179 of 209, or 86%) were private nonprofit. An
additional 12 facilities were private for-profit.

One facility in Connecticut is owned/operated

by a Tribal government. The decrease in facilities
between 2002 and 2006 is primarily accounted for
by the loss of 32 private for-profit facilities and 10
private nonprofit facilities.

Although facilities may offer more than one
modality of care, 152 facilities (73%) offer some
form of outpatient care. An additional 66 facilities
offer some form of residential care, and 41 facilities
offer an opioid treatment program. In addition,

2
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171 physicians and 46 treatment programs are
certified to provide buprenorphine treatment.

In 2006, 73 percent of all facilities (153)

received some form of Federal, State, county,

or local government funds, and 142 facilities

had agreements or contracts with managed care
organizations for the provision of substance abuse
treatment services.

B Connecticut
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Treatment

State treatment data for substance use disorders

are derived from two primary sources—an annual
one-day census in N-SSATS and annual treatment
admissions from the Treatment Episode Data

Set (TEDS).* In the 2006 N-SSATS survey,
Connecticut showed a one-day total of 22,809
clients in treatment, the majority of whom (20,896
or 92 %) were in outpatient treatment. Of the total
number of clients in treatment on this date, 645
(3%) were under the age of 18.

Since 1992, there has been a steady increase in the
annual number of admissions to treatment; from
39,000 in 1992, to 46,000 in 2006 (the most recent
year for which data are available). Chart 3 shows
the percent of admissions mentioning particular
drugs or alcohol at the time of admission.’ Across
the last 15 years, there has been a steady decline

in the number of admissions mentioning alcohol
as a substance of abuse; from 78 percent of all
admissions in 1992, to 50 percent in 2006. At the
same time, the number of admissions mentioning
heroin has nearly doubled; from 22 percent in
1992, to 41 percent in 20006.

Across the years for which TEDS data are available,
Connecticut has seen a substantial shift in the
constellation of problems present at treatment
admission. Alcohol-only admissions have declined
from over 36 percent of all admissions in 1992, to
just over 16 percent in 2006. Concomitantly, drug-
only admissions have increased from 22 percent in

1992, to 45 percent in 2006 (Chart 4).

Percent of Total Admissions

Chart 4
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Unmet Need for Treatment

NSDUH defines unmet treatment as an
individual who meets the criteria for abuse of or
dependence on illicit drugs or alcohol according
to the DSM-IV, but who has not received
specialty treatment for that problem in the past
year. Connecticut’s rates of unmet need for drug
treatment have generally remained at or above the
national average. In 2005-2006, the rates of this
unmet need for individuals age 12 to 17 and for

those age 18 to 25 were among the highest in the
Nation (Chart 5).

Similarly, rates of unmet treatment need for
alcohol use have generally remained at or above

the national rates for all age groups, but especially
for those individuals age 18 to 25 (Chart 6).

Tobacco Use and Synar
Compliance

Connecticut’s rates for past month cigarette use
and tobacco products use for the State population
age 12 and older for all survey years have been
among the lowest in the country. However, the
rates for underage smokers have generally been at
or above the national rate (Chart 7).

SAMHSA monitors the rate of retailer violation of
tobacco sales through the Agency’s responsibilities
under the Synar Amendment. Retailer violation
rates represent the percentage of inspected retail
outlets that sold tobacco products to a customer
under the age of 18. Connecticut’s rates of
noncompliance with the Synar Amendment have
been consistently below the target rate since 1998

(Chart 8).
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Mental Health Indicators

For individuals age 18 and older, the National
Survey on Drug Use and Health measures past
year serious psychological distress (SPD), an overall
indicator of nonspecific psychological distress.
Since 2004-2005, the survey also measures past
year major depressive episodes (MDE) for the
same age group and for individuals age 12 to 17.
MDE is defined as a period of 2 weeks or longer
during which there is either depressed mood or
loss of interest or pleasure, and at least four other
symptoms that reflect a change in functioning
such as problems with sleep, eating, energy,
concentration, and self-image.

In the 2005-2006 analyses, Connecticut’s rates on
both of these measures for the State population age
18 and older were among the lowest in the country

(Charts 9 and 10).

Chart 8 Rate of Retailer Violation Rates Under the Synar Amendment -
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SAMHSA Funding

SAMHSA funds two basic types of grants—block and formula grants allocated to states and territories by
formula, and discretionary grants which are awarded competitively (Chart 11). Each of the three SAMHSA
Centers (Center for Substance Abuse Treatment [CSAT], the Center for Substance Abuse Prevention [CSAP]
and the Center for Mental Health Services [CMHS]) has a unique discretionary portfolio.

2004-2005:

$16.9 million Substance Abuse Prevention and Treatment Block Grant
$5.5 million Mental Health Block and Formula Grants

$22.8 million SAMHSA Discretionary Program Funds

$45.2 million Total SAMHSA Funding

CMHS: State Mental health Data Infrastructure Grant; Children’s Services; Youth Violence Prevention;

Jail Diversion; Emergency Response (mental health); Statewide Family Networks; AIDS Targeted Capacity
Expansion—Service Capacity Building in Minority Communities; Past-Traumatic Stress Disorder in

Children.

CSAP: Drug-Free Communities (20 grants); Drug-Free Communities—Mentoring; HIV/AIDS Services;
Strategic Prevention Framework State Incentive Grant; State Incentive Cooperative Agreement; Ecstasy and

Other Club Drug Prevention.

CSAT: Targeted Capacity Expansion—HIV/AIDS; Targeted Capacity Expansion—Innovative Treatment;
Strengthening Communities—Youth; Access to Recovery; Recovery Community Support—Recovery; State
Data Infrastructure; Effective Adolescent Treatment; and SAMHSA Dissertation Grants.

2005-2006:

$16.7 million Substance Abuse Prevention and Treatment Block Grant
$5.5 million Mental Health Block and Formula Grants

$28.8 million SAMHSA Discretionary Program Funds

$51.0 million Total SAMHSA Funding

CMHS: Children’s Services; Child Mental Health Initiative; Mental Health Transformation State Incentive
Grant; Co-Occurring State Incentive Grant; State Mental health Data Infrastructure Grant; Jail Diversion;
Statewide Family Networks; AIDS Targeted Capacity Expansion—Service Capacity Building in Minority
Communities; Community Treatment and Service Centers of the National Child Traumatic Stress Initiative;
National Child Traumatic Stress Initiative—Treatment and Service Adaptation Centers.

CSAP: Drug-Free Communities (18 grants); Drug-Free Communities—Mentoring; Strategic Prevention
Framework State Incentive Grant; State Incentive Cooperative Agreement; HIV Strategic Prevention
Framework; Ecstasy and Other Club Drug Prevention.

CSAT: Targeted Capacity Expansion—HIV/AIDS; Targeted Capacity Expansion—Innovative Treatment;
Strengthening Communities—Youth; Access to Recovery; SAMHSA Conference Grant; State Adolescent
Substance Abuse Treatment; Targeted Capacity Expansion—Campus Screening/ Colleges and Universities;
Recovery Community Support—Recovery; Homeless Addictions Treatment; and Effective Adolescent Treatment.

6
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2006-2007:

$16.7 million Substance Abuse Prevention and Treatment Block Grant
$5.5 million Mental Health Block and Formula Grants

$28.8 million SAMHSA Discretionary Program Funds

$51.0 million Total SAMHSA Funding

CMHS: Child Mental Health Initiative; Mental Health Transformation State Incentive Grant; Co-
Occurring State Incentive Grant; State Mental health Data Infrastructure Grant; Youth Suicide Prevention
and Early Intervention; Children’s Services; Jail Diversion; Statewide Family Network; Campus Suicide;
Community Treatment and Service Centers of the National Child Traumatic Stress Initiative; National
Child Traumatic Stress Initiative—Treatment and Service Adaptation Centers.

CSAP: Drug-Free Communities (15 grants); Drug-Free Communities—Mentoring; Strategic Prevention
Framework State Incentive Grant; State Incentive Cooperative Agreement; HIV Strategic Prevention Framework.

CSAT: Targeted Capacity Expansion—HIV/AIDS; Targeted Capacity Expansion—Innovative Treatment;
Strengthening Communities—Youth; Access to Recovery; SAMHSA Conference Grant; State Adolescent
Substance Abuse Treatment; Targeted Capacity Expansion—Campus Screening/ Colleges and Universities;
Recovery Community Support—Recovery; Homeless Addictions Treatment; and Effective Adolescent Treatment.

2007-2008:

$16.7 million Substance Abuse Prevention and Treatment Block Grant
$5.5 million Mental Health Block and Formula Grants

$28.8 million SAMHSA Discretionary Program Funds

$51.0 million Total SAMHSA Funding

CMHS: Child Mental Health Initiative; State Mental health Data Infrastructure Grant; Seclusion and
Restraint; Mental Health Transformation State Incentive Grant; Statewide Consumer Network; Co-
Occurring State Incentive Grant; Youth Suicide Prevention and Early Intervention; Jail Diversion; Statewide
Family Networks; Community Treatment and

Service Centers of the National Child Traumatic Chart 11 SAMHSA Grant Funds (in millions)
Stress Initiative; National Child Traumatic Stress Connecticut
Initiative—Treatment and Service Adaptation 2

Centers. ®

CSAP: Drug-Free Communities (17 grants);
Drug-Free Communities—Mentoring; Strategic
Prevention Framework State Incentive Grant. ssarTo

®SA Discretionary

@MH Block & Formul

CSAT: State Adolescent Substance Abuse Treatment; | o Dicrtonary |
Access to Recovery; Targeted Capacity Expansion—
HIV/AIDS; Targeted Capacity Expansion—Campus
Screening/ Colleges and Universities; and Homeless
Addictions Treatment.

2004-2005 2005-2006 2006-2007 2007-2008
|
December 2008 7
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For Further Information

Prevalence Data

A comprehensive listing of all NSDUH
measures for every state is available at:
http://oas.samhsa.gov/statesList.cfm.

Also, information about variations in incidence and
prevalence of the NSDUH substance abuse and
mental health measures within each state is available
at: http://oas.samhsa.gov/metro.htm.

Data Sources

Grant Awards: http://www.samhsa.gov/
statesummaries/index.aspx.

Facility Data: National Survey of Substance Abuse
Treatment Services (N-SSATS)—2006 available at:
http://www.dasis.samhsa.gov.

Treatment Data: Treatment Episode Data Set—
Concatenated File—available from the Substance
Abuse and Mental Health Data Archive:
http://www.icpsr.umich.edu/SDA/SAMHDA.

! NSDUH defines illicit drugs to include marijuana/hashish, cocaine
(including crack), inhalants, hallucinogens, heroin, or prescription-type
drugs used nonmedically. Nonmedical use is defined as use not
prescribed for the respondent by a physician or used only for the
experience or feeling the drug(s) caused. Nonmedical use of any
prescription-type pain reliever, sedative, stimulant, or tranquilizer does
not include over-the-counter drugs. Nonmedical use of stimulants
includes methamphetamine use.

2 States are assigned to one of five groups according to their ranking
(quintiles). Because there are 51 areas to be ranked for each measure,
the middle quintile was assigned 11 areas and the remaining groups 10
each. Throughout this document “highest” refers to the 10 states in the
first quintile and “lowest” to those in the fifth quintile.

3N-SSATS is designed to collect information from all facilities in the United
States, both public and private, that provide substance abuse treatment.
N-SSATS does not collect information from the following three types of
facilities: non-treatment halfway houses; jails, prisons, or other organizations
that treat incarcerated clients exclusively; and solo practitioners.

4TEDS is an admissions-based system, and TEDS admissions do not
represent individuals. For example, an individual admitted to treatment
twice within a calendar year would be counted as two admissions.

STEDS collects information on up to three substances of abuse that
lead to the treatment episode. These are not necessarily a complete
enumeration of all drugs used at the time of admission.

Wright, D. & Sathe, N. (2005) Szate Estimates of
Substance Use from the 2002-2003 National Surveys
on Drug Use and Health (DHHS Publication No.
SMA-05-3989, NSDUH Series H-26) Rockville,
MD: Substance Abuse and Mental Health Services
Administration, Office of Applied Studies.

Wright, D. & Sathe, N. (2006) Szate Estimates of
Substance Use from the 2003-2004 National Surveys
on Drug Use and Health (DHHS Publication No.
SMA-06-4142, NSDUH Series H-29) Rockville,
MD: Substance Abuse and Mental Health Services
Administration, Office of Applied Studies.

Wright, D., Sathe, N. & Spagnola, K. (2007)

State Estimates of Substance Use from the 2004-2005
National Surveys on Drug Use and Health (DHHS
Publication No. SMA-07-4235, NSDUH Series
H-31) Rockville, MD: Substance Abuse and Mental
Health Services Administration, Office of Applied
Studies.

Hughes, A. & Sathe, N. (2008) State Estimates of
Substance Use from the 2005-2006 National Surveys
on Drug Use and Health (DHHS Publication No.
SMA-08-4311, NSDUH Series H-33) Rockville,
MD: Substance Abuse and Mental Health Services
Administration, Office of Applied Studies.
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CONNECTICUT

State Profile and Underage Drinking Facts™

State Population 3,501,252
Population-Ages 12-20 425,000
Percentage Number
Ages 12-20
Past-Month Alcohol Use 323 137,000
Past-Month Binge Alcohol Use 23.5 100,000
Ages 12-14
Past-Month Alcohol Use 5.9 8,000
Past-Month Binge Alcohol Use 2.8 4,000
Ages 15-17
Past-Month Alcohol Use 323 51,000
Past-Month Binge Alcohol Use 22.5 35,000
Ages 18-20
Past-Month Alcohol Use 60.7 78,000
Past-Month Binge Alcohol Use 47.1 61,000

3% Overall population information is taken from 2008 population estimates based on 2000 Census data. Data about
the portion of each State’s population comprised of 12- to 20-year-olds is averaged from 2005, 2006, 2007, and
2008 NSDUHs (SAMHSA, CBHSQ, NSDUH, special data analysis, 2009), as are facts about past-month alcohol
use and binge use. Additional references for data in this section can be found in Appendix C.
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Alcohol-Attributable Deaths (under 21) 34
Years of Potential Life Lost (under 21) 1,976
Traffic Fatalities, 15- to 20-Year-Old Drivers With BAC >.01 22.0 8

Laws Addressing Minors in Possession of Alcohol

Underage Possession of Alcohol

Possession is prohibited WITH THE FOLLOWING EXCEPTION(S):
e Private location OR
e Parent/guardian presence and consent OR
e Spouse

Underage Consumption of Alcohol

Consumption is not explicitly prohibited.

Internal Possession by Minors

Internal possession is not explicitly prohibited.

Underage Purchase of Alcohol

Purchase is prohibited, but youth may purchase for law enforcement purposes.

False Identification for Obtaining Alcohol
Provision(s) targeting minors
e Use of a false ID to obtain alcohol is a criminal offense
e Penalty may include driver’s license suspension through a judicial procedure

Provisions targeting retailers
e State provides incentives to retailers who use electronic scanners that read birth dates and
other information digitally encoded on valid identification cards
e Licenses for drivers under age 21 are easily distinguishable from those for drivers age 21
and older
e Specific affirmative defense: the retailer inspected the false ID and came to a reasonable
conclusion based on its appearance that it was valid

Laws Targeting Underage Drinking and Driving

BAC Limits: Youth (Underage Operators of Noncommercial Motor Vehicles)

e BAC limit: 0.02
e BAC at or above the limit is per se (conclusive) evidence of a violation
e Applies to drivers under age 21
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Loss of Driving Privileges for Alcohol Violations by Minors (“Use/Lose Laws”)

Use/lose penalties apply to minors under age 21.

Type(s) of violation leading to driver’s license suspension, revocation, or denial:
e Underage possession

Authority to impose driver’s license sanction:
e Mandatory

Length of suspension/revocation:
e 30 days

Graduated Driver’s License

Learner stage
e Minimum entry age: 16
e Minimum learner stage period:
¢ 4 months —with driver education
e 6 months—without driver education
e Minimum supervised driving requirement: 40 hours

Intermediate stage
e Minimum age: 16 years, 4 months
e Unsupervised night driving:
e Prohibited after 11 p.m.
e Primary enforcement of the night driving rule
e Passenger restrictions exist:
e First 6 months—Ilimited to one parent, instructor, or licensed adult who is at least 20
years old
e Second 6 months—expands to include immediate family
e Primary enforcement of the passenger restriction rule

License stage
e Minimum age to lift restrictions: 18
e Passenger restrictions expire 12 months after issuance of intermediate license
e Unsupervised night driving restrictions remain until age 18

Notes: A parent or guardian of any applicant less than 18 to whom a learner’s permit is issued
on or after August 1, 2008 shall attend two hours of safe driving instruction with such applicant.
Laws Targeting Alcohol Suppliers

Furnishing of Alcohol to Minors

Furnishing is prohibited WITH THE FOLLOWING EXCEPTION(S):
e Parent/guardian OR
e Spouse
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Responsible Beverage Service
No beverage service training requirement.
Minimum Ages for Off-Premises Sellers
e Beer 15
e Wine 18
e Spirits 18
Minimum Ages for On-Premises Sellers
e Beer 18 for both servers and bartenders
e Wine 18 for both servers and bartenders
e Spirits 18 for both servers and bartenders
Dram Shop Liability
Statutory liability exists subject to the following conditions:
e Limitations on damages: $250,000.

e Limitations on elements/standards of proof: Minor must be intoxicated at time of service.
e The courts recognize common law dram shop liability

Notes: A common law cause of action is not precluded by the dram shop statute. Under common
law, the limitations on damages may be avoided.

Social Host Liability

There is no statutory liability. The courts recognize common law social host liability.

Host Party Laws

Social host law is not specifically limited to underage drinking parties:

Action by underage guest that triggers violation: possession
Property type(s) covered by liability law: residence, outdoor, other
e Standard for hosts’ knowledge or action regarding the party: KNOWLEDGE—host must
have actual knowledge of the occurrence
Preventive action by the host negates the violation (see note)
Exception(s): family

Notes: The “preventive action” provision in Connecticut requires the prosecution to prove that
the host failed to take preventive action.
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Direct Sales/Shipments From Producers to Consumers

Direct sales/shipments from producers to consumers are permitted for wine with the following
restrictions:

Age verification requirements

e Producer must verify age of purchaser: ID check is required at some point prior to delivery.

e Common carrier must verify age of recipient: ID check required at some point prior to
delivery.

State approval/permit requirements
e Producer/shipper must obtain State permit
e State must approve common carrier

Reporting requirements
e Producer must record/report purchaser’s name
e Common carrier must record/report purchaser’s name

Shipping label statement
e (Contains alcohol
e Recipient must be 21

Keg Registration

Keg definition: 6 gallons or more.

Prohibited
e Possessing an unregistered, unlabeled keg—max. fine/jail: $500 or 3 months

Purchaser information collected

e Purchaser’s name and address: verified by a government-issued 1D

e Warning information to purchaser: passive—no purchaser action required
e Deposit: not required

e Provisions do not specifically address disposable kegs
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Source Summary Statement

The National Drug Intelligence Center (NDIC) has high confidence in this drug market analysis
as it is based on multiple sources of information that have proved highly reliable in prior NDIC,
law enforcement, and intelligence community reporting. Quantitative data, including seizure,
eradication, and arrest statistics, were drawn from data sets maintained by federal, state, or local
government agencies. Discussions of the prevalence and consequences of drug abuse are based
on published reports from U.S. Government agencies and interviews with public health officials
deemed reliable because of their expertise in the diagnosis and treatment of drug abuse. Trends and
patterns related to drug production, trafficking, and abuse were identified through detailed analysis
of coordinated counterdrug agency reporting and information. NDIC intelligence analysts and field
intelligence officers obtained this information through numerous interviews with law enforcement
and public health officials (federal, state, and local) in whom NDIC has a high level of confidence
based on previous contact and reporting, their recognized expertise, and their professional standing
and reputation within the U.S. counterdrug community. This report was reviewed and corroborated
by law enforcement officials who have jurisdiction in the New England High Intensity Drug
Trafficking Area and possess an expert knowledge of its drug situation.
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This assessment is an outgrowth of a partnership between the NDIC and HIDTA Program for
preparation of annual assessments depicting drug trafficking trends and developments in HIDTA
Program areas. The report has been coordinated with the HIDTA, is limited in scope to HIDTA
jurisdictional boundaries, and draws upon a wide variety of sources within those boundaries.
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Executive Summary

The overall drug threat to the New England (NE) High Intensity Drug Trafficking Area
(HIDTA) region remained fairly consistent during the past year. Opioid abuse—primarily of
South American heroin and controlled prescription opioids—remains the most significant drug
threat to the NE HIDTA region, according to federal, state, and local law enforcement agencies
and public health officials, and there are no signs that this problem will abate in the near term.
Treatment admission rates for heroin and prescription opioid pain relievers in the region are
among the highest in the nation, and the demand for these services continues to outstrip availability.
Moreover, controlled prescription opioid abusers are fueling the heroin abuse problem in the
NE HIDTA region as a rising number of them switch to heroin because of its wide availability,
higher potency, and greater affordability.

Cocaine distribution and abuse had a negative impact on the region in 2010, contributing to
high levels of crime and straining healthcare systems The threat posed to the region by marijuana
rose during 2010, with cultivation of the drug increasing substantially. Many cannabis growers
are exploiting state medical marijuana laws to cultivate illicit crops under the guise of the laws.
Violent street gangs, which are active in each state in the region, are interwoven through the en-
tire spectrum of illicit drug trafficking. Law enforcement reporting indicates that gang members
increasingly obtain and use firearms to protect themselves and their drug distribution territories.

Key issues identified in the New England HIDTA region include the following:
* Opioid abuse—primarily of heroin and controlled prescription opioids—poses the most
significant drug threat to the NE HIDTA region and places a significant burden on law

enforcement and public health resources.

» The trafficking and abuse of cocaine pose significant threats to the NE HIDTA region by
contributing to high levels of associated criminal activity and threatening the public welfare.

* Marijuana availability is high and increasing in the region. Criminals are exploiting state
medical marijuana laws to increase cannabis cultivation.

* Street gangs in the region derive most of their income from drug distribution. They are
prone to violence and have been linked to increasing reports of weapons possession.

Drug Market Analysis 2011 1
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Key Issues?

Opioid abuse—primarily of heroin and controlled prescription opioids—poses the most
significant drug threat to the NE HIDTA region and places a significant burden on law
enforcement and public health resources in the region.

Law enforcement agencies and public health officials report that opioid abuse is widespread
throughout the NE HIDTA region, resulting in significant negative societal impacts. According
to National Drug Intelligence Center (NDIC) National Drug Threat Survey (NDTS) 2011° data,
174 of the 263 state and local law enforcement agency respondents in the NE HIDTA region
identify opioids—controlled prescription drugs (CPDs) (97) and heroin (77)—as the great-
est drug threat in their jurisdictions. A significant number of NDTS respondents also identify
opioids as the category of drugs that most contributes to both violent and property crime in the
region. (See Table 1 on page 3.) Crime associated with opioid abuse is increasing in the region
as indicated by Drug Enforcement Administration (DEA) arrest data. To illustrate, the total num-
ber of cocaine-related arrests in the region from 2006 through 2010 exceeded those for any other
drug types during that period. However, 2010 was markedly different as law enforcement made
509 opioid-related arrests—310 for heroin and 199 for prescription opioids—exceeding those for
cocaine (497).' Prescription opioid-related arrests are a particular concern in Maine, where they
accounted for 40 percent of the state-reported drug arrests in 2009 (the latest available data), the
most for any drug category.? Much of the crime associated with prescription opioids results from
the illegal methods and means that abusers use to obtain them.? Controlled prescription opioid
abusers illicitly obtain their drug supplies through doctor-shopping, Internet pharmacies, pre-
scription fraud, and theft; they also acquire them through publicly funded health programs.* (See
textbox.)

Pharmacy Robberies Increase in Maine

The number of pharmacy robberies in Maine increased fivefold from 2009 (4) to 2010 (21).5 To
address the increasing number of CPD thefts from pharmacies, the United States Attorney for the
District of Maine established a protocol in January 2011 that provides federal resources to assist
in investigating and prosecuting these crimes.®

a. For a general overview of the drug threat in the New England HIDTA region, see Appendix A.

b. The NDTS is conducted annually by NDIC to solicit information from a representative sample of state and local law enforcement
agencies. NDIC uses this information to produce national, regional, and state estimates of various aspects of drug trafficking
activities. NDTS data reflect agencies’ perceptions based on their analysis of criminal activities that occurred within their
jurisdictions during the past year. NDTS 2011 data cited in this report are raw, unweighted responses from federal, state, and
local law enforcement agencies solicited through either NDIC or the Office of National Drug Control Policy (ONDCP) HIDTA
program as of March 1, 2011.

2 New England High Intensity Drug Trafficking Area
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Table 1. Greatest Drug Threat and Drug Most Contributing to Violent or Property Crime
in the NE HIDTA Region, by NDTS 2011 Respondents

Drug GreatestDrug Treat | Vi Cton s | N e opert Crime.
Crack Cocaine 41 67 32
Powder Cocaine 11 21 9
Heroin 77 56 97
CPDs 97 65 97
Marijuana 26 21 18
Powder Methamphetamine 8 4 1
Ice Methamphetamine 0 1 0
Other Dangerous Drugs 1 1 1
No Response or Not Applicable 2 17 3
Don’t Know 0 10 5

Source: National Drug Threat Survey 2011.

Opioid abuse also has a tremendous impact on public health and places a significant burden on
state and local drug treatment services.” For example, opioids were mentioned in the majority of
drug-related deaths reported in the five New England states for which such data are available® (see
Table B1 in Appendix B). A significant number of drug-related deaths in New England have also
been attributed to the abuse of opioid addiction treatment drugs, such as methadone and buprenor-
phine, often in conjunction with benzodiazepines.? Treatment data further reflect the magnitude of
the opioid abuse problem in New England.? Treatment Episode Data Set reporting indicates that the
number of heroin-related treatment admissions to publicly funded facilities in New England
exceeded admissions related to all other illicit substances combined from 2003 through 2009, the
latest complete year for which such data are available.? Heroin and other opioid-related treatment
admissions trended upward during that period, and in 2009, they accounted for approximately 74
percent of all illicit drug-related treatment admissions in the region (see Figure 1 on page 4).
Preliminary data for the first three quarters of 2010 indicate that opioid-related treatment admissions
in the region remained at levels comparable to those of the previous year."

High levels of opioid abuse place a substantial burden on treatment services in the region. The
number of individuals in New England who are in need of treatment services currently exceeds
available resources, and waiting lists exist for those seeking treatment." For example, the rates of
unmet drug treatment need for all age groups in Massachusetts ranged from 6.8 percent to 8.8
percent from 2006 through 2009. Additionally, the rates for unmet drug treatment need for those
aged 18 to 25 in the state have consistently been among the highest in the nation at 9 percent, versus
the national average of 7 percent.'? Additionally, opioid-related inquiries accounted for the highest
percentage of all substance abuse-related nonemergency information calls to the Northern New
England Poison Center hotline from 2005 through 2010" (see Figure B1 in Appendix B). During

c. State Medical Examiner data, Connecticut, Maine, Massachusetts, New Hampshire, and Vermont.

d. Substance abuse treatment data included in this section represent services provided through publicly funded programs in
New England; additional data for comparable services provided through private insurers are unavailable.

Drug Market Analysis 2011
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this period, the majority of opioid-related calls to the hotline, which serves Maine, New Hampshire,
and Vermont, were for incidents involving oxycodone products—hydrocodone products and mor-
phine products, respectively, accounted for the second- and third-highest number of calls."

Figure 1. Drug-Related Treatment Admissions to
Publicly Funded Facilities in New England, 2004-2009
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Source: Treatment Episode Data Set.

The Impact of Reformulated OxyContin on Abuse Levels in New England

OxyContin abuse in New England continues to evolve following the reformulation of domestic
supplies of the drug in 2010. Reformulated OxyContin includes additional inactive ingredients to
deter abusers from snorting or injecting the drug. The new tablets are difficult to cut, break, chew,
crush, or dissolve, thereby deterring abuse of the drug. Recent indicators suggest, however, that
some OxyContin abusers are using methods that circumvent the physical properties of the new
formulation, others obtain supplies from foreign countries where the drug has not been reformulated,
and a significant number of abusers appear to be switching to other types of prescription opioids
(such as immediate-release oxycodone products and immediate- or extended-release oxymorphone
products) or heroin."

Controlled prescription opioid abusers are fueling the heroin abuse problem in the NE HIDTA
region as an increasing number of them switch to heroin because of its wide availability and greater
affordability.”® Abusers typically begin their opioid addiction by abusing Percocet and Vicodin and,
after developing a tolerance, often progress to OxyContin or other immediate-release oxycodone
products and immediate- or extended-release oxymorphone products before ultimately switching
to heroin when they can no longer locate a supply or afford the high cost of controlled prescription

4 New England High Intensity Drug Trafficking Area
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opioids." Some opioid addicts continue to abuse both prescription opioids and heroin, obtaining each
based upon availability or affordability of the drug to the user at the time." When compared with con-
trolled prescription opioids, street level heroin prices remain relatively low in the region depending on
the distributor and market location.” For example, oxycodone abusers with a high tolerance may typi-
cally ingest 400 milligrams of the drug daily (five 80-mg tablets) at a cost of $400 when purchased at
the street level. These abusers could maintain their addictions with 2 grams of heroin daily, at a cost of
one-third to one-half that of prescription opioids, depending on the price and purity of the heroin.?’

The trafficking and abuse of cocaine pose significant threats to the NE HIDTA region by
contributing to high levels of associated criminal activity and threatening the public welfare.

Cocaine in both powder and crack form poses significant challenges to law enforcement and
health providers throughout the region. According to NDTS 2011 data, 52 of the 263 state and
local law enforcement agency respondents in the NE HIDTA region identify cocaine as the
greatest drug threat in their jurisdictions. Further, 88 of the respondents identify cocaine as the
drug that most contributes to violent crime, while 41 identify cocaine as contributing most to
property crime. Law enforcement officers report that the abuse and distribution of crack cocaine
spark much of the drug-related violence among rival inner-city street gangs within the region and
that nearly half of all DEA drug-related arrests in the NE HIDTA region from 2006 through 2010
were associated with cocaine.?’ During 2010, the number of cocaine-related arrests in the region
(497) was exceeded only by the number of opioid-related arrests (509). Crack availability has
expanded in many northern New England cities, such as Burlington, Manchester, and Portland,
largely because African American and Hispanic criminal groups and street gangs from southern
New England states and New York City have increased distribution in those areas.”” Approximately
218 kilograms of powder cocaine and 16 kilograms of crack cocaine were seized through HIDTA
initiatives during 2010% (see Table B2 in Appendix B). The number of cocaine-related treatment
admissions in New England remained fairly constant from 2004 through 2008, with a slight drop
during 2009* (see Figure 1 on page 4). While exact figures are difficult to quantify because of
differing reporting requirements across the New England states, medical examiner reporting
generally indicates that cocaine contributed to numerous drug-related deaths in the region during
2010.% Samples of cocaine tested in New England have been found to contain the harmful adulter-
ant levamisole, which can cause serious health consequences for cocaine abusers.?

Marijuana availability is high and increasing in the region. Criminals are exploiting state
medical marijuana laws to increase cannabis cultivation.

Marijuana trafficking and abuse are pervasive throughout the NE HIDTA region, where sales
of the drug can generate large profits for traffickers.”” According to NDTS 2011 data, 244 of the
263 state and local law enforcement agency respondents in the NE HIDTA region characterize
marijuana availability as high in their jurisdictions. Supplies of commercial-grade Mexican mari-
juana and high-potency marijuana from domestic and Canadian suppliers are readily available
and increasing.”® Law enforcement officials seized approximately 12,000 kilograms of marijuana
in conjunction with NE HIDTA initiatives during 2010 (see Table B2 in Appendix B), compared
with 8,800 kilograms in 2009 and 6,700 kilograms in 2008.%

Law enforcement officials believe that medical marijuana programs in Maine, Rhode Island,
and Vermont are contributing to increased cannabis cultivation and the prevalence of marijuana

Drug Market Analysis 2011 5
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in the region.*® Some of the marijuana purportedly produced for medical marijuana patients is
being diverted for nonmedical use.*’ Additionally, some trafficking groups are expanding their
illicit cannabis cultivation operations under the umbrella of these medical programs.® As such,
the total number of cannabis plants eradicated at cultivation sites in New England during 2010
increased to the second-highest level in the region since 2005.% (See Table 2.)

Table 2. Cannabis Plants Eradicated at Indoor and Outdoor Cultivation Sites
in the New England HIDTA Region, 2005-2010

2005 2006 2007 2008 2009 2010
Indoor cultivation sites 2,712 15,337 5,277 5,671 10,047 12,761
Outdoor cultivation sites 11,054 13,622 14,486 7,430 10,636 13,466
Total 13,766 28,959 19,763 13,101 20,683 26,227

Source: Domestic Cannabis Eradication/Suppression Program.

Street gangs in the region derive most of their income from drug distribution. They are
prone to violence and have been linked to increasing reports of weapons possession.

African American, Asian, and Hispanic neighborhood gangs are major mid- and retail-level
polydrug distributors in the NE HIDTA region.* The majority of street gangs in the region are
small, poorly organized neighborhood gangs; however, some nationally recognized gangs such as
18th Street, Almighty Latin King/Queen Nation (ALKQN), Asian Boyz, Bloods, Crips, La Familia,
Latin Gangster Disciples, Los Solidos, Mara Salvatrucha (MS 13), Netas, Surefios (SUR 13), and
Tiny Rascal Gangsters (TRG) are also active in drug distribution in the region.* Street gangs derive
most of their income from the distribution of powder cocaine, crack cocaine, CPDs, heroin,
marijuana, and other dangerous drugs (ODDs), as well as limited amounts of PCP (phencycli-

dine). Law enforcement reporting indicates that street gangs are currently operating in every New
England state.*

Law enforcement officers report that street gangs in New England are linked to a considerable
percentage of the violent and property crime in the region.” Street gangs often commit crimes
such as robbery, assault, and homicide in order to defend or expand territories, gain financially,
or establish and maintain their reputation.® Law enforcement officers further report that firearm
seizures from street gang members are increasing as traffickers arm themselves to reduce the
threat of being robbed of their drugs or illicit proceeds by other gangs, a situation that poses a
significant threat to law enforcement, first responders, and the public in general.*

6 New England High Intensity Drug Trafficking Area
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National Initiative Targets Members of Violent Gangs in New England

In March 2010, U.S. Immigration and Customs Enforcement officials announced the results of
Project Southern Tempest, a nationwide enforcement effort that targeted violent gangs whose
members were affiliated with transnational drug trafficking organizations (DTOs). The 168-city
operation targeted a total of 133 different gangs and resulted in the arrest of 678 gang members or
associates. Of those arrested, 447 were charged with criminal offenses, 231 were charged admin-
istratively, 322 had violent criminal histories, and 421 were foreign nationals. During the operation,
21 of the 25 individuals arrested in Massachusetts, Maine, and New Hampshire were gang mem-
bers, 9 of whom were charged with criminal offenses and 16 with immigration offenses. Law
enforcement officials in the region also seized numerous weapons, including five handguns and
two assault weapons, as well as approximately 36 grams of crack cocaine and a small quantity of
heroin.

Source: U.S. Immigration and Customs Enforcement, Boston Field Office.

Outlook

NDIC assesses with high confidence® that the abuse of opioids (heroin and controlled prescription
opioids) will remain the primary drug threat to the New England HIDTA region over the next year,
continuing to place a significant burden on already strained law enforcement and public health re-
sources. NDIC assesses with medium confidence that the number of heroin overdose incidents will
increase if OxyContin abusers are driven to abandon the drug (as a result of its domestic antiabuse
reformulation) and transition to more affordable, more potent, and more readily available heroin.

NDIC assesses with high confidence that cannabis cultivation and marijuana availability in the
region will remain at high levels as traffickers and growers take advantage of the various state
medical marijuana laws. Producers and distributors of high-potency marijuana have ample incen-
tive to traffic the drug, since the profit margin for marijuana is high in the region.

NDIC assesses with high confidence that violence and drug distribution involving street gangs
in New England will continue to increase as these gangs compete for illicit drug markets in the
region. Law enforcement reports of increasing weapon seizures from gang members indicate that
levels of gang-related violence will increase.

e. High Confidence generally indicates that the judgments are based on high-quality information or that the nature of the issue
makes it possible to render a solid judgment. Medium Confidence generally means that the information is credibly sourced
and plausible but can be interpreted in various ways, or is not of sufficient quality or corroborated sufficiently to warrant a
higher level of confidence. Low Confidence generally means that the information is too fragmented or poorly corroborated to
make a solid analytic inference, or that there are significant concerns or problems with the sources.

Drug Market Analysis 2011 7
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Appendix A. New England HIDTA Overview

Map A1. New England High Intensity Drug Trafficking Area
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The NE HIDTA region comprises 13 counties in six states, including six counties in Massachu-
setts, three in Connecticut, and one each in Maine, New Hampshire, Rhode Island, and Vermont.*
Bridgeport, Hartford, and New Haven (CT); Boston, Brockton, Cambridge, Lynn, Springfield,
and Worcester (MA); Portland (ME); Manchester (NH); Providence (RI); and Burlington (VT)
are the largest cities in the HIDTA counties."’ Approximately 8.9 million residents, 61.4 percent
of the New England population, reside in the HIDTA region.” Drug distribution within the NE

HIDTA region is centered in two primary hubs located in the Hartford (CT)/Springfield (MA)
and Lowell/Lawrence (MA) areas.” The Providence (RI)/Fall River (MA) area is a secondary

distribution center that supplies Cape Cod.* Boston is New England’s largest city and is predom-

inantly a consumer drug market supplied primarily by distributors operating from Lawrence,
Lowell, and the New York City metropolitan area.” In 2010, NE HIDTA initiatives reported
seizing drugs, currency, and other assets valued at approximately $80.7 million.*
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Opioids—including heroin (primarily South American heroin) and CPDs—pose the greatest drug
threat to the NE HIDTA region. Limited amounts of Asian and Mexican heroin are available in
some markets. Controlled prescription opioid abusers are fueling the heroin abuse problem in the
region as they increasingly switch to heroin because of its higher potency and greater affordability;
heroin prices at the street level remain low in some primary drug distribution centers. For example,
a bag of heroin sold for less than $10 in Boston and Hartford in late 2010. Heroin abuse now
encompasses a broad cross-section of society in the region, including chronic abusers in urban
areas, residents of suburban and rural communities, and young adults and teenagers who switched
to heroin after initially abusing CPDs.

Cocaine, particularly crack, is commonly abused in some parts of the region, mainly inner-city
neighborhoods such as Boston and Springfield (MA), Providence (RI), and Bridgeport, Hartford,
and New Haven (CT). Crack availability has also expanded in many northern New England
cities, such as Burlington, Manchester, and Portland, largely because African American and
Hispanic criminal groups and street gangs from southern New England states and New York City
have increased distribution in those areas.

Marijuana abuse is pervasive throughout the NE HIDTA region. Commercial-grade Mexican
marijuana and high-potency marijuana from domestic and Canadian suppliers operating in the
area are readily available. Criminal exploitation of medical marijuana laws and a law decriminal-
izing possession of small amounts of marijuana in Massachusetts contribute to the problem.”

MDMA (3,4-methylenedioxymethamphetamine, also known as ecstasy) availability in the NE
HIDTA region is moderate, and distribution and abuse levels are stable in most areas. Some
synthetic drug tablets available in the region are represented by distributors as MDMA but
actually contain methamphetamine—or methamphetamine and MDMA in combination—as well
as other drug combinations. Public health officials report that MDMA and methamphetamine
combinations may produce greater adverse neurochemical and behavioral effects than either drug
alone, thus placing abusers at greater risk.”® The overall threat posed by PCP in the region re-
mains low; however, law enforcement reporting indicates that abuse is increasing in some parts
of Connecticut.”

Major DTOs currently operating in the NE HIDTA area are increasingly working in concert
to facilitate their drug trafficking activities. New York City-based Colombian DTOs, primary
suppliers of heroin and cocaine to New England, often work in conjunction with Mexican and
Dominican DTOs to maintain a constant flow of drug supplies to the region.” Central American-
and Caribbean-based groups smuggle kilogram quantities of heroin to the region on behalf of
Colombian DTOs directly from Latin America and Caribbean countries and through Florida,
New York, Georgia, and Puerto Rico.”' Increased law enforcement pressure along the Southwest
Border has led some of these smuggling groups to favor routes through the Atlantic corridor.*

Mexican DTOs are strengthening their foothold in the region and control an increasing portion of
the flow of cocaine, heroin, marijuana, and methamphetamine to New England, as well as the flow
of illicit drug proceeds from the region.*® They also serve as primary suppliers of cocaine for
Dominican organizations and recently have been linked to some of the largest cocaine seizures
reported in the region.” Numerous DTOs operating in the Northeast have been linked to prominent
Mexican drug cartels, including the Sinaloa, Juarez, La Familia Michoacana, and Gulf Cartels.*

10 New England High Intensity Drug Trafficking Area

144



Dominican DTOs are expanding their drug distribution operations and are the predominant
distributors of cocaine and South American heroin throughout New England.®® These groups
are primarily involved in the distribution of heroin, cocaine, and marijuana, as well as limited
amounts of CPDs and MDMA.*

Asian polydrug trafficking organizations operating in Canada are major producers, transporters,
and wholesale distributors of high-potency marijuana, MDMA, and tablets/capsules/powder that
contain multiple synthetic drugs that are sold in New England.” They use well-established
networks to supply illicit drugs to the region and to transport cocaine, drug proceeds, and weapons
to Canada.” The St. Regis Mohawk Reservation, which straddles the Canada—New York border,
is a key smuggling route for drugs supplied from Canada to New England.®

Drug traffickers generate tens of millions of dollars in illicit drug proceeds in the NE HIDTA
region each year.®’ New England HIDTA initiatives seized drugs valued at more than $56.3
million and more than $24.3 million in cash and other assets in 2010.% Illicit drug proceeds
generated in the NE HIDTA region are typically transported by traffickers through bulk cash
(U.S. and foreign currency) and monetary instrument smuggling to New York City, Canada, the
Dominican Republic, Mexico, and other source areas for eventual repatriation.® Drug proceeds
are also laundered through various methods such as casinos, depository institutions, front companies,
money services businesses, retail businesses, securities and futures instruments, and the purchase
of real property and expensive consumer goods.* In addition, drug traffickers use prepaid
cards—often referred to as stored value cards—to anonymously move illicit proceeds.®
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Appendix B. Tables and Figures

Table B1. Drug-Related Deaths in New England HIDTA States

Total Number of

Opioid Mentions
Year(s) | Total Number of (Heroin and/or Top lllicit Drug Mentions and Number
State (Most Drug-Related Controlled Excludes Alcohol
Current) Deaths on ".) ? (Excludes Alcohol)
Prescription
Opioids)
Heroin (98), multiple drugs (88), cocaine (48),
2009 515 192 methadone (31), opiates (25), oxycodone (21),
fentanyl (11)
Connecticut Heroin (72), multiple drugs (55), cocaine (47),
opiates (39), methadone (35), oxycodone (33),
AUl i 197 benzodiazepines (18), fentanyl (10),
hydrocodone (8)
Maine 2008 168 Not available Not available
2009 179 Not available Not available
2007 965 637 Not available
Massachusetts :
2008 844 622 Not available
Methadone (41), oxycodone (29), cocaine (25),
heroin (22), citalopram (11), fentanyl (16),
. 2009 164 124 morphine (15), alprazolam (14), diazepam (13),
New Hampshire clonazepam (11), opiates (9)
: Other opiates (82), benzodiazepines (49),
2010 174 Not available methadone (39), oxycodone (38), cocaine (24)
Rhode Island 2009 537* Not available Not available
Vermont 9009 93 59 Methadone (18), oxycodone (13),

hydrocodone (10), morphine (10)

Source: State Medical Examiner Offices.

