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PREFACE

MPROVING THE HEALTH and health care 
of the American people is the mission of 
The Robert Wood Johnson Foundation. 

As a national philanthropy, the Founda­
tion supports projects that provide ser­

vices, conduct research and training and a 
range of other acuviues that we hope will have 

an impact beyond our grantees’ efforts; New 
models of care are tested so that others may 

adopt the most promising ones; health care 
leaders are trained so that they may discover 

new approaches and, in turn, influence the 
next generation.

Policymaking takes place on many levels, 
with the participation of many people—busi­
ness and community leaders, legislators, health 
professionals, interest group representatives, 

and voters. All have a role to play. Through 
the publication of a series of policy-relevant 

reports, the Foundation hopes to strengthen 
the ability of those participants to play effec­
tive roles in the decision-making process, by 
arming them with simple, yet critical indica­
tors that quickly summarize the nadon’s progress 
regarding specific health policy issues. Tracked 
over time, these indicators also can serve as 
early warning signals, alerdng policymakers to 
future problem areas.

Each report in the current indicator series 
describes one of the four health policy areas 

chosen by the Foundation as major program 
goals for the 1990s:
► assuring access to basic health care for 
all Americans;
► improving the way services are organized 
and provided to people with chronic health 
conditions;
► promoting health and preventing disease 
by reducing harm from substance abuse; and
► seeking opportunities to help the nation 
address the problem of escalating medical costs.

Once our authors constructed a conceptu­
al framework to measure each area, indica­
tors were selected based upon their policy- 
relevance, the availability of data, and their 
ability to highlight a specific point and con­
tribute to an overall understanding of the area.

We hope this report will serve as a helpful 
resource, and we encourage readers to share its 
information with others. If you have comments 
or su^estions, we would like to hear from you, 
as we decide whether subsequent editions would 
be useful. Please tell us what you think.

Steven A. Schroeder, md 
President

6 SUBSTRnCE RBUSE
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BOUT THE TERMS USED IN THIS 
REPORT... The labels used in this 
report for population groups, risk 
groups, and health problems are those 

I used by the original data sources. 
In some cases, these labels—ethnic and racial 
identities are a good example—reflect old val­
ues. We adopted this approach, despite our 
desire to be sensitive to changing preferences, 
because of the lack of consensus about which 
terms are preferred and to avoid potential con­
fusion when people go back to an original data 
source to learn more about an issue.

CAUTIONARY NOTES FOR DATA INTERPRE­
TATION... This report presents data on trends 
in substance use, consequences, and inter-

DATA ADTES

vention efforts, as well as comparisons among 
subgroups of the population on these issues. 
In most cases, available information was not 
sufficient to test for statistical significance 

of differences between years or between sub­
groups. Accordingly, caution should be exer­
cised in comparing the magnitude of such 

differences. In addition, trend data are gen­
erally drawn from cross-sectional surveys or 
other data that do not represent the experi­
ence of the same individuals over time. Despite 
these cautionary notes, the consistency of 
long-term trends and evidence from several 
sources is supportive of the major conclusions 
discussed here about the magnitude of the 

substance abuse problem and progress made 
in combatting it.

SUBSTflnCE ABUSE 7



QUERUIEIU: THE COHTEKT OF SUBSTflllCE ABUSE
r

S THE NUMBER one health problem in the country, substance abme 

places a major burden on the nations health care system and con­
tributes to the high cost of health care. In fact, substance abuse—the 

I problematic use of alcohol, illicit dru^ and tobacco—places an enor­
mous burden on American society as a whole. It can harm health, family life, 
the economy and public safety, and it threatens many other aspects of life as 

well Substance abuse affects all segments of society, but it disproportionate­
ly affects disadvantaged groups and threatens the future of young people.

► There are more deaths, illnesses and dis­
abilities from substance abuse than from any 
other preventable health condidon. Of the two 
million U.S. deaths each year, more than one 
in four is attributable to alcohol, illicit drug or 
tobacco use. Many of these deaths and other 
losses could be reduced—if not eliminated— 
by changing peoples habits.

Alcohol and illicit drug use can result in 
femily violence and maltreatment of children, 
and the loss of a family member due to sub­
stance abuse has lifelong ramifications. Passive 
smoking causes respiratory problems in chil­
dren and adults. The workplace is affected as 
well. Alcohol and drug abusers are cosdier, less 
productive employees. Millions of people are 
arrested for driving under the influence of 
alcohol or drugs and for other crimes related 
to alcohol and illicit drug use. The safety of 
many neighborhoods—and the people living 
and working in them—is threatened by vio­
lence associated with drug sales.

Federal, state, and local governments, as

well as private citizens’ groups, have acted to 
counter the enormous societal impact of sub­
stance abuse, but much remains to be done. 
A great deal of the harm associated with sub­
stance abuse can be prevented with increased 
public awareness of the problem and concerted 
public action. One step in this direction is the 
spread of effective prevention programs 
throughout the country with widespread sup­
port from community groups, business and 

private'citizens.

USE, ABUSE AND DEPENDENCE...Many people 
who drink, take illicit drugs or smoke occa­
sionally do not experience problems from 
using these substances (although it is possible 
to have a serious injury or even to die from a 
single episode of alcohol or drug use). How­
ever, with heavier, more frequent consump­
tion, they are more likely to experience prob­
lems with health, family members and other 
people, school, work or the law. Substance 
abuse refers to patterns of use that result in 1..

SUBSTRIICE ABUSE
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health consequences or impairment in social, 
psychological, and occupational functioning. 
While substance abuse concerns problems in 
living, dependence involves compulsive use, 

craving, and increased tolerance.
Although it is not possible to predict who 

will develop problems under what circum­
stances, in general, more serious problems 
develop when people become dependent on 
alcohol, illicit drugs or tobacco. A person who 
is dependent on a substance has a great need 
for it—often in increasing amounts—in spite 
of trying to cut back. The process of becom­
ing dependent is complex and is related to a 
number of factors, including the addictive 
properties of the substance, family and peer 
influences, personality and existing psychi­
atric disorders. Genetics also plays a role in 
alcohol addiction, and recent research sug­
gests that it may play a role in tobacco addic­
tion, as well. At this time, its role in addiction 
to illicit drugs is not clear.

Once a person is dependent on a substance, 
abuse becomes a chronic, relapsing condition 
characterized by waves of abuse, decreased 
use, and abuse again. It is very difficult to 
quit or curtail use, and ffequendy more than 
one attempt is needed—sometimes over a 
long period of time—before a person suc­
cessfully quits or gets use under control. The 
likelihood of relapse is high.

This report presents measures of use, abuse 
and dependence to illustrate the magnitude 
of the substance abuse problem. Although the

focus is substance abuse—use that has result­
ed in significant problems for the user—infor­

mation also is presented about patterns of 
use and the populations at risk.

HISTORICAL TRENDS IN CONSUMPTION & 
POLlCY...The use of alcohol, illicit drugs and 
cigarettes has fluctuated during this century in 
response to shifts in public tolerance and with 
various political and economic events. In recent 
times, smoking began to decrease in the mid- 
1960s, drug use in the late 1970s and alcohol 
consumption in the mid-1980s. Many people 
attribute these decreases to:
► increased awareness of the health risks posed 
by substance abuse;
► more governmental involvement in preven­
tion, intervention and treatment efforts; and
► the development of grassroots efforts and 
community coalitions directed toward decreas­
ing substance abuse and its negative impacts.

Alcohol... Alcohol consumption in the United 
States has risen and fallen over time. It was 
high during war years—the Civil War, World 
War I and World War II—and low following 
Prohibition and during the Depression. 

Consumption was the lowest in U.S. history 
—0.9 gallons of ethanol per person aged 14 
and older—in 1934, as the Depression was 

at its peak, and highest at 2.8 gallons per capi­
ta—around 1980, following a period in which 
more than half the states lowered the legal 
drinking age to 18.