*Medical Examiner data provided by DAWN Live!.
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Table B2. Drug Seizures Attributed to New England HIDTA Initiatives, 2010

Drug Amount Seized Wholesale Value
Adderall (in dosage units) 32 $320
Alprazolam (in dosage units) 116 $1,240
Anabolic steroids (in dosage units) 3,395 $68,618
Clonazepam (in dosage units) 385 $2,130
Cocaine HCL (in kilograms) 218.1 $7,971,189
Crack Cocaine (in kilograms) 15.6 $655,320
Diazepam (in dosage units) 108 $1,080
DMT (in kilograms) 0.005 $200
GHB (in dosage units) 4 $40
Hashish (in kilograms) 0.02 $49
Heroin (in kilograms) 34.6 $3,432,074
Hydrocodone (in dosage units) 461 $12,600
Hydromorphone (in dosage units) 9 $108
Klonopin (in dosage units) 10 $100
LSD (in dosage units) 2,013 $10,065
Marijuana (in kilograms) 11,948 $40,899,432
MDMA (in dosage units) 12,121 $345,800
Meloxicam (in dosage units) 20 $200
Methadone (in dosage units) 226 $5,060
Methamphetamine (in kilograms) 0.5 $17,101
Opium poppy capsules (in dosage units) 5,188 $103,760
Other drugs not identified (in dosage units) 240 $1,200
Oxycodone (in dosage units) 14,057 $637,407
OxyContin (in dosage units) 39,958 $2,076,756
PCP (in kilograms) 0.001 $10
Percocet (in dosage units) 3,247 $67,905
Psilocybin (in kilograms) 0.1 $262
Suboxone (in dosage units) 216 $3,942
Valium (in dosage units) 224 $1,930
Viagra (in dosage units) 1 $10
Vicodin (in dosage units) 390 $3,306
Xanax (in dosage units) 2,463 $25,110
Total Wholesale Value $56,344,324

Source: New England High Intensity Drug Trafficking Area.
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Figure B1. Substance Abuse-Related Nonemergency Calls to
the Northern New England Poison Center, 2005-2010
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Source: Northern New England Poison Center, Substance Abuse Surveillance and Reporting System.
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Local, State, and Regional

Connecticut
Bridgeport Police Department
Bristol Police Department
Connecticut Intelligence Center
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New Britain Police Department
New Haven Police Department
Norwalk Police Department
Stamford Police Department
State of Connecticut
Connecticut National Guard
Connecticut State Medical Examiner
Department of Public Safety
Connecticut State Police
West Haven Police Department

Maine

Portland Police Department

South Portland Police Department
State of Maine

Maine Community Epidemiology Working Group

Maine Department of Transportation
Maine Drug Enforcement Agency
Maine Office of the Medical Director
Maine Office of Substance Abuse

Maine Office of the State Medical Examiner

Maine State Police

Office of the Attorney General
University of Maine

Margaret Chase Smith Policy Center

Massachusetts
Auburn Police Department
Brockton Police Department
Chelsea Police Department
City of Boston
Centers for Youth and Families
Police Department
Drug Control Unit
Public Health Commission
Regional Intelligence Center
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Commonwealth of Massachusetts
Department of Banking
Department of Corrections
Department of Public Health
Bureau of Substance Abuse Statistics
Office of Statistics, Research, and Evaluation
Massachusetts National Guard
Office of the Attorney General
State Medical Examiner
State Police
Division of Investigative Services
Essex County Sheriff’s Department
Fitchburg Police Department
Framingham Police Department
Holyoke Police Department
Lawrence Police Department
Lowell Police Department
Lynn Police Department
Methuen Police Department
Milford Police Department
North Andover Police Department
Southbridge Police Department
Springfield Police Department
Webster Police Department
Worcester Police Department

New Hampshire
Manchester Police Department
Nashua Police Department
State of New Hampshire
New Hampshire Attorney General’s Drug Task Force
New Hampshire National Guard
New Hampshire State Medical Examiner
New Hampshire State Police

Rhode Island
Cranston Police Department
Hopkinton Police Department
Pawtucket Police Department
Providence Police Department
State of Rhode Island
Rhode Island National Guard
Rhode Island State Medical Examiner
Rhode Island State Police
Warwick Police Department
Westerly Police Department
Woonsocket Police Department
Vermont
Burlington Police Department
Colchester Police Department
Hartford Police Department
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South Burlington Police Department
State of Vermont
Office of the Chief Medical Examiner
Vermont National Guard
Vermont State Police

Regional
New England State Police Information Network
Northern New England Poison Center

Federal

Executive Office of the President
Office of National Drug Control Policy
High Intensity Drug Trafficking Area
New England
Financial Task Force
U.S. Department of Commerce
Bureau of Economic Analysis
U.S. Census Bureau
American Community Survey
U.S. Department of Health and Human Services
National Institutes of Health
National Institute on Drug Abuse
Community Epidemiology Work Group
Substance Abuse and Mental Health Services Administration
Office of Applied Studies
Drug Abuse Warning Network
DAWN Live!
Treatment Episode Data Set
U.S. Department of Homeland Security
U.S. Customs and Border Protection
U.S. Immigration and Customs Enforcement
U.S. Department of Justice
Bureau of Alcohol, Tobacco, Firearms and Explosives
Violent Crime Impact Teams
Drug Enforcement Administration
Domestic Cannabis Eradication/Suppression Program
Domestic Monitor Program
El Paso Intelligence Center
National Seizure System
New England Division
Federal Bureau of Investigation
U.S. Attorneys Offices
District of Connecticut
District of Maine
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District of New Hampshire
District of Rhode Island
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U.S. Department of State
U.S. Department of the Treasury
Financial Crimes Enforcement Network
U.S. Postal Service
U.S. Postal Inspection Service

Other
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Hartford Courant
International Law Enforcement Association
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The New York Times
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Regional Threat Analysis Branch

National Drug Intelligence Center
319 Washington Street 5th Floor, Johnstown, PA 15901-1622 ¢ (814) 532-4601
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Results from the 2011
National Survey on Drug Use and Health:
Summary of National Findings
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Highlights

This report presents the first information from the 2011 National Survey on Drug Use and
Health (NSDUH), an annual survey sponsored by the Substance Abuse and Mental Health
Services Administration (SAMHSA). The survey is the primary source of information on the use
of illicit drugs, alcohol, and tobacco in the civilian, noninstitutionalized population of the United
States aged 12 years old or older. Approximately 67,500 persons are interviewed in NSDUH
each year. Unless otherwise noted, all comparisons in this report described using terms such as
"increased," "decreased," or "more than" are statistically significant at the .05 level.

Ilicit Drug Use

* In 2011, an estimated 22.5 million Americans aged 12 or older were current (past month)
illicit drug users, meaning they had used an illicit drug during the month prior to the survey
interview. This estimate represents 8.7 percent of the population aged 12 or older. Illicit
drugs include marijuana/hashish, cocaine (including crack), heroin, hallucinogens, inhalants,
or prescription-type psychotherapeutics (pain relievers, tranquilizers, stimulants, and
sedatives) used nonmedically.

* The rate of current illicit drug use among persons aged 12 or older in 2011 (8.7 percent) was
similar to the rate in 2010 (8.9 percent).

* Marijuana was the most commonly used illicit drug. In 2011, there were 18.1 million past
month users. Between 2007 and 2011, the rate of use increased from 5.8 to 7.0 percent, and
the number of users increased from 14.5 million to 18.1 million.

e In 2011, there were 1.4 million current cocaine users aged 12 or older, comprising 0.5
percent of the population. These estimates were similar to the number and rate in 2010 (1.5
million or 0.6 percent), but were lower than the estimates in 2006 (2.4 million or 1.0
percent).

* The number of persons who were past year heroin users in 2011 (620,000) was higher than
the number in 2007 (373,000).

* Hallucinogens were used in the past month by 972,000 persons (0.4 percent) aged 12 or older
in 2011. These estimates were lower than the estimates in 2010 (1.2 million or 0.5 percent).

e In 2011, there were 6.1 million persons (2.4 percent) aged 12 or older who used prescription-
type psychotherapeutic drugs nonmedically in the past month. These estimates were lower
than the estimates in 2010 (7.0 million or 2.7 percent).

* The number of past month methamphetamine users decreased between 2006 and 2011, from
731,000 (0.3 percent) to 439,000 (0.2 percent).

* Among youths aged 12 to 17, the current illicit drug use rate was similar in 2010 (10.1
percent) and 2011 (10.1 percent), but was higher than the rate in 2008 (9.3 percent). Between
2002 and 2008, the rate declined from 11.6 to 9.3 percent.
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The rate of current marijuana use among youths aged 12 to 17 decreased from 8.2 percent in
2002 to 6.7 percent in 2006, remained unchanged at 6.7 percent in 2007 and 2008, then
increased to 7.4 percent in 2009. Rates in 2010 (7.4 percent) and 2011 (7.9 percent) were
similar to the rate in 2009.

Among youths aged 12 to 17, the rate of current nonmedical use of prescription-type drugs
declined from 4.0 percent in 2002 to 2.8 percent in 2011. The rate of nonmedical pain
reliever use declined during this period from 3.2 to 2.3 percent among youths.

The rate of current use of illicit drugs among young adults aged 18 to 25 increased from 19.7
percent in 2008 to 21.4 percent in 2011, driven largely by an increase in marijuana use (from
16.6 percent in 2008 to 19.0 percent in 2011).

Among young adults aged 18 to 25, the rate of current nonmedical use of prescription-type
drugs in 2011 was 5.0 percent, which was lower than the rate in the years from 2003 to 2010.
There was a decrease from 2005 to 2011 in the use of cocaine among young adults, from 2.6
to 1.4 percent.

Among those aged 50 to 59, the rate of past month illicit drug use increased from 2.7 percent
in 2002 to 6.3 percent in 2011. This trend partially reflects the aging into this age group of
the baby boom cohort (i.e., persons born between 1946 and 1964), whose lifetime rate of
illicit drug use has been higher than those of older cohorts.

Among unemployed adults aged 18 or older in 2011, 17.2 percent were current illicit drug
users, which was higher than the 8.0 percent of those employed full time and 11.6 percent of
those employed part time. However, most illicit drug users were employed. Of the 19.9
million current illicit drug users aged 18 or older in 2011, 13.1 million (65.7 percent) were
employed either full or part time.

In 2011, 9.4 million persons aged 12 or older reported driving under the influence of illicit
drugs during the past year. This corresponds to 3.7 percent of the population aged 12 or
older, which was lower than the rate in 2010 (4.2 percent) and was lower than the rate in
2002 (4.7 percent). In 2011, the rate was highest among young adults aged 18 to 25 (11.6
percent).

Among persons aged 12 or older in 2010-2011 who used pain relievers nonmedically in the
past 12 months, 54.2 percent got the drug they most recently used from a friend or relative
for free. Another 18.1 percent reported they got the drug from one doctor. Only 3.9 percent
got pain relievers from a drug dealer or other stranger, and 0.3 percent bought them on the
Internet. Among those who reported getting the pain relievers from a friend or relative for
free, 81.6 percent reported in a follow-up question that the friend or relative had obtained the
drugs from just one doctor.
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Alcohol Use

Slightly more than half (51.8 percent) of Americans aged 12 or older reported being current
drinkers of alcohol in the 2011 survey, similar to the rate in 2010 (51.8 percent). This
translates to an estimated 133.4 million current drinkers in 2011.

In 2011, nearly one quarter (22.6 percent) of persons aged 12 or older participated in binge
drinking. This translates to about 58.3 million people. The rate in 2011 was similar to the
estimate in 2010 (23.1 percent). Binge drinking is defined as having five or more drinks on
the same occasion on at least 1 day in the 30 days prior to the survey.

In 2011, heavy drinking was reported by 6.2 percent of the population aged 12 or older, or
15.9 million people. This rate was lower than the rate of heavy drinking in 2010 (6.7
percent). Heavy drinking is defined as binge drinking on at least 5 days in the past 30 days.

Among young adults aged 18 to 25 in 2011, the rate of binge drinking was 39.8 percent. The
rate of heavy drinking was 12.1 percent, which was lower than the rate in 2010 (13.5
percent).

The rate of current alcohol use among youths aged 12 to 17 was 13.3 percent in 2011. Youth
binge and heavy drinking rates in 2011 were 7.4 and 1.5 percent, respectively. These rates
were all similar to those reported in 2010 (13.6, 7.9, and 1.7 percent, respectively).

In 2011, an estimated 11.1 percent of persons aged 12 or older drove under the influence of
alcohol at least once in the past year. This percentage was lower than in 2002, when it was
14.2 percent. The rate of driving under the influence of alcohol was highest among persons
aged 21 to 25 (21.9 percent).

There were an estimated 9.7 million underage (aged 12 to 20) drinkers in 2011, including 6.1
million binge drinkers and 1.7 million heavy drinkers.

Past month, binge, and heavy drinking rates among underage persons declined between 2002
and 2011. Past month alcohol use declined from 28.8 to 25.1 percent, while binge drinking
declined from 19.3 to 15.8 percent, and heavy drinking declined from 6.2 to 4.4 percent.

In 2011, 57.0 percent of current underage drinkers reported that their last use of alcohol
occurred in someone else's home, and 28.2 percent reported that it had occurred in their own
home. About one third (30.3 percent) paid for the alcohol the last time they drank, including
7.7 percent who purchased the alcohol themselves and 22.4 percent who gave money to
someone else to purchase it. Among those who did not pay for the alcohol they last drank,
38.2 percent got it from an unrelated person aged 21 or older, 19.1 percent from another
person younger than 21 years old, and 21.4 percent from a parent, guardian, or other adult
family member.
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Tobacco Use

In 2011, an estimated 68.2 million Americans aged 12 or older were current (past month)
users of a tobacco product. This represents 26.5 percent of the population in that age range.
Also, 56.8 million persons (22.1 percent of the population) were current cigarette smokers;
12.9 million (5.0 percent) smoked cigars; 8.2 million (3.2 percent) used smokeless tobacco;
and 2.1 million (0.8 percent) smoked tobacco in pipes.

Between 2002 and 2011, past month use of any tobacco product decreased from 30.4 to 26.5
percent, past month cigarette use declined from 26.0 to 22.1 percent, and past month cigar
use declined from 5.4 to 5.0 percent. Rates of past month use of smokeless tobacco and pipe
tobacco in 2011 were similar to corresponding rates in 2002.

The rate of past month tobacco use among 12 to 17 year olds declined from 15.2 percent in
2002 to 10.0 percent in 2011, including a decline from 2010 (10.7 percent) to 2011. The rate
of past month cigarette use among 12 to 17 year olds also declined between 2002 and 2011,
from 13.0 to 7.8 percent, including a decline between 2009 (9.0 percent) and 2011.

One in six pregnant women aged 15 to 44 smoked cigarettes in the past month during 2010-
2011. The rate of current smoking among pregnant women did not change between 2002-
2003 (18.0 percent) and 2010-2011 (17.6 percent), while among women aged 15 to 44 who
were not pregnant, the rate declined from 30.7 to 25.4 percent.

Initiation of Substance Use (Incidence, or First-Time Use) within the Past 12 Months

In 2011, an estimated 3.1 million persons aged 12 or older used an illicit drug for the first
time within the past 12 months. This averages to about 8,400 initiates per day and was
similar to the estimate for 2010 (3.0 million). A majority of these past year illicit drug
initiates reported that their first drug was marijuana (67.5 percent). More than one in five
initiated with psychotherapeutics (22.0 percent, including 14.0 percent with pain relievers,
4.2 percent with tranquilizers, 2.6 percent with stimulants, and 1.2 percent with sedatives). In
2011, 7.5 percent of initiates reported inhalants as their first illicit drug, and 2.8 percent used
hallucinogens as their first drug.

In 2011, the illicit drug categories with the largest number of past year initiates among
persons aged 12 or older were marijuana use (2.6 million) and nonmedical use of pain
relievers (1.9 million). These estimates were not significantly different from the numbers in
2010. However, the number of marijuana initiates increased between 2008 (2.2 million) and
2011 (2.6 million).

In 2011, the average age of marijuana initiates among persons aged 12 to 49 was 17.5 years,
which was higher than the average age of marijuana initiates in 2002 (17.0 years).

The number of past year initiates of methamphetamine among persons aged 12 or older was
133,000 in 2011. This estimate was lower than the estimates in 2002 to 2006, which ranged
from 192,000 to 318,000.

The number of past year initiates of Ecstasy aged 12 or older was similar in 2011 (922,000)
and 2010 (949,000), but the number in 2011 increased from 2005 (615,000).
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The number of past year cocaine initiates aged 12 or older declined from 1.0 million in 2002
to 670,000 in 2011. The number of initiates of crack cocaine declined during this period from
337,000 to 76,000.

In 2011, there were 178,000 persons aged 12 or older who used heroin for the first time
within the past year, not significantly different from the estimates from 2009 and 2010.
However, this was an increase from the annual numbers of initiates during 2005 to 2007
(between 90,000 and 108,000).

Most (82.9 percent) of the 4.7 million past year alcohol initiates in 2011 were younger than
21 at the time of initiation.

The number of persons aged 12 or older who smoked cigarettes for the first time within the
past 12 months was 2.4 million in 2011, which was the same as the estimate in 2010 (2.4
million), but higher than the estimate for 2002 (1.9 million). Most new smokers in 2011 were
younger than 18 when they first smoked cigarettes (55.7 percent or 1.3 million). The number
of new smokers who began smoking at age 18 or older increased from 623,000 in 2002 to 1.1
million in 2011.

The number of persons aged 12 or older who used smokeless tobacco for the first time within
the past year was 1.3 million, similar to the estimates in 2005 to 2010.

Youth Prevention-Related Measures

The percentage of youths aged 12 to 17 perceiving great risk in smoking marijuana once or
twice a week decreased from 54.6 percent in 2007 to 44.8 percent in 2011.

Between 2002 and 2008, the percentage of youths who reported great risk in smoking one or
more packs of cigarettes per day increased from 63.1 to 69.5 percent, but the percentage
dropped to 65.5 percent in 2009 and remained steady at 65.3 percent in 2010 and 66.2
percent in 2011.

Almost half (47.7 percent) of youths aged 12 to 17 reported in 2011 that it would be "fairly
easy" or "very easy" for them to obtain marijuana if they wanted some. More than one in six
reported it would be easy to get cocaine (17.5 percent). About one in eight (12.2 percent)
indicated that LSD would be easily available, and 10.7 percent reported easy availability for
heroin. Between 2002 and 2011, there were declines in the perceived availability for all four
drugs.

A majority of youths aged 12 to 17 (89.3 percent) in 2011 reported that their parents would
strongly disapprove of their trying marijuana once or twice. Current marijuana use was much
less prevalent among youths who perceived strong parental disapproval for trying marijuana
once or twice than for those who did not (5.0 vs. 31.5 percent).

In 2011, 75.1 percent of youths aged 12 to 17 reported having seen or heard drug or alcohol
prevention messages from sources outside of school, which was lower than in 2002 (83.2
percent). The percentage of school-enrolled youths reporting that they had seen or heard
prevention messages at school also declined during this period, from 78.8 to 74.6 percent.
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Substance Dependence, Abuse, and Treatment

In 2011, an estimated 20.6 million persons (8.0 percent of the population aged 12 or older)
were classified with substance dependence or abuse in the past year based on criteria
specified in the Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-
IV). Of these, 2.6 million were classified with dependence or abuse of both alcohol and illicit
drugs, 3.9 million had dependence or abuse of illicit drugs but not alcohol, and 14.1 million
had dependence or abuse of alcohol but not illicit drugs.

Between 2002 and 2010, the number of persons with substance dependence or abuse was
stable, ranging from 21.6 million to 22.7 million. However, the number in 2011 (20.6
million) was lower than the number in 2010 (22.2 million).

The specific illicit drugs that had the highest levels of past year dependence or abuse in 2011
were marijuana (4.2 million), pain relievers (1.8 million), and cocaine (0.8 million). The
number of persons with marijuana dependence or abuse did not change between 2002 and
2011. Between 2004 and 2011, the number with pain reliever dependence or abuse increased
from 1.4 million to 1.8 million, and between 2006 and 2011, the number with cocaine
dependence or abuse declined from 1.7 million to 0.8 million.

The number of persons with heroin dependence or abuse increased from 214,000 in 2007 to
426,000 in 2011.

In 2011, adults aged 21 or older who had first used alcohol at age 14 or younger were more
than 7 times as likely to be classified with alcohol dependence or abuse than adults who had
their first drink at age 21 or older (13.8 vs. 1.8 percent).

Between 2002 and 2011, the percentage of youths aged 12 to 17 with substance dependence
or abuse declined from 8.9 to 6.9 percent.

Treatment need is defined as having substance dependence or abuse or receiving treatment at
a specialty facility (hospital inpatient, drug or alcohol rehabilitation, or mental health centers)
within the past 12 months. In 2011, 21.6 million persons aged 12 or older needed treatment
for an illicit drug or alcohol use problem (8.4 percent of persons aged 12 or older). Of these,
2.3 million (0.9 percent of persons aged 12 or older and 10.8 percent of those who needed
treatment) received treatment at a specialty facility. Thus, 19.3 million persons (7.5 percent
of the population aged 12 or older) needed treatment for an illicit drug or alcohol use
problem but did not receive treatment at a specialty facility in the past year.

Of the 19.3 million persons aged 12 or older in 2011 who were classified as needing
substance use treatment but did not receive treatment at a specialty facility in the past year,
912,000 persons (4.7 percent) reported that they felt they needed treatment for their illicit
drug or alcohol use problem. Of these 912,000 persons who felt they needed treatment,
281,000 (30.8 percent) reported that they made an effort to get treatment, and 631,000 (69.2
percent) reported making no effort to get treatment.

The number of people receiving specialty substance abuse treatment in the past year in 2011
(2.3 million) was similar to the number in 2002 (2.3 million). However, the number receiving
specialty treatment for a problem with nonmedical pain reliever use increased during this
period, from 199,000 to 438,000.
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1. Introduction

This report presents a first look at results from the 2011 National Survey on Drug Use
and Health (NSDUH), an annual survey of the civilian, noninstitutionalized population of the
United States aged 12 years old or older. The report presents national estimates of rates of use,
numbers of users, and other measures related to illicit drugs, alcohol, and tobacco products. The
report focuses on trends between 2010 and 2011 and from 2002 to 2011, as well as differences
across population subgroups in 2011. NSDUH estimates related to mental health, which were
included in national findings reports prior to 2009, are not included in this 2011 report.

Summary of NSDUH

NSDUH is the primary source of statistical information on the use of illegal drugs,
alcohol, and tobacco by the U.S. civilian, noninstitutionalized population aged 12 or older.
Conducted by the Federal Government since 1971, the survey collects data through face-to-face
interviews with a representative sample of the population at the respondent's place of residence.
The survey is sponsored by the Substance Abuse and Mental Health Services Administration
(SAMHSA), U.S. Department of Health and Human Services, and is planned and managed by
SAMHSA's Center for Behavioral Health Statistics and Quality (CBHSQ). Data collection and
analysis are conducted under contract with RTI International.' This section briefly describes the
survey methodology; a more complete description is provided in Appendix A.

NSDUH collects information from residents of households and noninstitutional group
quarters (e.g., shelters, rooming houses, dormitories) and from civilians living on military bases.
The survey excludes homeless persons who do not use shelters, military personnel on active
duty, and residents of institutional group quarters, such as jails and hospitals. Appendix C
describes substance use surveys that cover populations outside the NSDUH target population.

From 1971 through 1998, the survey employed paper and pencil data collection. Since
1999, the NSDUH interview has been carried out using computer-assisted interviewing (CAI).
Most of the questions are administered with audio computer-assisted self-interviewing (ACASI).
ACASI is designed to provide the respondent with a highly private and confidential mode for
responding to questions in order to increase the level of honest reporting of illicit drug use and
other sensitive behaviors. Less sensitive items are administered by interviewers using computer-
assisted personal interviewing.

The 2011 NSDUH continued to employ a State-based design with an independent,
multistage area probability sample within each State and the District of Columbia. The eight
States with the largest population (which together account for about half of the total U.S.
population aged 12 or older) are designated as large sample States (California, Florida, Illinois,
Michigan, New York, Ohio, Pennsylvania, and Texas) and have a sample size of about 3,600
each. For the remaining 42 States and the District of Columbia, the sample size is about 900 per
State. In 2011, four States in the Gulf Coast (Alabama, Florida, Louisiana, and Mississippi) had a

' RTI International is a trade name of Research Triangle Institute.
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1-year supplemental sample to facilitate a study of the impact of the April 2010 Deepwater
Horizon oil spill on substance use and mental health. In all States and the District of Columbia,
the design oversampled youths and young adults; each State's sample was approximately equally
distributed among three age groups: 12 to 17 years, 18 to 25 years, and 26 years or older.

Nationally, screening was completed at 156,048 addresses, and 70,109 completed
interviews were obtained, which reflect the oversample of about 2,000 cases in the Gulf Coast.
The survey was conducted from January through December 2011. Weighted response rates for
household screening and for interviewing were 87.0 and 74.4 percent, respectively. See
Appendix B for more information on NSDUH response rates.

Limitations on Trend Measurement

Trend analysis using NSDUH data is limited to 2002 to 2011, even though the survey has
been conducted since 1971. Because of the shift in interviewing method in 1999, the estimates
from the pre-1999 surveys are not comparable with estimates from the current CAl-based
surveys. Although the design of the 2002 through 2011 NSDUHs is similar to the design of the
1999 through 2001 surveys, methodological differences affect the comparability of the 2002 to
2011 estimates with estimates from prior surveys. The most important change was the addition
of a $30 incentive payment in 2002. Also, the name of the survey was changed in 2002, from the
National Household Survey on Drug Abuse (NHSDA) to the current name. Improved data
collection quality control procedures were introduced in the survey starting in 2001, and updated
population data from the 2000 decennial census were incorporated into the sample weights
starting with the 2002 estimates. Analyses of the effects of these factors on NSDUH estimates
have shown that 2002 and later data should not be compared with 2001 and earlier data from the
survey series to assess changes over time. Appendix C of the 2004 NSDUH report on national
findings discusses this in more detail (Office of Applied Studies, 2005).

Because of changes in the questionnaire, estimates for methamphetamine, stimulants, and
psychotherapeutics in this report should not be compared with corresponding estimates presented
in previous reports for data years prior to 2007. Estimates for 2002 to 2006 for these drug
categories in this report, as well as in the 2007 and 2008 reports, incorporate statistical
adjustments that enable year-to-year comparisons to be made over the period from 2002 to 2011.

The calculation of NSDUH person-level weights includes a calibration step that results in
weights that are consistent with population control totals obtained from the U.S. Census Bureau
(see Section A.3.3 in Appendix A). These control totals are based on the most recently available
decennial census; the Census Bureau updates these control totals annually to account for
population changes after the census. For the analysis weights in the 2002 through 2010
NSDUHs, the control totals were derived from the 2000 census data; for the 2011 NSDUH
weights, the control totals were based on data from the 2010 census. This shift to the 2010
census data could affect comparisons between substance use estimates in 2011 and those from
prior years. Analyses of the impact of this change in NSDUH weights show that estimates of the
number of substance users for some demographic groups were substantially affected, but
percentages of substance users within these groups (i.e., rates) were not. Section B.4.3 in
Appendix B provides results of investigations of the change to use of 2010 census control totals
for the 2011 NSDUH.
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Format of Report and Data Presentation

This report has separate chapters that discuss findings on the use of illicit drugs; use of
alcohol; use of tobacco products; initiation of substance use; prevention-related issues; and
substance dependence, abuse, and treatment. A final chapter summarizes the results and
discusses key findings on marijuana and heroin use and the nonmedical use of prescription
drugs, including comparisons with other survey results. The data and findings described in this
report are based on a comprehensive set of tables, referred to as "detailed tables," that include
population estimates (e.g., numbers of drug users), rates (e.g., percentages of the population
using drugs), and standard errors of estimates. These tables are available separately on the
SAMHSA Web site (http://www.samhsa.gov/data/). In addition, the tables are accompanied by a
glossary that covers key definitions used in this report and in the detailed tables. Appendices in
this report describe the survey (Appendix A), technical details on the statistical methods and
measurement (Appendix B), and other sources of related data (Appendix C). A list of references
cited in the report (Appendix D) and contributors to this report (Appendix E) also are provided.

Text, figures, and detailed tables present prevalence measures for the population in terms
of both the number of persons and the percentage of the population and by lifetime (i.e., ever
used), past year, and past month use. Analyses focus primarily on past month use, also referred
to as "current use." Where applicable, footnotes are included in tables and figures to indicate
whether the 2011 estimates are significantly different from 2010 or earlier estimates. In addition,
some estimates are presented based on data combined from two or more survey years to increase
precision of the estimates; those estimates are annual averages based on multiple years of data.

During regular data collection and processing checks for the 2011 NSDUH, data errors
were identified. These errors affected the data for Pennsylvania (2006 to 2010) and Maryland
(2008 and 2009). Data and estimates for 2011 were not affected. The errors had minimal impact
on the national estimates. The only estimates appreciably affected in the report and detailed
tables are estimates for the mid-Atlantic division and the Northeast region. Cases with erroneous
data were removed from data files, and the remaining cases were reweighted to provide
representative estimates. Therefore, some estimates for 2010 and other prior years in the 2011
national findings report and the 2011 detailed tables will differ from corresponding estimates
found in some previous reports and tables. Further information is available in Section B.3.5 in
Appendix B of this report.

All estimates presented in the report have met the criteria for statistical reliability (see
Section B.2.2 in Appendix B). Estimates that do not meet these criteria are suppressed and do not
appear in tables, figures, or text. Statistical tests have been conducted for all statements
appearing in the text of the report that compare estimates between years or subgroups of the
population. Suppressed estimates are not included in statistical tests of comparisons. For
example, a statement that "whites had the highest prevalence" means that the rate among whites
was higher than the rate among all nonsuppressed racial/ethnic subgroups, but not necessarily
higher than the rate among a subgroup for which the estimate was suppressed. Unless explicitly
stated that a difference is not statistically significant, all statements that describe differences are
significant at the .05 level. Statistically significant differences are described using terms such as

"higher," "lower," "increased," and "decreased." Statements that use terms such as "similar," "no
difference," "same," or "remained steady" to describe the relationship between estimates denote
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that a difference is not statistically significant. When a set of estimates for survey years or
population subgroups is presented without a statement of comparison, statistically significant
differences among these estimates are not implied and testing may not have been conducted.

Data are presented for racial/ethnic groups based on guidelines for collecting and
reporting race and ethnicity data (Office of Management and Budget [OMB], 1997). Because
respondents could choose more than one racial group, a "two or more races" category is included
for persons who reported more than one category (i.e., white, black or African American,
American Indian or Alaska Native, Native Hawaiian, Other Pacific Islander, Asian, Other).
Respondents choosing both Native Hawaiian and Other Pacific Islander but no other categories
are classified as being in the "Native Hawaiian or Other Pacific Islander" category instead of the
"two or more race" category. Except for the "Hispanic or Latino" group, the racial/ethnic groups
include only non-Hispanics. The category "Hispanic or Latino" includes Hispanics of any race.

Data in this report also are presented for four U.S. geographic regions as defined by the
U.S. Census Bureau (Figure 1.1). Other geographic comparisons also are made based on county
type, a variable that reflects different levels of urbanicity and metropolitan area inclusion of
counties. This county classification was originally developed and subsequently updated by the
U.S. Department of Agriculture (Butler & Beale, 1994). Each county is either inside or outside a
metropolitan statistical area (MSA), based on metropolitan area definitions issued by the OMB in
June 2003 (OMB, 2003). Large metropolitan areas have a population of 1 million or more. Small
metropolitan areas have a population of fewer than 1 million. Nonmetropolitan areas are outside
of MSAs. Counties in nonmetropolitan areas are further classified based on the number of people
in the county who live in an urbanized area, as defined by the Census Bureau at the subcounty
level. "Urbanized" counties have a population of 20,000 or more in urbanized areas, "less
urbanized" counties have at least 2,500 but fewer than 20,000 population in urbanized areas, and
"completely rural" counties have populations of fewer than 2,500 in urbanized areas.

Other NSDUH Reports and Data

Other reports focusing on specific topics of interest will be produced using the 2011
NSDUH data and made available on SAMHSA's Web site. In particular, data on mental health
will be discussed in a separate report to be released later this year: Results from the 2011
National Survey on Drug Use and Health: Mental Health Findings. State-level estimates for
substance use and mental health for 2010-2011 are scheduled to be released by early 2013.

The detailed tables, other descriptive reports and in-depth analytic reports focusing on
specific issues or populations, and methodological information on NSDUH are all available at
http://www.samhsa.gov/data/. In addition, CBHSQ makes public use data files available through
the Substance Abuse and Mental Health Data Archive at http://www.datafiles.samhsa.gov.
Currently, files are available from the 1979 to 2010 surveys. The 2011 NSDUH public use file
will be available by the end of 2012.
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Figure 1.1 U.S. Census Bureau Regions
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2. Hlicit Drug Use

The National Survey on Drug Use and Health (NSDUH) obtains information on nine
categories of illicit drug use: use of marijuana, cocaine, heroin, hallucinogens, and inhalants, as
well as the nonmedical use of prescription-type pain relievers, tranquilizers, stimulants, and
sedatives. In these categories, hashish is included with marijuana, and crack is considered a form
of cocaine. Several drugs are grouped under the hallucinogens category, including LSD, PCP,
peyote, mescaline, psilocybin mushrooms, and "Ecstasy" (MDMA). Inhalants include a variety
of substances, such as nitrous oxide, amyl nitrite, cleaning fluids, gasoline, spray paint, other
aerosol sprays, and glue. Respondents are asked to report use of inhalants to get high but not to
report times when they accidentally inhaled a substance.

The four categories of prescription-type drugs (pain relievers, tranquilizers, stimulants,
and sedatives) cover numerous medications that currently are or have been available by
prescription. They also include drugs within these groupings that originally were prescription
medications but currently may be manufactured and distributed illegally, such as
methamphetamine, which is included under stimulants. Respondents are asked to report only
"nonmedical" use of these drugs, defined as use without a prescription of the individual's own or
simply for the experience or feeling the drugs caused. Use of over-the-counter drugs and
legitimate use of prescription drugs are not included. NSDUH reports combine the four
prescription-type drug groups into a category referred to as "psychotherapeutics."

Estimates of "illicit drug use" reported from NSDUH reflect the use of any of the nine
drug categories listed above. Use of alcohol and tobacco products, while illegal for youths, is not
included in these estimates, but is discussed in Chapters 3 and 4.

* In 2011, an estimated 22.5 million Americans aged 12 or older were current (past month)
illicit drug users, meaning they had used an illicit drug during the month prior to the survey
interview (Figure 2.1). This estimate represents 8.7 percent of the population aged 12 or
older.

* The overall rate of current illicit drug use among persons aged 12 or older in 2011 (8.7
percent) was similar to the rates in 2010 (8.9 percent), 2009 (8.7 percent), and 2002 (8.3
percent), but it was higher than the rates in most years from 2003 through 2008 (Figure 2.2).

* In 2011, marijuana was the most commonly used illicit drug, with 18.1 million current users.
It was used by 80.5 percent of current illicit drug users. About two thirds (64.3 percent) of
illicit drug users used only marijuana in the past month. Also, in 2011, 8.0 million persons
aged 12 or older were current users of illicit drugs other than marijuana (or 35.7 percent of
illicit drug users aged 12 or older). Current use of other drugs but not marijuana was reported
by 19.5 percent of illicit drug users, and 16.2 percent of illicit drug users reported using both
marijuana and other drugs.
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Figure 2.1 Past Month lllicit Drug Use among Persons
Aged 12 or Older: 2011

Illicit Drugs'! 225
Marijuana
Psychotherapeutics
Cocaine
Hallucinogens

Inhalants

Heroin

I T T T T 1
0 5 10 15 20 25

Numbers in Millions

ilicit Drugs include marijuana/hashish, cocaine (including crack), heroin, hallucinogens, inhalants, or prescription-
type psychotherapeutics used nonmedically.

* The number and percentage of persons aged 12 or older who were current users of marijuana
in 2011 (18.1 million or 7.0 percent) were similar to the estimates for 2010 (17.4 million or
6.9 percent). The 2011 rate of current marijuana use also was similar to the rate in 2009 (6.7
percent), but it was higher than those in 2002 through 2008. Between 2007 and 2011, for
example, the rate of use increased from 5.8 to 7.0 percent, and the number of users increased
from 14.5 million to 18.1 million.

* An estimated 8.0 million people aged 12 or older (3.1 percent) were current users of illicit
drugs other than marijuana in 2011. The majority of these users (6.1 million persons or 2.4
percent of the population) were nonmedical users of psychotherapeutic drugs, including 4.5
million users of pain relievers, 1.8 million users of tranquilizers, 970,000 users of stimulants,
and 231,000 users of sedatives.

* The number and percentage of persons aged 12 or older who were current nonmedical users
of psychotherapeutic drugs in 2011 (6.1 million or 2.4 percent) were lower than those in
2010 (7.0 million or 2.7 percent) and 2009 (7.0 million or 2.8 percent) (Figure 2.2).

* The number and percentage of persons aged 12 or older who were current nonmedical users
of pain relievers in 2011 (4.5 million or 1.7 percent) were lower than those in 2010 (5.1
million or 2.0 percent) and 2009 (5.3 million or 2.1 percent) (Figure 2.3).
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Figure 2.2 Past Month Use of Selected lllicit Drugs
among Persons Aged 12 or Older:
2002-2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.

Figure 2.3 Past Month Nonmedical Use of Types of
Psychotherapeutic Drugs among Persons
Aged 12 or Older: 2002-2011
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The number and percentage of persons aged 12 or older who were current nonmedical users
of stimulants in 2011 (970,000 or 0.4 percent) were similar to those in 2010 (1.1 million or
0.4 percent), but lower than those in 2009 (1.3 million or 0.5 percent).

The number and percentage of persons aged 12 or older who were current users of
methamphetamine in 2011 (439,000 or 0.2 percent) were similar to those from 2007 through
2010, but lower than those from 2002 through 2006. The previous numbers and percentages
were 353,000 (0.1 percent) in 2010, 502,000 (0.2 percent) in 2009, 314,000 (0.1 percent) in
2008, 530,000 (0.2 percent) in 2007, 731,000 (0.3 percent) in 2006, 628,000 (0.3 percent) in
2005, 706,000 (0.3 percent) in 2004, 726,000 (0.3 percent) in 2003, and 683,000

(0.3 percent) in 2002.

The number and percentage of persons aged 12 or older who were current users of cocaine in
2011 (1.4 million or 0.5 percent) were similar to those in 2010 (1.5 million or 0.6 percent)
and 2009 (1.6 million or 0.7 percent), but lower than those from 2002 through 2008

(Figure 2.2). The previous numbers and percentages were 1.9 million (0.7 percent) in 2008,
2.1 million (0.8 percent) in 2007, 2.4 million (1.0 percent) in 2006, 2.4 million (1.0 percent)
in 2005, 2.0 million (0.8 percent) in 2004, 2.3 million (1.0 percent) in 2003, and 2.0 million
(0.9 percent) in 2002.

The number and percentage of persons aged 12 or older who were current heroin users in
2011 (281,000 or 0.1 percent) were similar to those from 2006 through 2010 (239,000 or 0.1
percent in 2010; 193,000 or 0.1 percent in 2009; 213,000 or 0.1 percent in 2008; 161,000 or
0.1 percent in 2007; and 339,000 or 0.1 percent in 2006), but were higher than those in 2005
(136,000 or 0.1 percent) and 2003 (119,000 or 0.1 percent) (Figure 2.4). Additionally, the
number and percentage of persons aged 12 or older who were past year heroin users in 2011
(620,000 or 0.2 percent) were similar to those in 2008 to 2010 (621,000 or 0.2 percent in
2010; 582,000 or 0.2 percent in 2009; and 455,000 or 0.2 percent in 2008) and in 2006
(560,000 or 0.2 percent), but were higher than those from 2003 through 2005 and in 2007.

The number and percentage of persons aged 12 or older who were current users of
hallucinogens in 2011 (972,000 or 0.4 percent) were lower than those in 2010 (1.2 million or
0.5 percent), 2009 (1.3 million or 0.5 percent), and 2002 (1.2 million or 0.5 percent)

(Figure 2.2).

Age

The rate of current illicit drug use varied by age. Among youths aged 12 to 17 in 2011, the
rate increased from 3.3 percent at ages 12 or 13 to 9.2 percent at ages 14 or 15 to 17.2
percent at ages 16 or 17 (Figure 2.5). The highest rate of current illicit drug use was among
18 to 20 year olds (23.8 percent), with the next highest rate among 21 to 25 year olds (19.9
percent). Thereafter, the rate generally declined with age, although not all declines were
significant.
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Figure 2.4 Past Month and Past Year Heroin Use
among Persons Aged 12 or Older: 2002-
2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.

Figure 2.5 Past Month lllicit Drug Use among Persons
Aged 12 or Older, by Age: 2010 and 2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.
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* In 2011, adults aged 26 or older were less likely to be current users of illicit drugs than
youths aged 12 to 17 or young adults aged 18 to 25 (6.3 vs. 10.1 and 21.4 percent,
respectively) (Figure 2.6). However, there were more current users of illicit drugs aged 26 or
older (12.6 million) than users aged 12 to 17 (2.5 million) and users aged 18 to 25 (7.4
million) combined.

Figure 2.6 Past Month lllicit Drug Use among Persons
Aged 12 or Older, by Age: 2002-2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.

Youths Aged 12 to 17

* The rate of current illicit drug use among youths aged 12 to 17 remained unchanged between
2009 and 2011 (10.1 percent in each year), but it was higher than the rate in 2008 (9.3
percent). Between 2002 and 2008, the rate declined from 11.6 to 9.3 percent (Figure 2.7).

* In2011, 10.1 percent of youths aged 12 to 17 were current illicit drug users, with 7.9 percent
current users of marijuana, 2.8 percent current nonmedical users of psychotherapeutic drugs,
0.9 percent current users of hallucinogens, 0.9 percent current users of inhalants, and 0.3
percent current users of cocaine.
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Figure 2.7 Past Month Use of Selected lllicit Drugs

among Youths Aged 12 to 17: 2002-2011
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Among youths aged 12 to 17, the specific illicit drugs used in the past month varied by age in
2011. Among 12 or 13 year olds, 1.3 percent used marijuana and 1.3 percent used
psychotherapeutic drugs nonmedically (which was a decrease from 2.0 percent in 2010, with
most of the decrease occurring in the nonmedical use of pain relievers from 1.8 percent in
2010 to 1.1 percent in 2011). Among 14 or 15 year olds, 6.7 percent used marijuana, 2.6
percent used psychotherapeutic drugs nonmedically, and 0.8 percent used hallucinogens.
Among 16 or 17 year olds, 15.1 percent used marijuana, 4.2 percent used psychotherapeutic
drugs nonmedically, 1.6 percent used hallucinogens, and 0.5 percent used cocaine. Rates of
current use of inhalants were 1.0 percent for 12 or 13 year olds, 0.9 percent for 14 or 15 year
olds, and 0.7 percent for 16 to 17 year olds.

After gradually declining from 11.6 percent in 2002 to 9.3 percent in 2008, the rate of current
illicit drug use among 12 to 17 year olds increased to 10.1 percent in 2009, 2010, and 2011
(Figure 2.7). Current marijuana use declined from 8.2 percent in 2002 to 6.7 percent in 2008
before increasing to 7.4 percent in 2009 and 2010; the prevalence of current marijuana use in
2011 (7.9 percent) also was greater than that in 2008, but it was similar to the rates in 2009
and 2010. Current nonmedical use of psychotherapeutic drugs declined from 4.0 percent in
2002 and 2003 to 2.8 percent in 2011. This includes the decrease in the current nonmedical
use of pain relievers from 3.2 percent in 2002 to 2.3 percent in 2011.
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Young Adults Aged 18 to 25

In 2011, the rate of current illicit drug use was higher among young adults aged 18 to 25
(21.4 percent) than among youths aged 12 to 17 (10.1 percent) and adults aged 26 or older
(6.3 percent). Among young adults, the 2011 rate was similar to the 2009 (21.4 percent) and
2010 (21.6 percent) rates, but it was higher than the 2008 rate (19.7 percent) (Figure 2.8).

Figure 2.8 Past Month Use of Selected lllicit Drugs

among Young Adults Aged 18 to 25:
2002-2011
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Among young adults, the 2011 rate of current marijuana use (19.0 percent) was similar to the

2009 (18.2 percent) and 2010 (18.5 percent) rates, but it was higher than the 2008 rate (16.6
percent).

In 2011, the rate of current nonmedical use of psychotherapeutic drugs among young adults
aged 18 to 25 was 5.0 percent, which was lower than the rates from 2003 through 2010.
Similarly, in 2011, the rate of current nonmedical use of pain relievers was 3.6 percent,
which was lower than the rates from 2002 through 2010. Rates of current nonmedical use of
pain relievers among young adults for 2002 to 2010 ranged from 4.1 percent in 2002 to 5.0
percent in 2006; the rate in 2010 was 4.4 percent.
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In 2011, the rate of current use of cocaine among young adults aged 18 to 25 was 1.4 percent,
which was similar to the rates from 2008 through 2010, but was lower than the rates from
2002 through 2007.

Adults Aged 26 or Older

In 2011, the rate of current illicit drug use among adults aged 26 or older was 6.3 percent,
with 4.8 percent current users of marijuana and 1.9 percent current nonmedical users of
psychotherapeutic drugs. Less than 1 percent each were current users of cocaine (0.4
percent), heroin (0.1 percent), and inhalants (0.1 percent). These rates were similar to those
in 2009 and 2010. For example, 6.3 percent of adults aged 26 or older in 2009 and 6.6
percent of those in 2010 were current illicit drug users.

Among adults aged 50 to 59, the rate of current illicit drug use increased from 2.7 to 6.3
percent between 2002 and 2011 (Figure 2.9). For those aged 50 to 54, the rate increased from
3.4 percent in 2002 to 6.7 percent in 2011. Among those aged 55 to 59, current illicit drug
use increased from 1.9 percent in 2002 to 6.0 percent in 2011. These patterns and trends
partially reflect the aging into these age groups of members of the baby boom cohort, whose
rates of illicit drug use have been higher than those of older cohorts. The baby boom cohort
refers to persons born in the United States after World War II between 1946 and 1964 (Han,
Gfroerer, & Colliver, 2009).

Gender

In 2011, as in prior years, the rate of current illicit drug use among persons aged 12 or older
was higher for males (11.1 percent) than for females (6.5 percent). Males were more likely
than females to be current users of several different illicit drugs, including marijuana (9.3 vs.
4.9 percent), nonmedical use of prescription drugs (2.6 vs. 2.2 percent), cocaine (0.7 vs. 0.4
percent), and hallucinogens (0.5 vs. 0.3 percent). The 2011 rates for both males and females
aged 12 or older were similar to those reported in 2010, with the exception of a decrease in
the current nonmedical use of prescription drugs among females (down from 2.5 percent in
2010).

In 2011, the rate of current illicit drug use was higher among males aged 12 to 17 than
females aged 12 to 17 (10.8 vs. 9.3 percent), which represents a change from 2010, when
current illicit drug use did not differ significantly between males and females (10.4 and 9.8
percent). Males aged 12 to 17 also were more likely than females to be current marijuana
users (9.0 vs. 6.7 percent). However, females aged 12 to 17 were more likely than males to
be current nonmedical users of psychotherapeutic drugs (3.2 vs. 2.4 percent) and current
nonmedical users of pain relievers (2.6 vs. 1.9 percent).