SUBSTRnCE ABUSE



Historically, alcohol consumption has been 
higher and was perhaps double current con­
sumption in the late 1700s and early 1800s. 
It fell during the heyday of the temperance 
movement in the mid-1800s, but it began to 
rise again in the latter part of the 19th centu­
ry (see Chart 1). The 1919 passage of a con­
stitutional amendment that prohibited the 
manufacture, transportation and sale of alco­
hol—also known as Prohibition—decreased 
use again, at least legal use, and temporarily. 
During this time, an underground alcohol 
industry flourished and drinking continued 
to some degree. The amendment was repealed 
in 1933 as concerns about lawlessness rose.

During the past decade, alcohol consump­

tion has declined. This coincided with rais­
ing the minimum drinking age to 21 in all 
states to counter the alarming number of fatal 
automobile crashes involving alcohol and 
teenagers. The decrease also is related to a shift 
in beverage preference. The consumption of 

distilled spirits, which has a high ethanol con­
tent, decreased substantially over the past 15 
years; beer consumption remained relatively 
stable; and wine consumption increased 
slightly. Both beer and wine have a lower 
ethanol content. These overall trends in cur­
rent alcohol consumption mask many impor­
tant differences in drinking patterns across 
the life course and among demographic groups, 
as described in this report.

Chart 1. Trends in fllcohol Use
Annual Per Capita Consumption in Gallons of Ethanol
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Illicit drugs...The history of illicit drug use in 
the United States also is marked by shifts 
in public attitudes and policies, between tol­

erance and intolerance. During the late 1800s, 
laissez-Jaire approaches to the problem of drug 
use began to be supplanted by increasing gov­
ernmental regulation as the medical profession 
and the public became aware of the addictive 
properties of certain drug?. At that time, cocaine 
and opiates, which were inexpensive and read­
ily available, were used widely in medicines 
available over the counter. A series of legisla­
tive acts and court cases during the first two 
decades of this century resulted in a decrease 
in cocaine and opiate use, and the nations drug 
problem diminished during the Depression

E
.s

^=3

and World War II.

During the 1950s and 1960s, however, hero­
in emerged as a problem in our cities, and 
use of a variety of illicit drugs grew among the 

general population in the 1970s, peaking in 
the late 1970s for most drugs. The 1960s and 
1970s also saw the development of modern 
treatment modalities, including methadone 
maintenance, therapeutic communities, and 
outpatient care. Illicit drug use decreased among 
most segments of the population during the 

1980s and 1990s.
To illustrate recent trends, selected histor­

ical events are charted against recent mari­
juana use among 18- to 25-year olds firom 1972 
to 1992 and cocaine use among 18- to 25-
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Notes:
Alcohol consumption is 
measured in galloru of 
edianol (absolute alcohol) 
per person aged 15 and 
older prior to 1970 and 
14 and older thereafter.

Sources:
National Institute on 
Alcohol Abuse and Alco­
holism, Division of Bio­
metry and Epidemiology. 
Surveillance Report #
23, Apparent Per Capita 
Alcohol Consumption: 
National, State, and 
Regional Trends, 1977- 
1990. December 1992. 
Table l.p. 16-17.
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year olds from 1974 to 1992 (see Chart 2). This 
age group has high rates of marijuana use. By 

1979, 35 percent of 18- to 25-year olds report­
ed being current marijuana users. This was a 
peak period not only for marijuana use among 
18- to 25-year olds, but also for most drugs and 
for most age groups. Since then, marijuana use 

has decreased, and by 1992, about 11 percent 
of 18- to 25-year olds reported using marijua­
na in the past month. There is continued con­
cern over the impact of illicit drug use, espe­

cially cocaine and its derivadve, crack. Reported 
declines in frequent cocaine use since 1985 are 
not statistically significant. Federal drug poli­
cy has emphasized law enforcement and interdic­
tion to reduce the supply of illicit drugs, but

recent trends show an increasing interest in pre­
vention and treatment as control measures.

Tobacco...Tobacco is a part of this land’s ear­
liest history, predating the arrival of Colum­
bus. Native Americans had long cultivated 
tobacco and used it in various forms, includ­

ing cigars, cigarettes, chewing tobacco, and 
pipes. During the 17th century, tobacco began 
as an important cash crop for North Carolina, 
and by 1864 it was a significant enough com­
modity that a federal tax was imposed on cig­
arettes to help finance the Civil War. By the 
1890s, cigarette machines were perfected that 
produced cigarettes in much greater volume 
than possible by hand.

Charts. Trenils in Illicit Drug Use
Percent Marijuana and Cocaine Users Aged 18-25
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Cigarette consumption increased dramati­
cally between 1900 and the mid-1960s, with 
small peaks and valleys paralleling historical 
events: It was slighdy higher during World War 
I and World War II, and lower during the 

Depression years (see Chart 3). Consumption 
peaked in 1963, at 4,345 cigarettes per person 
aged 18 and older per year. (Smoking a pack 
of cigarettes a day amounts to about 7,500 cig­
arettes a year.) The precipitating event in the 

decline since then was the 1964 Surgeon 
Generals Report that definitively linked ciga­
rette smoking to health problems.

The tobacco industry has tried to reverse 
the downward trend in tobacco consumption. 
For example, filter cigarettes were heavily

•S 3

^1 
II
V
S

I
o2

I'w
»A
00

g
£
3

Is
sll

S'!

Notes:

promoted during the 1950s, and low-tar cig­
arettes were introduced in the 1960s. Smoke­
less and perfumed cigarettes were introduced 

in the 1980s to attract new smokers and keep 
current smokers from quitting. The tobacco 
industry also has targeted minorities and women 

in their advertising.
In spite of these efforts, consumption con­

tinues to decline. The decreases, however, have 
not been uniform across all groups. The poor, 
the less-educated and minority groups have 
had smaller reductions in rates, and so have 
women in comparison to men. While the 1992 
per capita consumption was the lowest since 

1963—2,629 cigarettes a person a year—it is 
roughly the same as in the early 1940s.
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Dam fir 1992 are 
preliminary.

Sources:
Subsmnce Abuse and 
Menml Health Services 
Administration, Office 
of Applied Studies. 
National Household 
Survey on Drug Abuse: 
Highlights 1991. 
Rockville, MD: DHHS 
Pub. No. (SMA) 93-1979, 
1993. Table A. 10, p. 78. 
Subsmnce Abuse and 
Menml Health Services 
Administration, Office of 
Applied Studies. 
Preliminary Estimates 
from the 1992 National 
Household Survey on 
Drug Abuse. Advance 
Report No. 3. Rockville, 
MD: June, 1993. Table 
7A, p. 44.
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ALL SEGMENTS OF SOCIETY AFFECTED... No pop­
ulation group is immune to substance abuse 
and its eflPects. Men and women and people of 
all ages, racial and ethnic groups and levels of 
education smoke, drink and use illicit drugs. 

In 1991, some 103 million Americans used 
alcohol in the past month, 46 million smoked, 
and almost 13 million used illicit drugs. There 
are, however, significant differences in sub­

stance use among groups. Young adults, for 
example, are the group most likely to use 
alcohol, illicit drugs and tobacco, and many 
adolescents have already started. In terms of 
gender, men are more likely than women to 

use most substances, but they are particularly 
more likely to be heavy users of alcohol and to

be problem drinkers.

Whites are more likely than blacks or 
Hispanics to drink, but they are no more like­
ly to drink heavily. Nadve Americans, mean­
while, are more apt to have problems with alco­
hol. Illicit drug use disproportionately affects 

minority groups, with minority groups at an 
additional risk for a range of adverse conse­

quences, because they are more likely to use 
these drugs intravenously.