The rate of current marijuana use among males aged 12 to 17 declined from 9.1 percent in
2002 to 6.9 percent in 2006, then increased between 2006 and 2009 (8.4 percent); rates
remained stable after 2009 (8.4 percent in 2010 and 9.0 percent in 2011) (Figure 2.10).
Among females aged 12 to 17, the rate of current marijuana use changed little between 2002
(7.2 percent) and 2004 (7.1 percent), then declined to 5.8 percent in 2007 before increasing in
2011 to 6.7 percent.
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Figure 2.9 Past Month lllicit Drug Use among Adults
Aged 50 to 59: 2002-2011
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Figure 2.10 Past Month Marijuana Use among Youths
Aged 12 to 17, by Gender: 2002-2011
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Pregnant Women

Among pregnant women aged 15 to 44, 5.0 percent were current illicit drug users based on
data averaged across 2010 and 2011. This was lower than the rate among women in this age
group who were not pregnant (10.8 percent). Among pregnant women aged 15 to 44, the
average rate of current illicit drug use in 2010-2011 (5.0 percent) was not significantly
different from the rate averaged across 2008-2009 (4.5 percent).

The rate of current illicit drug use in the combined 2010-2011 data was 20.9 percent among
pregnant women aged 15 to 17, 8.2 percent among pregnant women aged 18 to 25, and 2.2
percent among pregnant women aged 26 to 44. None of these rates were significantly
different from those in the combined 2008-2009 data (15.8 percent among pregnant women
aged 15 to 17, 7.1 percent among pregnant women aged 18 to 25, and 2.3 percent among
pregnant women aged 26 to 44).

Race/Ethnicity

In 2011, among persons aged 12 or older, the rate of current illicit drug use was lowest
among Asians (3.8 percent) (Figure 2.11). The rates were 8.4 percent among Hispanics, 8.7
percent among whites, 10.0 percent among blacks, 11.0 percent among Native Hawaiians or
Other Pacific Islanders, 13.4 percent among American Indians or Alaska Natives, and 13.5
percent among persons of two or more races.

There were no statistically significant differences in the rates of current illicit drug use
between 2010 and 2011 or between 2002 and 2011 for any of the racial/ethnic groups, except
for Hispanics. The current illicit drug use rate for Hispanics increased between 2002 and
2011 (from 7.2 to 8.4 percent).

Education

Illicit drug use in 2011 varied by the educational status of adults aged 18 or older, with the
rate of current illicit drug use lower among college graduates (5.4 percent) than those with
some college education (10.4 percent), high school graduates (8.9 percent), and those who
had not graduated from high school (11.1 percent).

College Students

In 2011, the rate of current use of illicit drugs was 22.0 percent among full-time college
students aged 18 to 22. This was similar to the rate among other persons aged 18 to 22 (23.4
percent), which included part-time college students, students in other grades or types of
institutions, and nonstudents.
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Figure 2.11 Past Month lllicit Drug Use among
Persons Aged 12 or Older, by
Race/Ethnicity: 2002-2011
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Pacific Islanders are not shown.

* In 2011, the rate of current illicit drug use was 25.8 percent among male full-time college
students aged 18 to 22, which was higher than the rate among female full-time college
students aged 18 to 22 (18.9 percent). Similarly, 23.7 percent of male full-time college
students aged 18 to 22 were current marijuana users compared with 17.5 percent of female
full-time college students aged 18 to 22.

Employment

* Current illicit drug use differed by employment status in 2011. Among adults aged 18 or
older, the rate of current illicit drug use was higher for those who were unemployed (17.2
percent) than for those who were employed full time (8.0 percent), employed part time (11.6
percent), or "other" (6.4 percent) (which includes students, persons keeping house or caring

for children full time, retired or disabled persons, or other persons not in the labor force)
(Figure 2.12).
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Figure 2.12 Past Month lllicit Drug Use among

Persons Aged 18 or Older, by
Employment Status: 2010 and 2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.

'The Other Employment category includes students, persons keeping house or caring for children full time, retired

or disabled persons, or other persons not in the labor force.

Although the rate of current illicit drug use was higher among unemployed persons in 2011
compared with those who were either employed full time, employed part time, or "other,"
most of these users were employed. Of the 19.9 million current illicit drug users aged 18 or
older in 2011, 13.1 million (65.7 percent) were employed either full or part time.

Geographic Area

Among persons aged 12 or older, the rate of current illicit drug use in 2011 was 10.5 percent
in the West, 9.2 percent in the Northeast, 8.5 percent in the Midwest, and 7.5 percent in the
South.

In 2011, the rate of current illicit drug use among persons aged 12 or older was 9.2 percent in
large metropolitan counties, 8.7 percent in small metropolitan counties, and 7.2 percent in
nonmetropolitan counties as a group (Figure 2.13). Within nonmetropolitan areas, the rate
was 8.5 percent in urbanized counties, 6.3 percent in less urbanized counties, and 5.7 percent
in completely rural counties.
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Figure 2.13 Past Month lllicit Drug Use among

Persons Aged 12 or Older, by County
Type: 2011
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Criminal Justice Populations

In 2011, an estimated 1.7 million adults aged 18 or older were on parole or other supervised
release from prison at some time during the past year. More than one quarter of these (26.5
percent) were current illicit drug users, with 20.4 percent reporting current use of marijuana
and 9.1 percent reporting current nonmedical use of psychotherapeutic drugs. These rates
were higher than those reported by adults aged 18 or older who were not on parole or
supervised release during the past year (8.4 percent for illicit drug use, 6.8 percent for
marijuana use, and 2.3 percent for nonmedical use of psychotherapeutic drugs).

In 2011, an estimated 4.7 million adults aged 18 or older were on probation at some time
during the past year. More than one quarter (28.5 percent) were current illicit drug users, with
23.6 percent reporting current use of marijuana and 10.1 percent reporting current
nonmedical use of psychotherapeutic drugs. These rates were higher than those reported by
adults who were not on probation during the past year (8.2 percent for illicit drug use, 6.6
percent for marijuana use, and 2.2 percent for nonmedical use of psychotherapeutic drugs).
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Frequency of Marijuana Use

In 2011, an estimated 16.7 percent of past year marijuana users aged 12 or older used
marijuana on 300 or more days within the past 12 months. This translates into nearly 5.0
million persons using marijuana on a daily or almost daily basis over a 12-month period.

In 2011, an estimated 39.1 percent (7.1 million) of current marijuana users aged 12 or older
used marijuana on 20 or more days in the past month. This was similar to the 2010 estimate
of 39.8 percent or 6.9 million users.

Association with Cigarette and Alcohol Use

In 2011, the rate of current illicit drug use was approximately 9.5 times higher among youths
aged 12 to 17 who smoked cigarettes in the past month (57.6 percent) than it was among
those who did not smoke cigarettes in the past month (6.1 percent). Moreover, the 2011 rate
of current illicit drug use among youths aged 12 to 17 who smoked cigarettes in the past
month was an increase from the 2010 estimate of 52.7 percent.

In 2011, the rate of current illicit drug use was associated with the level of past month
alcohol use. Among youths aged 12 to 17 who were heavy drinkers (i.e., consumed five or
more drinks on the same occasion on each of 5 or more days in the past 30 days), 70.4
percent were current illicit drug users, which was higher than the rate among those who were
not current alcohol users (5.3 percent). Additionally, among youths aged 12 to 17 who were
binge but not heavy drinkers (i.e., consumed five or more drinks on the same occasion on 1
to 4 days in the past 30 days), 44.7 percent were also current illicit drug users.

In 2011, the rate of current illicit drug use was approximately 17 times higher among youths
aged 12 to 17 who both smoked cigarettes and drank alcohol in the past month (68.7 percent)
than it was among those who neither smoked cigarettes nor drank alcohol in the past month
(4.0 percent).

Driving Under the Influence of Illicit Drugs

In 2011, 9.4 million persons or 3.7 percent of the population aged 12 or older reported
driving under the influence of illicit drugs during the past year. This was a decrease from the
rate in 2010 (4.2 percent) and the rate in 2002 (4.7 percent). Across age groups, the rate of
driving under the influence of illicit drugs in 2011 was highest among young adults aged 18
to 25 (11.6 percent); this rate for young adults in 2011 was lower than the rate in 2010 (12.7
percent). Additionally, the rate of driving under the influence of illicit drugs during the past
year decreased among adults aged 26 or older (from 2.9 percent in 2010 to 2.4 percent in
2011).
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Source of Prescription Drugs

Past year nonmedical users of psychotherapeutic drugs are asked how they obtained the
drugs they most recently used nonmedically. Rates averaged across 2010 and 2011 show that
over one half of the nonmedical users of pain relievers, tranquilizers, stimulants, and
sedatives aged 12 or older got the prescription drugs they most recently used "from a friend
of relative for free." About 4 in 5 of these nonmedical users who obtained prescription drugs
from a friend or relative for free indicated that their friend or relative had obtained the drugs
from one doctor.

Among persons aged 12 or older in 2010-2011 who used pain relievers nonmedically in the
past year, 54.2 percent got the pain relievers they most recently used from a friend or relative
for free (Figure 2.14). Another 12.2 percent bought them from a friend of relative (which was
higher than the 9.9 percent in 2008-2009). In addition, 4.4 percent of these nonmedical users
in 2010-2011 took pain relievers from a friend or relative without asking. More than one in
six (18.1 percent) indicated that they got the drugs they most recently used through a
prescription from one doctor. Less than 1 in 20 users (3.9 percent) got pain relievers from a
drug dealer or other stranger, 1.9 percent got pain relievers from more than one doctor, and
0.3 percent bought them on the Internet. These other percentages were similar to those
reported in 2008-2009.

Among persons aged 12 or older in 2010-2011 who used pain relievers nonmedically in the
past year and indicated that they most recently obtained the drugs from a friend or relative for
free in the past year, 81.6 percent of the friends or relatives obtained the drugs from just one
doctor (Figure 2.14). About 1 in 20 of these past year nonmedical users of pain relievers (5.5
percent) reported that the friend or relative got the pain relievers from another friend or
relative for free, 3.9 percent reported that the friend or relative bought the drugs from a friend
or relative, 1.9 percent reported that the friend or relative bought the drugs from a drug dealer
or other stranger, and 1.8 percent reported that the friend or relative took the drugs from
another friend or relative without asking.
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Figure 2.14 Source Where Pain Relievers Were
Obtained for Most Recent Nonmedical Use

among Past Year Users Aged 12 or Older:
2010-2011

Source Where User Obtained

More than One Doctor (1.9%) Free from Friend/
Relative (54.2%)
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Note: The percentages do not add to 100 percent due to rounding.
"' The Other category includes the sources "Wrote Fake Prescription," "Stole from Doctor's
Office/Clinic/Hospital/Pharmacy," and "Some Other Way."
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3. Alcohol Use

The National Survey on Drug Use and Health (NSDUH) includes questions about the
recency and frequency of consumption of alcoholic beverages, such as beer, wine, whiskey,
brandy, and mixed drinks. A "drink" is defined as a can or bottle of beer, a glass of wine or a
wine cooler, a shot of liquor, or a mixed drink with liquor in it. Times when the respondent only
had a sip or two from a drink are not considered to be consumption. For this report, estimates for
the prevalence of alcohol use are reported primarily at three levels defined for both males and
females and for all ages as follows:

Current (past month) use - At least one drink in the past 30 days.

Binge use - Five or more drinks on the same occasion (i.e., at the same time or within a
couple of hours of each other) on at least 1 day in the past 30 days.

Heavy use - Five or more drinks on the same occasion on each of 5 or more days in the
past 30 days.

These levels are not mutually exclusive categories of use; heavy use is included in estimates of
binge and current use, and binge use is included in estimates of current use.

This chapter is divided into two main sections. Section 3.1 describes trends and patterns
of alcohol use among the population aged 12 or older. Section 3.2 is concerned particularly with
the use of alcohol by persons aged 12 to 20. These persons are under the legal drinking age in all
50 States and the District of Columbia.

3.1. Alcohol Use among Persons Aged 12 or Older

* Slightly more than half (51.8 percent) of Americans aged 12 or older reported being current
drinkers of alcohol in the 2011 survey, similar to the rate in 2010 (51.8 percent). This
translates to an estimated 133.4 million current drinkers in 2011.

* Nearly one quarter (22.6 percent) of persons aged 12 or older participated in binge drinking
at least once in the 30 days prior to the survey in 2011. This translates to about 58.3 million
people. The rate in 2011 was similar to the rate in 2010 (23.1 percent).

* In 2011, heavy drinking was reported by 6.2 percent of the population aged 12 or older, or
15.9 million people. This percentage was lower than the rate of heavy drinking in 2010 (6.7
percent).
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Age

* In 2011, rates of current alcohol use were 2.5 percent among persons aged 12 or 13, 11.3
percent of persons aged 14 or 15, 25.3 percent of 16 or 17 year olds, 46.8 percent of those
aged 18 to 20, and 69.7 percent of 21 to 25 year olds (Figure 3.1). These estimates were
similar to the rates reported in 2010.

* The prevalence of current alcohol use was lower among 60 to 64 year olds (50.9 percent) and
adults aged 65 or older (40.3 percent) than among 26 to 29 year olds (65.3 percent).

» Rates of binge alcohol use in 2011 were 1.1 percent among 12 or 13 year olds, 5.7 percent
among 14 or 15 year olds, 15.0 percent among 16 or 17 year olds, 31.2 percent among
persons aged 18 to 20, and peaked among those aged 21 to 25 at 45.4 percent. The binge

drinking rate for 14 or 15 year olds was lower in 2011 than in 2010 (5.7 and 6.7 percent,
respectively).

Figure 3.1 Current, Binge, and Heavy Alcohol Use
among Persons Aged 12 or Older, by Age:
2011

80

70 -

60

Percent Using in Past Month

14-15 18-20 26-29 35-39 45-49 55-59 65+
12-13 16-17 21-25 30-34 40-44 50-54 60-64

Age in Years

[ ] Current Use (Not Binge) [ Binge Use (Not Heavy) [l Heavy Alcohol Use

32
200



The rate of binge drinking in 2011 was 39.8 percent for young adults aged 18 to 25. Heavy
alcohol use was reported by 12.1 percent of persons aged 18 to 25, which was lower than the
rate in 2010 (13.5 percent).

The rate of binge drinking among persons aged 65 or older in 2011 was 8.3 percent, while
the rate of heavy drinking was 1.7 percent. These rates were similar to the binge and heavy
drinking rates in this age group in 2010 (7.6 and 1.6 percent, respectively).

The rate of current alcohol use among youths aged 12 to 17 was 13.3 percent in 2011. Youth
binge and heavy drinking rates were 7.4 and 1.5 percent, respectively. These rates were all
similar to those reported in 2010 (13.6, 7.9, and 1.7 percent, respectively).

Gender

In 2011, an estimated 56.8 percent of males aged 12 or older were current drinkers, which
was higher than the rate for females (47.1 percent). However, among youths aged 12 to 17,
the percentage of males who were current drinkers (13.3 percent) was similar to the rate for
females (13.3 percent).

Among young adults aged 18 to 25, an estimated 58.1 percent of females and 63.3 percent of
males reported current drinking in 2011. The rate for males was lower in 2011 than in 2010
(65.7 percent).

Pregnant Women

Among pregnant women aged 15 to 44, an estimated 9.4 percent reported current alcohol
use, 2.6 percent reported binge drinking, and 0.4 percent reported heavy drinking. These rates
were lower than the rates for nonpregnant women in the same age group (55.1, 24.5, and 5.3
percent, respectively). The rate of binge drinking among pregnant women in 2011 and 2010
combined was lower than it was in combined years 2010 and 2009 (2.6 vs. 4.4 percent). All
of the estimates by pregnancy status are based on data averaged over 2 years.

Race/Ethnicity

Among persons aged 12 or older, whites in 2011 were more likely than other racial/ethnic
groups to report current use of alcohol (56.8 percent) (Figure 3.2). The rates were 46.9
percent for persons reporting two or more races, 44.7 percent for American Indians or Alaska
Natives, 42.5 percent for Hispanics, 42.1 percent for blacks, and 40.0 percent for Asians.

The rate of binge alcohol use was lowest among Asians (11.6 percent). Rates for other
racial/ethnic groups were 18.6 percent for persons reporting two or more races, 19.4 percent
for blacks, 23.4 percent for Hispanics, 23.9 percent for whites, and 24.3 percent for American
Indians or Alaska Natives.

Among youths aged 12 to 17 in 2011, Asians had lower rates of current alcohol use than any
other racial/ethnic group (7.4 percent), while 10.5 percent of black youths, 12.6 percent of
Hispanic youths, 14.6 percent of white youths, 15.2 percent of American Indian or Alaska
Native youths, and 17.5 percent of youths reporting two or more races were current drinkers.

33
201



Figure 3.2 Current, Binge, and Heavy Alcohol Use
among Persons Aged 12 or Older, by
Race/Ethnicity: 2011
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Education

* Among adults aged 18 or older, the rate of past month alcohol use increased with increasing
levels of education. Among adults with less than a high school education, 35.1 percent were
current drinkers in 2011, which was lower than the 68.2 percent of college graduates who
were current drinkers.

* Among adults aged 18 or older, rates of binge and heavy alcohol use varied by level of
education. Among those with some college education, 26.7 percent were binge drinkers, and
7.9 percent were heavy drinkers. Among those who had graduated from college, rates of
binge and heavy drinking were 21.8 and 5.4 percent, respectively.
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College Students

* Young adults aged 18 to 22 enrolled full time in college were more likely than their peers not
enrolled full time (i.e., part-time college students and persons not currently enrolled in
college) to use alcohol in the past month, binge drink, and drink heavily. Among full-time
college students in 2011, 60.8 percent were current drinkers, 39.1 percent were binge
drinkers, and 13.6 percent were heavy drinkers. Among those not enrolled full time in
college, these rates were 52.0, 35.4, and 10.5 percent, respectively.

» The pattern of higher rates of current alcohol use, binge alcohol use, and heavy alcohol use
among full-time college students compared with rates for others aged 18 to 22 has remained
consistent since 2002 (Figure 3.3).

* Among young adults aged 18 to 22, the rate of binge drinking appears to be declining
somewhat. In 2002, the binge drinking rate within this age group was 41.0 percent compared
with 36.9 percent in 2011. Among full-time college students, the rate decreased from 44.4 to
39.1 percent. Among part-time college students and others not in college, the rate decreased
from 38.9 to 35.4 percent during the same time period.

Figure 3.3 Binge Alcohol Use among Adults Aged 18
to 22, by College Enrollment: 2002-2011
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Employment

The rate of current alcohol use was 64.3 percent for full-time employed adults aged 18 or
older in 2011, which was higher than the rate for unemployed adults (54.1 percent).
However, the rate of binge drinking among unemployed persons (33.2 percent) was higher
than among full-time employed persons (29.5 percent).

Most binge and heavy alcohol users were employed in 2011. Among 56.5 million adult binge
drinkers, 42.1 million (74.4 percent) were employed either full or part time. Among 15.5
million heavy drinkers, 11.6 million (74.9 percent) were employed.

The rate of heavy alcohol use among unemployed adults in 2011 was lower than the rate in
2010 (9.0 vs. 11.1 percent, respectively).

Geographic Area

The rate of past month alcohol use for people aged 12 or older in 2011 was lower in the
South (48.6 percent) and West (50.7 percent) than in the Northeast (57.1 percent) or Midwest
(53.9 percent).

Among people aged 12 or older, the rates of past month alcohol use in large and small
metropolitan areas (54.3 and 51.5 percent, respectively) were higher than in nonmetropolitan
areas (43.8 percent). Binge drinking was equally prevalent in large and small metropolitan
areas (both 23.1 percent), but was less prevalent in nonmetropolitan areas (20.0 percent).

The rates of binge alcohol use among youths aged 12 to 17 were 7.3 percent in large
metropolitan areas, 7.5 percent in small metropolitan areas, and 7.7 percent in
nonmetropolitan areas.

Association with Illicit Drug and Tobacco Use

As was the case in prior years, the level of alcohol use was associated with illicit drug use in
2011. Among the 15.9 million heavy drinkers aged 12 or older, 31.3 percent were current
illicit drug users. Persons who were not current alcohol users were less likely to have used
illicit drugs in the past month (4.2 percent) than those who reported (a) current use of alcohol
but no binge or heavy use (6.7 percent), (b) binge use but no heavy use (17.2 percent), or (c)
heavy use of alcohol (31.3 percent).

Alcohol consumption levels also were associated with tobacco use. Among heavy alcohol
users aged 12 or older, 54.9 percent smoked cigarettes in the past month, while only 18.1
percent of non-binge current drinkers and 15.3 percent of persons who did not drink alcohol
in the past month were current smokers. Smokeless tobacco use and cigar use also were more
prevalent among heavy drinkers (11.7 and 15.2 percent, respectively) than among non-binge
drinkers (1.9 and 4.5 percent) and nondrinkers (1.9 and 2.2 percent).
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Driving Under the Influence of Alcohol

In 2011, an estimated 11.1 percent of persons aged 12 or older drove under the influence of
alcohol at least once in the past year (Figure 3.4). This percentage has dropped since 2002,
when it was 14.2 percent. The 2011 estimate corresponds to 28.6 million persons.

Driving under the influence of alcohol differed by age group in 2011. The rate was highest
among persons aged 21 to 25 (21.9 percent) (Figure 3.5). An estimated 5.2 percent of 16 or
17 year olds and 13.5 percent of 18 to 20 year olds reported driving under the influence of
alcohol in the past year. Beyond age 25, these rates showed a general decline with increasing
age.

Among persons aged 18 to 25, the rate of driving under the influence of alcohol decreased
from the rate reported in 2010, from 20.0 to 18.6 percent.

Among persons aged 12 or older, males were more likely than females (14.6 vs. 7.8 percent)
to drive under the influence of alcohol in the past year.

Figure 3.4 Driving Under the Influence of Alcohol in

the Past Year among Persons Aged 12 or
Older: 2002-2011
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Figure 3.5 Driving Under the Influence of Alcohol in

3.2

the Past Year among Persons Aged 16 or
Older, by Age: 2011
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Underage Alcohol Use

In 2011, about 9.7 million persons aged 12 to 20 (25.1 percent of this age group) reported
drinking alcohol in the past month. Approximately 6.1 million (15.8 percent) were binge
drinkers, and 1.7 million (4.4 percent) were heavy drinkers. The rates for binge and heavy
drinking were lower than those in 2010 (16.9 and 5.1 percent, respectively).

Rates of current, binge, and heavy alcohol use among underage persons declined between
2002 and 2011. The rate of current alcohol use among 12 to 20 year olds went from 28.8
percent in 2002 to 25.1 percent in 2011. The binge drinking rate declined from 19.3 to 15.8
percent, and the rate of heavy drinking declined from 6.2 to 4.4 percent.

Rates of current alcohol use increased with age among underage persons. In 2011, 2.5
percent of persons aged 12 or 13, 11.3 percent of persons aged 14 or 15, 25.3 percent of 16 or
17 year olds, and 46.8 percent of 18 to 20 year olds drank alcohol during the 30 days before
they were surveyed. This pattern by age has been observed since 2002 (Figure 3.6).
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Figure 3.6 Current Alcohol Use among Persons Aged

12 to 20, by Age: 2002-2011
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Males aged 12 to 20 in 2011 were more likely than underage females to be current alcohol
users (25.6 vs. 24.6 percent), binge alcohol users (17.5 vs. 14.0 percent), or heavy alcohol
users (5.6 vs. 3.2 percent) (Figure 3.7). Rates among underage males for current, binge, and
heavy drinking were all lower in 2011 than they were in 2010 (28.1, 19.7, and 6.7 percent,
respectively). However, the rates in 2011 among underage females did not differ from the
rates in 2010 (24.0, 14.0, and 3.4 percent).

Among persons aged 12 to 20, past month alcohol use rates in 2011 were 18.1 percent among
blacks, 18.8 percent among Asians, 20.0 percent among American Indians or Alaska Natives,
22.5 percent among Hispanics, 27.5 percent among those reporting two or more races, and
28.2 percent among whites.

In 2011, among persons aged 12 to 20, binge drinking was reported by 18.6 percent of
whites, 15.9 percent of persons reporting two or more races, 14.0 percent of Hispanics, and
13.9 percent of American Indians or Alaska Natives. Blacks and Asians in this age group
were less likely to report binge drinking (9.4 and 9.1 percent, respectively).
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Figure 3.7 Current, Binge, and Heavy Alcohol Use
among Persons Aged 12 to 20, by Gender:
2011
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* Across geographic regions in 2011, the underage current alcohol use rate was higher in the
Northeast (30.8 percent) than in the Midwest (25.4 percent), West (24.2 percent), and South
(22.7 percent).

* In 2011, the underage current alcohol use rate was similar in large metropolitan areas (24.9
percent), small metropolitan areas (26.1 percent), and nonmetropolitan areas (23.5 percent).

* In 2011, 80.8 percent of current drinkers aged 12 to 20 were with two or more other people
the last time they drank alcohol, 14.5 percent were with one other person the last time they
drank, and 4.7 percent were alone.

* A majority of underage current drinkers in 2011 reported that their last use of alcohol in the
past month occurred either in someone else's home (57.0 percent) or their own home (28.2
percent). Underage females were more likely than males to have been in a restaurant, bar, or
club on their last drinking occasion (11.4 vs. 6.6 percent).

Among underage current drinkers in 2011, 30.3 percent paid for the alcohol the last time they
drank, including 7.7 percent who purchased the alcohol themselves and 22.4 percent who
gave money to someone else to purchase it.

40
208



In 2011, among underage drinkers who did not pay for the alcohol the last time they drank,
the most common source was an unrelated person aged 21 or older (38.2 percent). Other
underage persons provided the alcohol on the last occasion for 19.1 percent of underage
drinkers. Parents, guardians, or other adult family members provided the last alcohol to 21.4
percent of underage drinkers. Other sources of alcohol for underage drinkers who did not pay
included (a) took the alcohol from home (5.9 percent), (b) took it from someone else's home
(3.9 percent), and (c) got it some other way (6.8 percent).

In 2011, underage drinkers were more likely than current alcohol users aged 21 or older to
use illicit drugs within 2 hours of alcohol use on their last reported drinking occasion (20.1
vs. 4.9 percent, respectively). The most commonly reported illicit drug used by underage
drinkers in combination with alcohol was marijuana, which was used within 2 hours of
alcohol use by 19.2 percent of current underage drinkers (1.8 million persons) on their last
drinking occasion.
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4. Tobacco Use

The National Survey on Drug Use and Health (NSDUH) includes a series of questions
about the use of tobacco products, including cigarettes, chewing tobacco, snuff, cigars, and pipe
tobacco. Cigarette use is defined as smoking "part or all of a cigarette." For analytic purposes,
data for chewing tobacco and snuff are combined and termed "smokeless tobacco."

* In 2011, an estimated 68.2 million Americans aged 12 or older were current (past month)
users of a tobacco product. This represents 26.5 percent of the population in that age range.
Also, 56.8 million persons (22.1 percent of the population) were current cigarette smokers;
12.9 million (5.0 percent) smoked cigars; 8.2 million (3.2 percent) used smokeless tobacco;
and 2.1 million (0.8 percent) smoked tobacco in pipes (Figure 4.1).

Figure 4.1 Past Month Tobacco Use among Persons
Aged 12 or Older: 2002-2011
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The rate of current use of any tobacco product among persons aged 12 or older decreased
from 27.5 percent in 2010 to 26.5 percent in 2011. The rate of current use of cigarettes also
declined during the same period (from 23.0 to 22.1 percent). Use of smokeless tobacco,
cigars, and pipe tobacco did not change significantly over that period. Between 2002 and
2011, past month use of any tobacco product decreased from 30.4 to 26.5 percent, past month
cigarette use declined from 26.0 to 22.1 percent, and past month cigar use declined from 5.4
to 5.0 percent. Rates of past month use of smokeless tobacco and pipe tobacco were similar
in 2002 and 2011.

Age

In 2011, young adults aged 18 to 25 had the highest rate of current use of a tobacco product
(39.5 percent) compared with youths aged 12 to 17 and adults aged 26 or older (10.0 and
26.3 percent, respectively). Young adults had the highest usage rates of each of the specific
tobacco products as well. In 2011, the rates of past month use among young adults were 33.5
percent for cigarettes, 10.9 percent for cigars, 5.4 percent for smokeless tobacco, and

1.9 percent for pipe tobacco.

The rate of current use of a tobacco product by young adults declined from 40.9 percent in
2010 to 39.5 percent in 2011. Between 2002 and 2011, there was a significant decrease in the
rates for current use of tobacco products and cigarettes among young adults; in 2002, the
rates were 45.3 and 40.8 percent, respectively. The rate of current use of pipe tobacco by
young adults increased from 1.1 percent in 2002 to 1.9 percent in 2011.

The rate of past month tobacco use among 12 to 17 year olds declined from 15.2 percent in
2002 to 10.0 percent in 2011, including a decline from 2010 (10.7 percent) to 2011 (Figure
4.2). The rate of past month cigarette use among 12 to 17 year olds declined from 13.0
percent in 2002 to 9.0 percent in 2009 and to 7.8 percent in 2011. The rate of past month
smokeless tobacco use among 12 to 17 year olds remained steady between 2002 and 2011
(2.0 and 2.1 percent, respectively).

Across age groups, current cigarette use was highest among persons aged 18 to 20 (31.6
percent), those aged 21 to 25 (34.7 percent), those aged 26 to 29 (33.7 percent), and those
aged 30 to 34 (29.7 percent) (Figure 4.3). About one fifth (19.7 percent) of persons aged 35
or older in 2011 smoked cigarettes in the past month.
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Figure 4.2 Past Month Tobacco Use among Youths
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Figure 4.3 Past Month Cigarette Use among Persons
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Gender

In 2011, current use of a tobacco product among persons aged 12 or older was reported by a
higher percentage of males (32.3 percent) than females (21.1 percent). Males also had higher
rates of past month use than females of each specific tobacco product: cigarettes

(24.3 percent of males vs. 19.9 percent of females), cigars (8.2 vs. 2.0 percent), smokeless
tobacco (6.2 vs. 0.4 percent), and pipe tobacco (1.4 vs. 0.3 percent).

The 2011 rate of any tobacco use by males (32.3 percent) was lower than the rate in 2010
(33.7 percent).

Among youths aged 12 to 17, the rates of current cigarette smoking in 2011 were similar for
males (8.2 percent) and females (7.3 percent) (Figure 4.4). The rates in 2011 for males and
females did not differ from corresponding rates in 2010 (8.6 and 8.2 percent, respectively).
The prevalence declined from 2009 to 2011 for both males and females. From 2002 to 2011,
the rate of current cigarette smoking among youths decreased for both males (from 12.3 to
8.2 percent) and females (from 13.6 to 7.3 percent).

Figure 4.4 Past Month Cigarette Use among Youths

Aged 12 to 17, by Gender: 2002-2011
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* After declining from 40.4 percent in 2009 to 38.1 percent in 2010, the rate of current
cigarette smoking among male young adults aged 18 to 25 held steady in 2011 (38.3
percent). The rate of cigarette smoking declined for female young adults between 2010 and
2011 (from 30.5 to 28.7 percent). Between 2002 and 2011, the rate of cigarette use among
young adults declined for both males (from 44.4 to 38.3 percent) and females (from 37.1 to
28.7 percent).

Pregnant Women

* About one in six pregnant women aged 15 to 44 had smoked cigarettes in the past month,
based on combined data for 2010 and 2011. The rate of past month cigarette use was lower
among women who were pregnant (17.6 percent) than it was among women who were not
pregnant (25.4 percent) (Figure 4.5). This pattern was also evident among women aged 18 to
25 (22.4 vs. 29.9 percent for pregnant and nonpregnant women, respectively) and among
women aged 26 to 44 (14.3 vs. 25.7 percent, respectively).

* Two-year moving average rates indicate that current cigarette use among women aged 15 to
44 decreased from 30.7 percent in 2002-2003 to 25.4 percent in 2010-2011 for those who
were not pregnant (Figure 4.5). However, the prevalence of cigarette use among pregnant
women in that age range was similar between 2002-2003 (18.0 percent) and 2010-2011 (17.6
percent).

Figure 4.5 Past Month Cigarette Use among Women
Aged 15 to 44, by Pregnancy Status:
Combined Years 2002-2003 to 2010-2011
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Race/Ethnicity

In 2011, the prevalence of current use of a tobacco product among persons aged 12 or older
was 13.0 percent for Asians, 20.4 percent for Hispanics, 26.2 percent for blacks, 28.6 percent
for whites, 36.1 percent for persons who reported two or more races, and 43.0 percent for
American Indians or Alaska Natives. There were no statistically significant changes in past
month use of a tobacco product between 2010 and 2011 for any of these racial/ethnic groups.

In 2011, current cigarette smoking among youths aged 12 to 17 and young adults aged 18 to
25 was more prevalent among whites than blacks (9.3 vs. 4.9 percent for youths and 37.8 vs.
25.7 percent for young adults).

Among Hispanics, the rate of current cigarette smoking decreased from 7.9 percent in 2010
to 6.1 percent in 2011 for youths aged 12 to 17. Rates of current cigarette smoking were 28.4
percent for young adults aged 18 to 25 and 18.4 percent among those aged 26 or older.
Among Hispanics in these two adult age groups, rates of current cigarette use in 2011 were
not significantly different from corresponding rates in 2010.

Current cigarette smoking rates across age groups held steady for Asians between 2010 and
2011. The current cigarette smoking rate for Asian youths aged 12 to 17 was 3.6 percent in
2010 and 3.3 percent in 2011. The rates in 2010 and 2011 for Asian adults were 21.1 and
22.7 percent, respectively, for young adults aged 18 to 25 and were 10.1 and 10.6 percent for
those aged 26 or older.

The prevalence of current cigarette smoking for American Indian or Alaska Native youths
aged 12 to 17 was 12.3 percent in 2011. This rate was not significantly different from the rate
in 2010 (14.9 percent).

Education

Since 2002, cigarette smoking in the past month has been less prevalent among adults who
were college graduates compared with those with less education. Among adults aged 18 or
older, current cigarette use in 2011 was reported by 33.7 percent of those who had not
completed high school, 28.3 percent of high school graduates who did not attend college,
25.9 percent of persons with some college, and 11.7 percent of college graduates. These rates
were similar to the 2010 rates by educational attainment.

College Students

Among young adults 18 to 22 years old, full-time college students were less likely to be
current cigarette smokers than their peers who were not enrolled full time in college.
Cigarette use in the past month in 2011 was reported by 23.8 percent of full-time college
students, which was less than the rate of 39.2 percent for those not enrolled full time. The
same pattern was found among both males and females in this age range.
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Among males aged 18 to 22 who were full-time college students, the rate of cigarette use
remained steady between 2010 and 2011 (27.3 and 26.6 percent, respectively). The rate of
past month use of cigars decreased among male full-time college students aged 18 to 22 from
2010 to 2011 (from 18.5 to 14.9 percent).

Employment

In 2011, current cigarette smoking was more common among unemployed adults aged 18 or
older than among adults who were working full time or part time (40.7 vs. 23.3 and

22.9 percent, respectively). Cigar smoking followed a similar pattern, with 8.9 percent of
unemployed adults reporting past month use compared with 5.6 percent of full-time workers
and 5.8 percent of part-time workers.

Current use of smokeless tobacco in 2011 was higher among adults aged 18 or older who
were employed full time and those who were unemployed (4.3 and 3.5 percent, respectively)
than among adults who were employed part time (2.5 percent) and those in the "other"
employment category, which includes persons not in the labor force (2.1 percent). These
rates were similar to the 2010 smokeless tobacco use rates for these employment categories.

Geographic Area

In 2011, current cigarette smoking among persons aged 12 or older was lower in the West
(18.1 percent) than in the Northeast (22.2 percent), the South (23.2 percent), and the Midwest
(24.2 percent). Use of smokeless tobacco was highest in the Midwest (4.3 percent), followed
by the South (3.7 percent), then the West (2.4 percent), then the Northeast (1.9 percent).

As in previous years, the rates of tobacco use in 2011 were associated with county type
among persons aged 12 or older. The rate of current cigarette use was 20.4 percent in large
metropolitan areas, 22.8 percent in small metropolitan areas, and 26.4 percent in
nonmetropolitan areas. Use of smokeless tobacco in the past month in 2011 among persons
aged 12 or older was lowest in large metropolitan areas (2.0 percent). In small metropolitan
areas, the current smokeless tobacco use rate was 4.0 percent; in nonmetropolitan areas, it
was 5.7 percent.

Association with Illicit Drug and Alcohol Use

Use of illicit drugs and alcohol was more common among current cigarette smokers than
among nonsmokers in 2011, as in prior years since 2002. Among persons aged 12 or older,
22.1 percent of past month cigarette smokers reported current use of an illicit drug compared
with 4.9 percent of persons who were not current cigarette smokers. Over half of youths aged
12 to 17 (57.6 percent, or 1.1 million youths) who smoked cigarettes in the past month also
used an illicit drug compared with 6.1 percent of youths who did not smoke cigarettes.

Past month alcohol use was reported by 66.5 percent of current cigarette smokers compared
with 47.6 percent of those who did not use cigarettes in the past month. The association also
was found with binge drinking (42.5 percent of current cigarette smokers vs. 17.0 percent of
current nonsmokers) and heavy drinking (15.3 vs. 3.6 percent, respectively).
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Frequency of Cigarette Use

* Among the 56.8 million current cigarette smokers aged 12 or older in 2011, 34.5 million
(60.7 percent) used cigarettes daily. The percentage of daily cigarette smokers among past
month cigarette users increased with age (22.7 percent of past month cigarette users aged 12
to 17, 45.3 percent of those aged 18 to 25, and 66.5 percent of those aged 26 or older).

» The percentage of current smokers who used cigarettes daily decreased from 63.4 percent in
2002 to 60.7 percent in 2011. During the same time period, daily cigarette use among current
smokers aged 12 to 17 decreased from 31.8 to 22.7 percent. Daily cigarette use among young
adult smokers aged 18 to 25 also declined (from 51.8 to 45.3 percent). Percentages of adult
current cigarette smokers aged 26 or older who used cigarettes daily were 68.8 percent in
2002 and 66.5 percent in 2011.

* Less than half (43.8 percent) of daily smokers aged 12 or older reported smoking 16 or more
cigarettes per day (i.e., approximately one pack or more). The percentage of daily smokers
who smoked at least one pack of cigarettes per day increased with age, from 14.7 percent
among of daily smokers aged 12 to 17 to 26.1 percent of those aged 18 to 25, then to
47.4 percent of those aged 26 or older (Figure 4.6).

* The percentage of daily smokers aged 26 or older who smoked one or more packs of
cigarettes per day was lower in 2011 (47.4 percent) than in 2002 to 2008. Declines also were
seen from 2002 to 2011 for youths aged 12 to 17 (from 21.7 to 14.7 percent) and young
adults (from 39.0 to 26.1 percent).

Figure 4.6 Past Month Smokers of One or More Packs
of Cigarettes per Day among Daily
Smokers, by Age Group: 2002-2011
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5. Initiation of Substance Use

Information on substance use initiation, also known as incidence or first-time use, is
important for policymakers and researchers. Measures of initiation are often leading indicators of
emerging patterns of substance use. They provide valuable information that can be used to assess
the effectiveness of current prevention programs and to focus prevention efforts.

With its large sample size and oversampling of youths aged 12 to 17 and young adults
aged 18 to 25, the National Survey on Drug Use and Health (NSDUH) provides estimates of
recent or past year initiation of use of illicit drugs, tobacco, and alcohol based on reported age
and on year and month at first use. Recent or past year initiates are defined as those who reported
use of a particular substance for the first time within 12 months preceding the date of interview.
There is a caveat to the past year initiation measure worth mentioning. Because the survey
interviews persons aged 12 or older, the past year initiation estimates reflect only a portion of the
initiation that occurred at age 11 and none of the initiation that occurred at age 10 or younger.
This underestimation primarily affects estimates of initiation for cigarettes, alcohol, and
inhalants because they tend to be initiated at a younger age than other substances. See Section
B.4.1 in Appendix B for further discussion of the methods and bias in initiation estimates.

This chapter includes estimates of the number and rate of past year initiation of illicit
drug, tobacco, and alcohol use among the total population aged 12 or older and by selected age
and gender categories from the 2011 NSDUH, comparing with prior year(s). Also included are
initiation estimates that pertain to persons at risk for initiation. Persons at risk for initiation of use
of a particular substance are those who never used the substance in their lifetime plus those who
used that substance for the first time in the 12 months prior to the interview. In other words,
persons at risk are those who had never used as of 12 months prior to the interview date. Some
analyses are based on the age at the time of interview, and others focus on the age at the time of
first substance use. Readers need to be aware of these alternative estimation approaches when
interpreting NSDUH incidence estimates and pay close attention to the approach used in each
situation. Titles and notes on figures and associated detailed tables document which method
applies.

For trend measurement, initiation estimates for each year (2002 to 2011) are produced
independently based on the data from the survey conducted that year. Estimates of trends in
incidence based on longer recall periods have not been considered because of concerns about
their validity (Gfroerer, Hughes, Chromy, Heller, & Packer, 2004).

Regarding the age at first use estimates, means, as measures of central tendency, are
heavily influenced by the presence of extreme values in the data for persons aged 12 or older. To
reduce the effect of extreme values, the mean age at initiation was calculated for persons aged 12
to 49, leaving out those few respondents who were past year initiates at age 50 or older.
Including data from initiates aged 26 to 49 in this broad age group also can cause instability of
estimates of the mean age at initiation among persons aged 12 to 49, but this effect is less than
that of including data from initiates aged 50 or older. Nevertheless, caution is needed in
interpreting these trends for persons aged 12 to 49. Section B.4.1 in Appendix B also discusses
this issue. Note, however, that this constraint affects only the estimates of mean age at initiation.
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Other estimates in this chapter, including the numbers and percentages of past year initiates, are
not affected by extreme ages at initiation and therefore are reported for all persons aged 12 or
older.

Another important consideration in examining incidence estimates across different drug
categories is that substance users typically initiate use of different substances at different times in
their lives. Thus, the estimates for past year initiation of each specific illicit drug cannot be added
to obtain the total number of overall illicit drug initiates because some of the initiates previously
had used other drugs. The initiation estimate for any illicit drug represents the past year initiation
of use of a specific drug that was not preceded by use of other illicit drugs. For example, a
respondent who reported initiating marijuana use in the past 12 months is counted as a marijuana
initiate. The same respondent also can be counted as an illicit drug initiate with marijuana as the
first drug only if his or her marijuana use initiation was not preceded by use of any other drug
(cocaine, heroin, hallucinogens, inhalants, pain relievers, tranquilizers, stimulants, or sedatives).
In addition, past year initiates of lysergic acid diethylamide (LSD), phencyclidine (PCP), or
Ecstasy use are counted as past year initiates of any hallucinogen use only if they had not
previously used other hallucinogens. Similarly, past year initiates of crack cocaine, OxyContin®,
or methamphetamine use are counted as past year initiates for the broader category (i.e., any
cocaine, nonmedical use of pain relievers, or nonmedical use of stimulants, respectively) only if
they did not report previous use (or nonmedical use) for the broader category.

Initiation of Ilicit Drug Use

* In 2011, about 3.1 million persons aged 12 or older used an illicit drug for the first time
within the past 12 months; this averages to about 8,400 new users per day. This estimate was
not significantly different from the number in 2010 (3.0 million). Over half of initiates (55.5
percent) were younger than age 18 when they first used, and 55.8 percent of new users were
female. The 2011 average age at initiation among persons aged 12 to 49 was 18.1 years,
which was similar to the 2010 estimate (19.1 years). See Section B.4.1 in Appendix B for a
discussion of the effects of older adult initiates on estimates of mean age at first use.

e Of the estimated 3.1 million persons aged 12 or older in 2011 who used illicit drugs for the
first time within the past 12 months, a majority reported that their first drug was marijuana
(67.5 percent) (Figure 5.1). More than 1 in 5 initiated with nonmedical use of
psychotherapeutics (22.0 percent, including 14.0 percent with pain relievers, 4.2 percent with
tranquilizers, 2.6 percent with stimulants, and 1.2 percent with sedatives). A notable
proportion reported inhalants (7.5 percent) as their first illicit drug, and a small proportion
used hallucinogens (2.8 percent). Except for marijuana, all of the above percentages of first
illicit drug use were similar to the corresponding percentages in 2010. The percentage whose
first illicit drug was marijuana in 2011 was greater than the percentage in 2010 (62.0
percent).
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Figure 5.1 First Specific Drug Associated with

Initiation of lllicit Drug Use among Past
Year lllicit Drug Initiates Aged 12 or Older:
2011
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3.1 Million Initiates of Illicit Drugs

Note: The percentages do not add to 100 percent due to rounding or because a small number of respondents initiated

multiple drugs on the same day. The first specific drug refers to the one that was used on the occasion of first-
time use of any illicit drug.

Comparison, by Drug

In 2011, the specific illicit drug category with the largest number of recent initiates among
persons aged 12 or older was marijuana use (2.6 million), followed by nonmedical use of
pain relievers (1.9 million), nonmedical use of tranquilizers (1.2 million), Ecstasy (0.9
million), and cocaine and stimulants (0.7 million each) (Figure 5.2).

Among persons aged 12 to 49 in 2011, the average age at first use was 16.4 years for
inhalants, 17.5 years for marijuana, 19.6 years for Ecstasy, 20.1 years for cocaine, 21.8 years
for pain relievers, 22.1 years for heroin, 22.2 years for stimulants, and 24.6 years for
tranquilizers (Figure 5.3).
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Figure 5.2 Past Year Initiates of Specific lllicit Drugs

Numbers in Thousands

among Persons Aged 12 or Older: 2011
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Note: Numbers refer to persons who used a specific drug for the first time in the past year, regardless of whether
initiation of other drug use occurred prior to the past year.