Level of education is increasingly recog­
nized as an important correlate of substance 
use, with heavier use among those who are 
less well-educated. People with higher edu­
cation levels are more likely to drink, but 
those with less education are more likely to

Chart]. Trends in Cigarette Use
Annual Per Capita Consumption of Cigarettes
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drink heavily. Among less-educated people, 
smoking is more common and smoking ces­
sation less likely.

The impact of substance abuse is felt from 
earliest infancy through old age. Some infants 
are born already compromised through expo­
sure to substances consumed by their moth­
ers during pregnancy. Throughout childhood, 
boys and girls are affected in many ways by 
their parents’ substance use, from neglect and 
abuse associated with alcohol and illicit drug 
abuse to chronic respiratory problems from 
environmental tobacco smoke.

Adolescence is a period of experimentation 
with substance use, and teenagers are partic­
ularly at risk for being involved in alcohol- and
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drug-related vehicle injuries. Because substance 
use is higher in young adulthood, men and 
women in this age group are more likely to 
experience problems associated with it. For 
example, workplace problems and family dis­
ruption can develop during this time. But it 
is later in life that the long-term health effects 
from alcohol use and cigarettes are most appar­
ent. A lifetime of drinking and smoking exacts 
a heavy toll in chronic health problems and 
premamre death.

SOCIETAL COSTS OF SUBSTANCE ABUSE... The 
total economic cost of substance abuse on 
the U.S. economy each year is staggering, 
and at least one estimate is in excess of $238
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Notes:
Data for 1992 are 
preliminary.

Sources:
For 1900-1974:
Tobacco Yearbook 1981. 
CoL Clem CockreL 
Bowling Green, KY. p.53. 
For 1975-1981:
US Department of 
Agriculture. Tobacco 
Situation and Outlook 
Report. Commodity 
Economics Division, 
Economics Research 
Service. Rockville, MD: 
April 1985. Table 2, p.6. 
For 1982-1991:
US Department of 
Agriculture. Tobacco 
Situation and Oudook 
Report. Commodity 
Economics Division, 
Economics Research 
Service. Rockville, MD: 
April 1992. Table2,p.4. 
For 1992:
US Department of 
Agriculture. Tobacco 
Situation and Oudook 
Report. Commodity 
Economics Division, 
Economics Research 
Service. Rockville, MD: 
April 1993. Table 2, p.4.
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Notes:
MedicaL Direct 
expenditures.

Illness: Present value of 
lost productivity due to 
illness or injury.
Deaths: Present value of 
future lost productivity 
due to premature death. 
Other Related Costs: 
Direct—crime, motor 
vehicle crashes, etc. 
Indirect—victims of 
crime, incarceration, etc. 
Special Conditions: AIDS 
attributable to drug 
abuse. Fetal Alcohol 
Syndrome.

Sources:
Unpublished data for 
1990from Dorothy P. 
Rice. Institute for Health 
and Aging University of 
California at San Fran­
cisco, CA 94143-0612.

billion. Although specific cost estimates vary 
across studies because of differences in under­
lying assumptions and definitions, all show 
substantial economic costs. This is an enor­
mous burden that affects all of society— 
people who abuse alcohol, illicit drugs or tobac­

co, and those who do not. This cost includes 
the expense of treating substance abuse, the 
productivity losses caused by premature 
death and inability to perform usual activi­
ties, and costs related to crime, destruction of 
property and other losses.

Alcohol is the most cosdy abused substance, 
with the total bill to the nation estimated to be 
$99 billion in 1990. Using the same econom­
ic model, the cost of drug abuse was $67 bil­

lion, and preliminary esumates place the cost 
of smoking at $72 billion (see Chan 4). Each 
substance has different impacts on users and on 
society. The major burden of alcohol abuse relates 

to productivity losses associated with illness and 
death; crime plays the major role in drug-relat­
ed costs; and for smoking, the most significant 

losses are associated with premature deaths.
The core costs of alcohol and illicit drug 

abuse (costs of medical expenses, illness and 
death) fall disproportionately on people 
ages 15 to 44. This reflects their higher preva­
lence of substance abuse problems and larger 
number of related deaths. The core costs for 

most other health conditions tend to be con­
centrated in older age groups.

Chart 4. Economic Costs of Substance Abuse, 1990

10.7

Drug Abuse/Total Cost $66.9 billion m
28.0

Alcohol Abuse/Total Cost $98.6 billion
63.0%

Smoking/Tocal Cost $72.0 billion 
(preliminary estimate)
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TAKING ACTION... Substantial governmental 
and private efforts are being directed toward 
combatting the nations substance abuse prob­
lem, and there is a clear mandate to do more. 
However, the sheer size of the alcohol and 
tobacco industries and their influence in the 

economy—national, state and local—impedes 
progress. With more than 100,000 manufac­
turing employees, these industries have a com­
bined payroll that is more than 1.5 times the 
nations soft drink manufacturing industry. 
Retail sales for beer, wine and distilled spirits 
total $92 billion, and tobacco sales total $44 
billion. To help promote these sales, alcohol 
and tobacco are among the most widely adver­
tised products in the country. In 1990, $3.9 
billion was spent on tobacco advertising and 

promotions. Moreover, even though per capi­
ta consumption is down, profits for tobacco 
manufecturers increased from 7 cents per pack 

in 1981 to 35 cents in 1991.
These numbers powerfully influence the 

mix of governmental policies toward substance 
abuse. Some policies regulate, tax and other­
wise limit the distribution of these products, 
while others create tax write-offs for advertis­
ing them. In addition, tobacco and alcohol 
advertising targets some of the very groups at 
which the public health community is aiming 
its health promotion efforts.

quences, and efforts to combat the problem. 
Throughout, descriptive findings are provid­
ed as well as measures that document change 
over time. Observed increases and decreases in 
these indicators will help determine how suc­
cessful efforts have been and where addition­
al resources need to be targeted.

Meanwhile, the U.S. Public Health Service 
has set objectives for decreases in the use of 
alcohol, illicit drugs, and tobacco as part of a 
major effort to increase the span of healthy life 
for Americans, reduce health disparides among 
population groups, and achieve access to pre­
ventive services for all. The federal govern­
ments Healthy People 2000: National Health 
Promotion and Disease Prevention Objectives 
offers specific measurable targets across the life 
course and for many population groups.

The indicators presented in this report were 
chosen after careful review of current knowl­

edge about substance abuse and its impact. 
National data were emphasized, although the 
charts also trace the progress of important pop- 
uladon subgroups, such as youth. A number of 
the Healthy People2000oh]coAves appear with­
in the indicators in this report, as noted Together, 
the year 2000 objectives and the indicators 
presented here provide a blueprint for acuon 
and a means of chardng our nadon’s progress 
against substance abuse.

MONITORING CHANGE... This report presents 
indicators that describe the nature and extent 
of substance use and abuse, associated conse-

SUBSTOCE RBUSE 1?
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PERCEPTlOn OF RISK

SO

MERICANS INCREASINGLY recognize 
that the use of alcohol, illicit drugs, 
and tobacco carries substandal health 
risks. And, as a result, substance use 
among many segments of the popu­

lation has declined.
Several faaors contribute to this change in 

the perception of potential harm (Indicator la). 
One is the success of intensive community- 
based and public information campaigns on 
the health hazards of substance abuse. Another 

is a greater societal commitment to healthy 
lifestyles in general and increased disapproval 
of substance use. Research suggests that at least 
two of these fectors — increased awareness of 
risks and disapproval of use — have led to a 
drop in marijuana use among youth. Despite 
increases in the percent of youth perceiving 
great risk, the percent still Ms far below the 
objectives targeted by Healthy People 2000.

Not all substances are perceived as equally 
risky. Illicit drug use is viewed by people of 
all ages as much riskier than smoking or drink­

ing, and regular or heavier use of drugs or alco­
hol is seen as riskier than occasional or exper­
imental use. There also are differences in

perception of risk by age (Indicator lb). In 

general, older people are more likely than young 
people to think that substance use is risky. One 

exception is that most teenagers as weE as peo­
ple ages 35 and older think using marijuana 
regularly is risky.