Figure 5.3 Mean Age at First Use for Specific lllicit
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Marijuana

* In 2011, there were 2.6 million persons aged 12 or older who had used marijuana for the first
time within the past 12 months; this averages to about 7,200 new users each day. The 2011
estimate was similar to the estimates in 2009 and 2010 (2.4 million each), but higher than the
estimates in 2002 through 2008 (Figure 5.4). In 2011, the majority (57.7 percent) of the 2.6
million recent marijuana initiates were younger than age 18 when they first used. Among all
youths aged 12 to 17, an estimated 5.5 percent had used marijuana for the first time within
the past year, which was similar to the rate in 2010 (5.2 percent).

Figure 5.4 Past Year Marijuana Initiates among
Persons Aged 12 or Older and Mean Age at
First Use of Marijuana among Past Year
Marijuana Initiates Aged 12 to 49: 2002-

2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.
! Mean-age-at-first-use estimates are for recent initiates aged 12 to 49.
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In 2011, among persons aged 12 or older, an estimated 1.5 million first-time past year
marijuana users initiated prior to the age of 18. This estimate was about the same as the
corresponding estimates in 2010 (1.4 million) and 2009 (1.5 million).

As a percentage of those aged 12 to 17 who had not used marijuana prior to the past year
(i.e., those at risk for initiation), the youth marijuana initiation rate in 2011 (6.3 percent) was
similar to the rate in 2010 (5.9 percent).

In 2011, the average age at first marijuana use among recent initiates aged 12 to 49 was 17.5
years, which was similar to the average age in 2010 (18.4 years) and 2004 through 2008, but
was higher than the average ages in 2002, 2003, and 2009 (Figure 5.4). Section B.4.1 in
Appendix B discusses the potential instability of estimates of older adult initiation and the
impact on estimates of mean age at first use.

In 2011, among recent initiates aged 12 or older who initiated marijuana use prior to the age
21, the mean age at first use was 16.2 years, which was the same as the mean age in 2010.

Cocaine

In 2011, there were 670,000 persons aged 12 or older who had used cocaine for the first time
within the past 12 months; this averages to approximately 1,800 initiates per day. This
estimate was similar to the number in 2010 (642,000), 2009 (623,000), and 2008 (724,000).
The annual number of cocaine initiates declined from 1.0 million in 2002 to 670,000 in 2011.
The number of initiates of crack cocaine declined during this period from 337,000 to 76,000.

In 2011, most (74.7 percent) of the 0.7 million recent cocaine initiates were 18 or older when
they first used. The average age at first use among recent initiates aged 12 to 49 was 20.1
years. The average age estimates have remained fairly stable since 2002.

Heroin

In 2011, there were 178,000 persons aged 12 or older who had used heroin for the first time
within the past 12 months. Although this number was similar to the estimates in 2010
(142,000) and 2009 (187,000), the 2011 estimate was higher than the estimates during 2005
to 2007 (ranging from 90,000 to 108,000 per year). The average age at first use among recent
initiates aged 12 to 49 was 22.1 years, which was similar to the 2010 estimate (21.4 years).

Hallucinogens

In 2011, there were 1.1 million persons aged 12 or older who had used hallucinogens for the
first time within the past 12 months (Figure 5.5). This estimate was similar to the estimates
from 2006 to 2010 (ranging from 1.1 million to 1.3 million), but was higher than the
estimates from 2003 to 2005 (ranging from 886,000 to 953,000).
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Figure 5.5 Past Year Hallucinogen Initiates among
Persons Aged 12 or Older: 2002-2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.

* The number of past year initiates of LSD aged 12 or older was 358,000 in 2011, which was
similar to the number in 2010 (381,000), but higher than the estimates from 2003 to 2007
(ranging from 200,000 to 271,000) (Figure 5.5). Past year initiates of PCP decreased from
123,000 in 2002 to 48,000 in 2011.

* The number of past year initiates of Ecstasy was 922,000 in 2011, which was similar to the
number in 2010 (949,000), but lower than the number in 2009 (1.1 million) (Figure 5.5). The
estimate was 1.2 million in 2002, declined to 642,000 in 2003, and increased by about 50
percent between 2005 (615,000) and 2011 (922,000). Most (61.3 percent) of the recent
Ecstasy initiates in 2011 were aged 18 or older at the time they first used Ecstasy. Among
past year initiates aged 12 to 49, the average age at initiation of Ecstasy in 2011 was 19.6
years, which was similar to the average age in 2010 (19.4 years), but lower than the average
age in 2002 (21.2 years).

* In 2011, among persons aged 12 or older, the number of first-time past year Ecstasy users
who initiated use prior to the age of 18 was 357,000. This estimate was higher than the
estimate in 2005 (209,000).
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Inhalants

In 2011, there were 719,000 persons aged 12 or older who had used inhalants for the first
time within the past 12 months, which was lower than the numbers in prior years from 2002
to 2005 (ranging from 849,000 to 877,000). An estimated 67.1 percent of past year initiates
of inhalants in 2011 were under age 18 when they first used. The average age at first use
among recent initiates aged 12 to 49 was similar in 2010 and 2011 (16.3 and 16.4 years,
respectively).

Psychotherapeutics

Psychotherapeutics include the nonmedical use of any prescription-type pain relievers,
tranquilizers, stimulants, or sedatives. Over-the-counter substances are not included. In 2011,
there were 2.3 million persons aged 12 or older who used psychotherapeutics nonmedically
for the first time within the past year, which averages to around 6,400 initiates per day. The
number of new nonmedical users of psychotherapeutics in 2011 was similar to the 2010
estimate (2.4 million), but was lower than the 2004 estimate (2.8 million). The number of
new nonmedical users of pain relievers in 2011 (1.9 million) was lower than the numbers in
2002 through 2005 and in 2008 and 2009 (ranging from 2.2 million to 2.5 million). In 2011,
the number of initiates was 1.2 million for tranquilizers, 670,000 for stimulants, and 159,000
for sedatives.

In 2011, the average age at first nonmedical use of any psychotherapeutics among recent
initiates aged 12 to 49 was 22.4 years. More specifically, it was 21.8 years for pain relievers,
22.0 years for sedatives, 22.2 years for stimulants, and 24.6 years for tranquilizers. All of
these estimates were similar to the corresponding estimates in 2010.

In 2011, the number of new nonmedical users of OxyContin® aged 12 or older was 483,000,
which was similar to the 2010 estimate of 600,000. The average age at first use of
OxyContin® among past year initiates aged 12 to 49 was the same in 2010 and 2011 (22.8
years).

The number of recent new users of methamphetamine among persons aged 12 or older was
133,000 in 2011 (Figure 5.6), which was similar to the 2010 estimate (107,000), but lower
than the 2002 to 2006 estimates (ranging from 192,000 to 318,000). The average age of new
methamphetamine users aged 12 to 49 in 2011 was 17.8 years, which was not significantly
different from the corresponding estimates for 2002 and 2003 and from 2005 to 2010, but
was lower than the 2004 estimate (20.6 years).

Alcohol

In 2011, there were 4.7 million persons aged 12 or older who had used alcohol for the first
time within the past 12 months; this averages to approximately 12,900 initiates per day.

Most (82.9 percent) of the 4.7 million recent alcohol initiates were younger than age 21 at the
time of initiation. Approximately 61.2 percent initiated prior to age 18.
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Figure 5.6 Past Year Methamphetamine Initiates
among Persons Aged 12 or Older and Mean
Age at First Use of Methamphetamine
among Past Year Methamphetamine
Initiates Aged 12 to 49: 2002-2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.
! Mean-age-at-first-use estimates are for recent initiates aged 12 to 49.

* In 2011, the average age at first alcohol use among recent initiates aged 12 to 49 was 17.1
years, which was the same as the 2010 estimate, but higher than the 2002 to 2006 estimates
(ranging from 16.4 to 16.6 years). The mean age at first use among recent initiates aged 12 or
older who initiated use prior to the age of 21 was 15.9 years, which was similar to the 2010
estimate of 16.0 years.

Tobacco

* The number of persons aged 12 or older who smoked cigarettes for the first time within the
past 12 months was 2.4 million in 2011, which was the same as the estimate in 2010, but was
higher than the estimates for 2002 (1.9 million), 2003 (2.0 million), and 2004 (2.1 million)
(Figure 5.7). The 2011 estimate averages out to approximately 6,600 new cigarette smokers
every day. The majority of new cigarette smokers in 2011 initiated prior to age 18 (55.7
percent).
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Figure 5.7 Past Year Cigarette Initiates among

Persons Aged 12 or Older, by Age at First
Use: 2002-2011
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In 2002 and 2011, the numbers of cigarette initiates who were under age 18 when they first
used were the same (1.3 million). However, the number of cigarette initiates who began
smoking at age 18 or older increased from 623,000 in 2002 to 1.1 million in 2011.

In 2011, among recent initiates aged 12 to 49, the average age of first cigarette use was 17.2
years, which was similar to the average in 2010 (17.3 years).

Of those aged 12 or older who had not smoked cigarettes prior to the past year (i.e., those at
risk for initiation), the past year initiation rate for cigarettes was 2.4 percent in 2011, which
was similar to the rate in 2010 (2.6 percent). Among youths aged 12 to 17 who had not
smoked cigarettes prior to the past year, the incidence rate in 2011 was 5.5 percent, which
was similar to the 2010 rate (5.9 percent). Among males aged 12 to 17 who had never
smoked prior to the past year, past year initiation rates in 2002 to 2010 were not significantly
different from the rate in 2011 (Figure 5.8). However, the past year initiation rate among
females aged 12 to 17 who were at risk for initiation was lower in 2011 (5.5 percent) than in
2002 to 2006 or in 2008.
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Figure 5.8 Past Year Cigarette Initiation among
Youths Aged 12 to 17 Who Had Never
Smoked Prior to the Past Year, by Gender:
2002-2011
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In 2011, the number of persons aged 12 or older who had started smoking cigarettes daily
within the past 12 months was 878,000. This estimate was similar to the 2010 estimate
(962,000), but was lower than the estimates in 2003, 2004, 2006, and 2009 (ranging from 1.0
million to 1.1 million). Of the new daily smokers in 2011, 38.0 percent, or 334,000 persons,
were younger than age 18 when they started smoking daily. This figure averages to
approximately 916 initiates of daily smoking under the age of 18 every day.

The average age of first daily smoking among new daily smokers aged 12 or older was 19.1
years in 2010 and 2011. Among males and females, the average age at first use was similar in
2010 and 2011 (18.6 and 19.2 years for males, 19.8 and 19.0 years for females).

In 2011, there were 2.8 million persons aged 12 or older who had used cigars for the first
time in the past 12 months, which was similar to the 2010 estimate (3.0 million). However,
the 2011 estimate was lower than the 2005 estimate (3.3 million). Among past year cigar
initiates aged 12 to 49, the average age at first use was 19.6 years in 2011, which was similar
to the estimate in 2010 (20.5 years).
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The number of persons aged 12 or older initiating use of smokeless tobacco in the past year
was 1.3 million in 2011, which was similar to the estimates in 2005 to 2010 (ranging from
1.1 million to 1.5 million). In 2011, over three quarters (77.6 percent) of new initiates were
male, and over two fifths (43.7 percent) were under age 18 when they first used.

In 2011, the average age at first smokeless tobacco use among recent initiates aged 12 to 49
was 19.8 years, which was similar to the 2010 estimate (19.3 years). Among both males and
females, the average ages at first use of smokeless tobacco were similar in 2010 and 2011
(19.1 and 20.1 years for males, 19.9 and 18.9 years for females).
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6. Youth Prevention-Related Measures

Research has shown that substance use by adolescents can often be prevented through
interventions involving risk and protective factors associated with the onset or escalation of use
(Catalano, Hawkins, Berglund, Pollard, & Arthur, 2002). Risk and protective factors include
variables that operate at different stages of development and reflect different domains of
influence, including the individual, family, peer, school, community, and societal levels
(Hawkins, Catalano, & Miller, 1992; Robertson, David, & Rao, 2003). Interventions to prevent
substance use generally are designed to ameliorate the influence of risk factors and enhance the
effectiveness of protective factors.

The National Survey on Drug Use and Health (NSDUH) includes questions for youths
aged 12 to 17 to measure the risk and protective factors that may affect the likelihood that they
will engage in substance use. This chapter presents findings on youth prevention-related
measures, comparing the findings from 2002 to 2011. Included are measures of the perceived
risk of substance use (cigarettes, alcohol, and illicit drugs), perceived availability of substances,
being approached by someone selling drugs, perceived parental disapproval of youth substance
use, parental involvement, feelings about peer substance use, involvement in fighting and
delinquent behavior, participation in religious and other activities, and exposure to substance use
prevention messages and programs. Also presented are findings on the associations between
selected measures of risk and protective factors and substance use from NSDUH, although the
cross-sectional nature of these data preclude making any causal connections between these risk
and protective factors and substance use.

Perceived Risk of Substance Use

One factor that can influence whether youths will use tobacco, alcohol, or illicit drugs is
the extent to which they believe these substances might cause them harm. NSDUH respondents
were asked how much they thought people risk harming themselves physically and in other ways
when they use various substances in certain amounts or frequencies. Response choices for these
items were "great risk," "moderate risk," "slight risk," or "no risk."

* In 2011, 66.2 percent of youths aged 12 to 17 perceived great risk in smoking one or more
packs of cigarettes per day, 64.8 percent perceived great risk in having four or five drinks of
an alcoholic beverage nearly every day, and 40.7 percent perceived great risk in having four
or five drinks once or twice a week. For marijuana, 44.8 percent of youths perceived great
risk in smoking marijuana once or twice a week, and 27.6 percent perceived great risk in
smoking marijuana once a month. The percentages of youths who perceived great risk in
using other drugs once or twice a week were 79.7 percent for heroin, 78.1 percent for
cocaine, and 70.4 percent for LSD.
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» The percentages of youths reporting binge alcohol use and the use of cigarettes and
marijuana in the past month were lower among those who perceived great risk in using these
substances than among those who did not perceive great risk. For instance, in 2011, past
month binge drinking (consumption of five or more drinks of an alcoholic beverage on a
single occasion on at least 1 day in the past 30 days) was reported by 4.5 percent of youths
aged 12 to 17 who perceived great risk from "having five or more drinks of an alcoholic
beverage once or twice a week," which was lower than the rate (9.5 percent) for youths who
saw moderate, slight, or no risk from having five or more drinks of an alcoholic beverage
once or twice a week (Figure 6.1). Past month marijuana use was reported by 0.9 percent of
youths who saw great risk in smoking marijuana once a month compared with 10.7 percent
of youths who saw moderate, slight, or no risk.

Figure 6.1 Past Month Binge Drinking and Marijuana
Use among Youths Aged 12 to 17, by
Perceptions of Risk: 2011
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» Trends in substance use often coincide with trends in perceived risk. Increases in perceived
risk typically precede or occur simultaneously with decreases in use, and vice versa. For
example, the proportion of youths aged 12 to 17 who reported perceiving great risk from
smoking one or more packs of cigarettes per day increased from 63.1 percent in 2002 to 69.5
percent in 2008, then declined to 65.5 percent in 2009; this rate remained unchanged between
2009 and 2011 (66.2 percent) (Figure 6.2). Consistent with increases in the perceived risk of
cigarette smoking, the rate of past month adolescent cigarette smoking decreased from 13.0
percent in 2002 to 7.8 percent in 2011.
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Figure 6.2 Perceived Great Risk of Cigarette and

Alcohol Use among Youths Aged 12 to 17:
2002-2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.

The percentage of youths aged 12 to 17 indicating great risk in having four or five drinks of
an alcoholic beverage nearly every day increased from 62.2 percent in 2002 to 64.8 percent
in 2011 (Figure 6.2). The percentage of youths perceiving great risk in having five or more
drinks of an alcoholic beverage once or twice a week increased from 38.2 percent in 2002 to
40.7 percent in 2011. Consistent with these increases in perceived risk among youths aged 12
to 17, there were decreases between 2002 and 2011 in the rates of past month heavy alcohol
use (from 2.5 to 1.5 percent) and binge alcohol use (from 10.7 to 7.4 percent).

The percentage of youths aged 12 to 17 indicating great risk in smoking marijuana once a
month decreased from 34.4 percent in 2007 to 27.6 percent in 2011, and the rate of youths
perceiving great risk in smoking marijuana once or twice a week also decreased from 54.6
percent in 2007 to 44.8 percent in 2011 (Figure 6.3). Consistent with decreasing trends in the
perceived risk of marijuana use, the prevalence of past month marijuana use among youths
increased between 2007 (6.7 percent) and 2011 (7.9 percent).

Between 2002 and 2011, the percentage of youths aged 12 to 17 perceiving great risk from
using a substance once or twice a week declined for the following substances: heroin (from
82.5 to 79.7 percent), cocaine (from 79.8 to 78.1 percent), LSD (from 76.2 to 70.4 percent),
and marijuana (from 51.5 to 44.8 percent) (Figure 6.4). The rates remained unchanged
between 2010 and 2011 for heroin, cocaine, and LSD, but declined for marijuana (from 47.2
to 44.8 percent). Youths were less likely to perceive great risk for smoking marijuana than
for use of the other listed substances.
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Figure 6.3 Perceived Great Risk of Marijuana Use
among Youths Aged 12 to 17: 2002-2011
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Figure 6.4 Perceived Great Risk of Use of Selected
lllicit Drugs Once or Twice a Week among
Youths Aged 12 to 17: 2002-2011
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Perceived Availability

* In 2011, about half (47.7 percent) of youths aged 12 to 17 reported that it would be "fairly
easy" or "very easy" for them to obtain marijuana if they wanted some (Figure 6.5). About
one in nine (10.7 percent) indicated that heroin would be fairly or very easily available, and
12.2 percent reported so for LSD. Between 2002 and 2011, there were decreases in the
perceived easy availability of marijuana (from 55.0 to 47.7 percent), cocaine (from 25.0 to
17.5 percent), crack (from 26.5 to 18.2 percent), LSD (from 19.4 to 12.2 percent), and heroin
(from 15.8 to 10.7 percent).

*  Youths aged 12 to 17 in 2011 who perceived that it was easy to obtain specific illicit drugs
were more likely to be past month users of illicit drugs or marijuana than were youths who
perceived that obtaining specific illicit drugs would be fairly difficult, very difficult, or
probably impossible. For example, 18.7 percent of youths who reported that marijuana would
be easy to obtain were past month illicit drug users, but only 2.8 percent of those who
thought marijuana would be more difficult to obtain were past month users. Similarly, 15.7
percent of youths who reported that marijuana would be easy to obtain were past month
marijuana users, but only 1.2 percent of those who thought marijuana would be more difficult
to obtain were past month users.

Figure 6.5 Perceived Availability of Selected lllicit
Drugs among Youths Aged 12 to 17: 2002-
2011
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* The percentage of youths who reported that marijuana, cocaine, crack, heroin, and LSD
would be easy to obtain increased with age in 2011. For instance, 19.3 percent of those aged
12 or 13 said it would be fairly or very easy to obtain marijuana compared with 50.0 percent
of those aged 14 or 15 and 70.7 percent of those aged 16 or 17.

* In 2011, 13.8 percent of youths aged 12 to 17 indicated that they had been approached by
someone selling drugs in the past month. This rate was similar to the 2010 rate (14.3
percent), but was lower than the rate reported in 2002 (16.7 percent).

Perceived Parental Disapproval of Substance Use

* Most youths aged 12 to 17 believed their parents would "strongly disapprove" of their using
substances. In 2011, 89.3 percent of youths reported that their parents would strongly
disapprove of their trying marijuana or hashish once or twice; this was similar to the 89.1
percent reported in 2002. Most youths in 2011 (90.5 percent) reported that their parents
would strongly disapprove of their having one or two drinks of an alcoholic beverage nearly
every day, which was the same as the rate in 2010 and was higher than the rate in 2002 (89.0
percent). In 2011, 93.2 percent of youths reported that their parents would strongly
disapprove of their smoking one or more packs of cigarettes per day, which was similar to
the rate reported in 2010 (92.6 percent), but was higher than the 89.5 percent reported in
2002.

*  Youths aged 12 to 17 who believed their parents would strongly disapprove of their using
substances were less likely to use that substance than were youths who believed their parents
would somewhat disapprove or neither approve nor disapprove. For instance, in 2011, past
month cigarette use was reported by 5.5 percent of youths who perceived strong parental
disapproval if they were to smoke one or more packs of cigarettes per day compared with
37.1 percent of youths who believed their parents would not strongly disapprove. Also, past
month marijuana use was much less prevalent among youths who perceived strong parental
disapproval for trying marijuana or hashish once or twice than among those who did not
perceive this level of disapproval (5.0 vs. 31.5 percent, respectively).

Attitudes toward Peer Substance Use

* A majority of youths aged 12 to 17 reported that they disapprove of their peers using
substances. In 2011, 91.0 percent of youths "strongly" or "somewhat" disapproved of their
peers smoking one or more packs of cigarettes per day, which was similar to the rate of 90.5
percent in 2010, but was higher than the 87.1 percent in 2002. Also in 2011, 80.3 percent
strongly or somewhat disapproved of peers using marijuana or hashish once a month or
more, which was lower than the 81.5 percent reported in 2010, but was similar to the 80.4
percent reported in 2002. In addition, 88.1 percent of youths strongly or somewhat
disapproved of peers having one or two drinks of an alcoholic beverage nearly every day in
2011, which was the same as the rate reported in 2010, but was higher than the 84.7 percent
reported in 2002.
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In 2011, past month marijuana use was reported by 2.5 percent of youths aged 12 to 17 who
strongly or somewhat disapproved of their peers using marijuana once a month or more,
which was lower than the 29.9 percent among youths who reported that they neither approve
nor disapprove of such behavior from their peers.

Fighting and Delinquent Behavior

In 2011, 19.1 percent of youths aged 12 to 17 reported that, in the past year, they had gotten
into a serious fight at school or at work; this was lower than the rates in 2010 (20.1 percent)
and 2002 (20.6 percent). Approximately one in eight youths (12.2 percent) in 2011 had taken
part in a group-against-group fight, which was similar to the rate in 2010 (12.8 percent) and
was lower than the rate in 2002 (15.9 percent). About 1 in 30 (3.5 percent) had carried a
handgun at least once in the past year in 2011, which was similar to the rates in 2010 (3.1
percent) and 2002 (3.3 percent). An estimated 5.9 percent had, in at least one instance,
attacked others with the intent to harm or seriously hurt them in 2011, which was lower than
the rates in 2010 (7.2 percent) and 2002 (7.8 percent). An estimated 3.0 percent had sold
illegal drugs in 2011, which was similar to the rate of 3.1 percent in 2010, but was lower than
the rate in 2002 (4.4 percent). In 2011, 3.8 percent had, at least once, stolen or tried to steal
something worth more than $50; this was similar to the rate of 4.0 percent in 2010, but was
lower than the rate of 4.9 percent in 2002.

Youths aged 12 to 17 who had engaged in fighting or other delinquent behaviors were more
likely than other youths to have used illicit drugs in the past month. For instance, in 2011,
past month illicit drug use was reported by 18.5 percent of youths who had gotten into a
serious fight at school or work in the past year compared with 8.0 percent of those who had
not engaged in fighting at school or work, and by 45.1 percent of those who had stolen or
tried to steal something worth over $50 in the past year compared with 8.7 percent of those
who had not attempted or engaged in such theft.

Religious Beliefs and Participation in Activities

In 2011, 30.7 percent of youths aged 12 to 17 reported that they had attended religious
services 25 or more times in the past year, which was similar to the rate in 2010 (30.8
percent), but was lower than the rate in 2002 (33.0 percent). Also, 73.5 percent agreed or
strongly agreed with the statement that religious beliefs are a very important part of their
lives, which was similar to the rate in 2010 (74.6 percent), but was lower than the 78.2
percent reported in 2002. In 2011, 33.1 percent agreed or strongly agreed with the statement
that it is important for their friends to share their religious beliefs, which was similar to the
rate in 2010 (32.8 percent), but was lower than the rate in 2002 (35.8 percent).

The rates of past month use of illicit drugs and cigarettes and binge alcohol use were lower
among youths aged 12 to 17 who agreed with these statements about religious beliefs than
among those who disagreed. For instance, in 2011, past month illicit drug use was reported by
7.4 percent of those who agreed or strongly agreed that religious beliefs are a very important
part of their lives compared with 17.5 percent of those who disagreed with that statement.
Similar differences were found between those two subgroups for the past month use of
cigarettes and binge alcohol use (5.3 vs. 14.3 percent, and 5.7 and 12.1 percent, respectively).
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Exposure to Substance Use Prevention Messages and Programs

* In 2011, approximately one in eight youths aged 12 to 17 (11.7 percent) reported that they
had participated in drug, tobacco, or alcohol prevention programs outside of school in the
past year. This rate was similar to the 11.5 percent reported in 2010, but was lower than the

rate reported in 2002 (12.7 percent). In 2011, the prevalence of past month use did not differ
significantly between those who did or did not participate in these programs for illicit drugs

(10.8 and 9.9 percent, respectively), marijuana (7.5 and 7.9 percent), cigarettes (6.8 and 7.8
percent), or binge alcohol use (6.9 and 7.5 percent).

* In 2011, 75.1 percent of youths aged 12 to 17 reported having seen or heard drug or alcohol
prevention messages in the past year from sources outside of school, which was similar to the

75.9 percent reported in 2010, but was lower than the 83.2 percent reported in 2002 (Figure
6.6). In 2011, the prevalence of past month use of illicit drugs among those who reported
having such exposure (10.0 percent) was not significantly different from the prevalence
among those who reported having no such exposure (10.2 percent).

Figure 6.6 Exposure to Substance Use Prevention
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In 2011, 74.6 percent of youths aged 12 to 17 enrolled in school in the past year reported
having seen or heard drug or alcohol prevention messages at school, which was similar to the
75.7 percent reported in 2010, but was lower than the 78.8 percent reported in 2002 (Figure
6.6). In 2011, the prevalence of past month use of illicit drugs or marijuana was lower among
those who reported having such exposure (9.2 and 7.2 percent for illicit drugs and marijuana,
respectively) than among those who reported having no such exposure (13.2 and 10.8
percent).

Parental Involvement

Youths aged 12 to 17 were asked several questions related to the extent of support, oversight,
and control that they perceived their parents exercised over them in the year prior to the
survey interview. In 2011, among youths aged 12 to 17 who were enrolled in school in the
past year, 69.9 percent reported that their parents limited the amount of time that they spent
out with friends on school nights. This was similar to the rate reported in 2010 and remained
statistically unchanged from the rate reported in 2002. In 2011, 81.1 percent reported that in
the past year their parents always or sometimes checked on whether or not they had
completed their homework, and 80.4 percent reported that their parents always or sometimes
provided help with their homework. Both of the rates reported in 2011 were similar to the
rates in 2010. However, the rate for parents checking on completing homework was higher
than in 2002 (78.4 percent), and the rate for parents providing help with homework was
lower than the rate in 2002 (81.4 percent).

In 2011, 88.4 percent of youths aged 12 to 17 reported that in the past year their parents
always or sometimes made them do chores around the house, which was similar to the rate in
2010 (88.0 percent), but was slightly higher than the rate in 2002 (87.4 percent). In 2011,
85.9 percent of youths reported that their parents always or sometimes let them know that
they had done a good job, and 85.8 percent reported that their parents always or sometimes
let them know they were proud of something they had done. These percentages in 2011 were
similar to those reported in 2010 and 2002. In 2011, 40.5 percent of youths reported that their
parents limited the amount of time that they watched television, which was similar to the rate
in 2010 (39.5 percent), but was higher than the 36.9 percent reported in 2002.

In 2011, past month use of illicit drugs and cigarettes and binge alcohol use were lower
among youths aged 12 to 17 who reported that their parents always or sometimes engaged in
monitoring behaviors than among youths whose parents seldom or never engaged in such
behaviors. For instance, the rate of past month use of any illicit drug was 8.2 percent for
youths whose parents always or sometimes helped with homework compared with 18.7
percent among youths who indicated that their parents seldom or never helped. Rates of
current cigarette smoking and past month binge alcohol use also were lower among youths
whose parents always or sometimes helped with homework (6.3 and 6.1 percent,
respectively) than among youths whose parents seldom or never helped (14.3 and 13.8
percent).
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7. Substance Dependence, Abuse, and
Treatment

The National Survey on Drug Use and Health (NSDUH) includes a series of questions to

assess the prevalence of substance use disorders (substance dependence or abuse) in the past 12
months. Substances include alcohol and illicit drugs, such as marijuana, cocaine, heroin,
hallucinogens, inhalants, and the nonmedical use of prescription-type psychotherapeutic drugs.
These questions are used to classify persons as dependent on or abusing specific substances
based on criteria specified in the Diagnostic and Statistical Manual of Mental Disorders, 4th
edition (DSM-IV) (American Psychiatric Association [APA], 1994).

The questions related to dependence ask about health and emotional problems associated

with substance use, unsuccessful attempts to cut down on use, tolerance, withdrawal, reducing
other activities to use substances, spending a lot of time engaging in activities related to
substance use, or using the substance in greater quantities or for a longer time than intended. The
questions on abuse ask about problems at work, home, and school; problems with family or
friends; physical danger; and trouble with the law due to substance use. Dependence is
considered to be a more severe substance use problem than abuse because it involves the
psychological and physiological effects of tolerance and withdrawal.

This chapter provides estimates of the prevalence and patterns of substance use disorders

occurring in the past year from the 2011 NSDUH and compares these estimates against the
results from the 2002 through 2010 surveys. It also provides estimates of the prevalence and
patterns of the receipt of treatment in the past year for problems related to substance use. This
chapter concludes with a discussion of the need for and the receipt of treatment at specialty
facilities for problems associated with substance use.

7.1. Substance Dependence or Abuse

In 2011, an estimated 20.6 million persons aged 12 or older were classified with substance
dependence or abuse in the past year (8.0 percent of the population aged 12 or older) (Figure
7.1). Of these, 2.6 million were classified with dependence or abuse of both alcohol and
illicit drugs, 3.9 million had dependence or abuse of illicit drugs but not alcohol, and 14.1
million had dependence or abuse of alcohol but not illicit drugs.

The annual number of persons with substance dependence or abuse remained stable between
2002 and 2010, ranging from 21.6 million to 22.7 million. However, the number in 2011
(20.6 million) was lower than the number in 2010 (22.2 million).

In 2011, 16.7 million persons aged 12 or older were classified with alcohol dependence or
abuse, which was lower than the number in 2010 (18.0 million) and in each year from 2002
to 2009 (18.1 million in 2002, 17.8 million in 2003, 18.7 million in 2004, 18.7 million in
2005, 18.9 million in 2006, 18.7 million in 2007, 18.5 million in 2008, and 18.8 million in
2009).
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Figure 7.1 Substance Dependence or Abuse in the

Past Year among Persons Aged 12 or
Older: 2002-2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.

In 2011, 6.5 percent of the population aged 12 or older had alcohol dependence or abuse,
which was lower than the rate in each year since 2002 (7.7 percent in 2002, 7.5 percent in
2003, 7.8 percent in 2004, 7.7 percent in 2005, 7.7 percent in 2006, 7.5 percent in 2007, 7.4
percent in 2008, 7.5 percent in 2009, and 7.1 percent in 2010).

The number of persons aged 12 or older who had illicit drug dependence or abuse was
similar between 2010 (7.1 million) and 2011 (6.5 million) and between 2002 (7.1 million)
and 2011. However, the rate of persons aged 12 or older who had illicit drug dependence or
abuse in 2011 (2.5 percent) was lower than the rate in 2010 (2.8 percent) and in most years
from 2002 to 2009. The rate of illicit drug dependence or abuse in 2002 to 2009 ranged from
2.8 to 3.0 percent.

Marijuana was the illicit drug with the highest rate of past year dependence or abuse in 2011,
followed by pain relievers and cocaine. Of the 6.5 million persons aged 12 or older classified
with illicit drug dependence or abuse in 2011, 4.2 million had marijuana dependence or abuse
(representing 1.6 percent of the total population aged 12 or older, and 63.8 percent of all
those classified with illicit drug dependence or abuse), 1.8 million persons had pain reliever
dependence or abuse, and 821,000 persons had cocaine dependence or abuse (Figure 7.2).
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Figure 7.2 Specific lllicit Drug Dependence or Abuse
in the Past Year among Persons Aged 12 or
Older: 2011
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* The number of persons who had marijuana dependence or abuse did not change significantly
between 2002 (4.3 million) and 2011 (4.2 million) or between 2010 (4.5 million) and 2011
(Figure 7.3). The rate of persons who had marijuana dependence or abuse in 2011 (1.6
percent) was lower than the rates in 2002 (1.8 percent) and 2004 (1.9 percent), but was
similar to the rate in 2010 (1.8 percent).

* The rate and the number of persons who had pain reliever dependence or abuse remained
unchanged between 2010 (0.8 percent and 1.9 million) and 2011 (0.7 percent and 1.8 million)
and between 2002 (0.6 percent and 1.5 million) and 2011. However, the number with pain
reliever dependence or abuse was higher in 2011 than in 2004 (1.4 million).

* The rate and the number of persons who had cocaine dependence or abuse were similar
between 2010 (0.4 percent and 1.0 million) and 2011 (0.3 percent and 821,000). However,
they decreased between 2006 (0.7 percent and 1.7 million) and 2011.

* The rate and the number of persons who had heroin dependence or abuse were stable
between 2010 (0.1 percent and 361,000) and 2011 (0.2 percent and 426,000). However, they
increased between 2007 (0.1 percent and 214,000) and 2011.
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Figure 7.3 lllicit Drug Dependence or Abuse in the

Past Year among Persons Aged 12 or
Older: 2002-2011
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Age at First Use

In 2011, among adults aged 18 or older, age at first use of marijuana was associated with
illicit drug dependence or abuse. Among those who first tried marijuana at age 14 or
younger, 12.7 percent were classified with illicit drug dependence or abuse, which was
higher than the 2.0 percent of adults who had first used marijuana at age 18 or older.

Among adults, age at first use of alcohol was associated with alcohol dependence or abuse.
In 2011, among adults aged 18 or older who first tried alcohol at age 14 or younger, 14.8
percent were classified with alcohol dependence or abuse, which was higher than the 3.5
percent of adults who had first used alcohol at age 18 or older. Adults aged 21 or older who
had first used alcohol before age 21 were more likely than adults who had their first drink at
age 21 or older to be classified with alcohol dependence or abuse (Figure 7.4). In particular,
adults aged 21 or older who had first used alcohol at age 14 or younger were more than 7
times as likely to be classified with alcohol dependence or abuse than adults who had their
first drink at age 21 or older (13.8 vs. 1.8 percent). The rate of adults aged 21 or older who
first used alcohol at age 21 or older and were classified with alcohol dependence or abuse in
2011 was lower than the rate in 2010 (2.7 percent).
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Figure 7.4 Alcohol Dependence or Abuse in the Past
Year among Adults Aged 21 or Older, by
Age at First Use of Alcohol: 2011
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» Rates of substance dependence or abuse were associated with age. In 2011, the rate of
substance dependence or abuse among adults aged 18 to 25 (18.6 percent) was higher than
that among youths aged 12 to 17 (6.9 percent) and among adults aged 26 or older (6.3
percent). Both the rate among adults aged 18 to 25 and the rate among adults aged 26 or
older declined between 2010 (20.0 and 7.0 percent, respectively) and 2011. From 2002 to
2011, the rate decreased for youths aged 12 to 17 (from 8.9 to 6.9 percent), for young adults
aged 18 to 25 (from 21.7 to 18.6 percent), and for adults aged 26 or older (from 7.3 to 6.3
percent).

* The rate of alcohol dependence or abuse among youths aged 12 to 17 was 3.8 percent in
2011, which declined from 4.6 percent in 2010 and from 5.9 percent in 2002 (Figure 7.5).
Among young adults aged 18 to 25, the rate of alcohol dependence or abuse also decreased
between 2010 (15.7 percent) and 2011 (14.4 percent) and between 2002 (17.7 percent) and
2011. Among adults aged 26 or older, the rate was stable between 2010 (5.9 percent) and
2011 (5.4 percent), but it decreased between 2002 (6.2 percent) and 2011.
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Figure 7.5 Alcohol and lllicit Drug Dependence or

Abuse among Youths Aged 12 to 17: 2002-
2011
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Gender

As was the case from 2002 through 2010, the rate of substance dependence or abuse for
males aged 12 or older in 2011 was about twice as high as the rate for females. For males in
2011, the rate was 10.4 percent, which decreased from 11.7 percent in 2010 (Figure 7.6). For
females, it was 5.7 percent in 2011, which did not differ from the rate of 6.0 percent in 2010.
Among youths aged 12 to 17, the rate of substance dependence or abuse among males was
not different from the rate among females in 2011 (6.9 percent for each).

Race/Ethnicity

In 2011, among persons aged 12 or older, the rate of substance dependence or abuse was
lower among Asians (3.3 percent) than among other racial/ethnic groups. The rates for the
other racial/ethnic groups were 16.8 percent for American Indians or Alaska Natives, 10.6
percent for Native Hawaiians or Other Pacific Islanders, 9.0 percent for persons reporting
two or more races, 8.7 percent for Hispanics, 8.2 percent for whites, and 7.2 percent for
blacks.
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Figure 7.6 Substance Dependence or Abuse in the

Past Year, by Age and Gender: 2011
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Rates of substance dependence or abuse were associated with level of education in 2011.
Among adults aged 18 or older, those who graduated from a college or university had a lower
rate of substance dependence or abuse (6.4 percent) than those who graduated from high
school (8.0 percent), those who did not graduate from high school (9.3 percent), and those
with some college (9.5 percent).

Employment

Rates of substance dependence or abuse were associated with current employment status in
2011. A higher percentage of unemployed adults aged 18 or older were classified with
dependence or abuse (14.8 percent) than were full-time employed adults (8.4 percent) or
part-time employed adults (9.8 percent).

About half of the adults aged 18 or older with substance dependence or abuse were employed
full time in 2011. Of the 18.9 million adults classified with dependence or abuse, 9.8 million
(51.8 percent) were employed full time.
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Criminal Justice Populations

In 2011, adults aged 18 or older who were on parole or a supervised release from jail during
the past year had higher rates of illicit drug or alcohol dependence or abuse (35.1 percent)
than their counterparts who were not on parole or supervised release during the past year (7.9
percent).

In 2011, probation status was associated with substance dependence or abuse. The rate of
substance dependence or abuse was 33.7 percent among adults who were on probation during
the past year, which was higher than the rate among adults who were not on probation during
the past year (7.6 percent).

Geographic Area

1.2.

In 2011, rates of substance dependence or abuse for persons aged 12 or older were 8.9
percent in the West, 8.6 percent in the Northeast, 8.3 percent in the Midwest, and 7.0 percent
in the South.

Rates for substance dependence or abuse among persons aged 12 or older in 2011 were
similar in large metropolitan counties (8.4 percent) and small metropolitan counties (8.2
percent), but were higher than in nonmetropolitan counties (6.3 percent).

Past Year Treatment for a Substance Use Problem

Estimates described in this section refer to treatment received for illicit drug or alcohol

use, or for medical problems associated with the use of illicit drugs or alcohol. This includes
treatment received in the past year at any location, such as a hospital (inpatient), rehabilitation
facility (outpatient or inpatient), mental health center, emergency room, private doctor's office,
prison or jail, or a self-help group, such as Alcoholics Anonymous or Narcotics Anonymous.
Persons could report receiving treatment at more than one location. Note that the definition of
treatment in this section is different from the definition of specialty treatment described in
Section 7.3. Specialty treatment includes treatment only at a hospital (inpatient), a rehabilitation
facility (inpatient or outpatient), or a mental health center.

Individuals who reported receiving substance use treatment but were missing information

on whether the treatment was specifically for alcohol use or illicit drug use were not counted in
estimates of either illicit drug use treatment or alcohol use treatment; however, they were
counted in estimates for "drug or alcohol use" treatment.

In 2011, 3.8 million persons aged 12 or older (1.5 percent of the population) received
treatment for a problem related to the use of alcohol or illicit drugs. Of these, 1.2 million
received treatment for the use of both alcohol and illicit drugs, 0.8 million received treatment
for the use of illicit drugs but not alcohol, and 1.4 million received treatment for the use of
alcohol but not illicit drugs. (Note that estimates by substance do not sum to the total number
of persons receiving treatment because the total includes persons who reported receiving
treatment but did not report for which substance the treatment was received.)
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* The rate and the number of persons in the population aged 12 or older receiving substance
use treatment within the past year was stable between 2010 (1.6 percent and 4.2 million) and
2011 (1.5 percent and 3.8 million) and between 2002 (1.5 percent and 3.5 million) and 2011.

* In 2011, among the 3.8 million persons aged 12 or older who received treatment for alcohol
or illicit drug use in the past year, 2.1 million persons received treatment at a self-help group,
and 1.5 million received treatment at a rehabilitation facility as an outpatient (Figure 7.7).
There were 1.0 million persons who received treatment at a mental health center as an
outpatient, 1.0 million persons who received treatment at a rehabilitation facility as an
inpatient, 871,000 at a hospital as an inpatient, 700,000 at a private doctor's office, 574,000 at
an emergency room, and 435,000 at a prison or jail. None of these estimates changed
significantly between 2010 and 2011. Except for persons who received treatment at a prison
or jail, these estimates also did not change between 2002 and 2011; the number of persons
who received treatment at a prison or jail increased from 259,000 in 2002 to 435,000 in 2011.

Figure 7.7 Locations Where Past Year Substance Use
Treatment Was Received among Persons
Aged 12 or Older: 2011
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* In 2011, during their most recent treatment in the past year, 2.4 million persons aged 12 or
older reported receiving treatment for alcohol use, and 872,000 persons reported receiving
treatment for marijuana use (Figure 7.8). Estimates for receiving treatment for the use of
other drugs were 726,000 persons for pain relievers, 511,000 for cocaine, 430,000 for heroin,
318,000 for tranquilizers, 309,000 for stimulants, and 293,000 for hallucinogens. None of
these estimates changed significantly between 2010 and 2011.

Figure 7.8 Substances for Which Most Recent
Treatment Was Received in the Past Year
among Persons Aged 12 or Older: 2011
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* The numbers of persons aged 12 or older who received treatment for the use of pain relievers
(see Figure 7.9) and tranquilizers increased between 2002 and 2011. Numbers who received
treatment for pain relievers in 2009 to 2011 ranged from 726,000 to 761,000 persons and
were greater than the numbers in 2002 to 2005.

* The numbers of persons aged 12 or older who received treatment for marijuana,
hallucinogens, and stimulants were stable between 2002 and 2011. (Note that respondents
could indicate that they received treatment for more than one substance during their most
recent treatment.)
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Figure 7.9 Received Most Recent Treatment in the
Past Year for the Use of Pain Relievers
among Persons Aged 12 or Older: 2002-
2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.
7.3. Need for and Receipt of Specialty Treatment

This section discusses the need for and receipt of treatment for a substance use problem
at a "specialty" treatment facility. Specialty treatment is defined as treatment received at any of
the following types of facilities: hospitals (inpatient only), drug or alcohol rehabilitation facilities
(inpatient or outpatient), or mental health centers. It does not include treatment at an emergency
room, private doctor's office, self-help group, prison or jail, or hospital as an outpatient. An
individual is defined as needing treatment for an alcohol or drug use problem if he or she met the
DSM-IV (APA, 1994) diagnostic criteria for alcohol or illicit drug dependence or abuse in the
past 12 months or if he or she received specialty treatment for alcohol use or illicit drug use in
the past 12 months.

In this section, an individual needing treatment for an illicit drug use problem is defined
as receiving treatment for his or her drug use problem only if he or she reported receiving
specialty treatment for illicit drug use in the past year. Thus, an individual who needed treatment
for illicit drug use but received specialty treatment only for alcohol use in the past year or who
received treatment for illicit drug use only at a facility not classified as a specialty facility was
not counted as receiving treatment for illicit drug use. Similarly, an individual who needed
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treatment for an alcohol use problem was counted as receiving alcohol use treatment only if the
treatment was received for alcohol use at a specialty treatment facility. Individuals who reported
receiving specialty substance use treatment but were missing information on whether the
treatment was specifically for alcohol use or drug use were not counted in estimates of specialty
drug use treatment or in estimates of specialty alcohol use treatment; however, they were
counted in estimates for "drug or alcohol use" treatment.

In addition to questions about symptoms of substance use problems that are used to
classify respondents' need for treatment based on DSM-IV criteria, NSDUH includes questions
asking respondents about their perceived need for treatment (i.e., whether they felt they needed
treatment or counseling for illicit drug use or alcohol use). In this report, estimates for perceived
need for treatment are discussed only for persons who were classified as needing treatment
(based on DSM-IV criteria) but did not receive treatment at a specialty facility. Similarly,
estimates for whether a person made an effort to get treatment are discussed only for persons
who felt the need for treatment and did not receive it.

Ilicit Drug or Alcohol Use Treatment and Treatment Need

* In2011, 21.6 million persons aged 12 or older needed treatment for an illicit drug or alcohol
use problem (8.4 percent of persons aged 12 or older). Both the rate and the number declined
between 2010 (9.2 percent and 23.2 million) and 2011 and between 2002 (9.7 percent and
22.8 million) and 2011. In 2011, 2.3 million persons (0.9 percent of persons aged 12 or older
and 10.8 percent of those who needed treatment) received treatment at a specialty facility,
which did not differ from the rates and numbers in 2010 and 2002.

* In2011, 19.3 million persons (7.5 percent of the population aged 12 or older) needed
treatment for an illicit drug or alcohol use problem but did not receive treatment at a specialty
facility in the past year. Both the rate and the number declined between 2010 (8.1 percent and
20.6 million) and 2011 and between 2002 (8.7 percent and 20.5 million) and 2011.