Cigarettes ^e the only substance that is per­
ceived as increasingly risky with each succes­
sive age group. Forty-eight percent of youth 

think it is risky to smoke one or more packs 
a day, whereas 68 percent of people 35 and 
older believe it risky. The fact that so many 
young people do not think smoking is risky is 
especially important because youth is a period 
of experimentation. More information about 
the risks of smoking should be targeted specif­
ically to teenagers.

Americans also are worried about envi­
ronmental tobacco smoke — the exposure of 
nonsmokers to cigarette smoke in peoples 
homes, at work and in public places. Accord­
ing to a nationwide poll, three of four non- 
smokers at some point in their lives have lived 
with smokers, and nearly half are concerned 
that environmental smoke might cause seri­
ous health problems for them.
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a. Mat Voung PbdpIb Think about Substance Use
Percent of High School Seniors who Believe Substance Use is Very Risky 

90%

1985

■ Regular 
' Cocaine Use

I I / / I 
'90 '91 '92 2000

^/IcXlUse

b. Ulhat fimericans Think about Substance Use
Percent of Americans who Believe Substance Use is Very Risky, 1991 

90% - .
83.2 82.6

80 -

70 -

60

50 _

40 -
Heavy Alcohol Use 

12- 17 Years

Regular Marijuana Use Heavy Smoking

18 - 25 Years SBS 26 - 34 Years HHHH 35 + Years

la. Data are per­ packs of cigarettes la. The University of Office of Applied
centages of high per day. Michigan News and Studies. National
school seniors who lb. Heavy alcohol Information Services, Household Survey
see "great risk ” of use is five or more Press Release, April 9, on Drug Abuse:
harm from smok­ drinks once or twice 1993. Ann Arbor MI. Highlights 1991.
ing marijuana regu­ a week. Regular Table 6. Rockville MD. DHHS
larly; taking cocaine marijuana use is lb. US Substance Pub. No. (SMA) 93-
regularly; having smoking marijuana Abuse and Mental 1979, 1993. Table A-
five or more drinks regularly. Heavy Health Services 25, p. 93.
once or twice each smoking is smoking Administration,
weekend; or smok­ one or more packs
ing one or more per day.
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IlIlPlICaTIDnS OF EflRlV USE

SS

GE IS ONE of the most important 
factors defining the likelihood of 

using alcohol, illicit drugs and to­
bacco. It also is related to subsequent 

[patterns of use and problems asso­

ciated with use. Young adults—people ages 
18 to 25—;are the group mostly likely to use 
alcohol or illicit drugs or engage in heavy 
alcohol use (Indicator 2). People ages 18 to 34 
are the group most likely to smoke.

Many young people begin to experiment 
with alcohol, illicit drugs and tobacco at very 
early ages, although not all who try drugs once 
or twice continue to use them. By the 8th grade, 
70 percent of youth report having tried alco­
hol, 10 percent have tried marijuana and 2 per­
cent cocaine, and 44 percent have smoked cig­
arettes. By the 12th grade, about 88 percent 
have used alcohol, 37 percent have used mar­
ijuana and 8 percent cocaine, and 63 percent 
have smoked cigarettes. Clearly, substance use

begins early for many young people. (Indica­

tors 3 and 4).
Because cigarettes and alcohol usually are 

tried before illicit drugs such as marijuana, 
hallucinogens or cocaine, they often are referred 

to as “gateway drugs.” However, many youth 
who use alcohol or cigarettes never try illegal 
drugs. The age when young people first start 
using alcohol and illicit drugs is a powerful 
predictor of later alcohol and drug problems, 
especially if use begins before age 15. People 
who begin using alcohol or smoking when 
very young are more likely to be heavy users 
of these substances later on.

Problems related to alcohol and drug depen­
dence typically begin to be apparent by age 20. 
This is an important time for young people, 
as they complete school, enter the work force 
and begin to get married and have families. 
For women, problems with alcohol frequendy 
occur later—^when they are in their thirties.

3.fllcDhDl, marijuana, and CigarettB Use Among Eighth Graders, 199M992

27 27

The University of 
Michigan News and 
Information Service, 
Press Release, April 9, 
1993. Ann Arbor, MI. 
Table I.

Ever Tried Drunk at Ever Tried Smoked in Ever Tried Smoked in 
Alcohol Least Once Cigarettes Past Month Marijuana Past Month

1991 ^m^B^Sil992
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2. PreualencE of Substance Use, 199
Percent of Users in Past Month

_6M

60% —

50 -

40 —

30

20 —

10

0 -

32.2 M

Alcohol Heavy Alcohol Any Illicit Drug Marijuana Cocaine

Year 2000 Ubje12 - 17 Years W 18-25 Years W 26 - 34 Years V 35 + Years - - - People 18-25 Y<

Cigarettes

Year 2000 Objective

4. Early EKpErimentation, 1991
Average Age of First Use 17.9

Cigarenes Alcohol
VBl 12- 17 Years

Marijuana Inhalants Cocaine Hallucinogens
& 18-25 Years — Year 2000 Objective, People 12-17 Years

iililii
2. US National Insti­
tute on Drug Abuse. 
National Household 
Survey on Drug 
Abuse: Population 
Estimates 1991. 
Rockville, MD. DHHS 
Pub. No. (ADM) 92- 
1887,1992. Table 2- 
A,p. 19, Table 3-A, 
p. 25, Table 4-A, 
p. 31, Table 13-A, 
p. 85, and Table 14- 
A,p.91.

US Substance Abuse 
and Mental Health 
Services Administra­
tion, Office of 
Applied Studies. 
National Household 
Survey on Drug 
Abuse: Highlights 
1991. Rockville, MD. 
DHHS Pub. No. 
(SMA)93-1979. 1993. 
Table A-22,p. 90.
4. US Substance 
Abuse and Mental

Health Services 
Adminstration, Office 
of Applied Studies. 
National Household 
Survey on Drug 
Abuse: Main find­
ings 1991. Rockville, 
MD. DHHS Pub. No. 
(SMA) 93-1980, 1993. 
Table 10.5, p. 137.
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TREnDS in HERU¥ USE

T FIRST GLANCE, the statistics look 
promising: The overall use of ciga­
rettes, alcohol and illicit drugs among 
most segments of the population has 
declined in recent years. However, 

the number of heavy, frequent users has 

remained more stable. Heavy smoking is 
often defined as smoking a pack or more of 

cigarettes per day; heavy drinking usually 
means consuming five or more drinks per occa­
sion on five or more days in the past 30 days; 
and heavy drug use may be considered to be 
daily or weekly use.

To indicate how much heavy drinkers acm- 
ally consume, half of the alcohol consumed in 
this country is accounted for by the 10 percent 
of the population who drink the most heav­

ily. Heavy drinking has decreased in recent 
years, from 6.5 percent of the population age 
12 and older in 1985 to 5.3 percent in 1991 
(table). Nevertheless, heavy drinking among 
high school seniors and college students is still 
of concern and is one of the Healthy People 
2000 targets for reduction.

The decrease in people using illicit drugs 
since the late 1970s has been even more dra­
matic. At that time, almost 40 percent of high 
school seniors were using drugs. In 1992, in

contrast, 14 percent of the senior class repon- 
ed using drugs. For people ages 18 to 25—the 
age group with the highest rates of illicit drug 

use—marijuana use peaked at 35 percent in 
1979 and fell to 13 percent in 1991. Cocaine 
use among this age group also peaked in 
1979 at nine percent and dropped to two 

percent in 1991.
Between 1985 and 1991, the number of peo­

ple who reported being frequent cocaine users 
(once a week or more) also decreased, but the 
decline was not statistically significant (Indi­
cator 5). Heavy drug use is a particularly dif­
ficult problem in many urban areas, where hard 
core users become concentrated and drug- 
related crime flourishes.

Cigarette use also has decreased over the 
past decades — specifically since the 1964 pub­
lication of the Surgeon General’s report on 
the health effects of smoking. The proportion 
of the adult population who smoked decreased 
ftom 42 percent in 1965 to 26 percent in 1991. 
Despite this overall decline in smokers, the 
proportion of heavy smokers—those who 
smoke 25 or more cigarettes a day—has not 
changed much. In 1991,15 percent of the pop­
ulation, or 56 percent of smokers, smoked a 
pack or more per day.

TRENDS IN ALCOHOL USE, U.S. HOUSEHOLD POPULATION

1985 1988 1990 1991

Any alcohol use in past month 59.1% 53.4% 59.2% 50.9%
Heavy alcohol use in past month 6.5 4.9 5.0 5.3

US National Institute 
on Drug Abuse. 
National Household 
Survey on Drug 
Abuse, 1983-1991.
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5. Trends in Cocaine Use

Number of Users

number in thousands
13.000 -

12.000 - 

11,000 - 

10,000 -

9.000 -

8.000 -

7.000 -

6.000 -

5.000 -

4.000 -

3.000 -

2.000 - 

1,000 -

0 -

12,200

Any Cocaine Use

1985

Heavy Cocaine Use

1990 IBiiiii 1991

Any cocaine use is at least 
once in the past year. 
Heavy cocaine use is once 
a week or more in the 
pastyear.

Gfroerer JC and Brodsky 
MD. Frequent Cocaine 
Users and Their Use of 
Treatment. American 
Journal of Public 
Health, VoL 83, No. 8, 
Fig. I. p 1150, 1993.
US National Institute on

Drug Abuse. National 
Household Survey on 
Drug Abuse: Population 
Estimates 1990.
Rockville, MD. DHHS 
Pub. No. (ADM) 91- 
1732, 1991. Table 20-A, 
p. 111.
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DEmOGRflPHIC DIFFEREnCES III HERUV USE

IFFERENT POPULATION GROUPS dif­
fer in their rates of heavy use of tobacco, 
alcohol, and illicit drugs. These vari­

ations are most apparent by race and 
ethnicity, gender, and education.

White high school seniors are most likely and 
blacks least likely to be heavy smokers and 
drinkers; Hispanics M in between (Indicator 

6). Blacks have met the Healthy People 2000 
objecdve for a reduction of heavy drinking.

Although heavy smoking and drinking have 
decreased among all racial and ethnic groups, 
the decreases in heavy smoking among black 
youth have been particularly dramatic. Blacks 
have continued to decrease their smoking while 
the rates of other groups have stabilized. Among 
racial and ethnic groups, young Native Amer­
ican males tend to be heavier smokers and 
drinkers. Recent studies show that about 48 
percent of male Native American and white 
high school seniors drank heavily, compared 
with 45 percent of Mexican-Americans, 24 
percent of blacks, and 19 percent of Asian- 
Americans; some 18 percent of male Native 
American high school seniors smoked 1/2 pack 
or more a day, compared with 12 percent of 
whites, five percent of Mexican-Americans,

and 4 percent of Asian-Americans.
There also are differences in substance use 

by gender, but these patterns are in flux. Since 
the mid-1970s, male high school seniors have 
been more likely than females to use marijuana 
or alcohol daily, but now the gap between the 

sexes is narrowing. Meanwhile, for most of 
this period, female high school seniors have 

been more likely than males to smoke daily, 
but trends are changing here, too, and now 
more high school males smoke daily than females.

Among people of all ages, males are more 
than three times as likely as females to be heavy 
drinkers and somewhat more likely to smoke 
a pack or more of cigarettes per day. Males 
also are more than twice as likely as females 

to use marijuana once a week or more, but 
males and females are equally likely to be 
weekly cocaine users.

Where people live and their educational 
level also relate to substance use. Heavy alco­
hol use is more common among people living 
in metropolitan areas and among those with 
less than a college degree. Heavy smokers are 
more likely to live in nonmetropolitan areas 
and to be less educated—having a high school 
diploma or less.
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6. Heauij fllcohol and Daily CigarettB Use Among Voung PeoplB

Percent of High School Seniors Who are Heavy Users 

45%

1976

I Alcohol/ 'Black

1980

I Alcohol/ 'white

1985

I Alcohol/ 
” Hispanic

I Cigarette/ 'Black

Each point plotted is the 
mean of the specified year 
and the previous year. 
“Hispanic" is derived 

from self-report.
“Heavy alcohol use” is five 
or more drinks in a row 
in the past two weeks.

US National Institute on 
Drug Abuse. Smoking, 
Drinking, and Illicit 
Drug Use Among 
American Secondary 
School Students, Col­
lege Students, and 
Young Adults, 1975- 
1991. Volume I: Sec-

I I I
'90 '91 '92

I Cigareti '■W^te

// 1
2000

I Cigarette/
' Hispanic

ondary School Students. 
Rockville. MD. NIH 
Pub. No. 93-3180, 1992. 
Figure I7b, p.Ill. 
Unpublished data from 
the US National Insti­
tute on Drug Abuse, 
High School Senior Sur­

vey, 1992.
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flTTEmPTS TD QUIT

ANY PEOPLE WHO smoke, drink 
1^ I or use drugs have experienced 

III some kind of problem related to 
III use and have tried to stop.

li ■ Because quitting use of any of 

these substances is hard, the relapse rate is 
high, and some people have to try numerous 
times before they are successful.

Depending on personal characteristics and 
the substance being used, some users become 
dependent or need larger amounts to achieve 
the same effea. Other symptoms of dependence 
are daily use for two or more weeks, feeling a 
need for the substance, trying to cut down 
and withdrawal symptoms. One-third of peo­
ple who used alcohol, marijuana, or cocaine 
experienced one or more of these symptoms. 
In fea, cigarettes are most likely to induce depen­
dence, and 82 percent of those who smoked in 
the past year report having these symptoms.

To break the smoking habit, many people 
try to quit or cut back on their own. The typ­
ical smoker who becomes a confirmed former 
smoker usually has tried three or four times 
before being successful.

More than 44 million Americans have quit 
smoking, and almost half of all living adults 
in the United States who ever smoked have 
quit. The percentage of smokers who quit 
increased dramatically after the release of the 
1964 Surgeon Generals repoa that documented 
the negative health effects of smoking (Indi­
cator 7). The percent of people who ever smoked 
who now are former smokers is higher among 
the elderly than other age groups, among men 
than women, among whites than blacks and 
among college graduates than those with less 
education. Despite the increase in the per­
centage who have quit, about 46 million Amer­
icans still smoke cigarettes.

CIGARETTE SMOKING qUITTING CONTINUUM
Percent of People 20+ Who 
Have Ever Smoked, 1987

1. Current smokers who had never tried to quit 19%
2. Current smokers who had tried to quit but not in past year 20
3. Current smokers who had quitfor 1-6 days in past year 7
4. Current smokers who had quit for 7 or more days in past year 8
5. Former smokers who had quit within past 3 rrwnths 2
6 Former smokers who had been abstinent for 3-12 months 3
7. Former smokers who had been abstinent for 1-5 years 10
8. Former smokers who had quit more than 5 years earlier 31

US Centers for Disease 
Control The Health 
Benefits of Smoking 
Cessation. Rockville, MD. 
DHHSPub. No. (CDC) 
90-8416, 1990. Table 2, 
p. 589.
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?. SmokEiB iho HauE Quit

Percent of People 20+ Who Ever Smoked Who Now Have Quit 

50%-----------------------------------------------------------------------------

30 -

25 -

20 -
1965

I
70

I
75

I
'80

I
■85 1990

1965-1987 data: US 
Centers fir Disease 
Control The Health 
Benefits of Smoking 
Cessation. Rockville, 
MD. DHHSPub. No. 
(CDC) 90-S416, 1990.