* Of the 2.3 million persons aged 12 or older who received specialty substance use treatment in
2011, 898,000 received treatment for alcohol use only, 780,000 received treatment for illicit
drug use only, and 574,000 received treatment for both alcohol and illicit drug use. These
estimates were similar to the estimates for 2010 and 2002.

* Among persons in 2011 who received their most recent substance use treatment at a specialty
facility in the past year, 46.4 percent reported using their "own savings or earnings" as a
source of payment for their most recent specialty treatment, 38.5 percent reported using
private health insurance, 35.0 percent reported using Medicaid, 31.2 percent reported using
Medicare, 31.0 percent reported using public assistance other than Medicaid, and 26.0
percent reported using funds from family members. None of these estimates changed
significantly between 2010 and 2011. However, there were increases in persons reporting
using Medicaid or using Medicare between 2002 (23.1 and 19.5 percent, respectively) and
2011.
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Of the 19.3 million persons aged 12 or older in 2011 who were classified as needing
substance use treatment but not receiving treatment at a specialty facility in the past year,
912,000 persons (4.7 percent) reported that they perceived a need for treatment for their illicit
drug or alcohol use problem (Figure 7.10). Of these 912,000 persons who felt they needed
treatment but did not receive treatment in 2011, 281,000 (30.8 percent) reported that they
made an effort to get treatment, and 631,000 (69.2 percent) reported making no effort to get
treatment. These estimates were stable between 2010 and 2011.

The rate and the number of youths aged 12 to 17 who needed treatment for an illicit drug or
alcohol use problem in 2011 (7.0 percent and 1.7 million) were similar to those in 2010 (7.5
percent and 1.8 million), but they were lower than those in 2002 (9.1 percent and 2.3
million). Of the 1.7 million youths who needed treatment in 2011, 146,000 received
treatment at a specialty facility (about 8.4 percent of the youths who needed treatment),
leaving about 1.6 million who needed treatment for a substance use problem but did not
receive it at a specialty facility.

Figure 7.10 Past Year Perceived Need for and Effort
Made to Receive Specialty Treatment
among Persons Aged 12 or Older
Needing But Not Receiving Treatment for
lllicit Drug or Alcohol Use: 2011
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Note: The percentages do not add to 100 percent due to rounding.
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Based on 2008-2011 combined data, the six most often reported reasons for not receiving
illicit drug or alcohol use treatment among persons aged 12 or older who needed and
perceived a need for treatment but did not receive treatment at a specialty facility were (a)
not ready to stop using (39.2 percent), (b) no health coverage and could not afford cost (32.3
percent), (c) possible negative effect on job (13.9 percent), (d) concern that receiving
treatment might cause neighbors/community to have negative opinion (12.3 percent), (e) not
knowing where to go for treatment (9.9 percent), and (f) could handle the problem without
treatment (8.8 percent).

Based on 2008-2011 combined data, among persons aged 12 or older who needed but did not
receive illicit drug or alcohol use treatment, felt a need for treatment, and made an effort to
receive treatment, the most often reported reasons for not receiving treatment were (a) no
health coverage and could not afford cost (37.3 percent), (b) not ready to stop using (25.5
percent), (c) might have negative effect on job (10.1 percent), (d) had health coverage but did
not cover treatment or did not cover cost (10.1 percent), (e) no transportation or inconvenient
(9.5 percent), () did not know where to go for treatment (7.3 percent), (g) might cause
neighbors/community to have negative opinion (7.2 percent), and (h) did not have time for
treatment (7.1 percent) (Figure 7.11).

Ilicit Drug Use Treatment and Treatment Need

In 2011, the number of persons aged 12 or older needing treatment for an illicit drug use
problem was 7.2 million (2.8 percent of the total population). Both the rate and the number
declined between 2010 (3.1 percent and 7.9 million) and 2011. Although the percentage of
persons needing treatment for an illicit drug use problem declined between 2002 (3.3
percent) and 2011, the corresponding number of persons did not differ between 2002 (7.7
million) and 2011.

Of the 7.2 million persons aged 12 or older who needed treatment for an illicit drug use
problem in 2011, 1.4 million (0.5 percent of the total population and 18.8 percent of persons
who needed treatment) received treatment at a specialty facility for an illicit drug use
problem in the past year. The rate and the number were similar between 2010 and 2011 and
between 2002 and 2011.

There were 5.8 million persons (2.3 percent of the total population) who needed but did not
receive treatment at a specialty facility for an illicit drug use problem in 2011, which
declined between 2010 (6.4 million and 2.5 percent) and 2011. The rate declined between
2002 (2.7 percent) and 2011, but the numbers in 2002 (6.3 million) and 2011 were similar.

Of the 5.8 million people aged 12 or older who needed but did not receive specialty treatment
for illicit drug use in 2011, 488,000 (8.4 percent) reported that they perceived a need for
treatment for their illicit drug use problem, and 5.3 million did not perceive a need for
treatment. The number of persons who needed treatment for an illicit drug use problem but
did not perceive the need declined between 2010 (6.0 million) and 2011 (5.3 million).
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Figure 7.11 Reasons for Not Receiving Substance
Use Treatment among Persons Aged 12
or Older Who Needed and Made an Effort
to Get Treatment But Did Not Receive
Treatment and Felt They Needed
Treatment: 2008-2011 Combined
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* Of the 488,000 persons who felt a need for treatment in 2011, 187,000 reported that they
made an effort to get treatment, and 301,000 reported making no effort to get treatment.
These estimates were similar to the estimates in 2010.

* Among youths aged 12 to 17, there were 1.2 million persons (4.7 percent) who needed
treatment for an illicit drug use problem in 2011. Of this group, only 125,000 received
treatment at a specialty facility (10.5 percent of youths aged 12 to 17 who needed treatment),
leaving 1.1 million youths who needed treatment but did not receive it at a specialty facility.
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Among people aged 12 or older who needed but did not receive illicit drug use treatment and
felt they needed treatment (based on 2008-2011 combined data), the most often reported
reasons for not receiving treatment were (a) no health coverage and could not afford cost
(43.6 percent), (b) not ready to stop using (29.0 percent), (c) concern that receiving treatment
might cause neighbors/community to have negative opinion (14.6 percent), (d) possible
negative effect on job (14.1 percent), (e) not knowing where to go for treatment (14.0
percent), and (f) having health coverage that did not cover treatment (10.6 percent).

Alcohol Use Treatment and Treatment Need

In 2011, the number of persons aged 12 or older needing treatment for an alcohol use
problem was 17.4 million (6.8 percent of the population aged 12 or older). Both the number
and the rate declined between 2010 (18.6 million and 7.3 percent) and 2011 and between
2002 (18.6 million and 7.9 percent) and 2011.

Among the 17.4 million persons aged 12 or older who needed treatment for an alcohol use
problem in 2011, 1.5 million (0.6 percent of the total population and 8.5 percent of the people
who needed treatment for an alcohol use problem) received alcohol use treatment at a
specialty facility. These estimates of the need and receipt of treatment for an alcohol use
problem did not change significantly between 2010 and 2011 or between 2002 and 2011.
However, the number and the rate of persons aged 12 or older who needed but did not
receive treatment at a specialty facility for an alcohol use problem declined between 2010
(17.0 million and 6.7 percent) and 2011 (16.0 million and 6.2 percent) and between 2002
(17.1 million and 7.3 percent) and 2011.

Among the 16.0 million people aged 12 or older who needed but did not receive specialty
treatment for an alcohol use problem in 2011, there were 505,000 persons (3.2 percent) who
felt they needed treatment for their alcohol use problem. The number and the rate were
similar to those reported in 2010 (706,000 persons and 4.1 percent), but were lower than
those reported in 2002 (761,000 persons and 4.5 percent). Of the 505,000 persons in 2011
who perceived a need for treatment for an alcohol use problem but did not receive specialty
treatment, 368,000 did not make an effort to get treatment, and 137,000 made an effort but
were unable to get treatment in 2011.

In 2011, there were 978,000 youths aged 12 to 17 (3.9 percent) who needed treatment for an
alcohol use problem. Of this group, only 63,000 received treatment at a specialty facility (0.3
percent of all youths and 6.4 percent of youths who needed treatment), leaving about 915,000
youths (3.7 percent) who needed but did not receive treatment.
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8. Discussion of Trends in Marijuana,
Prescription Drug, Heroin, and Other
Substance Use among Youths and Young
Adults

Previous chapters in this report presented findings from the 2011 National Survey on
Drug Use and Health (NSDUH) that describe trends and demographic differences for the
incidence and prevalence of use for a variety of substances. This chapter expands upon previous
chapters by discussing, in more depth, topics that have been of particular interest in recent years.
That is, a comparison of NSDUH trend results with results from other surveys of youth and
young adult substance use is presented. Recent trends in the misuse of prescription pain relievers
and in the use of heroin, based on NSDUH and other data sources, are discussed.

Description of NSDUH and Other Data Sources

Conducted since 1971 and previously named the National Household Survey on Drug
Abuse (NHSDA), the survey underwent several methodological improvements in 2002 that have
affected prevalence estimates. As a result, the 2002 through 2011 estimates are not comparable
with estimates from 2001 and earlier surveys. Therefore, the primary focus of this report is on
comparisons of measures of substance use across subgroups of the U.S. population in 2011,
changes between 2010 and 2011, and changes between 2002 and 2011. An important step in the
analysis and interpretation of NSDUH or any other survey data is to compare the results with
those from other data sources. This can be difficult because the other surveys typically have
different purposes, definitions, and designs. Research has established that surveys of substance
use and other sensitive topics often produce inconsistent results because of different methods
used. Thus, it is important to understand that conflicting results often reflect differing
methodologies, not incorrect results. Despite this limitation, comparisons can be very useful.
Consistency across surveys can confirm or support conclusions about trends and patterns of use,
and inconsistent results can point to areas for further study. Further discussion of this issue is
included in Appendix C, along with descriptions of methods and results from other sources of
substance use data.

Unfortunately, few additional data sources are available to compare with NSDUH results.
One established source is Monitoring the Future (MTF), a study sponsored by the National
Institute on Drug Abuse (NIDA). MTF surveys students in the 8th, 10th, and 12th grades in
classrooms during the spring of each year, and it also collects data by mail from a subsample of
adults who had participated earlier in the study as 12th graders (Johnston, O'Malley, Bachman, &
Schulenberg, 2011, 2012). Historically, NSDUH rates of youth substance use have been lower
than those of MTF. Occasionally, the two surveys have shown different trends in youth
substance use over a short time period, although the two sources of youth behavior have shown
very similar long-term trends in prevalence. NSDUH and MTF rates of substance use generally
have been similar among young adults, and the two sources also have shown similar trends.
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Another source of data on trends in the use of drugs among youths is the Youth Risk
Behavior Survey (YRBS), sponsored by the Centers for Disease Control and Prevention (CDC).
YRBS surveys students in the 9th through 12th grades in classrooms every other year during the
spring (Eaton et al., 2012). The most recent survey was completed in 2011. Generally, the YRBS
showed higher prevalence rates but similar trends when compared with NSDUH and MTF.
However, comparisons between the YRBS and NSDUH or MTF were less straightforward
because of the different periodicity (i.e., biennially instead of annually) and ages covered, the
limited number of drug use questions, and smaller sample size in the YRBS.

For the pain reliever and heroin analyses, data from two other studies are discussed. The
Treatment Episode Data Set (TEDS) is a SAMHSA study that compiles data on admissions to
publicly funded substance abuse treatment centers in the United States. The Drug Abuse
Warning Network (DAWN) is a SAMHSA public health surveillance system that, since 2004,
has monitored a nationally representative sample of hospitals in the United States for patients'
medical records of emergency department visits that are related to drug use, abuse, and misuse.

Comparison of NSDUH, MTF, and YRBS Trends

A comparison of NSDUH and MTF estimates for 2002 to 2011 is shown in Tables 8.1
through 8.6 at the end of this chapter for several substances that are defined similarly in the two
surveys. For comparison purposes, MTF data on 8th and 10th graders are combined to give an
age range close to 12 to 17 years, the standard youth age group for NSDUH. Appendix C
provides comparisons according to MTF definitions. MTF follow-up data on persons aged 19 to
24 provide the closest match on age to estimates for NSDUH young adults aged 18 to 25. The
NSDUH results are remarkably consistent with MTF trends for both youths and young adults, as
discussed in the following paragraphs.

Both surveys showed decreases between 2002 and 2011 in the percentages of youths who
used cocaine, inhalants, alcohol, and cigarettes in the past month (Table 8.3). For youth alcohol
use, MTF showed a decrease between 2010 and 2011, while NSDUH indicated no significant
change. Over the long term, however, the two surveys have shown remarkably consistent trends
in alcohol use (Figure 8.1). There have been other instances where the two surveys show
differing trends from 1 year to the next, but these discrepancies usually "correct" themselves with
1 or 2 more years of data, pointing to the need to use caution in the interpretation of 1-year shifts
in prevalence levels.” For marijuana use, both surveys showed declines from 2002 to 2006 and
increases from 2008 to 2011, with the 2011 estimates approaching the respective 2002 levels
(Figure 8.3). NSDUH and MTF data showed generally consistent trends for past month use of
Ecstasy, with decreases in use from 2002 to the middle of the decade, then increasing use from
2007 to 2010. However, MTF showed a decline in use in 2011, while NSDUH did not. Both
surveys indicated little change in past month use of LSD.

* For example, 2010 MTF data indicated a leveling or possible increase in current cigarette use among
youths, in contrast to the 2010 NSDUH data, which showed a continuing decline. The 2011 MTF estimate, however,
was lower than the 2010 estimate, and over the long term, the two surveys showed consistent trends. From 2006 to
2011, NSDUH and MTF each showed a 2.6 percentage point decline in youth cigarette use (Figure 8.2).
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Figure 8.1 Past Month Alcohol Use among Youths in
NSDUH and MTF: 2002-2011
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Figure 8.2 Past Month Cigarette Use among Youths in
NSDUH and MTF: 2002-2011
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Figure 8.3 Past Month Marijuana Use among Youths
in NSDUH and MTF: 2002-2011
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NSDUH and MTF also collect data on perceived risk of harm. The extent to which
youths believe that substances might cause them harm is an important factor influencing whether
or not they will use these substances. Declining levels of perceived risk among youths
historically have been associated with subsequent increases in rates of use. Among youths aged
12 to 17, the percentage reporting in NSDUH that they thought there was a great risk of harm in
smoking marijuana once or twice a week declined from 54.6 percent in 2007 to 44.8 percent in
2011. MTF data for combined 8th and 10th graders showed a similar decline in perceived great
risk of harm of regular marijuana use over this time period, from 69.4 to 61.8 percent.

For the substances for which information on current use was collected in the YRBS,
including alcohol, cigarettes, marijuana, and cocaine, the YRBS trend results between 2001 and
2011 were consistent with NSDUH and MTF (see http://www.cdc.gov/HealthyY outh/yrbs/;
Grunbaum et al., 2002). YRBS data for the combined grades 9 through 12 showed decreases in
past month alcohol use (47.1 percent in 2001 and 38.7 percent in 2011) and cigarette use (28.5
percent in 2001 and 18.1 percent in 2011). YRBS showed a decline in past month marijuana use
between 2001 (23.9 percent) and 2007 (19.7 percent), and an increase between 2007 and 2011
(23.1 percent). This increase was consistent with the recent NSDUH and MTF increases since
2007.
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Although changes in NSDUH survey methodology preclude direct comparisons of recent
estimates with estimates from before 2002, it is important to put the recent trends in context by
reviewing longer term trends in use. NSDUH data (prior to the design changes in 1999 and 2002)
on youths aged 12 to 17 and MTF data on high school seniors showed substantial increases in
youth illicit drug use during the 1970s, reaching a peak in the late 1970s. Both surveys then
showed declines throughout the 1980s until about 1992, when rates reached a low point. These
trends were driven by the trend in marijuana use. With the start of annual data collection in
NSDUH in 1991, along with the biennial YRBS and the annual 8th and 10th grade samples in
MTF, trends among youths are well documented since the low point that occurred in the early
1990s. Although they employ different survey designs and cover different age groups, the three
surveys are consistent in showing increasing rates of marijuana use during the early to mid-
1990s, reaching a peak in the late 1990s (but lower than in the late 1970s). This peak in the late
1990s was followed by declines in use after the turn of the 21st century and an increase in the
most recent years (Figure 8.4).

Figure 8.4 Past Month Marijuana Use among Youths
in NSDUH, MTF, and YRBS: 1971-2011

40 - —@- NSDUH 12 to 17

—— MTF 8th and 10th Grades Combined
- MTF 12th Grade
—A— YRBS 9th through 12th Grades

z

= 30 -

(@]

=

7

©

a

£

[@)) 20 =

=

[72]

-

c

(O]

o

s 000c00000?

0 I I I I I I I I 1

1971 1975 1980 1985 1990 1995 2000 2005 2010

MTF = Monitoring the Future; NSDUH = National Survey on Drug Use and Health; YRBS = Youth Risk Behavior
Survey.

Note: NSDUH data for youths aged 12 to 17 are not presented for 1999 to 2001 because of design changes in the

survey. These design changes preclude direct comparisons of estimates from 2002 to 2011 with estimates
prior to 1999.
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Data on young adults also showed similar trends in NSDUH and MTF, although not as
consistent as for the youth data (Tables 8.4 to 8.6). Potential reasons for differences from the
data for youths are the relatively smaller MTF sample size for young adults and possible bias in
the MTF sample due to noncoverage of school dropouts and a low overall response rate; the
response rate is affected by nonresponse by schools, by students in the 12th grade survey, and by
students in the follow-up mail survey.

Both surveys showed an increase in past month marijuana use among young adults from
2008 to 2011 (16.6 to 19.0 percent in NSDUH; 17.3 to 20.1 percent in MTF) (Table 8.6). Both
surveys showed declines in cigarette use between 2002 and 2011, with NSDUH showing a
decline from 40.8 to 33.5 percent and MTF showing a decline from 31.4 to 21.3 percent. There
was no significant change between 2002 and 2011 in the rate of current alcohol use among
young adults in either survey. Both surveys showed declines in past year and past month cocaine
use from 2002 to 2011, with no changes in rates between 2010 and 2011 (Tables 8.5 and 8.6,
respectively). Similarly, past year and past month Ecstasy use among young adults increased
between 2007 and 2010 and remained steady in 2011, according to both NSDUH and MTF.

Nonmedical Use of Prescription Pain Relievers

As noted in Chapter 2 of this report, NSDUH data indicated that nonmedical use of
prescription drugs among youths aged 12 to 17 and young adults aged 18 to 25 in 2011 was the
second most prevalent illicit drug use category, with marijuana being first. NSDUH data showed
a decline in past month nonmedical prescription drug use among youths between 2002 (4.0
percent) and 2008 (2.9 percent), with no significant change between 2008 and 2011 (2.8
percent). Among young adults aged 18 to 25, past month prevalence of nonmedical prescription
drug use was 5.0 percent in 2011. This prevalence in 2011 was lower than the rates in other years
since 2003, which varied between 5.9 and 6.5 percent. The most prevalent category of misused
prescription drugs is pain relievers. Nonmedical pain reliever use in the past month among
youths declined from 3.2 percent in 2002 to 2.3 percent in 2011, while the rate among young
adults was lower in 2011 (3.6 percent) than in 2010 (4.4 percent) as well as in years from 2002 to
2009 (between 4.1 and 5.0 percent).

NSDUH and MTF use different definitions and questioning strategies to track misuse of
prescription drugs. For example, NSDUH defines misuse as use of prescription drugs that were
not prescribed for the respondent or use of these drugs only for the experience or feeling they
caused; MTF defines misuse as use not under a doctor's orders. MTF also does not estimate
overall prescription drug misuse. However, MTF asks questions about "narcotics other than
heroin," a category similar in coverage to the pain reliever category in NSDUH. These data are
reported for 12th graders and for young adults. In addition, as is the case with NSDUH trends,
methodological changes in MTF have sometimes resulted in discontinuities. For the data on use
of narcotics other than heroin, there was a questionnaire change in the 2002 MTF that resulted in
increased reporting of opiates, such that estimates prior to 2002 are not strictly comparable with
estimates for 2002 and beyond.

Figure 8.5 shows NSDUH data for past year misuse of pain relievers from 2002 to 2011
for youths aged 12 to 17 and young adults aged 18 to 25 (comparable estimates for prior years
are not available). MTF data for 12th graders and young adults (aged 19 to 24) are shown for
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past year misuse of narcotics other than heroin since 2002. Except for 12th graders in MTF, both
surveys showed declines from 2006 to 2011 in the prevalence of past year misuse of pain
relievers/narcotics other than heroin. Among youths (NSDUH only), the rate of past year use
declined from 7.2 to 5.9 percent. Among young adults, NSDUH showed a decline from 12.5 to
9.8 percent, while MTF showed a decline from 9.9 to 7.7 percent (Table 8.5). MTF estimates for
12th graders were similar between 2006 and 2011 (9.0 and 8.7 percent). However, the pattern of
estimates for 12th graders in MTF between 2006 and 2011 was in the same direction as those for
youths in NSDUH and young adults in both surveys.

Figure 8.5 Past Year Nonmedical Pain Reliever Use
among Youths and Young Adults in NSDUH
and MTF: 2002-2011
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Although the focus of attention is primarily on drug use among young people, NSDUH
data demonstrate that the majority (57 percent) of past year nonmedical pain reliever users were
aged 26 or older in 2011. Among this age group, the percentage that had used pain relievers
nonmedically in the past 12 months rose from 3.1 percent in 2002 to 3.6 percent in 2006 and
2007, then declined to 3.2 percent in 2011.

These data generally indicate a decline in nonmedical pain reliever use from 2002 to
2011. However, other trends indicate a growing problem. According to NSDUH, initiation rates
for nonmedical pain reliever use, although declining, were second to initiation rates for
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marijuana in 2010 and 2011 and were similar to or greater than marijuana initiation rates in 2002
to 2009. There have been 1.9 million or more new nonmedical pain reliever users each year since
2002. The sustained numbers of new and continuing users have contributed to increases in
indicators of problems associated with use, especially among adults. The number of persons with
nonmedical pain reliever dependence increased from 936,000 in 2002 to 1.4 million in 2011. An
estimated 56.1 percent of these pain reliever-dependent persons in 2011 were aged 26 or older,
but about one third (472,000) were aged 18 to 25. The number of persons receiving specialty
substance abuse treatment within the past year for misuse of pain relievers increased during this
period, from 199,000 to 438,000. In 2011, 63.7 percent of those receiving specialty substance
abuse treatment for pain relievers were aged 26 or older, and 29.6 percent were aged 18 to 25.
TEDS and DAWN data confirm these trends. Special analyses of TEDS admissions data indicate
that admissions to publicly funded substance abuse treatment programs for a nonheroin opiate
problem increased from 91,000 in 2002 to 259,000 in 2010; in 2010, 69 percent of such
admissions were aged 25 or older, and 28 percent were aged 18 to 24. According to DAWN data,
the number of emergency department visits involving nonmedical use of narcotic pain relievers
increased from 145,000 in 2004 to 360,000 in 2010 (Center for Behavioral Health Statistics and
Quality, 2012).

Heroin Use

Chapters 2 and 5 of this report note that the 2011 NSDUH data showed higher numbers
of heroin users and initiates than in some prior years. These findings seem to support anecdotal
reports that have suggested increasing use of heroin among young people. For example, news
media reports have linked the increase in heroin use to nonmedical use of prescription pain
relievers among young people, suggesting that some prescription pain reliever abusers have
shifted to heroin. It is not possible in this summary report of the 2011 NSDUH findings to fully
explore the potential association between pain reliever misuse and heroin use. In addition, a
limitation of NSDUH and other household surveys is the difficulty in estimating heroin use
prevalence because of the low prevalence of use in the general population, the likelihood of
underreporting of use, and undercoverage of heroin users in a household sample. Nevertheless,
despite the underestimation that is believed to be present, NSDUH's consistent methodology over
time permits assessment of trends, providing an important baseline and descriptive background
for studying the recent heroin problem. To provide stable estimates for assessing trends, a
comparison of combined 2002-2005 estimates with 2009-2011 estimates is made.

Figure 8.6 shows the estimated annual numbers of past year heroin users, persons with
past year heroin dependence, and first-time users (past year initiates) from 2002 to 2011.
Numbers of past year heroin users and persons with heroin dependence increased from 2002 to
2011, and the number of past year initiates increased from 2003 to 2011. Estimates of the
number of users for 2009, 2010, and 2011 yielded an annual average of 607,000 per year,
compared with an annual average of 374,000 during 2002-2005. Similarly, the estimated number
of new users increased from 109,000 per year during 2002-2005 to 169,000 per year during
2009-2011. The increase in initiation is evident among young adults aged 18 to 25 and adults
aged 26 and older. There were 28,000 youth initiates per year in 2002-2005 and 27,000 in 2009-
2011. Young adult initiates increased from 53,000 per year to 89,000 per year, and older adult
initiates increased from 28,000 to 54,000 for these combined time periods. Past year use
estimates for 2002-2005 and 2009-2011 showed the same pattern: for youths, estimates were
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43,000 and 39,000; for young adults, the estimates were 124,000 and 208,000; and for older
adults, the estimates were 207,000 and 361,000. MTF data indicated an increase for young adults
aged 19 to 28 and a decrease for 10th graders in rates of past year heroin use between 2002 and
2011. MTF data did not indicate any changes among 8th and 12th graders between these 2 years.

Figure 8.6 Past Year Heroin Use, Heroin Dependence,
and Heroin Initiates among Persons Aged
12 or Older: 2002-2011
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" Difference between this estimate and the 2011 estimate is statistically significant at the .05 level.

NSDUH has consistently found that about half or more of past year heroin users are
dependent on heroin. Thus, it is not surprising that the number of persons with heroin
dependence has risen along with the number of users. The average annual number of persons
with heroin dependence increased from 198,000 per year during 2002-2005 to 338,000 during
2009-2011. The majority of these heroin-dependent persons were aged 26 or older. However, the
annual average number of heroin-dependent young adults rose from 53,000 in 2002-2005 to
109,000 in 2009-2011. The annual average number of older adults who were dependent on
heroin increased from 137,000 to 216,000 between these two periods. Youth heroin dependence
estimates were 8,000 and 13,000, respectively.

Finally, the NSDUH estimated annual average number of persons receiving treatment in
the past year for a heroin problem at a specialty substance abuse facility increased from 181,000
during 2002-2005 to 289,000 during 2009-2011. However, this increase in treatment for heroin is
not evident in TEDS data from publicly funded treatment programs. Special analyses of TEDS
admissions data indicated that there were 340,000 admissions for a heroin problem in 2002 and
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314,000 in 2010. This decline could be associated with an increase in private-for-profit opioid
treatment facilities during the past few years. Most of these private facilities are not included in
TEDS data. There was also no increase in heroin-related emergency department visits according
to DAWN results. DAWN estimated that there were 214,000 visits in 2004 and 225,000 in 2010
(CBHSQ, 2012). These apparently inconsistent findings based on data from service providers
need further study.
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Table 8.1 Comparison of NSDUH and MTF Lifetime Prevalence Estimates among Youths:
Percentages, 2002-2011

Substance/
Survey 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Marijuana
NSDUH 20.6% 19.6* 19.0% 17.4 17.3 16.2% 16.6 17.1 17.1 17.5
MTF 29.0% 27.0 25.7 253 23.8 22.6% 22.3% 24.0 254 25.5
Cocaine
NSDUH 2.7° 2.6° 2.4% 2.3% 2.2¢ 2.2¢ 1.9% 1.6 1.5 1.3
MTF 4.9? 4.4° 4.4° 4.5° 4.1? 428 3.8° 3.6° 3.2% 2.8
Ecstasy
NSDUH 3.3% 2.4 2.1 1.6° 1.9% 1.8° 2.1 2.3 2.5 2.4
MTF 5.5% 43 3.6° 3.4° 3.5% 3.8° 3.4° 3.9 49 4.6
LSD
NSDUH 2.7° 1.6 1.2% 1.1 0.9 0.8 1.1 1.0 0.9 0.9
MTF 3.8% 2.8 2.3 22 2.2 2.3 2.3 2.4 2.4 2.3
Inhalants
NSDUH 10.5% 10.7% 11.0° 10.5? 10.1% 9.6° 9.3% 9.3% 8.3% 7.5
MTF 14.4% 14.3% 14.9% 15.1% 14.7% 14.6* 14.3% 13.6% 13.3% 11.6
Alcohol
NSDUH 43.4% 42.9% 42.0* 40.6* 40.4* 39.5% 38.6% 38.4% 35.4 34.5
MTF 57.0°% 55.8° 54.1% 52.1% 51.0° 50.3% 48.6° 47.9% 47.0° 44.6
Cigarettes
NSDUH 33.3% 31.0% 29.2% 26.7% 25.9% 23.7% 23.1% 22.3% 20.5% 19.1
MTF 39.4? 35.7% 34.3% 32.4? 30.4° 28.4% 26.1% 26.4% 26.5% 24 .4

MTF = Monitoring the Future; NSDUH = National Survey on Drug Use and Health.

NOTE: NSDUH data are for youths aged 12 to 17. Some 2006 to 2010 NSDUH estimates may differ from
previously published estimates due to updates (see Section B.3 in Appendix B of this report).

NOTE: MTF data are simple averages of estimates for 8th and 10th graders. MTF data for 8th and 10th graders are
reported in Johnston, O'Malley, Bachman, and Schulenberg (2012), as are the MTF design effects used for
variance estimation.

* Difference between this estimate and 2011 estimate is statistically significant at the .05 level.

Sources: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health,
2002-2011. National Institute on Drug Abuse, Monitoring the Future Study, University of Michigan, 2002-
2011.
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Table 8.2 Comparison of NSDUH and MTF Past Year Prevalence Estimates among
Youths: Percentages, 2002-2011

Substance/
Survey 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Marijuana

NSDUH 15.8% 15.0 14.5 13.3? 13.2% 12.5% 13.1* 13.7 14.0 14.2

MTF 22.5% 20.5 19.7 19.4 18.5% 17.5% 17.4% 19.3 20.6 20.7
Cocaine

NSDUH 2.1% 1.8¢ 1.6 1.7¢ 1.6 1.5% 1.2¢ 1.0 1.0 0.9

MTF 3.2% 2.8° 2.9° 2.9 2.6° 2.7° 2.4° 2.28 1.9 1.7
Ecstasy

NSDUH 2.28 1.3% 1.2% 1.07 1.2% 1.3% 1.4 1.7 1.9 1.7

MTF 3.9% 2.6 2.1% 2.28 2.1% 2.5° 2.3¢% 2.5% 3.6 3.1
LSD

NSDUH 1.3% 0.6 0.6 0.6 0.4° 0.5 0.7 0.6 0.6 0.6

MTF 2.1% 1.5 1.4 1.4 1.3 1.5 1.6 1.5 1.6 1.5
Inhalants

NSDUH 4.4? 4.5° 4.6° 4.5° 4 4° 3.9° 4.0 3.9% 3.6 33

MTF 6.8° 7.1% 7.8% 7.8% 7.8% 7.5% 7.4% 7.1% 6.9% 5.8
Alcohol

NSDUH 34.6° 34.3% 33.9? 33.3? 33.0° 31.9? 31.0% 30.5? 28.7 27.8

MTF 49.4% 48.3% 47.5% 45.3% 44.7% 44.1°% 42.3% 41.6° 40.7% 38.4
Cigarettes

NSDUH 20.3% 19.0% 18.4% 17.3% 17.0% 15.7% 15.1% 15.1% 14.2% 13.2

MTF = Monitoring the Future; NSDUH = National Survey on Drug Use and Health.
-- Not available.

NOTE: NSDUH data are for youths aged 12 to 17. Some 2006 to 2010 NSDUH estimates may differ from
previously published estimates due to updates (see Section B.3 in Appendix B of this report).

NOTE: MTF data are simple averages of estimates for 8th and 10th graders. MTF data for 8th and 10th graders are
reported in Johnston, O'Malley, Bachman, and Schulenberg (2012), as are the MTF design effects used for
variance estimation.

* Difference between this estimate and 2011 estimate is statistically significant at the .05 level.

Sources: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health,
2002-2011. National Institute on Drug Abuse, Monitoring the Future Study, University of Michigan, 2002-
2011.
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Table 8.3 Comparison of NSDUH and MTF Past Month Prevalence Estimates among
Youths: Percentages, 2002-2011

Substance/
Survey 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Marijuana
NSDUH 8.2 7.9 7.6 6.8° 6.7° 6.7 6.7° 7.4 7.4 7.9
MTF 13.1 12.3 11.2% 10.9 10.4% 10.0% 9.8% 11.2° 12.4 12.4
Cocaine
NSDUH 0.6* 0.6° 0.5% 0.6° 0.4* 0.4° 0.4 0.3 0.2 0.3
MTF 1.4° 1.1% 1.3% 1.3% 1.3% 1.1% 1.0 0.9 0.8 0.8
Ecstasy
NSDUH 0.5 0.4 0.3 0.3 0.3 0.3% 0.4 0.5 0.5 0.4
MTF 1.6 0.9 0.8° 0.8° 1.0 0.9 1.0 1.0 1.5% 1.1
LSD
NSDUH 0.2 0.2 0.2 0.1 0.1 0.1 0.2 0.1 0.2 0.1
MTF 0.7 0.6 0.6 0.6 0.6 0.6 0.6 0.5 0.7 0.6
Inhalants
NSDUH 1.2¢ 1.3% 1.2% 1.2¢ 1.3% 1.2% 1.1 1.0 1.1 0.9
MTF 3.1% 3.2¢ 3.5% 3.2¢ 3.2¢ 3.2¢ 3.1% 3.0° 2.8 2.5
Alcohol
NSDUH 17.6* 17.7% 17.6* 16.5% 16.7% 16.0% 14.7% 14.8* 13.6 13.3
MTF 27.5% 27.6% 26.9% 25.2% 25.5% 24.7% 22.4% 22.7 21.4% 20.0
Cigarettes
NSDUH 13.0% 12.2% 11.9% 10.8? 10.4% 9.9? 9.2¢ 9.0% 8.4 7.8
MTF 14.2% 13.5% 12.6* 12.1% 11.6* 10.6* 9.6 9.8 10.4* 9.0

MTF = Monitoring the Future; NSDUH = National Survey on Drug Use and Health.

NOTE: NSDUH data are for youths aged 12 to 17. Some 2006 to 2010 NSDUH estimates may differ from
previously published estimates due to updates (see Section B.3 in Appendix B of this report).

NOTE: MTF data are simple averages of estimates for 8th and 10th graders. MTF data for 8th and 10th graders are
reported in Johnston, O'Malley, Bachman, and Schulenberg (2012), as are the MTF design effects used for
variance estimation.

* Difference between this estimate and 2011 estimate is statistically significant at the .05 level.

Sources: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health,
2002-2011. National Institute on Drug Abuse, Monitoring the Future Study, University of Michigan, 2002-
2011.
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Table 8.4 Comparison of NSDUH and MTF Lifetime Prevalence Estimates among Young
Adults: Percentages, 2002-2011

Substance/
Survey 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Marijuana

NSDUH 53.8% 53.9% 52.8 52.4 52.5 50.9 50.8 52.6 51.4 51.9

MTF 56.1% 56.4° 55.6% 54.4 53.8 53.9 53.0 53.8 53.2 53.1
Cocaine

NSDUH 15.4% 15.0* 15.2% 15.1% 15.7% 15.0% 14.5% 14.9% 13.4% 12.4

MTF 12.9% 14.5% 14.3? 12.6* 13.6* 12.4% 12.2% 12.2% 10.9 10.3
Ecstasy

NSDUH 15.1% 14.8* 13.8° 13.7% 13.4* 12.8 12.2 12.5 12.4 12.3

MTF 16.0* 16.6* 14.9 12.4* 11.5 9.5 10.1 9.3 10.2 9.9
LSD

NSDUH 15.9% 14.0* 12.1% 10.5% 9.0% 7.3% 6.6 6.9° 6.4 6.0

MTF 13.9% 13.8* 10.4° 7.9% 6.7° 5.9 5.6 53 5.7 5.4
Inhalants

NSDUH 15.7% 14.9% 14.0° 13.3% 12.5% 11.3% 10.5% 10.8* 10.0°? 9.1

MTF 11.7% 11.4* 10.6* 9.3% 9.7% 7.5 8.4% 7.7 6.8 6.0
Alcohol

NSDUH 86.7° 87.1° 86.2° 85.7° 86.5% 85.2 85.6° 85.8% 85.7% 84.3

MTF 88.4° 87.6° 87.2% 87.1° 87.0° 86.0 86.4° 85.7 84.9 84.4
Cigarettes

NSDUH 71.2% 70.2° 68.7% 67.3% 66.6* 64.8? 64.4° 63.8% 62.3 61.0
Pain Relievers!

NSDUH 22.1 23.7% 24 3% 25.5% 25.5% 24.9% 24.6% 24.5% 23.9% 222

MTF -- 17.3 17.7 16.9 17.9% 17.8 17.8 17.2 16.6 16.0

MTF = Monitoring the Future; NSDUH = National Survey on Drug Use and Health.

-- Not available.

NOTE: NSDUH data are for persons aged 18 to 25. Some 2006 to 2010 NSDUH estimates may differ from

previously published estimates due to updates (see Section B.3 in Appendix B of this report).

NOTE: MTF data were calculated for persons aged 19 to 24 using simple averages of modal age groups 19-20, 21-
22, and 23-24 (source data at http://www.monitoringthefuture.org/pubs.html). Estimates may differ from
those published previously due to rounding. For the 19 to 24 age group in the MTF data, significance tests
were performed assuming independent samples between years an odd number of years apart because two
distinct cohorts a year apart were monitored longitudinally at 2-year intervals. Although appropriate for
comparisons of 2002, 2004, 2006, 2008, and 2010 estimates with 2011 estimates, this assumption results in
conservative tests for comparisons of 2003, 2005, 2007, and 2009 data with 2011 estimates because it does

not take into account covariances that are associated with repeated observations from the longitudinal

samples. Estimates of covariances were not available.

*Difference between this estimate and 2011 estimate is statistically significant at the .05 level.

"MTF data are for "narcotics other than heroin."

Sources: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health,

2002-2011. National Institute on Drug Abuse, Monitoring the Future Study, University of Michigan, 2002-

2011.
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Table 8.5 Comparison of NSDUH and MTF Past Year Prevalence Estimates among Young
Adults: Percentages, 2002-2011

Substance/
Survey 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Marijuana
NSDUH 29.8 28.5% 27.8 28.0% 28.1% 27.5% 27.8% 30.8 30.0 30.8
MTF 34.2 33.0 31.6 314 30.9% 31.0° 30.9? 32.2 31.7 33.7
Cocaine
NSDUH 6.7% 6.6° 6.6° 6.9° 6.9° 6.4° 5.6° 5.3% 4.7 4.6
MTF 6.5% 7.3% 7.8° 6.9° 7.0° 6.3% 6.0% 5.7 4.7 4.8
Ecstasy
NSDUH 5.8% 3.7 3.1% 3.1% 3.8 3.5% 3.9 4.3 4.4 4.1
MTF 8.0% 5.3 33 34 3.6 2.8° 3.8 35 4.7 4.4
LSD
NSDUH 1.8 1.1% 1.0° 1.0% 1.2¢ 1.1% 1.5 1.6 1.6 1.7
MTF 2.4 1.5% 1.2¢ 1.1% 1.5 1.4° 1.9 2.1 1.8 22
Inhalants
NSDUH 2.2¢ 2.1% 2.1% 2.1% 1.8 1.6 1.6 1.9% 1.8 1.5
MTF 2.2¢ 1.5 2.3% 1.6 1.8¢ 1.1 1.7 1.2 1.7 0.9
Alcohol
NSDUH 77.9 78.1 78.0 77.9 78.8% 77.9 78.0 78.7° 78.6° 77.0
MTF 83.9% 82.3 83.1% 82.8° 83.2° 82.8° 82.5 82.0 80.5 80.6
Cigarettes
NSDUH 49.0* 47.6° 47.5% 47.2% 47.0% 45.2% 45.1% 45.3% 43.2 423
MTF 41.8% 40.8% 41.4% 40.2% 37.1% 36.2° 35.4? 35.0° 33.0 32.6
Pain Relievers!
NSDUH 11.4% 12.0* 11.9% 12.4% 12.5% 12.2% 12.0* 12.0* 11.1% 9.8
MTF 8.5 9.7¢ 9.7% 9.2¢ 9.9% 9.0 9.2¢ 8.5 9.1 7.7

MTF = Monitoring the Future; NSDUH = National Survey on Drug Use and Health.

NOTE: NSDUH data are for persons aged 18 to 25. Some 2006 to 2010 NSDUH estimates may differ from
previously published estimates due to updates (see Section B.3 in Appendix B of this report).

NOTE: MTF data were calculated for persons aged 19 to 24 using simple averages of modal age groups 19-20, 21-
22, and 23-24 (source data at http://www.monitoringthefuture.org/pubs.html). Estimates may differ from
those published previously due to rounding. For the 19 to 24 age group in the MTF data, significance tests
were performed assuming independent samples between years an odd number of years apart because two
distinct cohorts a year apart were monitored longitudinally at 2-year intervals. Although appropriate for
comparisons of 2002, 2004, 2006, 2008, and 2010 estimates with 2011 estimates, this assumption results in
conservative tests for comparisons of 2003, 2005, 2007, and 2009 data with 2011 estimates because it does
not take into account covariances that are associated with repeated observations from the longitudinal
samples. Estimates of covariances were not available.

*Difference between this estimate and 2011 estimate is statistically significant at the .05 level.

"MTF data are for "narcotics other than heroin." In 2002, MTF question text was changed in half of the sample by
updating the example list of narcotics other than heroin. To be consistent with MTF data for 2003 and later years,
MTF data for 2002 past year use of narcotics other than heroin are based on the half sample that received the new
question text.

Sources: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health,

2002-2011. National Institute on Drug Abuse, Monitoring the Future Study, University of Michigan, 2002-
2011.
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Table 8.6 Comparison of NSDUH and MTF Past Month Prevalence Estimates among
Young Adults: Percentages, 2002-2011

Substance/
Survey 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Marijuana
NSDUH 17.3% 17.0% 16.1° 16.6* 16.3% 16.5% 16.6* 18.2 18.5 19.0
MTF 19.8 19.9 18.2% 17.0% 17.0% 17.5% 17.3% 18.5 17.8% 20.1
Cocaine
NSDUH 2.0° 2.2% 2.1% 2.6° 2.2% 1.7¢ 1.6 1.4 1.5 1.4
MTF 2.5° 2.6° 2.4? 2.1 2.4° 1.9 1.9 1.8 1.5 1.5
Ecstasy
NSDUH 1.1 0.7 0.7 0.8 1.0 0.7 0.9 1.1 1.2 0.9
MTF 1.6 1.0 0.8 0.6 0.9 0.3 0.9 0.7 1.2 0.9
LSD
NSDUH 0.1* 0.2 0.3 0.2 0.2 0.2 0.3 0.3 0.3 0.3
MTF 0.4 0.2¢ 0.2° 0.2¢ 0.3 0.3 0.5 0.3 0.5 0.5
Inhalants
NSDUH 0.5 0.4 04 0.5 0.4 0.4 0.3 0.4 0.4 0.4
MTF 0.8° 0.3 04 0.3 0.4 0.3 0.6 0.2 0.2 0.2
Alcohol
NSDUH 60.5 61.4 60.5 60.9 62.0 61.3 61.1 61.8 61.4 60.7
MTF 67.7 66.3 67.3 66.8 67.0 67.4 67.4 68.1 65.8 65.8
Cigarettes
NSDUH 40.8% 40.2% 39.5% 39.0% 38.5% 36.2° 35.7¢ 35.8% 343 33.5
MTF 31.4° 29.5% 30.2? 28.7% 26.7% 25.7% 24.3% 23.5% 21.8 21.3
Pain Relievers!
NSDUH 4.1° 4.7 4.7 4.7 5.0° 4.6° 4.5° 4.8 4.4° 3.6
MTF -- 34 34 3.7 3.6 35 3.7 32 35 2.9

MTF = Monitoring the Future; NSDUH = National Survey on Drug Use and Health.
-- Not available.

NOTE: NSDUH data are for persons aged 18 to 25. Some 2006 to 2010 NSDUH estimates may differ from
previously published estimates due to updates (see Section B.3 in Appendix B of this report).

NOTE: MTF data were calculated for persons aged 19 to 24 using simple averages of modal age groups 19-20, 21-
22, and 23-24 (source data at http://www.monitoringthefuture.org/pubs.html). Estimates may differ from
those published previously due to rounding. For the 19 to 24 age group in the MTF data, significance tests
were performed assuming independent samples between years an odd number of years apart because two
distinct cohorts a year apart were monitored longitudinally at 2-year intervals. Although appropriate for
comparisons of 2002, 2004, 2006, 2008, and 2010 estimates with 2011 estimates, this assumption results in
conservative tests for comparisons of 2003, 2005, 2007, and 2009 data with 2011 estimates because it does
not take into account covariances that are associated with repeated observations from the longitudinal
samples. Estimates of covariances were not available.

*Difference between this estimate and 2011 estimate is statistically significant at the .05 level.
"MTF data are for "narcotics other than heroin."

Sources: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health,
2002-2011. National Institute on Drug Abuse, Monitoring the Future Study, University of Michigan, 2002-
2011.
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Appendix A: Description of the Survey

A.1 Sample Design

The sample design for the 2011 National Survey on Drug Use and Health (NSDUH)® was
an extension of a coordinated 5-year design providing estimates for all 50 States plus the District
of Columbia initially for the years 2005 through 2009, then continuing through 2011. The
respondent universe for NSDUH is the civilian, noninstitutionalized population aged 12 years
old or older residing within the United States. The survey covers residents of households
(persons living in houses/townhouses, apartments, condominiums; civilians living in housing on
military bases, etc.) and persons in noninstitutional group quarters (e.g., shelters,
rooming/boarding houses, college dormitories, migratory workers' camps, halfway houses).
Excluded from the survey are persons with no fixed household address (e.g., homeless and/or
transient persons not in shelters), active-duty military personnel, and residents of institutional
group quarters, such as correctional facilities, nursing homes, mental institutions, and long-term
hospitals.