Tabu 3. p. 592.
1990 data: US Centers 
fir Disease Control 
Morbidity and Mor­
tality Weekly 
Report, Cigarette 
Smoking Among

Adults, US 1990. 
Volume 41, No. 20. 
Atlanta, GA.
May, 1992. p. 355
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IGARETTE SMOKING ACCOUNTS for 

nearly 419,000 deaths a year—20 per­
cent of all U.S. deaths (Indicator 8a). 
More than 3.6 million years of life would 
have been saved if every person who died 

in just one year from cigarette smoking had 
lived until average life expectancy. Nearly all 
deaths associated with smoking result from a 
smoking habit acquired early in life.

Cigarette smoking has long been known to 
cause cancer, and nearly 90 percent of lung 
cancer deaths result from smoking. Lung can­
cer rates, always high among men, have risen 
among both men and women in the last few 
decades (Indicator 8b). Lung cancer deaths 
now surpass deaths from all other kinds of can­
cer—exceeding prostate cancer in men and 
breast cancer in women.

While lung cancer rates are a good marker 
for long-term use of tobacco, lung cancer 
accounts for only one-quarter of all deaths 
attributed to smoking. Smoking also is a ma-

SUBSTHnCE ABUSE

jor contributor in deaths from coronary heart 
disease, chronic bronchitis and emphysema, 
and cancers of the pancreas, trachea, bronchus, 
and larynx. Further, smoking during pregnancy 
is associated with fetal and infant deaths. In 
fact, smoking is probably the most important 
modifiable cause of poor pregnancy outcome, 
according to the U.S. Surgeon General.

Most deaths associated with smoking 
occur among the smokers themselves, but 
exposure to environmental tobacco smoke also 
is an acknowledged health hazard and each year 
results in about 3,000 deaths among nonsmok­
ers from cancer and other causes. Many peo­
ple are exposed to tobacco smoke in the work­
place, as well as at home from family members 
who smoke, and more than half of nonsmok­
ers working in companies with minimal smok­
ing restrictions say others’ smoking causes them 
at least some discomfort. With the increase in 
smoke-free workplaces, second-hand smoke ex­
posure—at least at work—is likely to decline.
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Ba. Deaths from Smoking and fllcohol Use: Total

Smoking
Deaths

1990

I Total Deaths
^ Lung 116,920
B Cancer

All Other
Smoking- 301,770 
Related

Alcohol
Deaths

1989

I
100,000

i

Causes

Alcohol
Direct
Cause

Alcohol
Indirect
Cause

19,594

88,864

200,000
I

300,000
I

400,000
I

500,000

8b. Deaths from Lung Cancer
Age-Adjusted Lung Cancer Deaths Per 100,000 People 
90---------------------------------------------------------------------------

------ iaar2ooo:>:42i

20

'86 '88
White 

■ Male
Black
Male

White
Female

Black
Female

Lung cancers and other 
smoking deaths are esti­
mates of deaths where 
smoking is an attribut­
able factor, including 
cardiovascular and 
cerebrovascular diseases. 
8b. Analysis of 
National Vital Statis­
tics System. Lung can­
cer rrfers to all respira­

tory cancers.

8a. Smoking: US 
Office on Smoking and 
Health. 1990SAMMEC 
Mortality Estimates. 
Morbidity and Mortal­
ity Weekly Report, 
forthcoming.

Alcohol; Stinson FS, 
DufourMC, Stiffens R, 
and DeBakey SF. Epi­
demiologic Bulletin 32: 
Alcohol-Related Mortal­

ity. 1979-1989. Alcohol 
Health and Research 
World, forthcoming. 
8b. US National Cen­
ter for Health Statistics. 
Health, United States, 
1991 and Prevention 
Profile. Hyattsville, 
MD:DHHSPub. No. 
(PHS)92-1232, 1992. 
Table 36, p. 169-170.
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ALCOHOL DEATHS

LCOHOL IS A major cause of pre­

mature death in the United States (In­
dicator 8c). On average, people dy­

ing from alcohol-related causes 
lose 26 years from their normal life 

expectancy. The ninth leading cause of 

death—liver disease—is largely preventable, 
because nearly half of all cirrhosis deaths are 

due to alcohol.
Cirrhosis deaths are a marker of long-term 

alcohol use and accordingly are more preva­
lent among people in middle age and older. 
Since 1974, death rates for alcohol-related 
liver cirrhosis dropped 26 percent. This trend 
reflects the overall decline in alcohol con­
sumption as well as an increase in the number 
of people recovering from heavy drinking be­
cause of treatment, health education programs, 
and other interventions.

Alcohol-related motor vehicle fatalities also 
continue to decline (Indicator 8d), and the 
death rate is now lower than the public health 
objective stated in Healthy People 2000. 
Between 1990 and 1991, the number of alco­
hol-related traffic fatalities dropped 10 percent, 

with the greatest decrease among young dri­
vers ages 15 to 20. Still, traffic crashes remain 
the single greatest cause of death among

Americas youth and young adults, and almost 
half of all traffic fatalities are alcohol-related.

The recent decline in alcohol-related traf­

fic fatalities may be due to declines in both 
chronic use and inappropriate use among even 
casual drinkers, particularly young people. Fed­
eral requirements to restrict access to alcohol 
for those under age 21 and legislation in some 

states to lower the allowable blood alcohol con­
centration for young people may in part ex­
plain the decline. Diverse efforts under way in 
communities across the country—including 
prompt license suspension, sobriety police 
checks, zero tolerance for underage drivers, and 
public education—such as “designated driver” 
programs—also may have had an impact on 
alcohol-impaired driving.

Evidence links drinking and deaths from 
falls, fires and burns, and drowning. Falls are 
the second leading cause of fatal injuries, and 
fires and burns are the fourth leading cause. 
Various studies estimate that between 17 and 
53 percent of falls are alcohol-related, and be­
tween 48 and 64 percent of people dying in 
fires had blood alcohol levels indicating in­
toxication. One common cause of fire among 
intoxicated people is falling asleep or passing 
out with a lit cigarette.

34 SUBSTHnCE RBUSE
r



c. Deaths from fllcohnl Use Ouer Time
Age-Adjusted Alcohol-Related Deaths Per 100,000 People
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8d. Deaths from fllcohol-Related Traffic Injuries
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8d. Traffic fatalities 
are number of deaths 
from crashes in which 
at least one person 
dies within 30 days of 
the crash. National 
Highway Traffic 
Safety Administration

dffines a fatality or 
fatal crash as alcohol- 
related if either a dri­
ver or a nonmotorist 
(usually a pedestrian) 
had a blood alcohol 
concentration of 
0.01% or above.

8c. Stinson FS, Du- 
four MC, Sttffins R, 
and DeBakey SF. 
Epidemiolofrc Bul­
letin 32: Alcohol- 
Related Mortality, 
1975-1989.
Alcohol Healdi and 
Research World, 
forthcoming.

8d. US Department 
of Transportation, 
Natiorwl Highway 
Traffic Safety 
Aidmin'istration.

PARS Fatal Accident 
Reporting System, 
Annual Repon, 1992 
forthcoming.
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LLICIT DRUG DEATHS

RUG-RELATED DEATHS are increas­
ing—particularly among men, and 
even more so among black men. The 
number of people dying from condi­
tions directly identified with illicit 

drugs in vital statistics reports (e.g., over­
dose) is more than one-half the number of 
deaths from conditions direcdy identified with 

alcohol. These drug deaths are rising (Indi­
cator 8e). Adding in AIDS deaths among 
injecting drug users substantially increases 
the number.