The coordinated design for 2005 through 2009 facilitated a 50 percent overlap in second-
stage units (area segments) within each successive 2-year period from 2005 through 2009. The
2010 and 2011 NSDUHs continued the 50 percent overlap by retaining half of the second-stage
units from the previous survey. Those segments not retained are considered "retired" from use.
Because the coordinated design enabled estimates to be developed by State in all 50 States plus
the District of Columbia, States may be viewed as the first level of stratification and as a
reporting variable.

In 2011, an oversample was included to help in measuring and reporting on the impact
that the April 2010 Deepwater Horizon oil spill had on substance use and mental health along the
gulf coast. To that end, the target sample was expanded by 2,000 cases in four Gulf Coast States
(Alabama, Florida, Louisiana, and Mississippi), resulting in a total targeted national sample size
of 69,500. The 2011 Gulf Coast Oversample (GCO) was attained by supplementing the NSDUH
sample with 89 segments in GCO-designated counties and parishes in these four States. These 89
segments were retired from use in the 2009 and 2010 surveys. For more details on the GCO and
information about the general 2011 NSDUH sample design, see the 2011 NSDUH sample design
report by Morton, Martin, Shook-Sa, Chromy, and Hirsch (2012).

For the 50-State design, 8 States were designated as large sample States (California,
Florida, Illinois, Michigan, New York, Ohio, Pennsylvania, and Texas) with pre-oversample
target sample sizes of 3,600. In 2011, the actual sample sizes in these States ranged from 3,074
to 4,029.* For the remaining 42 States and the District of Columbia, the pre-oversample target

? Prior to 2002, the survey was known as the National Household Survey on Drug Abuse (NHSDA).

* One large sample State, Pennsylvania, had a lower final sample size (3,074) because of interviews that
were dropped due to data quality issues. Florida received a portion of the GCO supplement and therefore had a
higher sample size (4,029).
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sample size was 900. Sample sizes in these States ranged from 865 to 1,746 in 2011.° This
approach ensured there was sufficient sample in every State to support State estimation by either
direct methods or small area estimation (SAE)® while at the same time maintaining efficiency for
national estimates.

States were first stratified into a total of 900 State sampling regions (SSRs) (48 regions in
each large sample State and 12 regions in each small sample State). These regions were
contiguous geographic areas designed to yield approximately the same number of interviews.’
Unlike the 1999 through 2001 NHSDAs and the 2002 through 2004 NSDUHs in which the first-
stage sampling units were clusters of census blocks called area segments, the first stage of
selection for the 2005 through 2011 NSDUHs was census tracts.® This stage was included to
contain sample segments within a single census tract to the extent possible.”

Within each SSR, 48 census tracts were selected with probability proportional to
population size. Within sampled census tracts, adjacent census blocks were combined to form the
second-stage sampling units or area segments. One area segment was selected within each
sampled census tract with probability proportional to population size. Although only 24
segments were needed to support the coordinated 5-year sample, an additional 24 segments were
selected to support any supplemental studies that the Substance Abuse and Mental Health
Services Administration (SAMHSA) may choose to field. These 24 segments constituted the
reserve sample and were available for use in 2010 and 2011. Eight reserve sample segments per
SSR were fielded during the 2011 survey year. Four of these segments were retained from the
2010 survey, and four were selected for use in the 2011 survey.

These sampled segments were allocated equally into four separate samples, one for each
3-month period (calendar quarter) during the year. That is, a sample of addresses was selected
from two segments'” in each calendar quarter so that the survey was relatively continuous in the
field. In each of the area segments, a listing of all addresses was made from which a national
sample of 216,521 addresses was selected. Of the selected addresses, 179,293 were determined
to be eligible sample units. In these sample units (which can be either households or units within
group quarters), sample persons were randomly selected using an automated screening procedure
programmed in a handheld computer carried by the interviewers. The number of sample units
completing the screening was 156,048. Youths aged 12 to 17 years and young adults aged 18 to

> The State at the top end of the range (Louisiana, with a sample size of 1,746) included a portion of the
GCO supplement.

® SAE is a hierarchical Bayes modeling technique used to make State-level estimates for 25 measures
related to substance use and mental health. For more details, see the State Estimates of Substance Use and Mental
Disorders from the 2009-2010 National Surveys on Drug Use and Health (Hughes, Muhuri, Sathe, & Spagnola,
2012).

" Sampling areas were defined using 2000 census geography. Counts of dwelling units (DUs) and
population totals were obtained from the 2000 decennial census data supplemented with revised population counts
from Nielsen Claritas.

¥ Census tracts are relatively permanent statistical subdivisions of counties and parishes and provide a
stable set of geographic units across decennial census periods.

? Some census tracts had to be aggregated in order to meet the minimum DU requirement of 150 DUs in
urban areas and 100 DUs in rural areas.

' The sample was selected from up to four segments per calendar quarter in SSRs receiving the GCO
supplement.
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25 years were oversampled at this stage, with 12 to 17 year olds sampled at an actual rate of 87.2
percent and 18 to 25 year olds at a rate of 69.5 percent on average, when they were present in the
sampled households or group quarters. Similarly, persons in age groups 26 or older were
sampled at rates of 38.2 percent or less, with persons in the eldest age group (50 years or older)
sampled at a rate of 8.9 percent on average. The overall population sampling rates were 0.09
percent for 12 to 17 year olds, 0.07 percent for 18 to 25 year olds, 0.02 percent for 26 to 34 year
olds, 0.01 percent for 35 to 49 year olds, and 0.01 percent for those 50 or older. Nationwide,
88,536 persons were selected. Consistent with previous surveys in this series, the final
respondent sample of 70,109 persons was representative of the U.S. general population (since
1991, the civilian, noninstitutionalized population) aged 12 or older. In addition, State samples
were representative of their respective State populations. More detailed information on the
disposition of the national screening and interview sample can be found in Appendix B.

A.2 Data Collection Methodology

The data collection method used in NSDUH involves in-person interviews with sample
persons, incorporating procedures to increase respondents' cooperation and willingness to report
honestly about their illicit drug use behavior. Confidentiality is stressed in all written and oral
communications with potential respondents. Respondents' names are not collected with the data,
and computer-assisted interviewing (CAI) methods are used to provide a private and confidential
setting to complete the interview.

Introductory letters are sent to sampled addresses, followed by an interviewer visit. When
contacting a dwelling unit (DU), the field interviewer (FI) asks to speak with an adult resident
(aged 18 or older) of the household who can serve as the screening respondent. Using a handheld
computer, the FI completes a 5-minute procedure with the screening respondent that involves
listing all household members along with their basic demographic data. The computer uses the
demographic data in a preprogrammed selection algorithm to select zero to two sample persons,
depending on the composition of the household. This selection process is designed to provide the
necessary sample sizes for the specified population age groupings. In areas where a third or more
of the households contain Spanish-speaking residents, the initial introductory letters written in
English are mailed with a Spanish version on the back. All interviewers carry copies of this letter
in Spanish. If the interviewer is not certified bilingual, he or she will use preprinted Spanish
cards to attempt to find someone in the household who speaks English and who can serve as the
screening respondent or who can translate for the screening respondent. If no one is available,
the interviewer will schedule a time when a Spanish-speaking interviewer can come to the
address. In households where a language other than Spanish is encountered, another language
card is used to attempt to find someone who speaks English to complete the screening.

The NSDUH interview can be completed in English or Spanish, and both versions have
the same content. If the sample person prefers to complete the interview in Spanish, a certified
bilingual interviewer is sent to the address to conduct the interview. Because the interview is not
translated into any other language, if a sample person does not speak English or Spanish, the
interview is not conducted.

Immediately after the completion of the screener, interviewers attempt to conduct the
NSDUH interview with each sample person in the household. The interviewer requests the
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selected respondent to identify a private area in the home to conduct the interview away from
other household members. The interview averages about an hour and includes a combination of
CAPI (computer-assisted personal interviewing, in which the interviewer reads the questions)
and ACASI (audio computer-assisted self-interviewing).

The NSDUH interview consists of core and noncore (i.e., supplemental) sections. A core
set of questions critical for basic trend measurement of prevalence estimates remains in the
survey every year and comprises the first part of the interview. Noncore questions, or modules,
that can be revised, dropped, or added from year to year make up the remainder of the interview.
The core consists of initial demographic items (which are interviewer-administered) and self-
administered questions pertaining to the use of tobacco, alcohol, marijuana, cocaine, crack
cocaine, heroin, hallucinogens, inhalants, pain relievers, tranquilizers, stimulants, and sedatives.
Topics in the remaining noncore self-administered sections include (but are not limited to)
injection drug use, perceived risks of substance use, substance dependence or abuse, arrests,
treatment for substance use problems, pregnancy and health care issues, and mental health issues.
Noncore demographic questions (which are interviewer-administered and follow the ACASI
questions) address such topics as immigration, current school enrollment, employment and
workplace issues, health insurance coverage, and income. In practice, some of the noncore
portions of the interview have remained in the survey, relatively unchanged, from year to year
(e.g., current health insurance coverage, employment).

Thus, the interview begins in CAPI mode with the FI reading the questions from the
computer screen and entering the respondent's replies into the computer. The interview then
transitions to the ACASI mode for the sensitive questions. In this mode, the respondent can read
the questions silently on the computer screen and/or listen to the questions read through
headphones and enter his or her responses directly into the computer. At the conclusion of the
ACASI section, the interview returns to the CAPI mode with the FI completing the
questionnaire. Each respondent who completes a full interview is given a $30 cash payment as a
token of appreciation for his or her time.

No personal identifying information about the respondent is captured in the CAI record.
FIs transmit the completed interview data to RTI in Research Triangle Park, North Carolina, via
home telephone analog lines.

After the data are transmitted to RTI, certain cases are selected for verification. The
respondents are contacted by RTI to verify the quality of an FI's work based on information that
respondents provide at the end of screening (if no one is selected for an interview at the DU or
the entire DU is ineligible for the study) or at the end of the interview. For the screening
interview, the adult DU member who served as the screening respondent provides his or her first
name and telephone number to the FI, who enters the information into a handheld computer and
transmits the data to RTI. For completed interviews, respondents write their home telephone
number and mailing address on a quality control form and seal the form in a preaddressed
envelope that FIs mail back to RTI. All contact information is kept completely separate from the
answers provided during the screening or interview.

Samples of respondents who completed screenings or interviews are randomly selected
for verification. These cases are called by telephone interviewers who ask scripted questions
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designed to determine the accuracy and quality of the data collected. Any cases discovered to
have a problem or discrepancy are flagged and routed to a small specialized team of telephone
interviewers who recontact respondents for further investigation of the issue(s). Depending on
the amount of an FI's work that cannot be verified through telephone verification, including bad
telephone numbers (e.g., incorrect number, disconnected, not in service), a field verification may
be conducted. Field verifications involve another FI returning to the sampled DU to verify the
accuracy and quality of the data in person. If the verification procedures identify situations in
which an FI has falsified data, the FI no longer works on NSDUH. All cases completed that
quarter by the FI who falsified data are reworked by the FI conducting the field verification.

A.3 Data Processing

Data that FIs transmit to RTI are processed to create a raw data file in which no logical
editing of the data has been done. The raw data file consists of one record for each transmitted
interview. Cases are eligible to be treated as final respondents only if they provided data on
lifetime use of cigarettes and at least 9 out of 13 of the other substances in the core section of the
questionnaire. Written responses to questions (e.g., names of other drugs that were used) are
assigned numeric codes as part of the data processing procedures. Even though editing and
consistency checks are done by the CAI program during the interview, additional, more complex
edits and consistency checks are completed at RTI. Additionally, statistical imputation is used to
replace missing or ambiguous values after editing for some key variables. Analysis weights are
created so that estimates will be representative of the target population. Details of the editing,
imputation, and weighting procedures for 2011 will appear in the 2011 NSDUH Methodological
Resource Book, which is in process. Until that volume becomes available, refer to the 2010
NSDUH Methodological Resource Book (RTI International, 2012).

A.3.1 Data Coding and Logical Editing

With the exception of industry and occupation data, coding of written answers that
respondents or interviewers typed was performed at RTI for the 2011 NSDUH. These written
answers include mentions of drugs that respondents had used or other responses that did not fit a
previous response option (subsequently referred to as "OTHER, Specify" data). Coding of the
"OTHER, Specify" variables was accomplished through computer-assisted survey procedures
and the use of a secure Web site that allowed for coding and review of the data. The computer-
assisted procedures entailed a database check for a given "OTHER, Specify" variable that
contained typed entries and the associated numeric codes. If an exact match was found between
the typed response and an entry in the system, the computer-assisted procedures assigned the
appropriate numeric code. Typed responses that did not match an existing entry were coded
through the Web-based coding system. Data on the industries in which respondents worked and
respondents' occupations were assigned numeric industry and occupation codes by staff at the
U.S. Census Bureau.

As noted above, the CAI program included checks that alerted respondents or
interviewers when an entered answer was inconsistent with a previous answer in a given module.
In this way, the inconsistency could be resolved while the interview was in progress. However,
not every inconsistency was resolved during the interview, and the CAI program did not include
checks for every possible inconsistency that might have occurred in the data.
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Therefore, the first step in processing the raw NSDUH data was logical editing of the
data. Logical editing involved using data from within a respondent's record to (a) reduce the
amount of item nonresponse (i.e., missing data) in interview records, including identification of
items that were legitimately skipped; (b) make related data elements consistent with each other;
and (c) identify ambiguities or inconsistencies to be resolved through statistical imputation
procedures (see Section A.3.2).

For example, if respondents reported that they never used a given drug, the CAI logic
skipped them out of all remaining questions about use of that drug. In the editing procedures, the
skipped variables were assigned codes to indicate that the respondents were lifetime nonusers.
Similarly, respondents were instructed in the prescription psychotherapeutics modules (i.e., pain
relievers, tranquilizers, stimulants, and sedatives) not to report the use of over-the-counter (OTC)
drugs. Therefore, if a respondent's only report of lifetime use of a particular type of
"prescription" psychotherapeutic drug was for an OTC drug, the respondent was logically
inferred never to have been a nonmedical user of the prescription drugs in that psychotherapeutic
category.

In addition, respondents could report that they were lifetime users of a drug but not
provide specific information on when they last used it. In this situation, a temporary "indefinite"
value for the most recent period of use was assigned to the edited recency-of-use variable (e.g.,
"Used at some point in the lifetime LOGICALLY ASSIGNED"), and a final, specific value was
statistically imputed. The editing procedures for key drug use variables also involved identifying
inconsistencies between related variables so that these inconsistencies could be resolved through
statistical imputation. For example, if a respondent reported last using a drug more than 12
months ago and also reported first using it at his or her current age, both of those responses could
not be true. In this example, the inconsistent period of most recent use was replaced with an
"indefinite" value, and the inconsistent age at first use was replaced with a missing data code.
These indefinite or missing values were subsequently imputed through statistical procedures to
yield consistent data for the related measures, as discussed in the next section.

A.3.2 Statistical Imputation

For some key variables that still had missing or ambiguous values after editing, statistical
imputation was used to replace these values with appropriate response codes. For example, a
response is ambiguous if the editing procedures assigned a respondent's most recent use of a drug
to "Used at some point in the lifetime," with no definite period within the lifetime. In this case,
the imputation procedure assigns a value for when the respondent last used the drug (e.g., in the
past 30 days, more than 30 days ago but within the past 12 months, more than 12 months ago).
Similarly, if a response is completely missing, the imputation procedures replace missing values
with nonmissing ones.

For most variables, missing or ambiguous values are imputed in NSDUH using a
methodology called predictive mean neighborhoods (PMN), which was developed specifically
for the 1999 survey and has been used in all subsequent survey years. PMN allows for the
following: (1) the ability to use covariates to determine donors is greater than that offered in the
hot-deck imputation procedure, (2) the relative importance of covariates can be determined by
standard modeling techniques, (3) the correlations across response variables can be accounted for
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by making the imputation multivariate, and (4) sampling weights can be easily incorporated in
the models. The PMN method has some similarity with the predictive mean matching method of
Rubin (1986) except that, for the donor records, Rubin used the observed variable value (not the
predictive mean) to compute the distance function. Also, the well-known method of nearest
neighbor imputation is similar to PMN, except that the distance function is in terms of the
original predictor variables and often requires somewhat arbitrary scaling of discrete variables.
PMN is a combination of a model-assisted imputation methodology and a random nearest
neighbor hot-deck procedure. The hot-deck procedure within the PMN method ensures that
missing values are imputed to be consistent with nonmissing values for other variables.
Whenever feasible, the imputation of variables using PMN is multivariate, in which imputation
is accomplished on several response variables at once. Variables imputed using PMN are the
core demographic variables, core drug use variables (recency of use, frequency of use, and age at
first use), income, health insurance, and noncore demographic variables for work status,
immigrant status, and the household roster.

In the modeling stage of PMN, the model chosen depends on the nature of the response
variable. In the 2011 NSDUH, the models included binomial logistic regression, multinomial
logistic regression, Poisson regression, and ordinary linear regression, where the models
incorporated the sampling design weights.

In general, hot-deck imputation replaces an item nonresponse (missing or ambiguous
value) with a recorded response that is donated from a "similar" respondent who has nonmissing
data. For random nearest neighbor hot-deck imputation, the missing or ambiguous value is
replaced by a responding value from a donor randomly selected from a set of potential donors.
Potential donors are those defined to be "close" to the unit with the missing or ambiguous value
according to a predefined function called a distance metric. In the hot-deck procedure of PMN,
the set of candidate donors (the "neighborhood") consists of respondents with complete data who
have a predicted mean close to that of the item nonrespondent. The predicted means are
computed both for respondents with and without missing data, which differs from Rubin's
method where predicted means are not computed for the donor respondent (Rubin, 1986). In
particular, the neighborhood consists of either the set of the closest 30 respondents or the set of
respondents with a predicted mean (or means) within 5 percent of the predicted mean(s) of the
item nonrespondent, whichever set is smaller. If no respondents are available who have a
predicted mean (or means) within 5 percent of the item nonrespondent, the respondent with the
predicted mean(s) closest to that of the item nonrespondent is selected as the donor.

In the univariate case (where only one variable is imputed using PMN), the neighborhood
of potential donors is determined by calculating the relative distance between the predicted mean
for an item nonrespondent and the predicted mean for each potential donor, then choosing those
means defined by the distance metric. The pool of donors is restricted further to satisfy logical
constraints whenever necessary (e.g., age at first crack use must not be less than age at first
cocaine use).

Whenever possible, missing or ambiguous values for more than one response variable are
considered together. In this (multivariate) case, the distance metric is a Mahalanobis distance,
which takes into account the correlation between variables (Manly, 1986), rather than a
Euclidean distance. The Euclidean distance is the square root of the sum of squared differences
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between each element of the predictive mean vector for the respondent and the predictive mean
vector for the nonrespondent. The Mahalanobis distance standardizes the Euclidean distance by
the variance-covariance matrix, which is appropriate for random variables that are correlated or
have heterogeneous variances. Whether the imputation is univariate or multivariate, only missing
or ambiguous values are replaced, and donors are restricted to be logically consistent with the
response variables that are not missing. Furthermore, donors are restricted to satisfy "likeness
constraints" whenever possible. That is, donors are required to have the same values for variables
highly correlated with the response. For example, donors for the age at first use variable are
required to be of the same age as recipients, if at all possible. If no donors are available who
meet these conditions, these likeness constraints can be loosened. Further details on the PMN
methodology are provided by Singh, Grau, and Folsom (2002).

Although statistical imputation could not proceed separately within each State due to
insufficient pools of donors, information about each respondent's State of residence was
incorporated in the modeling and hot-deck steps. For most drugs, respondents were separated
into three "State usage" categories as follows: respondents from States with high usage of a
given drug were placed in one category, respondents from States with medium usage into
another, and the remainder into a third category. This categorical "State rank" variable was used
as one set of covariates in the imputation models. In addition, eligible donors for each item
nonrespondent were restricted to be of the same State usage category (i.e., the same "State rank")
as the nonrespondent.

In the 2011 NSDUH, the majority of variables that underwent statistical imputation
required less than 5 percent of their records to be logically assigned or statistically imputed.
Variables for measures that are highly sensitive or that may not be known to younger
respondents (e.g., family income) often have higher rates of item nonresponse. In addition,
certain variables that are subject to a greater number of skip patterns and consistency checks
(e.g., frequency of use in the past 12 months and past 30 days) often require greater amounts of
imputation.

A.3.3 Development of Analysis Weights

The general approach to developing and calibrating analysis weights involved developing
design-based weights as the product of the inverse of the selection probabilities at each selection
stage. Since 2005, NSDUH has used a four-stage sample selection scheme in which an extra
selection stage of census tracts was added before the selection of a segment. Thus, the design-
based weights, d, , incorporate an extra layer of sampling selection to reflect the sample design

change. Adjustment factors, a, (), then were applied to the design-based weights to adjust for

nonresponse, to poststratify to known population control totals, and to control for extreme
weights when necessary. In view of the importance of State-level estimates with the 50-State
design, it was necessary to control for a much larger number of known population totals. Several
other modifications to the general weight adjustment strategy that had been used in past surveys
also were implemented for the first time beginning with the 1999 CAI sample.
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Weight adjustments were based on a generalization of Deville and Sirndal's (1992) logit
model. This generalized exponential model (GEM) (Folsom & Singh, 2000) incorporates unit-
specific bounds (/,,u,),k € s, for the adjustment factor &, (L) as follows:

a (L) = £ (U —C, ) +U, (G, —Ek)exp(A(X,ik)
e (u, —c)+(c, —ﬁk)exp(A(X,ik)

9

where C, are prespecified centering constants, such that /, <c, <u, and
A=u, £/, c)e [,). The variables /,,C,, and u, are user-specified bounds, and A is

the column vector of p model parameters corresponding to the p covariates X. The A -parameters
are estimated by solving

Z stdkak (}\')_-I:x = 07

where T, denotes control totals that could be either nonrandom, as is generally the case with
poststratification, or random, as is generally the case for nonresponse adjustment.

The final weights w, =d,a,( ) minimize the distance function A(w,d) defined as

a

A(w,d) = Z%{(ak £, )log

kes

/ u, —a
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‘=
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This general approach was used at several stages of the weight adjustment process,
including (1) adjustment of household weights for nonresponse at the screener level, (2)
poststratification of household weights to meet population controls for various household-level
demographics by State, (3) adjustment of household weights for extremes, (4) poststratification
of selected person weights, (5) adjustment of responding person weights for nonresponse at the
questionnaire level, (6) poststratification of responding person weights, and (7) adjustment of
responding person weights for extremes.

Every effort was made to include as many relevant State-specific covariates (typically
defined by demographic domains within States) as possible in the multivariate models used to
calibrate the weights (nonresponse adjustment and poststratification steps). Because further
subdivision of State samples by demographic covariates often produced small cell sample sizes,
it was not possible to retain all State-specific covariates (even after meaningful collapsing of
covariate categories) and still estimate the necessary model parameters with reasonable
precision. Therefore, a hierarchical structure was used in grouping States with covariates defined
at the national level, at the census division level within the Nation, at the State group within the
census division, and, whenever possible, at the State level. In every case, the controls for the
total population within a State and the five age groups (12 to 17, 18 to 25, 26 to 34, 35 to 49, 50
or older) within a State were maintained except that, in the last step of poststratification of
person weights, six age groups (12 to 17, 18 to 25, 26 to 34, 35 to 49, 50 to 64, 65 or older) were
used. Census control totals by age, race, gender, and Hispanic origin were required for the
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civilian, noninstitutionalized population of each State. Beginning with the 2002 NSDUH, the
Population Estimates Branch of the U.S. Census Bureau has produced the necessary population
estimates for the same year as each NSDUH survey in response to a special request.

Census control totals for the 2011 NSDUH weights were based on population estimates
from the 2010 decennial census, whereas the control totals for the 2010 NSDUH weights still
were based on the 2000 census. Section B.4.3 in Appendix B discusses the results of an
investigation assessing the effects of using control totals based on the 2010 census instead of the
2000 census for estimating substance use in 2010.

Consistent with the surveys from 1999 onward, control of extreme weights through
separate bounds for adjustment factors was incorporated into the GEM calibration processes for
both nonresponse and poststratification. This is unlike the traditional method of winsorization in
which extreme weights are truncated at prespecified levels and the trimmed portions of weights
are distributed to the nontruncated cases. In GEM, it is possible to set bounds around the
prespecified levels for extreme weights, then the calibration process provides an objective way of
deciding the extent of adjustment (or truncation) within the specified bounds. A step was
included to poststratify the household-level weights to obtain census-consistent estimates based
on the household rosters from all screened households. An additional step poststratified the
selected person sample to conform to the adjusted roster estimates. This additional step takes
advantage of the inherent two-phase nature of the NSDUH design. The respondent
poststratification step poststratified the respondent person sample to external census data
(defined within the State whenever possible, as discussed above).

For certain populations of interest, 2 years of NSDUH data were combined to obtain
annual averages. The person-level weights for estimates based on the annual averages were
obtained by dividing the analysis weights for the 2 specific years by a factor of 2.

In the 2011 NSDUH, the GCO sample was integrated into the main study sample. The
weighting process accounted for the oversampling without additional adjustment needing to be
implemented. Special analysis weights were developed for studies focused on the gulf coast area,
but these were not used for any estimates for this report.
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Appendix B: Statistical Methods and
Measurement

B.1 Target Population

The estimates of drug use prevalence from the National Survey on Drug Use and Health
(NSDUH) are designed to describe the target population of the survey—the civilian,
noninstitutionalized population aged 12 or older living in the United States. This population
includes almost 98 percent of the total U.S. population aged 12 or older. However, it excludes
some small subpopulations that may have very different drug use patterns. For example, the
survey excludes active military personnel, who have been shown to have significantly lower
rates of illicit drug use. The survey also excludes two groups that have been shown to have
higher rates of illicit drug use: persons living in institutional group quarters, such as prisons and
residential drug use treatment centers, and homeless persons not living in a shelter. Readers are
reminded to consider the exclusion of these subpopulations when interpreting results. Appendix
C describes other surveys that provide data for some of these populations.

B.2 Sampling Error and Statistical Significance

This report includes national estimates that were drawn from a set of tables referred to as
"detailed tables" that are available at http://www.samhsa.gov/data/. The national estimates, along
with the associated standard errors (SEs, which are the square roots of the variances), were
computed for all detailed tables using a multiprocedure package, SUDAAN® Software for
Statistical Analysis of Correlated Data. This software accounts for the complex survey design of
NSDUH in estimating the SEs (RTI International, 2008). The final, nonresponse-adjusted, and
poststratified analysis weights were used in SUDAAN to compute unbiased design-based drug
use estimates.

The sampling error of an estimate is the error caused by the selection of a sample instead
of conducting a census of the population. The sampling error may be reduced by selecting a large
sample and/or by using efficient sample design and estimation strategies, such as stratification,
optimal allocation, and ratio estimation. The use of probability sampling methods in NSDUH
allows estimation of sampling error from the survey data. SEs have been calculated using
SUDAAN for all estimates presented in this report using a Taylor series linearization approach
that takes into account the effects of NSDUH's complex design features. The SEs are used to
identify unreliable estimates and to test for the statistical significance of differences between
estimates.

B.2.1 Variance Estimation for Totals

The variances and SEs of estimates of means and proportions can be calculated
reasonably well in SUDAAN using a Taylor series linearization approach. Estimates of means or
proportions, f, , such as drug use prevalence estimates for a domain d , can be expressed as a

ratio estimate:
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where YAd is a linear statistic estimating the number of substance users in the domain d and I\Ald

is a linear statistic estimating the total number of persons in domain d (including both users and
nonusers). The SUDAAN software package is used to calculate direct estimates of YAd and Nd

(and, therefore, fj, ) and also can be used to estimate their respective SEs. A Taylor series

approximation method implemented in SUDAAN provides the estimate for the SE of f; .

When the domain size, N 4 » 18 free of sampling error, an estimate of the SE for the total

number of substance users is

SE(Yy) = N4SE(py) )
This approach is theoretically correct when the domain size estimates, N 4 » are among those
forced to match their respective U.S. Census Bureau population estimates through the weight
calibration process. In these cases, N 4 1s not subject to a sampling error induced by the NSDUH

design. Section A.3.3 in Appendix A contains further information about the weight calibration
process. In addition, more detailed information about the weighting procedures for 2011 will
appear in the 2011 NSDUH Methodological Resource Book, which is in process. Until that
volume becomes available, refer to the 2010 NSDUH Methodological Resource Book (RTI
International, 2012).

For estimated domain totals, YAd , where Nd is not fixed (i.e., where domain size
estimates are not forced to match the U.S. Census Bureau population estimates), this formulation

A

still may provide a good approximation if it can be assumed that the sampling variation in N, is
negligible relative to the sampling variation in f), . This is a reasonable assumption for many

cases in this study.

For some subsets of domain estimates, the above approach can yield an underestimate of
the SE of the total when l\]d was subject to considerable variation. Because of this

underestimation, alternatives for estimating SEs of totals were implemented. Since the 2005
NSDUH report, a "mixed" method approach has been implemented for all detailed tables to
improve the accuracy of SEs and to better reflect the effects of poststratification on the variance
of total estimates. This approach assigns the methods of SE calculation to domains (i.e.,
subgroups for which the estimates were calculated) within tables so that all estimates among a

select set of domains with fixed Nld were calculated using the formula above, and all other
estimates were calculated directly in SUDAAN, regardless of what the other estimates are within
the same table. The set of domains considered controlled (i.e., those with a fixed N 4 ) was
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restricted to main effects and two-way interactions in order to maintain continuity between years.
Domains consisting of three-way interactions may be controlled in a single year but not
necessarily in preceding or subsequent years. The use of such SEs did not affect the SE estimates
for the corresponding proportions presented in the same sets of tables because all SEs for means
and proportions are calculated directly in SUDAAN. As a result of the use of this mixed-method
approach, the SEs for the total estimates within many detailed tables were calculated differently
from those in NSDUH reports prior to the 2005 report.

Table B.1 at the end of this appendix contains a list of domains with a fixed N , that

were used in the weight calibration process. This table includes both the main effects and two-
way interactions and may be used to identify the method of SE calculation employed for
estimates of totals. For example, Table 1.23 in the 2011 detailed tables presents estimates of
illicit drug use among persons aged 18 or older within the domains of gender, Hispanic origin
and race, education, and current employment. Estimates among the total population (age main
effect), males and females (age by gender interaction), and Hispanics and non-Hispanics (age by
Hispanic origin interaction) were treated as controlled in this table, and the formula above was
used to calculate the SEs. The SEs for all other estimates, including white and black or African
American (age by Hispanic origin by race interaction) were calculated directly from SUDAAN.
Estimates presented in this report for racial groups are for non-Hispanics. Thus, the domain for
whites by age group in the weight calibration process in Table B.1 is a two-way interaction.
However, published estimates for whites by age group in this report and in the 2011 detailed
tables actually represent a three-way interaction: white by Hispanic origin (i.e., not Hispanic) by
age group.

B.2.2 Suppression Criteria for Unreliable Estimates

As has been done in past NSDUH reports, direct estimates from NSDUH that are
designated as unreliable are not shown in this report and are noted by asterisks (*) in figures
containing such estimates. The criteria used to define unreliability of direct estimates from
NSDUH are based on the prevalence (for proportion estimates), relative standard error (RSE)
(defined as the ratio of the SE over the estimate), nominal (actual) sample size, and effective
sample size for each estimate. These suppression criteria for various NSDUH estimates are
summarized in Table B.2 at the end of this appendix.

Proportion estimates (p) , or rates, within the range [0 < p < 1], and the corresponding
estimated numbers of users were suppressed if

RSE[-In(p)]>.175 when p <.5
or

RSE[-In(1- p)]>.175 when p >.5.

Using a first-order Taylor series approximation to estimate RSE[—1n(p)] and
RSE[-In(1- p)], the following equation was derived and used for computational purposes when
applying a suppression rule dependent on effective sample size:
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SE(p)/ p

——>.175when p<.5
—In(p)

or

SE(p)/(1-p)

——= > 175 when p>.5.
—In(1-p)

The separate formulas for p <.5 and p >.5 produce a symmetric suppression rule; that
is, if p is suppressed, 1— p will be suppressed as well (see Figure B.1 following Table B.2).
When .05 < p <.95, the symmetric properties of the rule produce a local minimum effective
sample size of 50 at p =.2 and at p = .8. Using the minimum effective sample size for the
suppression rule would mean that estimates of p between .05 and .95 would be suppressed if
their corresponding effective sample sizes were less than 50. Within this same interval, a local
maximum effective sample size of 68 is found at f =.5. To simplify requirements and maintain
a conservative suppression rule, estimates of p between .05 and .95 were suppressed if they had
an effective sample size below 68.

In addition, a minimum nominal sample size suppression criterion (n = 100) that protects
against unreliable estimates caused by small design effects and small nominal sample sizes was
employed; Table B.2 shows a formula for calculating design effects. Prevalence estimates also
were suppressed if they were close to 0 or 100 percent (i.e., if p <.00005 or if p >.99995).

Estimates of totals were suppressed if the corresponding prevalence rates were
suppressed. Estimates of means that are not bounded between 0 and 1 (e.g., mean of age at first
use) were suppressed if the RSEs of the estimates were larger than .5 or if the nominal sample
size was smaller than 10 respondents.

B.2.3 Statistical Significance of Differences

This section describes the methods used to compare prevalence estimates in this report.
Customarily, the observed difference between estimates is evaluated in terms of its statistical
significance. Statistical significance is based on the p value of the test statistic and refers to the
probability that a difference as large as that observed would occur because of random variability
in the estimates if there were no difference in the prevalence estimates for the population groups
being compared. The significance of observed differences in this report is reported at the .05
level. When comparing prevalence estimates, the null hypothesis (no difference between
prevalence estimates) was tested against the alternative hypothesis (there is a difference in
prevalence estimates) using the standard difference in proportions test expressed as

Z — pl B ﬁz
Jvar(p,) +var(p,) —2cov(p,, p,)
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where f), = first prevalence estimate, ), = second prevalence estimate, var(f),) = variance of
first prevalence estimate, var(p,) = variance of second prevalence estimate, and cov(p,, p,) =
covariance between p, and ), . In cases where significance tests between years were performed,

the prevalence estimate from the earlier year becomes the first estimate, and the prevalence
estimate from the later year becomes the second estimate (e.g., 2010 is the first estimate and
2011 the second).

Under the null hypothesis, Z is asymptotically distributed as a standard normal random
variable. Therefore, calculated values of Z can be referred to the unit normal distribution to
determine the corresponding probability level (i.e., p value). Because the covariance term
between the two estimates is not necessarily zero, SUDAAN was used to compute estimates of Z
along with the associated p values using the analysis weights and accounting for the sample
design as described in Appendix A. A similar procedure and formula for Z were used for
estimated totals. Whenever it was necessary to calculate the SE outside of SUDAAN (i.e., when
domains were forced by the weighting process to match their respective U.S. Census Bureau
population estimates), the corresponding test statistics also were computed outside of SUDAAN.

When comparing population subgroups across three or more levels of a categorical
variable, log-linear chi-square tests of independence of the subgroups and the prevalence
variables were conducted using SUDAAN in order to first control the error level for multiple
comparisons. If Shah's Wald F test (transformed from the standard Wald chi-square) indicated
overall significant differences, the significance of each particular pairwise comparison of interest
was tested using SUDAAN analytic procedures to properly account for the sample design (RTI
International, 2008). Using the published estimates and SEs to perform independent t tests for the
difference of proportions usually will provide the same results as tests performed in SUDAAN.
However, where the significance level is borderline, results may differ for two reasons: (1) the
covariance term is included in SUDAAN tests, whereas it is not included in independent t tests;
and (2) the reduced number of significant digits shown in the published estimates may cause
rounding errors in the independent t tests.

As part of a comparative analysis discussed in Chapter 8, prevalence estimates from the
Monitoring the Future (MTF) study, sponsored by the National Institute on Drug Abuse (NIDA),
were presented for recency measures of selected substances (see Tables 8.1 to 8.6). The analyses
focused on prevalence estimates for 8th and 10th graders and prevalence estimates for young
adults aged 19 to 24 for 2002 through 2011. Estimates for the 8th and 10th grade students were
calculated using MTF data as the simple average of the 8th and 10th grade estimates. Estimates
for young adults aged 19 to 24 were calculated using MTF data as the simple average of three
modal age groups: 19 and 20 years, 21 and 22 years, and 23 and 24 years. Published results were
not available from NIDA for significant differences in prevalence estimates between years for
these subgroups, so testing was performed using information that was available.

For the 8th and 10th grade average estimates, tests of differences were performed
between 2011 and the 9 prior years. Estimates for persons in grade 8 and grade 10 were
considered independent, simplifying the calculation of variances for the combined grades.
Across years, the estimates for 2011 involved samples independent of those in 2002 to 2009. For
2010 and 2011, however, the sample of schools overlapped 50 percent, creating a covariance in
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the estimates. Design effects published in Johnston et al. (2012) for adjacent and nonadjacent
year testing were used.

For the 19- to 24-year-old age group, tests of differences were done assuming
independent samples between years an odd number of years apart because two distinct cohorts a
year apart were monitored longitudinally at 2-year intervals. This is appropriate for comparisons
of 2002, 2004, 2006, 2008, and 2010 data with 2011 data. However, this assumption results in
conservative tests for comparisons of 2003, 2005, 2007, and 2009 data with 2011 data because
testing did not take into account covariances associated with repeated observations from the
longitudinal samples. Estimates of covariances were not available.

Complete details on testing between NSDUH and MTF can be found in Section B.2.3 in
Appendix B of the 2010 national findings report (Center for Behavioral Health Statistics and
Quality [CBHSQ], 2011). This discussion also includes variance estimation in the MTF data for
testing between adjacent survey years.

B.3 Other Information on Data Accuracy

The accuracy of survey estimates can be affected by nonresponse, coding errors,
computer processing errors, errors in the sampling frame, reporting errors, and other errors not
due to sampling. These types of "nonsampling errors" and their impact are reduced through data
editing, statistical adjustments for nonresponse, close monitoring and periodic retraining of
interviewers, and improvement in quality control procedures.

Although these types of errors often can be much larger than sampling errors,
measurement of most of these errors is difficult. However, some indication of the effects of some
types of these errors can be obtained through proxy measures, such as response rates, and from
other research studies.

B.3.1 Screening and Interview Response Rate Patterns

In 2011, respondents continued to receive a $30 incentive in an effort to maximize
response rates. The weighted screening response rate (SRR) is defined as the weighted number
of successfully screened households'' divided by the weighted number of eligible households (as
defined in Table B.3), or

SRR D" w,complete,
> w,eligible,,

where W, is the inverse of the unconditional probability of selection for the household and

excludes all adjustments for nonresponse and poststratification defined in Section A.3.3 of
Appendix A. Of the 179,293 eligible households sampled for the 2011 NSDUH, 156,048 were
screened successfully, for a weighted screening response rate of 87.0 percent (Table B.3). At the

' A successfully screened household is one in which all screening questionnaire items were answered by
an adult resident of the household and either zero, one, or two household members were selected for the NSDUH
interview.
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person level, the weighted interview response rate (IRR) is defined as the weighted number of
respondents divided by the weighted number of selected persons (see Table B.4), or

> w,complete;
IRR = )
> wiselected,

where W, is the inverse of the probability of selection for the person and includes household-

level nonresponse and poststratification adjustments (adjustments 1, 2, and 3 in Section A.3.3 of
Appendix A). To be considered a completed interview, a respondent must provide enough data to
pass the usable case rule.'” In the 156,048 screened households, a total of 88,536 sample persons
were selected, and completed interviews were obtained from 70,109 of these sample persons, for
a weighted IRR of 74.4 percent (Table B.4). A total of 13,311 (18.1 percent) sample persons
were classified as refusals or parental refusals, 2,917 (3.4 percent) were not available or never at
home, and 2,199 (4.1 percent) did not participate for various other reasons, such as physical or
mental incompetence or language barrier (see Table B.4, which also shows the distribution of the
selected sample by interview code and age group). Among demographic subgroups, the weighted
IRR was higher among 12 to 17 year olds (85.0 percent), females (76.1 percent), blacks (79.8
percent), persons in the South (76.9 percent), and residents of nonmetropolitan areas (77.0
percent) than among other related groups (Table B.5).

The overall weighted response rate, defined as the product of the weighted screening
response rate and weighted interview response rate or

ORR=SRR IRR

was 64.7 percent in 2011. Nonresponse bias can be expressed as the product of the nonresponse
rate (1— R) and the difference between the characteristic of interest between respondents and

nonrespondents in the population (P. —P, ). By maximizing NSDUH response rates, it is hoped

that the bias due to the difference between the estimates from respondents and nonrespondents is
minimized. Drug use surveys are particularly vulnerable to nonresponse because of the difficult
nature of accessing heavy drug users. However, in a study that matched 1990 census data to 1990
NHSDA nonrespondents, " it was found that populations with low response rates did not always
have high drug use rates. For example, although some populations were found to have low
response rates and high drug use rates (e.g., residents of large metropolitan areas and males),
other populations had low response rates and low drug use rates (e.g., older adults and high-
income populations). Therefore, many of the potential sources of bias tend to cancel each other
in estimates of overall prevalence (Gfroerer, Lessler, & Parsley, 1997a).

B.3.2 Inconsistent Responses and Item Nonresponse

Among survey participants, item response rates were generally very high for most drug
use items. However, respondents could give inconclusive or inconsistent information about

"2 The usable case rule requires that a respondent answer "yes" or "no" to the question on lifetime use of
cigarettes and "yes" or "no" to at least nine additional lifetime use questions.
'3 Prior to 2002, NSDUH was known as the National Household Survey on Drug Abuse (NHSDA).
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whether they ever used a given drug (i.e., "yes" or "no") and, if they had used a drug, when they
last used it; the latter information is needed to identify those lifetime users of a drug who used it
in the past year or past month. In addition, respondents could give inconsistent responses to
items such as when they first used a drug compared with their most recent use of a drug. These
missing or inconsistent responses first are resolved where possible through a logical editing
process. Additionally, missing or inconsistent responses are imputed using statistical
methodology. These imputation procedures in NSDUH are based on responses to multiple
questions, so that the maximum amount of information is used in determining whether a
respondent is classified as a user or nonuser, and if the respondent is classified as a user, whether
the respondent is classified as having used in the past year or the past month. For example,
ambiguous data on the most recent use of cocaine are statistically imputed based on a
respondent's data for use (or most recent use) of tobacco products, alcohol, inhalants, marijuana,
hallucinogens, and nonmedical use of prescription psychotherapeutic drugs. Nevertheless,
editing and imputation of missing responses are potential sources of measurement error. For
more information on editing and statistical imputation, see Sections A.3.1 and A.3.2 of Appendix
A. Details of the editing and imputation procedures for 2011 also will appear in the 2011
NSDUH Methodological Resource Book, which is in process. Until that volume becomes
available, refer to the 2010 NSDUH Methodological Resource Book (RTI International, 2012).

B.3.3 Data Reliability

A reliability study was conducted as part of the 2006 NSDUH to assess the reliability of
responses to the NSDUH questionnaire. An interview/reinterview method was employed in
which 3,136 individuals were interviewed on two occasions during 2006 generally 5 to 15 days
apart; the initial interviews in the reliability study were a subset of the main study interviews.
The reliability of the responses was assessed by comparing the responses of the first interview
with the responses from the reinterview. Responses from the first interview and reinterview that
were analyzed for response consistency were raw data that had been only minimally edited for
ease of analysis and had not been imputed (see Sections A.3.1 and A.3.2 in this report).

This section summarizes the results for the reliability of selected variables related to
substance use and demographic characteristics. Reliability is expressed by estimates of Cohen's
kappa (k) (Cohen, 1960), which can be interpreted according to benchmarks proposed by Landis
and Koch (1977, p. 165): (a) poor agreement for kappas less than 0.00, (b) slight agreement for
kappas of 0.00 to 0.20, (c) fair agreement for kappas of 0.21 to 0.40, (d) moderate agreement for
kappas of 0.41 to 0.60, (e) substantial agreement for kappas of 0.61 to 0.80, and (f) almost
perfect agreement for kappas of 0.81 to 1.00.

The kappa values for the lifetime and past year substance use variables (marijuana use,
alcohol use, and cigarette use) all showed almost perfect response consistency, ranging from 0.82
for past year marijuana use to 0.93 for lifetime marijuana use and past year cigarette use. The
value obtained for the substance dependence or abuse measure in the past year showed
substantial agreement (0.67), while the substance abuse treatment variable showed almost perfect
consistency in both the lifetime (0.89) and past year (0.87). The variables for age at first use of
marijuana and perceived great risk of smoking marijuana once a month showed substantial
agreement (0.74 and 0.68, respectively). The demographic variables showed almost perfect
agreement, ranging from 0.95 for current enrollment in school to 1.00 for gender. For further
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information on the reliability of a wide range of measures contained in NSDUH, see the
complete methodology report (Chromy et al., 2010).

B.3.4 Validity of Self-Reported Substance Use

Most substance use prevalence estimates, including those produced for NSDUH, are
based on self-reports of use. Although studies generally have supported the validity of self-report
data, it is well documented that these data may be biased (underreported or overreported). The
bias varies by several factors, including the mode of administration, the setting, the population
under investigation, and the type of drug (Aquilino, 1994; Brener et al., 2006; Harrison &
Hughes, 1997; Tourangeau & Smith, 1996; Turner, Lessler, & Gfroerer, 1992). NSDUH utilizes
widely accepted methodological practices for increasing the accuracy of self-reports, such as
encouraging privacy through audio computer-assisted self-interviewing (ACASI) and providing
assurances that individual responses will remain confidential. Comparisons using these methods
within NSDUH have shown that they reduce reporting bias (Gfroerer, Eyerman, & Chromy,
2002). Various procedures have been used to validate self-report data, such as biological
specimens (e.g., urine, hair, saliva), proxy reports (e.g., family member, peer), and repeated
measures (e.g., recanting) (Fendrich, Johnson, Sudman, Wislar, & Spiehler, 1999). However,
these procedures often are impractical or too costly for general population epidemiological
studies (SRNT Subcommittee on Biochemical Verification, 2002).

A study cosponsored by the Substance Abuse and Mental Health Services Administration
(SAMHSA) and the National Institute on Drug Abuse (NIDA) examined the validity of NSDUH
self-report data on drug use among persons aged 12 to 25. The study found that it is possible to
collect urine and hair specimens with a relatively high response rate in a general population
survey, and that most youths and young adults reported their recent drug use accurately in self-
reports (Harrison, Martin, Enev, & Harrington, 2007). However, there were some reporting
differences in either direction, with some respondents not reporting use but testing positive, and
some reporting use but testing negative. Technical and statistical problems related to the hair
tests precluded presenting comparisons of self-reports and hair test results, while small sample
sizes for self-reports and positive urine test results for opiates and stimulants precluded drawing
conclusions about the validity of self-reports of these drugs. Further, inexactness in the window
of detection for drugs in biological specimens and biological factors affecting the window of
detection could account for some inconsistency between self-reports and urine test results.

B.3.5 Revised Estimates for 2006 to 2010

During regular data collection and processing checks for the 2011 NSDUH, data errors
were identified. These errors resulted from fraudulent cases submitted by field interviewers and
affected the data for Pennsylvania (2006 to 2010) and Maryland (2008 and 2009). Although all
fraudulent interview cases were removed from the data files, the affected screening cases were
not removed because they were part of the assigned sample. Instead, these screening cases were
assigned a final screening code of 39 ("Fraudulent Case") and treated as incomplete with
unknown eligibility. The screening eligibility status for these cases then was imputed. Those
cases that were imputed to be eligible were treated as unit nonrespondents for weighting
purposes; however, these cases were not treated differently from other unit nonrespondents in the
weighting process (see Section A.3.3 in Appendix A). In Table B.3, cases that were imputed to
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be eligible are classified with a final code of 39 ("Fraudulent Case"). The cases that were
imputed to be ineligible did not contribute to the weights and are reported as "Other, Ineligible"
in Table B.3. Because all of these cases were treated either as ineligible or as unit
nonrespondents at the screening level, they were excluded from the interview data in Table B.4.
However, some estimates for 2006 to 2010 in the 2011 national findings report and the 2011
detailed tables, as well as other new reports, may differ from corresponding estimates found in
some previous reports or tables.

These errors had minimal impact on the national estimates and no effect on direct
estimates for the other 48 States and the District of Columbia. In reports where model-based
small area estimation techniques are used, estimates for all States may be affected, even though
the errors were concentrated in only two States. In reports that do not use model-based estimates,
the only estimates appreciably affected are estimates for Pennsylvania, Maryland, the mid-
Atlantic division, and the Northeast region.

The 2011 national findings report and detailed tables do not include State-level or model-
based estimates. However, they do include estimates for the mid-Atlantic division and the
Northeast region. Single-year estimates based on 2006 to 2010 data and pooled 2008 and 2009
data may differ from previously published estimates. Tables and estimates based only on 2011
data are unaffected by these data errors.

Caution is advised when comparing data from older reports with data from more recent
reports that are based on corrected data files. As discussed above, comparisons of estimates for
Pennsylvania, Maryland, the mid-Atlantic division, and the Northeast region are of most
concern, while comparisons of national data or data for other States and regions are essentially
still valid. CBHSQ within SAMHSA is producing a selected set of corrected versions of reports
and tables. In particular, CBHSQ has released a set of modified detailed tables that include
revised 2006 to 2010 estimates for the mid-Atlantic division and the Northeast region for certain
key measures. CBHSQ does not recommend making comparisons between unrevised 2006 to
2010 estimates and estimates based on 2011 data for the geographic areas of greatest concern.

B.4 Measurement Issues
B.4.1 Incidence

In epidemiological studies, incidence is defined as the number of new cases of a disease
occurring within a specific period of time. Similarly, in substance use studies, incidence refers to
the first use of a particular substance.

In the 2004 NSDUH national findings report (Office of Applied Studies [OAS], 2005), a
new measure related to incidence was introduced and since then has become the primary focus of
Chapter 5 in this national findings report series. The incidence measure is termed as "past year
initiation" and refers to respondents whose date of first use of a substance was within the 12
months prior to their interview date. This measure is determined by self-reported past year use,
age at first use, year and month of recent new use, and the interview date.
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Since 1999, the survey questionnaire has allowed for collection of year and month of first
use for recent initiates (i.e., persons who used a particular substance for the first time in a given
survey year). Month, day, and year of birth also are obtained directly or are imputed for item
nonrespondents as part of the data postprocessing. Additionally, the computer-assisted
interviewing (CAI) instrument records and provides the date of the interview. By imputing a day
of first use within the year and month of first use, a specific date of first use, ty, 4;, can be used

for estimation purposes.

Past year initiation among persons using a substance in the past year can be viewed as an
indicator variable defined as follows:

1 if (DOI,MOIYOI, ~t,, ;) <365

0 otherwise

I 2

(Past Year Initiate)(l) = {

where DOI;, MOI,, and YOI, denote the day, month, and year of the interview, respectively, and

tq.q. denotes the date of first use.

The calculation of this estimate does not take into account whether a respondent initiated
substance use while a resident of the United States. This method of calculation has little effect on
past year estimates and allows for direct comparability with other standard measures of
substance use because the populations of interest for the measures will be the same (i.e., both
measures examine all possible respondents and are not restricted to those initiating substance use
only in the United States).

One important note for incidence estimates is the relationship between main categories
and subcategories of substances (e.g., illicit drugs would be a main category, and inhalants and
marijuana would be subcategories in relation to illicit drugs). For most measures of substance
use, any member of a subcategory is by necessity a member of the main category (e.g., ifa
respondent is a past month user of a particular drug, then he or she is also a past month user of
illicit drugs in general). However, this is not the case with regard to incidence statistics. Because
an individual can only be an initiate of a particular substance category (main or sub) a single
time, a respondent with lifetime use of multiple substances may not, by necessity, be included as
a past year initiate of a main category, even if he or she were a past year initiate for a particular
subcategory because his or her first initiation of other substances within the main category could
have occurred earlier.

In addition to estimates of the number of persons initiating use of a substance in the past
year, estimates of the mean age of past year initiates of these substances are computed. Unless
specified otherwise, estimates of the mean age at initiation in the past 12 months have been
restricted to persons aged 12 to 49 so that the mean age estimates reported are not influenced by
those few respondents who were past year initiates and were aged 50 or older. As a measure of
central tendency, means are influenced heavily by the presence of extreme values in the data, and
this constraint should increase the utility of these results to health researchers and analysts by
providing a better picture of the substance use initiation behaviors among the civilian,
noninstitutionalized population in the United States. This constraint was applied only to
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estimates of mean age at first use and does not affect estimates of the numbers of new users or
the incidence rates.

Although past year initiates aged 26 to 49 are assumed not to be as likely as past year
initiates aged 50 or older to influence mean ages at first use, caution still is advised in
interpreting trends in these means. For example, the estimate of 49,000 persons aged 26 to 49
who were past year initiates of marijuana in 2009 was significantly different from the estimate of
138,000 past year initiates in this age group in 2011 (Table B.6). However, the estimate of
210,000 past year marijuana initiates aged 26 to 49 in 2010 was not significantly different from
the number in 2011. In addition, the mean age at first use of marijuana among past year
marijuana initiates aged 26 to 49 was higher in 2010 than in 2011, but the mean ages at first use
among past year initiates in this age group were similar between 2011 and other years (Table
B.7).

Because NSDUH is a survey of persons aged 12 years old or older at the time of the
interview, younger individuals in the sample dwelling units are not eligible for selection into the
NSDUH sample. Some of these younger persons may have initiated substance use during the
past year. As a result, past year initiate estimates suffer from undercoverage if a reader assumes
that these estimates reflect all initial users instead of only for those above the age of 11. For
earlier years, data can be obtained retrospectively based on the age at and date of first use. As an
example, persons who were 12 years old on the date of their interview in the 2011 survey may
report having initiated use of cigarettes between 1 and 2 years ago; these persons would have
been past year initiates reported in the 2010 survey had persons who were 11 years old on the
date of the 2010 interview been allowed to participate in the survey. Similarly, estimates of past
year use by younger persons (age 10 or younger) can be derived from the current survey, but
they apply to initiation in prior years and not the survey year.

To get an impression of the potential undercoverage in the current year, reports of
substance use initiation reported by persons aged 12 or older were estimated for the years in
which these persons would have been 1 to 11 years younger. These estimates do not necessarily
reflect behavior by persons 1 to 11 years younger in the current survey. Instead, the data for the
11 year olds reflect initiation in the year prior to the current survey, the data for the 10 year olds
reflect behavior between the 12th and 23rd months prior to this year's survey, and so on. A very
rough way to adjust for the difference in the years that the estimate pertains to without
considering changes in the population is to apply an adjustment factor to each age-based estimate
of past year initiates. This adjustment factor can be based on a ratio of lifetime users aged 12 to
17 in the current survey year to the same estimate for the prior applicable survey year. To
illustrate the calculation, consider past year use of alcohol. In the 2011 survey, 75,681 persons 12
years old were estimated to have initiated use of alcohol between 1 and 2 years earlier. These
persons would have been past year initiates in the 2010 survey conducted on the same dates had
the 2010 survey covered younger persons. The estimated number of lifetime users currently aged
12 to 17 was 8,610,370 for 2011 and 8,621,883 for 2010, indicating fewer overall initiates of
alcohol use among persons aged 17 or younger in 2011. Thus, an adjusted estimate of initiation
of alcohol use by persons who were 11 years old in 2011 is given by
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(Estimated Lifetime Users Aged 12t017),,,,

(Estimated Past Year Initiates Aged 11),,,, X —— — .
(Estimated Lifetime Users Aged 12t017),,,,

This yielded an adjusted estimate of 75,580 persons 11 years old on a 2011 survey date and
initiating use of alcohol in the past year:

8,610,370

75,681 x =
8,621,883

75,580

A similar procedure was used to adjust the estimated number of past year initiates among
persons who would have been 10 years old on the date of the interview in 2009 and for younger
persons in earlier years. The overall adjusted estimate for past year initiates of alcohol use by
persons 11 years of age or younger on the date of the interview was 163,428, or about 3.5
percent of the estimate based on past year initiation by persons 12 or older only (163,428 +
4,699,084 = 0.0348). Based on similar analyses, the estimated undercoverage of past year
initiates was 3.1 percent for cigarettes, 0.7 percent for marijuana, and 17.0 percent for inhalants.

The undercoverage of past year initiates aged 11 or younger also affects the mean age at
first use estimate. An adjusted estimate of the mean age at first use was calculated using a
weighted estimate of the mean age at first use based on the current survey and the numbers of
persons aged 11 or younger in the past year obtained in the aforementioned analysis for
estimating undercoverage of past year initiates. Analysis results showed that the mean age at first
use was changed from 17.1 to 16.8 for alcohol, from 17.2 to 16.9 for cigarettes, from 17.5 to 17.4
for marijuana, and from 16.4 to 15.1 for inhalants. The decreases reported above are comparable
with results generated in prior survey years.

B.4.2 Illlicit Drug and Alcohol Dependence and Abuse

The 2011 NSDUH CAI instrumentation included questions that were designed to
measure alcohol and illicit drug dependence and abuse. For these substances, " dependence and
abuse questions were based on the criteria in the Diagnostic and Statistical Manual of Mental
Disorders, 4th edition (DSM-IV) (American Psychiatric Association [APA], 1994). Specifically,
for marijuana, hallucinogens, inhalants, and tranquilizers, a respondent was defined as having
dependence if he or she met three or more of the following six dependence criteria:

1. Spent a great deal of time over a period of a month getting, using, or getting over the effects
of the substance.

2. Used the substance more often than intended or was unable to keep set limits on the
substance use.

3. Needed to use the substance more than before to get desired effects or noticed that the same
amount of substance use had less effect than before.

4 Substances include alcohol, marijuana, cocaine, heroin, hallucinogens, inhalants, pain relievers,
tranquilizers, stimulants, and sedatives.
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4. Inability to cut down or stop using the substance every time tried or wanted to.

5. Continued to use the substance even though it was causing problems with emotions, nerves,
mental health, or physical problems.

6. The substance use reduced or eliminated involvement or participation in important activities.

For alcohol, cocaine, heroin, pain relievers, sedatives, and stimulants, a seventh
withdrawal criterion was added. A respondent was defined as having dependence if he or she met
three or more of seven dependence criteria. The seventh withdrawal criterion is defined by a
respondent reporting having experienced a certain number of withdrawal symptoms that vary by
substance (e.g., having trouble sleeping, cramps, hands tremble).

For each illicit drug and alcohol, a respondent was defined as having abused that
substance if he or she met one or more of the following four abuse criteria and was determined
not to be dependent on the respective substance in the past year:

1. Serious problems at home, work, or school caused by the substance, such as neglecting your
children, missing work or school, doing a poor job at work or school, or losing a job or
dropping out of school.

2. Used the substance regularly and then did something that might have put you in physical
danger.

3. Use of the substance caused you to do things that repeatedly got you in trouble with the law.

4. Had problems with family or friends that were probably caused by using the substance and
continued to use the substance even though you thought the substance use caused these
problems.

Criteria used to determine whether a respondent was asked the dependence and abuse
questions during the interview included responses from the core substance use questions and the
frequency of substance use questions, as well as the noncore substance use questions. Missing or
incomplete responses in the core substance use and frequency of substance use questions were
imputed. However, the imputation process did not take into account reported data in the noncore
(i.e., substance dependence and abuse) CAI modules. Very infrequently, this may result in
responses to the dependence and abuse questions that were inconsistent with the imputed
substance use or frequency of substance use.

For alcohol and marijuana, respondents were asked the dependence and abuse questions
if they reported substance use on more than 5 days in the past year, or if they reported any
substance use in the past year but did not report their frequency of past year use. Therefore,
inconsistencies could have occurred where the imputed frequency of use response indicated less
frequent use than required for respondents to be asked the dependence and abuse questions
originally. For alcohol, for example, about 42,000 respondents were past year alcohol users in
2011. Of these, fewer than 100 respondents (about 0.2 percent) were asked the alcohol
dependence and abuse questions, but their final imputed frequency of use indicated that they
used alcohol on 5 or fewer days in the past year.
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For cocaine, heroin, and stimulants, respondents were asked the dependence and abuse
questions if they reported past year use in a core drug module or past year use in the noncore
special drugs module. Thus, the CAI logic allowed some respondents to be asked the dependence
and abuse questions for these drugs even if they did not report past year use in the corresponding
core module. For cocaine, for example, more than 1,500 respondents in 2011 were asked the
questions about cocaine dependence and abuse because they reported past year use of cocaine or
crack in the core section of the interview. Fewer than 10 additional respondents were asked these
questions because they reported past year use of cocaine with a needle in the special drugs
module despite not having previously reported past year use of cocaine or crack.

In 2005, two new questions were added to the noncore special drugs module about past
year methamphetamine use: "Have you ever, even once, used methamphetamine?" and "Have
you ever, even once, used a needle to inject methamphetamine?" In 2006, an additional follow-
up question was added to the noncore special drugs module confirming prior responses about
methamphetamine use: "Earlier, the computer recorded that you have never used
methamphetamine. Which answer is correct?" The responses to these new questions were used in
the skip logic for the stimulant dependence and abuse questions. Based on the decisions made
during the methamphetamine analysis,'” respondents who indicated past year methamphetamine
use solely from these new special drug use questions (i.e., did not indicate methamphetamine use
from the core drug module or other questions in the special drugs module) were categorized as
NOT having past year stimulant dependence or abuse regardless of how they answered the
dependence and abuse questions. Furthermore, if these same respondents were categorized as not
having past year dependence or abuse of any other substance (e.g., pain relievers, tranquilizers,
or sedatives for the psychotherapeutic drug grouping), then they were categorized as NOT
having past year dependence or abuse of psychotherapeutics, illicit drugs, illicit drugs or alcohol,
and illicit drugs and alcohol.

In 2008, questionnaire logic for determining hallucinogen, stimulant, and sedative
dependence or abuse was modified. The revised skip logic used information collected in the
noncore special drugs module in addition to that collected in questions from the core drug
modules. Respondents were asked about hallucinogen dependence and abuse if they additionally
reported in the special drugs module using Ketamine, DMT, AMT, Foxy, or Salvia divinorum;
stimulant dependence and abuse if they reported additionally using Adderall®; and sedative
dependence and abuse if they reported additionally using Ambien”. Complying with the previous
decision to exclude respondents whose methamphetamine use was based solely on responses in a
noncore module from being classified as having stimulant dependence or abuse, respondents
who indicated past year hallucinogen, stimulant, or sedative use based solely on these special
drug questions were categorized as NOT having past year dependence or abuse of the relevant
substance regardless of how they answered the dependence and abuse questions.

Respondents might have provided ambiguous information about past year use of any
individual substance, in which case these respondents were not asked the dependence and abuse
questions for that substance. Subsequently, these respondents could have been imputed to be past
year users of the respective substance. In this situation, the dependence and abuse data were

1 See Section B.4.8 in the Results from the 2008 National Survey on Drug Use and Health: National
Findings (OAS, 2009) for the methamphetamine analysis decisions.
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unknown; thus, these respondents were classified as not having dependence or abuse of the
respective substance. However, such a respondent never actually was asked the dependence and
abuse questions.

B.4.3 Impact of Decennial Census Effects on NSDUH Substance Use Estimates

As discussed in Section A.3.3 in Appendix A, the person-level weights in NSDUH were
calibrated to population estimates (or control totals) obtained from the U.S. Census Bureau. For
the weights in 2002 through 2010, annually updated control totals based on the 2000 census were
used. Beginning with the 2011 weights, however, the control totals from the Census Bureau were
based on the 2010 census. As a result, there was a possibility that the change from the 2000 to
the 2010 census as the basis for updating NSDUH control totals could result in demographic and
geographic shifts in the U.S. population that were not accounted for in population estimates that
were made during the period between the censuses (i.e., in the annually updated 2000 census-
based control totals provided by the Census Bureau for the years 2002 to 2010). This is because
for the years between each decennial census, the Census Bureau produces annual national-level
postcensal population estimates, based on the most recent census data, applying adjustments to
account for births to U.S.-resident women, deaths of U.S. residents, and net international
migration.'® With this estimation method, the postcensal estimates made for the years
immediately following a census are likely to be the most accurate (e.g., 2002 postcensal
estimates are expected to be more accurate than 2009 postcensal estimates). Therefore, the
population control totals for 2010 based on the 2010 census, provided specifically for this study
by the Census Bureau to SAMHSA, would presumably represent the characteristics of the
population more accurately than the projections for 2010 that were based on the 2000 census. For
NSDUH estimation purposes, the first set of control totals that incorporated data from the 2010
census for the regular NSDUH weighting processes was the 2011 control totals.

Table B.8 shows the estimated numbers of persons for the civilian, noninstitutionalized
population aged 12 or older in 2010 based on both the 2000 census and the 2010 census. Overall,
the estimated numbers for the 2010 population based on the 2000 census were similar to the
2010 census-based population characteristics, with a difference of less than 1 percent (0.7
percent). Larger differences were observed in several domains for race (e.g., American Indians
or Alaska Natives, Native Hawaiians or Other Pacific Islanders, and persons reporting two or
more races).'’

Methods for Assessing Census Effects on Substance Use Estimates. For the 9-month
period from April through December 2010, the Census Bureau produced control totals based on
both the 2000 and 2010 censuses. To assess the decennial census effect on NSDUH estimates of
substance use, the person-level poststratification adjustment also was done for the 2010 NSDUH
respondents using the 2010 census-based control totals, leading to the creation of a second set of
analysis weights for 2010. In order for analysis weights to be produced that reflect the entire
year, the population estimates for the first quarter of 2010 were projected, and the annualized
numbers were used in the poststratification adjustment. Therefore, there now were two sets of

' For details on how the Census Bureau creates the postcensal estimates, see
http://www.census.gov/popest/methodology/201 1-nat-st-co-meth.pdf.

"7 Unlike racial/ethnic groups discussed elsewhere in this report, race domains in this section include
Hispanics in addition to persons who were not Hispanic.
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weights for 2010: one based on the 2000 census and one based on the 2010 census. This
evaluation was based on the premise that any difference between estimates based on these two
weights could solely be attributed to the "census effect" because the underlying data were the
same.

Estimates from 44 selected substance use tables that included estimated numbers,
percentages, and mean ages at initiation were used to examine the effects on estimates in 2010
when weights were based on the 2010 census control totals compared with when weights were
based on the 2000 census control totals. These tables are available at
http://www.samhsa.gov/data/NSDUH/NSDUHCensusEffects/Index.aspx. '

In these tables, estimates for 2011 used weights that were poststratified to 2011 control
totals based on the 2010 census. The following terms also were defined in the tables for
estimates in 2010:

e 2010 (Old): estimates for 2010 with weights poststratified to 2010 control totals based on the
2000 census; and

» 2010 (New): estimates for 2010 with weights poststratified to 2010 control totals based on the
2010 census.

The estimates referred to as "2010 (Old)" represent the official NSDUH estimates for 2010."

To assess the census effect, significance testing was conducted between 2011 and 2010
(Old) and between 2011 and 2010 (New). This evaluation examined whether differences
between estimates for 2011 and those in 2010 would be significant (or not significant) depending
on whether the estimates for 2010 were based on the control totals from the 2000 census or the
2010 census. Ideally, the change in control totals would not affect whether differences between
2010 and 2011 were statistically significant.

Results. Comparisons of the results of the significance tests between estimates for 2011
and corresponding estimates for 2010 that were based on population control totals from the 2010
census agreed over 94 percent of the time with results of comparisons between the 2011
estimates and those for 2010 that were based on population control totals from the 2000 census.
In general, use of 2010 census control totals for the 2010 estimates had more of an impact on the
estimated numbers of substance users than on the percentages. Estimates of the numbers of
substance users were notably affected for American Indians or Alaska Natives and persons
reporting two or more races. This impact of the 2010 census-based control totals on these
subgroups is consistent with the data from Table B.8 indicating that these were the subgroups
that saw the largest shifts in population totals. Hence, some caution is needed for interpreting
differences between 2011 and NSDUH estimates for 2010 that are presented in this report and in

'8 Additional tables for perceived risk associated with substance use, need for and receipt of treatment, and
driving under the influence of alcohol or other drugs also are available at
http://www.samhsa.gov/data/NSDUH/NSDUH CensusEffects/Index.aspx, but they are not discussed in this section.
' Some 2010 (Old) estimates may differ from previously published estimates due to updates (see
Section B.3).
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the 2011 detailed tables, especially for estimated numbers of users, including those in the two
racial/ethnic groups mentioned previously.

Table B.9 summarizes the results of 1,002 tests of statistical significance at the .05 level
of significance across the 44 tables of estimates mentioned previously. Table B.9 does not
include the results of 26 tests in which some estimates were suppressed because of low precision
(see Section B.2.2). As noted previously, most of the differences between estimates for 2011 and
2010 (Old) and between estimates for 2011 and 2010 (New) were in agreement (947 tests or 94.5
percent of all tests); that is, statistical tests of the difference between 2011 and 2010 (Old) and
tests of the difference between 2011 and 2010 (New) both were significant, or both were not
significant at .05 level. There were no situations identified in which results of comparisons of
mean ages at first use between 2011 and 2010 disagreed according to whether 2010 (Old) or
2010 (New) estimates were used among the 66 tests for this measure.

For 49 tests (4.9 percent), the difference between 2011 and 2010 (Old) was significant,
but the difference between 2011 and 2010 (New) was not. Among these 49 tests, the majority
(i.e., 30) involved situations in which the estimated number of users was significantly different
between 2011 and the 2010 (OId) estimates, but the difference for 2011 versus 2010 (New) was
not significant. For the remaining 19 situations, the disagreement involved estimated percentages
who were users.

Of the 30 tests in which the estimated number of users was significantly different
between 2011 and the 2010 (Old) estimates but the difference for 2011 versus 2010 (New) was
not, 19 (or over half) were from the race/ethnicity domain. In particular, seven of these were for
the estimated numbers of users among persons reporting two or more races.”” For example, there
was a statistically significant 35 percent increase in the estimated number of past month illicit
drug users reporting two or more races when the estimate for 2011 was compared with 2010
(Old). When this estimate for 2011 was compared with the corresponding estimate for 2010
(New), however, the number changed by less than 7 percent, and the difference was not
statistically significant. This effect was observed for the estimated numbers of past month illicit
drug users, but not for the percentages of past month drug users reporting two or more races;
differences in the percentages were not significant between 2011 and 2010 (Old) or between
2011 and 2010 (New). Similar results were observed for past month use of cigarettes and alcohol
for this subgroup. In addition, the estimated number of past month alcohol users who were
American Indians or Alaska Natives increased by 45 percent from 2010 to 2011 based on the
2010 (Old) estimate, but did not differ significantly between 2010 and 2011 based on the 2010
(New) estimate; differences in the percentages were not significant between 2011 and 2010 (Old)
or between 2011 and 2010 (New).

Among the 19 tests in which the percentages differed between 2011 and 2010 (Old) but
the percentages between 2011 and 2010 (New) were not significantly different, 7 tests also came
from the race/ethnicity domain. The domains primarily affected by the change in population data
from the 2000 to the 2010 censuses appear to be persons reporting two or more races and persons
who were American Indians or Alaska Natives.

% See Tables 1.5A, 1.7A, 1.8A, and 1.11A at
http://www.samhsa.gov/data/NSDUH/NSDUHCensusEffects/Index.aspx.
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For six tests (all involving estimated numbers of users), the difference between 2011 and
2010 (Old) was not significant, but the difference would have been significant if the 2010 (New)
estimate had been reported for 2010. Of these six tests, five involved age groups, including four
that affected the numbers of youths aged 12 to 17 who were estimated to be lifetime users of
cigarettes or inhalants, nonmedical users of pain relievers, or users of illicit drugs other than
marijuana.”’ There were no tests involving percentages where the difference between 2011 and
2010 (Old) was not significant, but the difference would have been significant if the 2010 (New)
estimate had been reported for 2010.

Table B.10 shows comparisons of tests of significance in the differences between 2011
and 2010 (New) and between 2011 and 2010 (Old). These comparisons take into account the
direction of the difference between 2011 and 2010: (a) the 2011 estimate decreased from the
2010 estimate; (b) there was no difference between 2011 and 2010; and (c) the 2011 estimate
increased from the 2010 estimate. The majority of the off-diagonal elements (i.e., where there
was disagreement between the two differences) occurred in situations where there was a decrease
in prevalence from 2010 to 2011 based on the 2010 (Old) estimate, but there was no difference
between 2010 and 2011 based on 2010 (New) estimate (32 tests). There were 17 tests where
there was a reported increase between 2010 and 2011 based on the 2010 (OId) estimate, but the
difference would not have been significant if the weights for the 2010 estimate had been based
on control totals from the 2010 census.

For the 2010 estimates, about 70 percent of the 2010 (New) estimates were lower than the
2010 (Old) estimates in the 44 tables that were examined. As shown in Table B.8, more persons
in 2010 were estimated to be aged 12 to 17, female, and Hispanic, and fewer persons were
estimated to be white based on the 2010 census control totals than on the 2000 census
projections. As noted elsewhere in this report, substance use prevalence rates in 2011 were lower
among youths aged 12 to 17 than among young adults aged 18 to 25 and were lower among
females than males. In addition, whites in 2011 were more likely than persons in other
racial/ethnic groups to be current alcohol users. Among youths and young adults in 2011, current
cigarette smoking was more prevalent among whites than blacks. Consequently, population
shifts between 2000 and 2010 that led to an increase in the population for demographic groups
that are less likely to be substance users could affect substance use estimates according to the
census on which the population control totals for analysis weights were based.

Conclusions. Due to changes in population sizes with the 2011 data based on the 2010
census control totals, especially for particular subgroups (e.g., persons reporting two or more
races), caution is advised when comparing differences in estimated numbers between 2011 and
prior years. Although the impact of the population changes is smaller for estimated percentages
than for numbers of persons, some caution also is advised when comparing percentages between
2011 and prior years. There were only 19 instances where the difference between 2011 and 2010
(Old) percentages was significant but the difference between 2011 and 2010 (New) was not
significantly different. However, the general result is that the 2010 (New) percentages for most
estimates are lower than the 2010 (OId) estimates. The implication is that the 2011 estimates
(percentages) may have been higher if weights based on the 2000 census had been used. As a
result, downward trends involving 2011 data may be slightly overstated, and upward trends may

2l See Tables 1.2A and 1.7A at http://www.samhsa.gov/data/NSDUH/NSDUH CensusEffects/Index.aspx.
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be slightly understated. Therefore, if affected 2011 data show an upward trend, then in most
cases, confidence can be placed in that trend. If the 2011 data show a decreasing trend, then less
confidence can be placed in it. There are a few exceptions (e.g., for 12 to 17 year olds) that are
discussed below.

However, as discussed earlier, the postcensal population estimates that define the control
totals are not without error, and the effect on NSDUH estimates and trends due to the change
from 2000-based to 2010-based control totals would be greatest for 2010 NSDUH estimates and
for estimates for years closest to 2010. Conversely, the effect would be expected to be lowest for
NSDUH estimates in years farthest from 2010 (e.g., 2002). As stated previously, less confidence
might be placed in downward trends in some rates following the change to 2010 census-based
control totals in 2011 because the new control totals tended to reduce those rates. Conversely,
less confidence should also be placed on results showing increases in the numbers of substance
users because the new control totals generally reflect a population increase. Nevertheless, given
that the census effect would be greatest for 2010 estimates, findings of similar differences
between 2011 and 2010 (regardless of whether 2010 estimates were based on 2000 or 2010
census control totals) can provide another indicator of the basic validity of the trend data.

Estimates for 12 to 17 and 12 to 20 Year Olds

For youths aged 12 to 17, the estimated numbers of lifetime and past month illicit drug,
alcohol, and cigarette users showed results counter to those for the overall population aged 12 or
older. Altogether, there were four comparisons for youths** where the 2010 (New) and 2011
estimates were significantly different, but the 2010 (Old) and 2011 estimates were not. In
addition, for all lifetime and most past month numbers of users, the 2010 (New) estimate was
larger than the 2010 (OId) estimate. This would suggest that some trends in the estimated
numbers of illicit drug, cigarette, and alcohol users for 12 to 17 year olds between previous years
and 2011 may overstate increases and understate decreases. Therefore, if the estimated numbers
of illicit drug, cigarette, and alcohol users in 2011 showed a downward trend, then confidence
can be placed in these trends in most instances. However, if the numbers of illicit drug, cigarette,
and alcohol users in 2011 showed an increasing trend, then less confidence can be placed in the
trend. Rates of lifetime and past month use of illicit drugs and cigarettes for 12 to 17 year olds
appeared to be unaffected by the use of 2010 census-based control totals. >

However, for overall and subgroup estimates of underage drinking among persons aged
12 to 20 (i.e., past month alcohol use, binge alcohol use, and heavy alcohol use) the 2010 (New)
estimates tended to be lower than the 2010 (Old) estimates.** In some situations, this resulted in
the 2010 (Old) and 2011 estimates being significantly different, but the 2010 (New) and 2011
estimates were not. Therefore, the use of 2010 census-based control totals in 2011 may overstate
some decreases in underage drinking between previous years and 2011.

22 See Tables 1.2A and 1.7A at http://www.samhsa.gov/data/NSDUH/NSDUH CensusEffects/Index.aspx.

2 See Tables 1.2B and 1.7B at http://www.samhsa.gov/data/NSDUH/NSDUHCensusEffects/Index.aspx.

** See Tables 1.11B, 1.12B, and 1.13B at
http://www.samhsa.gov/data/NSDUH/NSDUHCensusEffects/Index.aspx.
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Estimates for 18 to 25 Year Olds

Overall rates of use of illicit drugs, cigarettes, and alcohol for young adults aged 18 to 25
appeared to be affected by the changes in weights.”> Most 2010 (New) estimates for the rates of
use of different types of drugs, cigarettes, or alcohol were slightly lower than (but still
significantly different from) the 2010 (Old) estimates. Again, this would imply that caution
should be applied when interpreting some differences in illicit drug, alcohol, and cigarette use
estimates between 2011 and previous years because of the risk of overstating decreases and
understating increases in 2011. Despite these caveats, the comparisons just between 2010 and
2011 appear to be valid for estimates of past month use among young adults because there were
no situations where the use the 2010 (Old) and 2010 (New) data affected whether the difference
between the 2010 and 2011 estimates was statistically significant.

Estimates for Persons Aged 26 or Older

Similar to the data for 18 to 25 year olds, the overall rates of illicit drug, cigarette, and
alcohol use for persons aged 26 or older appeared to be affected by the use of 2010 census-based
control totals.*® Because the 2010 (New) estimates were likely to be lower than the 2010 (Old)
estimates, the concern remains of overstating decreases and understating increases between 2011
and previous years. Despite these caveats, the comparisons of past month use just between 2010
and 2011 appeared to be valid for percentages among adults aged 26 or older because there were
no situations in which using the 2010 (Old) or 2010 (New) estimates affected whether the
difference between 2010 and 2011 was statistically significant.

Alcohol Use Estimates for Persons Aged 21 or Older

The overall rates of past month alcohol use, binge alcohol use, and heavy alcohol use
among persons aged 21 or older were lower for the 2010 (New) estimates than for the 2010 (Old)
estimates.”” Subgroup differences based on gender and race/ethnicity were inconsistent, with
some (but not all) showing significant differences between 2010 (Old) and 2010 (New)
estimates. Therefore, comparisons of alcohol use by adults of legal drinking age by gender and
race/ethnicity over time also should be made cautiously. Despite these caveats, the comparisons
just between 2010 and 2011 appeared to be valid for estimated percentages of past month alcohol
use, binge alcohol use, and heavy alcohol use among persons aged 21 or older because there was
only one situation in which use of the 2010 (OId) or 2010 (New) data affected whether the
difference between the 2010 and 2011 estimates was statistically significant.

Initiation Data

Of the 66 comparisons for the numbers of past year initiates that compared 2010 (Old) or
2010 (New) estimates with 2011 estimates overall and by drug and gender, only one comparison

% See Tables 1.3B, 1.7B, and 1.8B at
http://www.samhsa.gov/data/NSDUH/NSDUHCensusEffects/Index.aspx.

26 See Tables 1.4B, 1.7B, and 1.8B at
http://www.samhsa.gov/data/NSDUH/NSDUHCensusEffects/Index.aspx.

" See Tables 1.14B, 1.15B, and 1.16B at
http://www.samhsa.gov/data/NSDUH/NSDUHCensusEffects/Index.aspx.
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was affected by whether the 2010 (Old) or 2010 (New) estimate was used.”® This suggests that
comparisons of initiation data by drug and gender are essentially valid between 2010 and 2011.
There were statistically significant differences between the 2010 (Old) and 2010 (New)
estimates, but these differences were not in any consistent direction. This suggests that for
interpretation of initiation trends—especially for 2010 and years closest to 2010—the potential
census effect for each drug should be considered separately.

Of the 66 comparisons that compared 2010 (OId) or 2010 (New) estimates of the mean
age at first use with 2011 estimates overall and by drug and gender, none of the comparisons
were affected by whether the 2010 (O1d) or 2010 (New) estimate was used.”” This suggests that
comparisons of mean age at initiation data by drug and gender are valid between 2010 and 2011.
However, 2010 (Old) mean age at initiation estimates were consistently lower than
corresponding 2010 (New) estimates. This suggests that some trend data showing decreases in
2011 may be overstating the decrease in mean initiation age and may be underestimating any
increases in mean age at initiation for most drugs.

Subgroup Data

As mentioned earlier in this report, this evaluation also examined the potential for census
effects on different subgroups, such as by gender, race/ethnicity, geographic divisions, and
county type. As discussed earlier, 7 of the 19 estimates where the percentages differed between
2011 and 2010 (Old) but were not significantly different between 2011 and 2010 (New) were for
race/ethnicity. However, there was no single dominant subgroup within these 7 results. Also,
even though the race/ethnicity comparisons comprised the largest portion of the 19 that differed
according to whether 2011 estimates were compared with 2010 (Old) or 2010 (New), these 7
race/ethnicity comparisons comprised only a very small proportion (5.8 percent) of the total of
121 race/ethnicity comparisons that were performed.

The evaluation presented in this report focused specifically on measures of substance use
that are used in the 2011 national findings report and detailed tables. A separate analysis is being
conducted to evaluate the impact of the weighting changes on mental health estimates in the
2011 mental health national findings report and associated detailed tables. Details on that
evaluation will be available in Appendix B of the 2011 mental health findings report.

In addition to the standard 2010 analysis weights developed for the 2010 public use file,
special weights that were poststratified to 2010 control totals will be available on the 2010
NSDUH public use file in late 2012.

% See Tables 1.17A, 1.18A, and 1.19A at
http://www.samhsa.gov/data/NSDUH/NSDUHCensusEffects/Index.aspx.

¥ See Tables 1.20A, 1.21A, and 1.22A at
http://www.samhsa.gov/data/NSDUH/NSDUHCensusEffects/Index.aspx.
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Table B.1 Demographic and Geographic Domains Forced to Match Their Respective U.S.
Census Bureau Population Estimates through the Weight Calibration Process,
2011

Main Effects Two-Way Interactions

Age Group
12-17
18-25
26-34
35-49
50-64
65 or Older
All Combinations of Groups Listed Above'
Age Group x Gender
Gender (e.g., Males Aged 12 to 17)
Male
Female
Age Group x Hispanic Origin
Hispanic Origin (e.g., Hispanics or Latinos Aged 18 to 25)
Hispanic or Latino
Not Hispanic or Latino
Age Group x Race
Race’ (e.g., Whites Aged 26 or Older)
White
Black or African American
Age Group x Geographic Region

Geographic Region (e.g., Persons Aged 12 to 25 in the Northeast)

Northeast

Midwest

South Age Group x Geographic Division

West (e.g., Persons Aged 65 or Older in New England)
Geographic Division

New England Gender x Hispanic Origin

Middle Atlantic (e.g., Not Hispanic or Latino Males)

East North Central
West North Central

South Atlantic Hispanic Origin x Race

East South Central (e.g., Not Hispanic or Latino Whites)
West South Central

Mountain

Pacific

'Combinations of the age groups (including but not limited to 12 or older, 18 or older, 26 or older, 35 or older, and
50 or older) also were forced to match their respective U.S. Census Bureau population estimates through the weight
calibration process.

*Unlike racial/ethnic groups discussed elsewhere in this report, race domains in this table include Hispanics in
addition to persons who were not Hispanic.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health,
2011.
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Table B.2 Summary of 2011 NSDUH Suppression Rules

Estimate

Suppress if:

Prevalence Rate, p),

with Nominal Sample
Size, n, and Design

Effect, deff
[deff _ NSE(RT J
p(-p)

(1) The estimated prevalence rate, p, is <.00005 or >.99995, or

) M>_175 when p<.5,o0r

—In(p)
w >.175 when p>.5,or
—In(1-p)
(3) Effective n <68, where Effective n N _pa=p) or

deff  [SE( p)]z ’
(4) n<100.

Note: The rounding portion of this suppression rule for prevalence rates will produce
some estimates that round at one decimal place to 0.0 or 100.0 percent but are not

suppressed from the tables.

Estimated Number
(Numerator of p)

The estimated prevalence rate, f, is suppressed.

Note: In some instances when P is not suppressed, the estimated number may appear as
a 0 in the tables. This means that the estimate is greater than 0 but less than 500

(estimated numbers are shown in thousands).

Mean Age at First Use,
X , with Nominal
Sample Size, n

(1) RSE(X) > .5, or
(2) n<10.

deff = design effect; RSE = relative standard error; SE = standard error.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health,

2011.

Figure B.1 Required Effective Sample in the 2011
NSDUH as a Function of the Proportion

Estimated

Required Effective Sample Size
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Table B.3 Weighted Percentages and Sample Sizes for 2010 and 2011 NSDUHs, by Final

Screening Result Code

Weighted Weighted
Sample Size | Sample Size | Percentage Percentage
Final Screening Result Code 2010 2011 2010 2011
TOTAL SAMPLE 201,865 216,521 100.00 100.00
Ineligible Cases 35,333 37,228 17.20 16.86
Eligible Cases 166,532 179,293 82.80 83.14
INELIGIBLES 35,333 37,228 17.20 16.86
10 - Vacant 19,774 20,585 55.28 54.28
13 - Not a Primary Residence 8,234 8,612 24.20 24.71
18 - Not a Dwelling Unit 2,427 2,730 6.13 6.79
22 - All Military Personnel 323 370 0.88 0.96
Other, Ineligible' 4,575 4,931 13.51 13.26
ELIGIBLE CASES 166,532 179,293 82.80 83.14
Screening Complete 147,010 156,048 88.42 86.98
30 - No One Selected 88,085 94,342 52.50 51.82
31 - One Selected 32,322 34,246 19.49 19.37
32 - Two Selected 26,603 27,460 16.43 15.79
Screening Not Complete 19,522 23,245 11.58 13.02
11 - No One Home 3,111 3,124 1.79 1.71
12 - Respondent Unavailable 482 579 0.28 0.32
14 - Physically or Mentally Incompetent 423 513 0.25 0.27
15 - Language Barrier - Hispanic 65 66 0.04 0.04
16 - Language Barrier - Other 504 598 0.33 0.38
17 - Refusal 13,034 15,589 7.82 8.72
21 - Other, Access Denied” 1,070 2,080 0.64 1.24
24 - Other, Eligible 16 13 0.01 0.01
27 - Segment Not Accessible 0 0 0.00 0.00
33 - Screener Not Returned 79 87 0.04 0.04
39 - Fraudulent Case 736 595 0.37 0.30
44 - Electronic Screening Problem 2 1 0.00 0.00

NOTE: Some 2010 NSDUH data may differ from previously published data due to updates (see Section B.3 of this

report).

"Examples of "Other, Ineligible" cases are those in which all residents lived in the dwelling unit for less than half of

the calendar quarter and dwelling units that were listed in error.

2"Other, Access Denied" includes all dwelling units to which the field interviewer was denied access, including
locked or guarded buildings, gated communities, and other controlled access situations.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health,

2010 and 2011.
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Table B.4 Weighted Percentages and Sample Sizes for 2010 and 2011 NSDUHs, by Final Interview Code

12+ 12+ 12+ 12+ 12-17 12-17 12-17 12-17 18+ 18+ 18+ 18+
Sample | Sample | Weighted | Weighted | Sample | Sample | Weighted | Weighted | Sample | Sample | Weighted | Weighted

Final Interview Size Size Percentage | Percentage Size Size Percentage | Percentage Size Size Percentage | Percentage
Code 2010 2011 2010 2011 2010 2011 2010 2011 2010 2011 2010 2011
TOTAL 84,997 | 88,536 100.00 100.00 25,908 | 27,911 100.00 100.00 59,089 60,625 100.00 100.00
70 - Interview

Complete 67,804 | 70,109 74.57 74.38 21,992 | 23,549 84.65 84.95 45,812 46,560 73.49 73.22
71 - No One at

Dwelling Unit 1,170 1,159 1.39 1.36 202 227 0.65 0.72 968 932 1.47 1.43
72 - Respondent

Unavailable 1,631 1,758 1.94 2.06 313 337 1.22 1.19 1,318 1,421 2.02 2.16
73 - Break-Off 21 31 0.03 0.04 4 6 0.01 0.01 17 25 0.04 0.05
74 - Physically/

Mentally

Incompetent 877 1,003 1.81 2.01 210 219 0.95 0.74 667 784 1.91 2.15
75 - Language

Barrier -

Hispanic 126 114 0.19 0.20 7 7 0.03 0.03 119 107 0.21 0.22
76 - Language

Barrier - Other 412 383 1.15 1.12 20 17 0.11 0.08 392 366 1.26 1.24
77 - Refusal 9,922 10,773 17.25 17.25 756 890 2.90 2.81 9,166 9,883 18.79 18.83
78 - Parental

Refusal 2,286 2,538 0.87 0.89 2,286 2,538 9.01 9.02 0 0 0.00 0.00
91 - Fraudulent

Case 21 29 0.03 0.05 1 7 0.00 0.05 20 22 0.04 0.05
Other' 727 639 0.74 0.64 117 114 0.46 0.37 610 525 0.78 0.66

NOTE: Some 2010 NSDUH data may differ from previously published data due to updates (see Section B.3 of this report).