Reported deaths directly related to drugs 
are gross underestimates of the mortality toll 
from illicit drugs since they exclude deaths 
from associated diseases, such as hepatitis or 

TB, and all other causes where illicit drugs 
contributed to death, such as homicides, fells 
and motor vehicle crashes. Medical examiner 
data from 1990 indicate that about one-third 
of all drug deaths involve illicit drugs as a 
contributing factor, but not the direct cause 
of death. Deaths from drug causes often 

involve a lethal combination of two or more 
illicit drugs or drugs combined with alcohol. 
Heroin or cocaine is involved in two-thirds of 
drug deaths.

Nearly 40 percent of illicit drug deaths 
are among adults between 30 and 39 years 
old, an age group that has high rates of many

chronic problems due to drug abuse. Over­
all, rates are higher for men than for women, 
and for blacks than for whites (Indicator 
8f). Black men are more than twice as likely 

as white men to die from the direct effects of 
illicit drugs, and black women are nearly twice 
as likely as white women to die from drug 
use. Between 1979 and 1989, the rate for black 
men rose 133 percent, compared to a 50 per­
cent increase for white men and black women, 
while rates among white women actually 
dropped. Only the rate for white women falls 
below that targeted by Healthy People 2000.

The fastest growing cause of all illicit 
drug-related deaths is AIDS. More than 33 
percent of new AIDS cases occur among injea- 

ing drug users or people having sexual con­
tact with them. In 1984—the first year AIDS 
deaths were tallied reliably—989 AIDS deaths 
occurred among injecting drug users and their 
sexual partners. By 1989, these two groups 
accounted for 7,700 AIDS deaths.

Even non-users can be victims of a drug- 
related death—for example, people killed in 
drug-related violence or motor vehicle crash­
es related to illicit drug use, or the sexual part­
ners of HIV-infected drug users. The number 
of these deaths is not fully known, but 

clearly a significant cost imposed upon 
American society by illicit drug abuse.
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8e. fllcDhol and Illicit Drug Deaths Duer Time
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8e. Alcohol-direct and 
drug-direct deaths are 
conservative because 
they exclude accidents, 
homicides, and other 
causes related to alcohol 
or illicit drug use but 
not directly caused by 
them.

8e. Alcohol and Dru^: 
US National Center for 
Health Statistics. Ad­
vance Report of Final 
Mortality Statistics, 
1989. Monthly Vital 
Statistics Report, VoL 
40, No. 8, Supplement 
2, 1992.

AIDS: US National 
Center for Health Sta­
tistics. Health, United 
States, 1991 and Pre­
vention Profile, 1992. 
8f. US National Center 
for Health Statistics.
See 8e, first citation.
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STRflins on THE nfiTion’s health care svsTEm
HEN USED FOR long periods 
of time, tobacco, alcohol and 
illicit drugs can impair most 

major organ systems. As exam­
ples, tobacco and alcohol use 

are major risk factors for diseases of the 

heart and blood vessels; and tobacco use also 
leads to chronic bronchitis and emphysema, 
cancers and infections, and pregnancy com­
plications. Other risky behaviors associated 
with alcohol and illicit drug use increase the 
risk of acquiring the human immunodeficiency 
virus (HIV). Using these substances during 
pregnancy can lead to a lifetime of disability 
for the offspring.

Thus, substance abuse adds considerably to 
the nations total health care bill. These costs 
are for treating a host of illnesses and injuries 
associated with smoking, drinking and using 
illicit drugs, and include services given in 
physicians offices, hospitals, emergency rooms 
and other treatment facilities.

In any given year, a smoker uses more 
medical care than a person who has never 
smoked, and when heavy smokers are hospi­
talized, they stay 25 percent longer than do 
nonsmokers. Likewise, problem drinkers av­
erage four times as many days in the hospital 
as nondrinkers, mostly because of drinking- 

related injuries. Smdies show that as much as

40 percent of all patients in general hospitals 
are there because of complications related to 
alcoholism. Illicit drug users—pardcularly peo­
ple using cocaine or heroin—make more than 
370,000 visits to cosdy emergency rooms each 

year, and since both alcohol and drug use 
may result in serious injury, people using these 
substances disproportionately need care in 

high-cost trauma treatment centers.
Most of the health care costs attributed to 

alcohol and illicit drug abuse are for treat­
ment in general or short-stay hospitals, includ­
ing their intensive care units (ICUs) (Indicator 
9). About 28 percent of all ICU admissions and 
nearly 40 percent of all ICU costs at one major 
hospital were attributed to substance abuse. 
People who smoked were more frequently 

admitted to the ICU than were alcohol or drug 
users and incurred higher ICU costs.

Specialized treatment centers also play their 
part in substance abusers’ care. These include 
both residendal and outpadent treatment cen­
ters. Care in specialty alcohol treatment cen­
ters costs more than $3 billion a year and in 
drug treatment centers nearly $900 million. 
Nursing homes deliver services for smokers 
and drinkers debilitated by chronic health prob­
lems, and more than 10 percent of all the med­
ical costs associated with tobacco and alcohol 
come from nursing home care.
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9. Direct Health Care Costs of fllcohol and Drug Abuse, 1990

Short-Stay
Hospitals

Support
Costs

Office-Based
Physicians

-xfsryMmm
44%

Alcohol Abuse 
$10.5 billion

Other Professional 
Services

Nursing
Homes

59%

Specialized 
Treatment Centers Drug Abuse 

$3.2 billion

These costs are based 
on socioeconomic 
indexes applied to 
1985 estimates. 
Office-based physician 
costs inclitde visits to 
psychiatrists.

Other professional 
services include:

psycholoffits, social 
workers, nurses, physi­
cal and occupational 
therapists, pharma­
cists, technologbts, 
and others.
Support costs related 
to alcohol and drugs 
include expenditures

for research, training 
costs for doctors, 
nurses, and program 
administrators and 
private insurance for 
alcohol and drug 
disorders.

Unpublished data for 
1990 from Dorothy P. 
Rice. Institute for 
Health and Aging, 
University of Califor­
nia at San Francisco, 
CA 94143-0612.
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EFFECTS OF SUBSTAHCE ABUSE Oil FAfflILIES

UBSTANCE ABUSE PIACES tremendous 
I psychological and financial burdens on 

families. Nearly 20 percent of men and 
I more than 25 percent of women say 

VHP that drinking has been a cause of 

trouble in their family. As high as these figures 
are, the prevalence of substance abuse and 
family problems is no doubt seriously under­

reported (Indicator 10).
Problem drinking can affect a family in 

many ways, even causing its break-up. More 
than one-third of women who are separated 
or divorced were married at one time to a 
problem drinker or alcoholic. Families with 
problem drinkers experience a host of social 
problems, such as violence between spouses, 
child abuse and a higher likelihood of raising 
children—^particularly boys— who themselves 
become problem drinkers. Almost one-fifth of 
adults say that they lived with a problem drinker 
or an alcoholic when they were children.

■ Children in alcoholic families exhibit 
emotional and adjustment difficulties. These 
problems include aggressive behavior, diffi­
culties with peers, conduct problems, bouts of 
hyperactivity and poor school adjustment. In

addition, these youngsters miss school more 
often and have more physical ailments and 
serious injuries than do children raised in non­
alcoholic homes. Children whose parents smoke 
also have more health problems associated 

with tobacco smoke, such as respiratory in­
fections and decreased pulmonary function 

and lung growth.
Reports of child neglect and abuse have 

increased rapidly in recent years, and many 
such incidents are believed to be directly re­
lated to illicit drug—and possibly alcohol— 
use among parents. In New York, crack is 
blamed for the threefold increase in the city’s 
child abuse and neglect cases in the late 1980s.