'"Other" includes eligible person moved, data not received from field, too dangerous to interview, access to building denied, computer problem, and interviewed
wrong household member.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2010 and 2011.
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Table B.5 Response Rates and Sample Sizes for 2010 and 2011 NSDUHSs, by Demographic Characteristics

Completed Completed Weighted Weighted
Selected Persons Selected Persons Interviews Interviews Response Rate Response Rate

Demographic Characteristic 2010 2011 2010 2011 2010 2011
TOTAL 84,997 88,536 67,804 70,109 74.57% 74.38%
AGE IN YEARS

12-17 25,908 27,911 21,992 23,549 84.65% 84.95%

18-25 28,164 28,589 23,026 23,083 81.20% 80.48%

26 or Older 30,925 32,036 22,786 23,477 72.14% 71.96%
GENDER

Male 41,782 43,436 32,826 33,779 73.11% 72.49%

Female 43,215 45,100 34,978 36,330 75.94% 76.14%
RACE/ETHNICITY

Hispanic 12,985 13,441 10,699 10,993 78.31% 77.58%

White 55,272 57,389 43,373 44,629 73.52% 73.42%

Black 9,959 10,607 8,475 8,979 80.24% 79.78%

All Other Races 6,781 7,099 5,257 5,508 67.11% 67.74%
REGION

Northeast 16,782 17,251 13,017 13,090 72.81% 69.86%

Midwest 24,139 24,570 19,301 19,258 74.81% 73.92%

South 25,597 28,122 20,769 22,980 76.24% 76.88%

West 18,479 18,593 14,717 14,781 73.17% 74.41%
COUNTY TYPE

Large Metropolitan 38,139 38,889 29,828 30,113 73.33% 72.75%

Small Metropolitan 29,570 31,671 23,840 25,457 75.73% 75.84%,

Nonmetropolitan 17,288 17,976 14,136 14,539 76.56% 76.98%

NOTE: Estimates are based on demographic information obtained from screener data and are not consistent with estimates on demographic characteristics
presented in the 2010 and 2011 sets of detailed tables. Some 2010 NSDUH data may differ from previously published data due to updates (see Section

B.3 of this report).

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2010 and 2011.
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Table B.6 Past Year Initiates of Marijuana and Any lllicit Drug among Persons Aged 26 or Older or Aged 26 to 49: Numbers

in Thousands, 2002-2011

Drug/Age
Group 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Marijuana, Aged

26 or Older 90 88 176 252 126 134 159 49° 247 182
Marijuana, Aged

26 t0 49 90 56° 127 122 126 121 155 49° 210 138
Any Illicit Drug,

Aged 26 or

Older 268 324 479 579 415 326 419 433 457 368
Any Illicit Drug,

Aged 26 to 49 251 209 333 379 405 250 350 205 366 270

* Low precision; no estimate reported.

Difference between estimate and 2011 estimate is statistically significant at the .05 level.
"Difference between estimate and 2011 estimate is statistically significant at the .01 level.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2002-2011.

Table B.7 Mean Age at First Use of Marijuana and Any lllicit Drug among Past Year Initiates Aged 26 to 49, 2002-2011

Drug 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Marijuana 31.2 29.6 29.5 30.4 29.1 324 32.6 322 36.3% 29.5
Any Illicit Drug 34.8 32.8 31.6 34.0 33.9 32.9 35.1 31.7 37.2 33.0

* Low precision; no estimate reported.

*Difference between estimate and 2011 estimate is statistically significant at the .05 level.
" Difference between estimate and 2011 estimate is statistically significant at the .01 level.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2002-2011.
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Table B.8 Differences between the 2010 Civilian, Noninstitutionalized Population Counts
Based on the 2000 and the 2010 Census, for Age, Gender, Hispanic Origin, and

Race
Difference in 2010
Population Based  Percent Difference
2010 Population 2010 Population on 2010 Census Relative to 2010
Based on 2000 Based on 2010 versus 2000 Population Based

Domains Census Census Census’ on 2000 Census?
TOTAL 253,619,107 255,331,811 1,712,704 0.68%
12to 17 24,346,528 25,156,348 809,820 3.33%
18 to 25 34,072,349 34,010,012 -62,338 -0.18%
26 to 34 36,523,574 35,840,157 -683,416 -1.87%
35t049 62,042,733 62,422,429 379,696 0.61%
50-64 57,695,892 58,701,774 1,005,882 1.74%
65 or Older 38,938,030 39,201,090 263,060 0.68%
Male 123,430,407 123,422,261 -8,146 -0.01%
Female 130,188,700 131,909,550 1,720,850 1.32%
Hispanic 36,769,252 38,346,951 1,577,700 4.29%
Not Hispanic 216,849,855 216,984,859 135,004 0.06%
White® 204,032,161 202,851,643 -1,180,518 -0.58%
Black® 31,168,385 31,618,096 449,711 1.44%
American Indian or

Alaska Native® 2,483,390 2,905,990 422,600 17.02%
Asian® 11,915,744 12,869,433 953,689 8.00%
Native Hawaiian or

Other Pacific

Islander’ 460,327 527,384 67,057 14.57%
Two or More Races’ 3,559,100 4,559,265 1,000,165 28.10%

NOTE: Population counts are annualized estimates of the 2010 population and reflect the population of the entire

year.

' Difference between the number of people in the 2010 population overall or in a given subgroup from control totals
based on the 2010 census and the corresponding number from control totals based on the 2000 census.

?Based on the following formula: {[(2010 Population Based on 2010 Census) — (2010 Population Based on 2000
Census)] + (2010 Population Based on 2000 Census)} x 100.

3Unlike racial/ethnic groups discussed elsewhere in this report, race domains in this table include Hispanics in
addition to persons who were not Hispanic.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health,

2010.
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Table B.9 Outcomes of Statistical Tests between Estimates in 2011 and Estimates in 2010 According to Census Control Totals

Used for 2010 Estimates

2011 versus 2010 2011 versus 2010 2011 versus 2010 2011 versus 2010 2011 versus 2010
(New) Estimated (New) Estimated (New) Estimated (New) Estimated 2011 versus 2010  (New) Mean Age At
Numbers, Numbers, Percentages, Percentages, (New) Mean Age At First Use, Not
Significant Not Significant Significant Not Significant  [First Use, Significant Significant
2011 versus 2010
(Old), Significant 33 30 45 19 0 0
2011 versus 2010
(Old), Not
Significant 6 432 0 371 0 66

2010 (Old) = Estimates for 2010 with weights poststratified to 2010 control totals based on the 2000 census; 2010 (New) = Estimates for 2010 with weights
poststratified to 2010 control totals based on the 2010 census.

NOTE: There are 26 tests not included due to suppression, 13 each for totals and percentages. Tests were conducted at the .05 level of significance. Cells with
bolded data indicate consistent outcomes between 2011 versus 2010 (New) and between 2011 versus 2010 (Old).

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2010 and 2011.

Table B.10 Comparison of Differences between Estimates in 2011 and Estimates in 2010 According to Census Control Totals
Used for 2010 Estimates and the Direction of the Statistical Test Outcomes

No Difference between 2011 and

2011 < 2010 (New), 2010 (New) 2011 > 2010 (New),
Number (Percent) Number (Percent) Number (Percent)
2011 < 2010 (Old) 67 (6.7%) 32 (3.2%) 0 (0.0%)
No Difference between 2011 and 0 o o
2010 (Old) 5(0.5%) 869 (86.7%) 1(0.1%)
2011 > 2010 (Old) 0 (0.0%) 17 (1.7%) 11 (1.1%)

2010 (Old) = Estimates for 2010 with weights poststratified to 2010 control totals based on the 2000 census; 2010 (New) = Estimates for 2010 with weights
poststratified to 2010 control totals based on the 2010 census.

NOTE: Significance testing is based on a 2-sided test at the 0.05 level of significance. Cells with bolded data indicate consistent outcomes between 2011 versus
2010 (New) and between 2011 versus 2010 (Old).

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2010 and 2011.
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Appendix C: Other Sources of Data

There are sources of substance use data other than the National Survey on Drug Use and
Health (NSDUH). It is useful to consider the results of these other studies when discussing
NSDUH data because no single source of data can fully cover all issues associated with
substance use in the United States. Each data source can contribute to a broader understanding of
substance use and the relationships of substance use to other issues of interest. This appendix
briefly describes several of these other data systems and presents selected comparisons with
NSDUH results. In addition, this appendix describes surveys on substance use of populations not
covered by NSDUH.

When evaluating the information presented here, it is important to consider and
understand the methodological differences between the different surveys and the impact that
these differences could have on estimates of the presence of substance use. Several studies have
compared NSDUH estimates with estimates from other studies and have evaluated how
differences may have been affected by differences in survey methodology (Gfroerer, Wright, &
Kopstein, 1997b; Grucza, Abbacchi, Przybeck, & Gfroerer, 2007; Hennessy & Ginsberg, 2001;
Miller et al., 2004). These comparisons suggest that the goals and approaches of surveys are
often different, making comparisons between them difficult. Some methodological differences
that have been identified as affecting comparisons include populations covered, sampling
methods, modes of data collection, questionnaires, and estimation methods.

C.1 Other National Surveys of Substance Use
Behavioral Risk Factor Surveillance System (BRFSS)

The Behavioral Risk Factor Surveillance System (BRFSS)—a State-based system of
health surveys—collects information on health risk behaviors, preventive health practices, and
health care access primarily related to chronic disease and injury. The BRFSS surveys are cross-
sectional telephone surveys conducted by State health departments with technical and
methodological assistance from the Centers for Disease Control and Prevention (CDC). Every
year, States conduct monthly telephone surveys of adults (aged 18 or older) in households using
random-digit-dialing methods; persons living in group quarters (e.g., dormitories) are excluded.
Since 1994, BRFSS has collected data from all 50 States, the District of Columbia, Puerto Rico,
and the U.S. Virgin Islands using a computer-assisted telephone interviewing (CATI) design.
More than 350,000 adults are interviewed each year. Beginning with the 2011 BRFSS, the
sample design covers households using only cellular telephones. This change in coverage may
affect estimates and comparability over time.

National estimates typically are presented as medians. BRFSS includes questions on
alcohol consumption and tobacco use.

NSDUH and BRFSS rates of current alcohol use have been generally similar, but
NSDUH has shown consistently higher rates of binge drinking than BRFSS. The use of audio
computer-assisted self-interviewing (ACASI) in NSDUH, which is considered to be more
anonymous and yields higher reporting of sensitive behaviors, was offered as an explanation for
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the lower binge rates in BRFSS (Miller et al., 2004). Because BRFSS uses CATI, it may yield
lower reports of some sensitive behaviors than NSDUH, which employs face-to-face data
collection with ACASI for questions about these behaviors. Response rates also are higher in
NSDUH than BRFSS, which could have resulted in differential nonresponse bias patterns in the
two surveys.

For further details, see the CDC Web site at http://www.cdc.gov/brfss/.

Monitoring the Future (MTF)

The Monitoring the Future (MTF) study is an ongoing study of substance use trends and
related attitudes among America's secondary school students, college students, and adults
through age 50. The study is conducted annually by the Institute for Social Research at the
University of Michigan through grants awarded by the National Institute on Drug Abuse
(NIDA). The MTF and NSDUH are the Federal Government's largest and primary tools for
tracking youth substance use. The MTF is composed of three substudies: (a) an annual survey of
high school seniors initiated in 1975; (b) ongoing panel studies of representative samples from
each graduating class (i.e., 12th graders) that have been conducted by mail since 1976; and (c)
annual surveys of 8th and 10th graders initiated in 1991. Each spring, students in the 8th, 10th,
and 12th grades complete a self-administered, machine-readable questionnaire during a regular
class period. Approximately 50,000 students in about 420 public and private secondary schools
are surveyed annually for the cross-sectional study, and approximately 2,400 persons who
participated in the survey of 12th graders are followed longitudinally. The latest MTF was
conducted in 2011. The MTF provides information on the use of alcohol, illicit drugs, and
tobacco.

Comparisons between the MTF estimates and estimates based on students sampled in
NSDUH generally have shown NSDUH substance use prevalence levels to be lower than MTF
estimates (Table C.1).”* The lower prevalences in NSDUH may be due to more underreporting in
the household setting as compared with the MTF school setting and some overreporting in the
school settings. However, findings presented in Chapter 8 of this report generally show parallel
trends in the prevalence of substance use in NSDUH and MTF for both the annual cross-
sectional data for youths and the longitudinal data for young adults.

The MTF does not survey dropouts or include students who were absent from school on
the day of the survey. NSDUH has shown dropouts to have higher rates of illicit drug use
(Gfroerer et al., 1997b). Therefore, the population of inference for the MTF school-based data
collection is adolescents who were in the 8th, 10th, and 12th grades. Depending on the effects of
the exclusion of dropouts and frequent absentees, data from MTF may not generalize to the
population of adolescents as a whole, especially for older adolescents. The dropout rates among
public school students in the 2008 to 2009 school year were 3.2 percent for 9th graders, 3.5
percent for 10th graders, 3.8 percent for 11th graders and 6.0 percent for 12th graders (Stillwell,
Sable, & Plotts, 2011). Although these rates appear to be low, students dropping out of school in

3% To examine estimates that are comparable with MTF data, NSDUH estimates presented in Table C.1 are
based on data collected in the first 6 months of the survey year and are subset to ages 12 to 20.
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each lower grade could have a cumulative effect on school-based survey estimates for
adolescents in the higher grades.

For further details, see the MTF Web site at http://www.monitoringthefuture.org/.

National Comorbidity Survey (NCS)

The National Comorbidity Survey (NCS) was sponsored by the National Institute of
Mental Health (NIMH), NIDA, and the W.T. Grant Foundation. It was designed to measure in
the general population the prevalence of the illnesses described in the Diagnostic and Statistical
Manual of Mental Disorders, 3rd edition revised (DSM-III-R) (American Psychiatric
Association [APA], 1987). The first wave of the NCS was a household survey of persons in the
continental United States (i.e., excluding Alaska and Hawaii) that collected data from 8,098
respondents aged 15 to 54 in a face-to-face interview using paper-and-pencil interviewing
(PAPI). These responses were weighted to produce nationally representative estimates. A
random sample of 4,414 respondents also was administered an additional module that captured
information on nicotine dependence. The interviews took place between 1990 and 1992. The
NCS used a modified version of the Composite International Diagnostic Interview (the
University of Michigan-CIDI) to generate DSM-III-R diagnoses.

There have been several recent follow-ups to and replications of the original NCS,
including a 10-year follow-up of the baseline sample (NCS-2), a replication study conducted in
2001 to 2003 with a newly recruited nationally representative sample of 9,282 respondents aged
18 or older (NCS-R) (Kessler et al., 2004), and an adolescent sample of adolescents aged 13 to
17 (NCS-A) in 2001 to 2004 that included 904 adolescents from households that participated in
the NCS-R and 9,244 respondents from a nationally representative sample of 320 schools
(Kessler et al., 2009). As for the NCS, the samples for the NCS-2, NCS-R, and NCS-A excluded
Alaska and Hawaii.

The NCS provides information on the use of alcohol, illicit drugs, and tobacco and on
substance dependence or abuse. The NCS-R used an updated version of the CIDI that was
designed to capture diagnoses of substance abuse or dependence using current DSM-IV criteria
(APA, 1994). Interviews were conducted using computer-assisted personal interviewing (CAPI).
It should be noted that in several NCS-R studies (e.g., Kessler, Chiu, Demler, Merikangas, &
Walters, 2005), the diagnosis for abuse also includes those who meet the diagnosis for
dependence. In contrast, NSDUH follows DSM-IV guidelines and limits the definition of abuse
to persons who do not meet the criteria for dependence. To make the NCS definition of abuse
comparable with that of NSDUH, the rate for dependence must be subtracted from the rate for
abuse. Rates of alcohol dependence or abuse and rates of illicit drug dependence or abuse were
generally lower in NCS-R than in NSDUH (Kessler et al., 2005).

For further details, see the NCS Web site at http://www.hcp.med.harvard.edu/ncs/.

National Health and Nutrition Examination Survey (NHANES)

The National Health and Nutrition Examination Survey (NHANES) has assessed the
health and nutritional status of children and adults in the United States since the 1960s through
the use of both survey and physical examination components. It is sponsored by the National
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Center for Health Statistics (NCHS) and began as a series of periodic surveys in which several
years of data were combined into a single data release. Since 1999, it has been a continuous
survey, with interview data collected each year for approximately 5,000 persons of all ages. The
target population for NHANES is the civilian, noninstitutionalized population regardless of age.
Data for 2009-2010 are the most currently available for public use; 2 years of data are combined
to protect respondent confidentiality.

NHANES interviews are conducted in respondents' homes. NHANES also collects
physical health measurements and data on sensitive topics through ACASI in mobile
examination centers (MECs), which travel to locations throughout the United States. The
NHANES MEC interview includes questions on alcohol, illicit drug, and tobacco use.

Both NSDUH and NHANES use complex cluster sample designs that affect the precision
of estimates. In addition, the smaller sample sizes for NHANES (i.e., 5,000 per year vs. 67,500
per year for NSDUH) are likely to yield estimates that are less precise than those in NSDUH.
The sources of nonresponse and coverage bias also differ for the two surveys. For example,
NHANES respondents have to travel to a MEC to respond to the substance use items, which may
eliminate homebound respondents or affect the participation of respondents with limited access
to transportation.

Combined NHANES data from 1999 to 2004 indicated that 13.0 percent of youths aged
12 to 17 had smoked cigarettes in the past 30 days, 21.1 percent had used alcohol in the past 30
days, and 10.4 percent were past month binge alcohol users. An estimated 21.1 percent of youths
had ever tried marijuana, and 2.4 percent had ever used cocaine (Fryar, Merino, Hirsch, &
Porter, 2009). NSDUH estimates for youths aged 12 to 17 in 2002 to 2004 ranged from 11.9 to
13.0 percent for past month use of cigarettes, from 17.6 to 17.7 percent for past month alcohol
use, and from 10.6 to 11.1 percent for past month binge alcohol use. Lifetime use of marijuana in
2002 to 2004 among youths ranged from 19.0 to 20.6 percent, and lifetime use of cocaine ranged
from 2.4 to 2.7 percent.

For further details, see the NHANES Web site at http://www.cdc.gov/nchs/nhanes.htm.

National Health Interview Survey (NHIS)

The National Health Interview Survey (NHIS) is a continuous nationwide sample survey
that collects data using personal household interviews through an interviewer-administered CAPI
system. The survey is sponsored by the NCHS and provides national estimates of the health
status and behaviors of the civilian, noninstitutionalized population, including cigarette smoking
and alcohol use among persons aged 18 or older. NHIS data have been collected since 1957. In
2010, data were derived from three core components of the survey: the Family Core, which
collects information from all family members aged 18 or older in each household; the Sample
Adult Core, which collects information from one adult aged 18 or older in each family; and the
Sample Child Core, which collects information on youths under age 18 from a knowledgeable
family member, usually a parent, in households with a child. In 2010, NHIS data were based on
89,976 persons in the Family Core, 27,157 adults in the Sample Adult Core, and 11,277 children
in the Sample Child Core (NCHS, Division of Health Interview Statistics, 2011).
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For further details, see the NCHS Web site at http://www.cdc.gov/nchs/nhis.htm.

National Longitudinal Alcohol Epidemiologic Survey (NLAES) and National
Epidemiologic Survey on Alcohol and Related Conditions (NESARC)

The National Longitudinal Alcohol Epidemiologic Survey (NLAES) was conducted in
1991 and 1992 by the U.S. Bureau of the Census for the National Institute on Alcohol Abuse and
Alcoholism (NIAAA). Face-to-face, interviewer-administered interviews were conducted with
42,862 respondents aged 18 or older in the contiguous United States. Despite the survey name,
the design was cross-sectional.

The National Epidemiologic Survey on Alcohol and Related Conditions (NESARC) was
conducted in 2001 and 2002, also by the U.S. Bureau of the Census for NIAAA, using a
computerized interviewer-administered interview. The NESARC sample was designed to make
inferences for persons aged 18 or older in the civilian, noninstitutionalized population of the
United States, including Alaska, Hawaii, and the District of Columbia, and including persons
living in noninstitutional group quarters. NESARC was designed to be a longitudinal survey. The
first wave was conducted in 2001 and 2002, with a final sample size of 43,093 respondents aged
18 or older. The second wave was conducted in 2004 and 2005 (Grant & Dawson, 2006). A 1-
year data collection period for the next wave of the survey (NESARC-III) began in 2012 with a
new sample of approximately 46,500 adults.

The study contains assessments of drug use, dependence, and abuse and associated
mental disorders. NESARC included an extensive set of questions, based on DSM-IV criteria
(APA, 1994), designed to assess the presence of symptoms of alcohol and drug dependence and
abuse in persons' lifetimes and during the prior 12 months. In addition, DSM-IV diagnoses of
major mental disorders were generated using the Alcohol Use Disorder and Associated
Disabilities Interview Schedule-version 4 (AUDADIS-IV), which is a structured diagnostic
interview that captures major DSM-IV axis I and axis II disorders.

Research indicates that (a) prevalence estimates for substance use were generally higher
in NSDUH than in NESARC; (b) rates of past year substance use disorder (SUD) for cocaine and
heroin use were higher in NSDUH than in NESARC; (c) rates of past year SUD for use of
alcohol, marijuana, and hallucinogens were similar between NSDUH and NESARC; and (d)
prevalence estimates for past year SUD conditional on past year use were substantially lower in
NSDUH for the use of marijuana, hallucinogens, and cocaine (Grucza et al., 2007). A number of
methodological factors might have contributed to such discrepancies, including privacy and
anonymity (questions about sensitive topics in NSDUH are self-administered, while similar
questions are interviewer administered in NESARC, which may have resulted in higher use
estimates in NSDUH) and differences in SUD diagnostic instrumentation (which may have
resulted in higher SUD prevalence among past year substance users in NESARC).

For further details about NLAES, see Stinson et al. (1998). For an overview of NESARC
findings, see Caetano (2006).
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National Longitudinal Study of Adolescent Health (Add Health)

The National Longitudinal Study of Adolescent Health (Add Health) was conducted to
measure the effects of family, peer group, school, neighborhood, religious institution, and
community influences on health risks, such as tobacco, drug, and alcohol use. Add Health was
initiated in 1994 and supported by grants from the Eunice Kennedy Shriver National Institute of
Child Health and Human Development (NICHD) with cofunding from 21 other Federal agencies
and foundations.

The study began in 1994-1995 (Wave I) with an in-school questionnaire administered to
a nationally representative sample of students in grades 7 to 12 and followed up with an in-home
interview. In Wave I, about 90,000 students in grades 7 to 12 were surveyed at 144 schools
around the United States using brief, machine-readable questionnaires during a regular class
period. Interviews also were conducted with about 20,000 students and their parents in the
students' homes using a combined CAPI and ACASI design. In Wave II, conducted in 1996,
about 15,000 students in grades 8 to 12 were interviewed a second time in their homes. In Wave
III in 2001-2002, about 15,000 of the original Add Health respondents, then aged 18 to 26, were
reinterviewed to investigate how adolescent experiences and behaviors are related to outcomes
during the transition to adulthood. Wave IV was conducted in 2007-2008 when the
approximately 15,000 respondents were aged 24 to 32. The study provides information on the
use of alcohol, illicit drugs, and tobacco.

For further details, see the Add Health Web site at
http://www.cpc.unc.edu/projects/addhealth.

Partnership Attitude Tracking Study (PATS)

The Partnership Attitude Tracking Study (PATS), an annual national research study that
tracks attitudes about illegal drugs, is sponsored by the Partnership at Drugfree.org and the
MetLife Foundation. PATS consists of two nationally representative samples—a teenage sample
for students in grades 9 through 12 and a parent sample. Adolescents complete self-administered,
machine-readable questionnaires during a regular class period with their teacher remaining in the
room. The latest PATS surveys of teenagers and parents were conducted in 2011. The 2011
survey of adolescents included questions about use of cigarettes, alcohol, and illicit drugs. In
2011, 3,322 teenagers were surveyed nationwide in the 23rd wave of the survey conducted since
1987, and 821 parents or caregivers of children in grades 9 to 12 were surveyed (Partnership at
Drugfree.org & MetLife Foundation, 2012).

In general, NSDUH estimates of substance use prevalence for adolescents are lower than
PATS estimates for youths in that age group. In 2011, for example, PATS estimates of marijuana
use among adolescents in grades 9 through 12 were 47 percent for lifetime use and 27 percent for
use in the past month (Partnership at Drugfree.org & MetLife Foundation, 2012). Corresponding
estimates of marijuana use from NSDUH for grades 9 through 12 were 29.3 percent for lifetime
use and 13.3 percent for past month use (Table C.2). The differences in prevalence estimates are
likely to be due to the different study designs. The youth portion of PATS is a school-based
survey, which may elicit more reporting of sensitive behaviors than the home-based NSDUH.
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For further details, see the Partnership at Drugfree.org Web site at
http://www.drugfree.org/.

Youth Risk Behavior Survey (YRBS)

The Youth Risk Behavior Survey (YRBS) is a component of the CDC's Youth Risk
Behavior Surveillance System (YRBSS), which measures the prevalence of six priority health
risk behavior categories: (a) behaviors that contribute to unintentional injuries and violence; (b)
tobacco use; (c) alcohol and other drug use; (d) sexual behaviors that contribute to unintended
pregnancy and sexually transmitted diseases, including human immunodeficiency virus
infection; (e) unhealthy dietary behaviors; and (f) physical inactivity. The YRBSS includes
national, State, territorial, tribal, and local school-based surveys of high school students
conducted every 2 years. The national school-based survey uses a three-stage cluster sample
design to produce a nationally representative sample of students in grades 9 through 12 who
attend public and private schools. The State and local surveys use a two-stage cluster sample
design to produce representative samples of public school students in grades 9 through 12 in
their jurisdictions. The YRBS is conducted during the spring, with students completing a self-
administered, machine-readable questionnaire during a regular class period. The latest YRBS
was conducted in 2011. For the 2011 national YRBS, 15,425 usable questionnaires were
obtained in 158 schools.

In general, the YRBS school-based survey has found higher rates of substance use for
youths than those found in NSDUH (Table C.2).”' The lower prevalence rates in NSDUH are
likely due to the differences in study design. As in the case of comparisons with estimates from
the MTF, the lower prevalences in NSDUH may be due to more underreporting in the household
setting, as compared with the YRBS school setting, and some overreporting in the school
settings.

Similar to other school-based surveys, the population of inference for the YRBS is the
population of adolescents who are in school, specifically those in the 9th through 12th grades.
Consequently, the YRBS does not include data from dropouts. The YRBS makes follow-up
attempts to obtain data from youths who were absent on the day of survey administration, but
nevertheless does not obtain complete coverage of these youths. For these reasons, YRBS data
are not intended to be used for making inferences about the adolescent population of the United
States as a whole.

For further details, see the CDC Web site at http://www.cdc.gov/HealthyY outh/yrbs/.

C.2 Surveys of Populations Not Covered by NSDUH

Department of Defense Survey of Health Related Behaviors Among Active Duty Military
Personnel

The 2008 Department of Defense Survey of Health Related Behaviors Among Active
Duty Military Personnel was the 10th in a series of studies conducted since 1980. The sample

*! To examine estimates that are comparable with YRBS data, NSDUH estimates presented in Table C.2
are based on data collected in the first 6 months of the survey year and are subset to ages 12 to 20.
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consisted of 28,546 active-duty Armed Forces personnel worldwide who anonymously
completed self-administered questionnaires that assessed substance use and other health
behaviors. Members of the Coast Guard were included for the first time in the 2008 survey (Bray
et al., 2009). The 2011 survey was fielded in August 2011 and included onsite and Internet
survey administrations (Assistant Secretary of Defense for Health Affairs, 2011). The survey
provides information about the use of alcohol, illicit drugs, and tobacco.

In recent administrations of this survey, comparisons with NSDUH data have consistently
shown that, even after accounting for demographic differences between the military and civilian
populations, the military personnel had higher rates of heavy alcohol use than their civilian
counterparts, similar rates of cigarette use, and lower rates of illicit drug use.

Surveys of Inmates in State and Federal Correctional Facilities (SISCF, SIFCF)

The Survey of Inmates in State Correctional Facilities (SISCF) and the Survey of Inmates
in Federal Correctional Facilities (SIFCF) have provided nationally representative data on State
prison inmates and sentenced Federal inmates held in federally owned and operated facilities.
The Survey of State Inmates was conducted in 1974, 1979, 1986, 1991, 1997, and 2004, and the
Survey of Federal Inmates in 1991, 1997, and 2004. The 2004 SISCF was conducted for the
Bureau of Justice Statistics (BJS) by the U.S. Census Bureau, which also conducted the SIFCF
for the BJS and the Federal Bureau of Prisons. Both surveys provide information about current
offense and criminal history, family background and personal characteristics, prior drug and
alcohol use and treatment, gun possession, and prison treatment, programs, and services. The
surveys are the only national source of detailed information on criminal offenders, particularly
special populations such as drug and alcohol users and offenders who have mental health
problems. Systematic random sampling was used to select the inmates, and the 2004 surveys of
State and Federal inmates were administered through CAPI. In 2004, 14,499 State prisoners in
287 State prisons and 3,686 Federal prisoners in 39 Federal prisons were interviewed.

Prior drug use among State prisoners remained stable on all measures between 1997 and
2004, while the percentage of Federal inmates who reported prior drug use rose on most
measures (Mumola & Karberg, 2006). For the first time, half of Federal inmates reported drug
use in the month before their offense. In 2004, measures of drug dependence and abuse based on
criteria in DSM-IV (APA, 1994) were introduced, and 53 percent of the State and 45 percent of
Federal prisoners met the DSM-IV criteria for drug abuse or dependence. The survey results
indicate substantially higher rates of drug use among State and Federal prisoners as compared
with NSDUH's rates for the general household population.

For further details, see BJS's "All Data Collections" Web page at
http://bjs.ojp.usdoj.gov/index.cfm?ty=dca.
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Table C.1 Use of Specific Substances in Lifetime, Past Year, and Past Month among 8th, 10th, and 12th Graders in MTF and
NSDUH: Percentages, 2010 and 2011

MTF MTF MTF MTF NSDUH NSDUH
MTF MTF Past Past Past Past NSDUH NSDUH [ NSDUH NSDUH Past Past
Lifetime Lifetime Year Year Month Month | Lifetime Lifetime [Past Year Past Year| Month Month

Drug/Current Grade Level (2010) (2011) (2010) (2011) (2010) (2011) (2010) (2011) (2010) (2011) (2010) (2011)
Marijuana

8th Grade 17.3 16.4 13.7 12.5 8.0 7.2 8.3 8.7 7.1 6.6 3.1 33

10th Grade 334 34.5 27.5 28.8 16.7 17.6 27.4 27.5 22.1 23.2 10.9 11.3

12th Grade 43.8 45.5 34.8 36.4 21.4 22.6 37.6 39.8 29.9 30.5 17.1 18.0
Cocaine

8th Grade 2.6 2.2 1.6 1.4 0.6 0.8 0.8 0.4 0.4 0.2 0.1 0.0

10th Grade 3.7 33 22 1.9 0.9 0.7 2.7 1.9 2.0 1.4 0.3 0.5

12th Grade 5.5 52 2.9 2.9 1.3 1.1 3.8 3.5 2.6 2.4 0.6 0.9
Inhalants

8th Grade 14.5 13.1 8.1° 7.0 3.6 3.2 10.1 8.9 4.8 4.1 1.4 1.2

10th Grade 12.0° 10.1 5.7° 45 2.0 1.7 93 9.5 3.9 3.5 0.7 0.5

12th Grade 9.0 8.1 3.6 3.2 1.4 1.0 7.5 6.7 3.2 1.8 0.6 0.1
Cigarettes

8th Grade 20.0 18.4 - - 7.1 6.1 13.6 11.5 8.6 7.6 4.2 35

10th Grade 33.0° 30.4 - - 13.6° 11.8 29.8 28.2 21.5 19.6 12.2 11.4

12th Grade 42.2° 40.0 - - 19.2 18.7 42.2 42.4 31.6 30.8 21.9 21.8
Alcohol

8th Grade 35.8° 33.1 29.3* 26.9 13.8 12.7 23.4 22.9 17.4 16.0 6.9 6.0

10th Grade 58.2° 56.0 52.1° 49.8 28.9 27.2 50.2 48.6 42.0 41.0 18.8 19.9

12th Grade 71.0 70.0 65.2 63.5 41.2 40.0 69.5° 64.5 60.3 56.9 33.8 34.5

MTF = Monitoring the Future; NSDUH = National Survey on Drug Use and Health.
-- Not available.

NOTE: NSDUH data have been drawn from January to June of each survey year and subset to persons aged 12 to 20 to be more comparable with MTF data. Some 2010 NSDUH
estimates may differ from previously published estimates due to updates (see Section B.3 in Appendix B of this report).

* Difference between estimate and 2011 estimate is statistically significant at the .05 level.
®Difference between estimate and 2011 estimate is statistically significant at the .01 level.

Sources: National Institute on Drug Abuse, Monitoring the Future Study, University of Michigan, 2010 and 2011. SAMHSA, Center for Behavioral Health Statistics and Quality,
National Survey on Drug Use and Health, 2010 and 2011 (January-June).
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Table C.2 Lifetime and Past Month Substance Use among Students in Grades 9 to 12 in

YRBS and NSDUH: Percentages, 2005, 2007, 2009, and 2011

Substance/ YRBS YRBS YRBS YRBS | NSDUH NSDUH NSDUH NSDUH
Period of Use (2005) (2007) (2009) (2011) (2005) (2007) (2009) (2011)
Marijuana

Lifetime Use 38.4 38.1 36.8° 39.9 28.1 26.4° 27.8 29.3

Past Month Use 20.2° 19.7° 20.8° 23.1 11.2° 10.9° 12.0 13.3
Cocaine

Lifetime Use 7.6 7.2 6.4 6.8 3.8° 3.8° 2.9 2.3

Past Month Use 34 33 2.8 3.0 0.8 0.6 0.4 0.5
Ecstasy

Lifetime Use 6.3° 5.8° 6.7 8.2 2.8° 2.9° 3.3° 43

Past Month Use - -- - -- 0.4* 0.4* 0.8 0.7
Inhalants

Lifetime Use 124 13.3° 11.7 11.4 12.0° 10.7° 10.1° 8.1

Past Month Use - -- - -- 1.1% 1.1* 0.6 0.6
Cigarettes

Lifetime Use 54.3 50.3° 46.3 44.7 39.0° 35.2° 33.7° 31.3

Past Month Use 23.0° 20.0 19.5 18.1 17.0° 15.5 14.9 14.5
Alcohol

Lifetime Use 74.3 75.0° 72.5 70.8 57.5° 57.6° 56.5° 52.4

Past Month Use 43.3° 44.7° 41.8° 38.7 26.0° 26.3° 25.8° 23.7

NSDUH = National Survey on Drug Use and Health; YRBS = Youth Risk Behavior Survey.

-- Not available.

NOTE: NSDUH data have been drawn from January to June of each survey year and subset to persons aged 12 to 20 to be more
comparable with YRBS data. Some 2007 and 2009 NSDUH estimates may differ from previously published estimates
due to updates (see Section B.3 in Appendix B of this report).

NOTE: Statistical tests for the YRBS were conducted using the "Youth Online" tool (see

http://www.cdc.gov/HealthyYouth/yrbs/). Results of testing for statistical significance in this table may differ from

published YRBS reports of change.

* Difference between estimate and 2011 estimate is statistically significant at the .05 level.
® Difference between estimate and 2011 estimate is statistically significant at the .01 level.

Sources: Centers for Disease Control and Prevention, Youth Risk Behavior Survey, 2005, 2007, 2009, and 2011. SAMHSA,
Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, January-June for 2005,
2007, 2009, and 2011.
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2010 State Profile — Connecticut
National Survey of Substance Abuse Treatment Services
(N-SSATS)

The National Survey of Substance Abuse Treatment Services (N-SSATS) is an annual survey of facilities providing substance
abuse treatment. It is conducted by the Substance Abuse and Mental Health Services Administration (SAMHSA). N-SSATS is
designed to collect data on the location, characteristics, services offered, and number of clients in treatment at alcohol and drug
abuse treatment facilities (both public and private) throughout the 50 States, the District of Columbia, and other U.S. jurisdictions.

More information on N-SSATS methodology is available at the following URL:  http://www.samhsa.gov/data/2k3/NSSATS/NSSATS.pdf

In Connecticut, 195 substance abuse treatment facilities were included in the 2010 N-SSATS, reporting that there were 28,250
clients in substance abuse treatment on March 31, 2010. The survey response rate in Connecticut was 91.0%.

Facility Operation

Clients in Treatment on March 31, 2010
Facilities All Clients Clients Under Age 18

No. % No. % No. %

Private non-profit 165 84.6 24,842 87.9 469 84.5
Private for-profit 15 7.7 1,861 6.6 62 11.2
Local, county, or community government 3 1.5 134 0.5 19 3.4
State government 8 4.1 683 2.4 5 0.9
Federal government 3 1.5 729 2.6 0 0.0
Dept. of Veterans Affairs 2 1.0 71 2.5 0 0.0
Dept. of Defense 1 0.5 18 0.1 0 0.0
Indian Health Service 0 0.0 0 0.0 0 0.0
Other 0 0.0 0 0.0 0 0.0
Tribal government 1 0.5 1 <.05 0 0.0
Total 195 100.0 28,250 100.0 555 100.0

Primary Focus of Facility
Clients in Treatment on March 31, 2010

Facilities All Clients Clients Under Age 18

No. % No. % No. %

Substance abuse treatment services 103 52.8 13,278 47.0 189 34.1

Mental health services 13 6.7 642 2.3 12 2.2
Mix of mental health & substance abuse

treatment services 74 37.9 13,830 49.0 349 62.9

General health care 4 2.1 490 1.7 0 0.0

Other/unknown 1 0.5 10 <.05 5 0.9

Total 195 100.0 28,250 100.0 555 100.0

Substance Abuse Problem Treated

Clients in Treatment on March 31, 2010
Facilities" 2 * Clients® Clients per 100,000 Pop.

No. % No. % Aged 18 and Over
Clients with both alcohol and drug abuse 170 92.4 9,207 32.6 328
Clients with drug abuse only 163 88.6 15,725 55.7 574
Clients with alcohol abuse only 142 77.2 3,315 1.7 120
Total® 184 28,247 100.0 1,022
! Facilities may be included in more than one category. % Sum of individual items may not agree with the total due to rounding.
2 Facilities excluded because they were not

asked or did not respond to this question: K
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Type of Care

Clients in Treatment on March 31, 2010

" Facilities may accept more than one type of payment.

2 Available only in AK, AZ, CA, CO, CT, DC, FL, HI, IA, ID, IL, IN,

LA, MI, MO, MT, NJ, NM, OH, OK, RI, TN, TX, WA, WI, WY. Not
applicable (N/A) in other areas.

Facilities' All Clients Clients Under Age 18
Median No.
of Clients
Per
No. % No. % Facility No. %
Outpatient 139 71.3 26,654 94.4 91 521 93.9
Regular 120 61.5 10,720 37.9 55
Intensive 76 39.0 1,584 5.6 14
Day treatment/partial hospitalization 30 15.4 343 1.2 12
Detoxification 30 15.4 376 1.3 8
Methadone/buprenorphine 31 15.9 13,631 48.3 432
Residential (non-hospital) 52 26.7 1,278 4.5 15 34 6.1
Short term 17 8.7 323 1.1 20
Long term 39 20.0 921 3.3 14
Detoxification 3 1.5 34 0.1 13
Hospital Inpatient 17 8.7 318 1.1 9 0 0.0
Treatment 12 6.2 118 0.4 4
Detoxification 16 8.2 200 0.7 12
Total 195 28,250 100.0 50 555 100.0
"Facilities may provide more than one type of care.
Opioid Treatment Programs (OTPs) Facility Licensing, Approval, Certification, or
No. %'| Accreditation
Facilities with OTPs 41 3.5 Facilities'
No. %
Clients in Facilities with OTPs Any listed agency/organization 181 92.8
Methadone 13,943 97.5] State substance abuse agency 129 66.2
Buprenorphine 355 2.5] State mental health department 117 60.0
Total 14,298 100.0] State department of health 173 88.7
" Percentage of all OTP facilities that are in this State or jurisdiction. Hospital licensing authority 22 11.3
The Joint Commision 64 32.8
Facility Payment Options CARF? 68 34.9
Facilities' NCQA® 6 3.1
No. %| COA* 21 10.8
Cash or self-payment 177 90.8] Other State/Local Agency/Org 14 7.2
Private health insurance 131 67.2
Medicare 104 53.3| ’Facilities may be licensed by more than one agency/organization.
Medicaid 147 75.4] ?Commission on Accreditation of Rehabilitation Facilities
Other State-financed health insurance 154 79.0] ®National Committee for Quality Assurance
Federal military insurance 77 39.5] *Council on Accreditation
Access to Recovery (ATR) vouchers? 66 33.9 - .
No payment accepted 1 0.5 Facility Funding Facilities
Accepts other payments 2 1.0 No. %
Sliding fee scale 145 74.4 Receives Federal, State, county,
Treatment at no charge for clients who or local government funds for
cannot pay 120 61.5] substance abuse treatment
programs 139 71.3
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Facilities

Types of Services Offered No. %
Assessment and Pre-Treatment Services 186 95.4
Screening for substance abuse 176 90.3
Screening for mental health disorders 161 82.6
Comprehensive substance abuse assessment/diagnosis 175 89.7
Comprehensive mental health assessment/diagnosis 112 57.4
Outreach to persons in the community who may need treatment 73 374
Interim services for clients when immediate admission is not possible 45 23.1
Testing 184 94.4
Breathalyzer/blood alcohol testing 150 76.9
Drug or alcohol urine screening 183 93.8
Screening for Hepatitis B 63 323
Screening for Hepatitis C 63 323
HIV testing 75 38.5
STD testing 54 27.7
TB screening 79 40.5
Counseling 195 100.0
Individual counseling 185 94.9
Group counseling 191 97.9
Family counseling 162 83.1
Marital/couples counseling 130 66.7
Transitional Services 191 97.9
Discharge planning 189 96.9
Aftercare/continuing care 151 774
Pharmocotherapies 132 67.7
Antabuse® 51 26.2
Naltrexone 48 24.6
Campral® 67 34.4
Nicotine replacement 46 23.6
Smoking cessation medications (non-nicotine) 41 21.0
Medications for psychiatric disorders 117 60.0
Methadone 54 27.7
Buprenorphine 37 19.0
Subutex® 8 4.1
Suboxone® 36 18.5
Ancillary Services 194 99.5
Case management services 143 73.3
Social skills development 138 70.8
Mentoring/peer support 104 53.3
Child care for clients' children 21 10.8
Assistance with obtaining social services 160 82.1
Employment counseling or training for clients 78 40.0
Assistance in locating housing for clients 114 58.5
Domestic violence--family or partner violence 75 38.5
Early intervention for HIV 63 323
HIV or AIDS education, counseling, or support 107 54.9
Hepatitis education, counseling, or support 78 40.0
Health education other than HIV/AIDS or hepatitis 102 52.3
Substance abuse education 187 95.9
Transportation assistance to treatment 88 451
Mental health services 150 76.9
Acupuncture 13 6.7
Residential beds for clients' children 7 3.6
Self-help groups 109 55.9
Smoking cessation program 53 27.2
Facilities

Clinical/Therapeutic Approaches Used Always or Often or Sometimes No. %
Substance abuse counseling 195 100.0
Relapse prevention 192 98.5
Cognitive-behavioral therapy 185 94.9
12-step facilitation 168 86.2
Motivational interviewing 176 90.3
Anger management 178 91.3

Continued.
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Facilities

Clinical/Therapeutic Approaches Used Often or Sometimes (cont.) No. %
Brief intervention 168 86.2
Contingency management/motivational incentives 111 56.9
Trauma-related counseling 163 83.6
Rational emotive behavioral therapy 68 34.9
Matrix model 46 23.6
Community reinforcement plus vouchers 38 19.5
Other treatment approaches 28 14.4
Facility Capacity and Utilization Rate’
Hospital] Programs for Special Groups
Residential Inpatient Facilities
Number of facilities 51 8 No. %
Number of clients? 1,268 216] Any program or group 158 81.0
Number of designated beds 1,284 2591 Co-occurring disorders 111 56.9
Utilization rate (%) 98.8 83.4] Adult women 95 48.7
No. of designated beds/facility (avg.) 25 32] Adolescents 27 13.8
DUI/DWI offenders 18 9.2
Criminal justice clients 32 16.4
Adult men 77 39.5
" Excludes facilities not reporting both client counts and number of beds, facilities Pregnant 9r postpartum women 30 154
whose client counts were reported by another facility, facilities that included client Persons with HIV or AIDS 29 14.9
counts from other facilities, and facilities that did not respond to this question. Seniors or older adults 14 7.2
2 Number of clients on March 31, 2010. Lesbian, gay, bisexual, or
transgender clients 4 2.1
Services in Sign Language for the Hearing Impaired Other groups 13 6.7

and in Languages Other than English

Facilities
No. %| Location of Treatment Facilities

Hearing impaired/sign language 53 27.2
Any language other than English 103 52.8
Services Provided by:

On-call interpreter 6 5.8

Staff counselor 63 61.2

Both staff counselor and on-call

interpreter 34 33.0

Languages Provided by Staff Counselor:’

Spanish 96 99.0

American Indian/Alaska Native 0 0.0

Other 34 35.1

! Percentages based on the number of facilities reporting that they provided
substance abuse treatment in a language other than English by a staff counselor
only or by both staff counselors and on-call interpreters.

Data are from facilities that reported to N-SSATS for the survey
reference date March 31, 2010. All material appearing in this
report is in the public domain and may be reproduced without
permission from SAMHSA. Citation of the source is appreciated.

Access the latest N-SSATS reports at:
http://www.samhsa.gov/data/DASIS.aspx#N-SSATS

Access the latest N-SSATS public use files at:
http://www.datafiles.samhsa.gov

Other substance abuse reports are available at:
‘,;.ﬁ“‘“””'-v-,,% http://www.samhsa.gov/data/
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Center for Behavioral Health Statistics and Quality
www.samhsa.gov/data/

» Access N-SSATS profiles for individual States at:
http://wwwdasis.samhsa.gov/webt/NewMapv1.htm

 For information on individual facilities, access SAMHSA's
Treatment Facility Locator at