Another impact of substance use on fami­
lies is the financial drain. The costs of smok­
ing and drinking can be high (Indicator 11). 
These costs are calculated for all households, 
not just those with smokers and drinkers; $800 
to $900 a year could be spent on four six-packs 
of beer a week, and a rwo-pack-a-day smoker 
could spend over $1,300 a year on cigarettes. 
If the impact of cocaine use and other illicit 
drugs were calculated, its effects on a family 

budget would be staggering.
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0. People uiith fllcoholics or Problem Drinkers in the Familp, 1988
Percent of Adults

Lived With 
as a Child

■
Ever 

Married To

jiy Family ^posure

Men

Women

10% 20% 30% 40% 50%

. Annual Household Expenses for Alcohol and Tobacco, 1991
Average Per Family

Husband-
Wife

Families
with

Children

Tobacco

Alcohol

Groceries

COST OF TWO-PACK-A-DAY SMOKER FOR ONE YEAR = $1,300 
II COST OF FOUR SIX-PACKS A WEEK FOR ONE YEAR = $800-900

I
$1,000

I
$2,000

I
$3,000

I
$4,000

10. Schoenbom CA. Ex­
posure to Alcoholism 
in the Family. Ad­
vance data from vital 
and health statistics. 
National Center for 
Health Statistics; No. 
205, September 30, 
1991. Table I,

p.9. Table 2, p. 10, and 
Table 4, p. 12.
11. US Department 
of Labor, Bureau of 
Labor Statistics. Con­
sumer Expenditures in 
1991. Washington, DC: 
USGP0342-555! 
76921, 1992.
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RElJIIinSHlP TO CRItlE

42

HE LINK BETWEEN alcohol or illicit 
drug use and crime is visible every 
day in courtrooms, Jails, and prisons 
across the country. Many offenders 
were under the influence of drugs, 

or alcohol, or both when they committed their 
crime. Others illegally sold them. In 1990, 
more than 1 million arrests were made for drug 
offenses (sales/manufacturing and possession) 
and more than 3 million for alcohol offenses 
(driving under the influence, liquor law vio­
lations, drunkenness, and disorderly conduct).

Illicit drugs and alcohol are partners in 
many violent crimes as well. At least half of 
the people arrested for major crimes such as 
homicide, theft, and assault were using illicit 
drugs around the time of their arrest (Indica­
tor 12), and about half the people in state pris­
ons for committing violent crimes report they 
were under the influence of alcohol or drugs 
at the time of their offense.

Alcohol is more likely to be involved in 
crimes against people than property. In about 
one-half to two-thirds of homicides and seri­
ous assaults, alcohol is present in either the 

offender, the victim, or both.
Women make up a small proportion of 

inmates (9 percent in jails and 4 percent in 
state prisons), but illicit drugs figure impor- 

tandy in their incarceration. Among convict­
ed jail inmates in 1989, for example, females 
were more likely than males to have ever used 
these drugs (84 percent vs. 77 percent), to have 
used them daily in the month before their 
current offense (40 percent vs. 29 percent), and 
to have been under their influence at the time 
of the offense (31 percent vs. 17 percent). In 
contrast, males were about twice as likely as 
females to have been under the influence 
of alcohol at the time of their offense (44 per­
cent vs. 21 percent).

suBsinncE abuse



2. flrrestEES Testing Positiue for Illicit Drugs. 1991

I I

Drug Sale/ 
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60%
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Testing using urinalysis 
is done for cocaine, opi­
ates, marijuana, PCP, 
methadone, benzodi­
azepines, methaquabne, 
propoxyphene, barbitu­

rates, and ampheta­
mines. Data are collect­
ed in 24 cities on per­
sons arrested during a 
specific two- week time 
period

US Department of Jus­
tice, National Institute 
of Justice. 1991 Drug 
Use Forecasting An­
nual Report. Washing­
ton, DC: NCJ-I36045, 
1993. p. 21.
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lUORKPLflCE BURDEn

EMPLOYMENT 
STATUS OF ILLICIT 
DRUG USERS. 1991

13.0

Employed Full-Time 
Employed Pan-Time 
Unemployed 
Other

Notes:
A “Other" includes 
people who are retired, 
disabled homemakers, 
and students.

Sources:
A US National Institute 
on Drug Abuse. National 
Household Survey on 
Drug Abuse. Press Re­
lease, December 19, 1991.

SIGNIFICANT AMOUNT OF substance 
use takes place among the American 
work force, and some of this use 
occurs at work. One-third of full­
time workers are smokers, about 

two-thirds report that they consumed alcohol, 
in the past month, and about 15 percent say 
they used illicit drugs during the past year.

Smoking is a cosdy burden for employers. 

In addition to health care costs for the smok­
ers, smoking poses health hazards to non- 
smokers at work and increases the risk of 
workplace fires and product contamination, 
as well as the cost of facility cleaning and 
ventilation. Each year employers may pay 
thousands of dollars per smoker to cover 
these costs.

Smoking is most common among workers 
who earn less than $10,000 a year. The more 
people earn, the less likely they are to smoke. 
Smoking also is more common among certain 
occupations, including handlers/cleaners, 
protective service workers, transportation/ma­
terial movers and machinists, and it is more 
hazardous in certain chemical industries where 
tobacco smoke can interact with occupation­
al exposures and exacerbate health risks.

Illicit drug and alcohol use also are cosdy 
to employers. Health insurance costs for

employees with alcohol problems are about 
twice those of other employees. In addition, 
there are the costs of related workplace in­
juries—including those in company-owned 
vehicles—higher employee turnover and 
lost productivity. Two-thirds of drug users 
work full or part-dme (chardet). Some 27 per­
cent of full-time employed illicit drug users 

report that in the past 30 days they had missed 

work due to illness or injury, and 18 percent 
had simply skipped work (Indicator 13).

Fifteen percent of illicit drug users and 6 
percent of heavy alcohol users say they had 
actually gone to work high or a litde drunk in 
the past year. During the year before em­
ployees begin drug or alcohol treatment, two 
out of five report that they worked under the 
influence at least once a week.

Since evidence shows that treatment can 
reduce job-related problems and result in 
abstinence, many employers sponsor employ­
ee assistance programs (EAPs), conduct drug­
testing, or have policies or procedures to de­
tect substance use and promote early treat­
ment. Nationally, at least 30 percent of em­
ployees have access to an EAP, and 20 per­
cent work in firms with a drug testing pro­
gram. Workplace smoking cessadon programs 
are increasingly popular as well.
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13. fllcDhol and Drug Users Haue Problems Ulorking, 199

Full-Time Employees with Problems

Missed 
Work Due 

to Hangover
(Past______

12 Months) k*vi;v,;-v:\

iiiiiirtiiiiiaa

High or
AAt Work

(Past _______
12 Months)

Missed 
Work Due 
to Illness/ 

Injuryinjury 
30 Da;::)

Skipped 
Work 
(Past 

30 Days)

Heavy Alcohol User

Current Drug User

Past User

I
5% 10% 15% 20»/o 25% 30%

Heavy alcohol users are 
people who drank five or 
more drinks per occasion 
on five or more days in 
the past 30 days. Current 
drug users are people who 
used any illicit drugs in

................................. ^
the past month. Past users 
are those who used an 
illicit drug or alcohol in 
the past, but who are not 
current drug or heavy 
alcohol users.

Unpublished data 
fiom the 1991 National 
Household Survey on 
Drug Abuse. US 
Substance Abuse and 
Mental Health Services 
Administration, Office 
of Applied Studies.
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PUBLIC ATTITUDES

UBLIC INTOLERANCE OF substance 
I abuse is growing among Americans, 

and for more than a decade the pub­

lic has looked more favorably on 
■ restricting the use of cigarettes, alco­

hol, and illicit drugs. This shift in attitudes is 
related in pan to a rising awareness of the health 

impacts of substance abuse and to a greater 
health consciousness. Another factor is the 
association among alcohol, illicit drugs, and 

the nations concern about crime.
Attitudes about smoking and drinking can 

vary depending on whether the use takes 

place in public or in private. In 1992, 54 per­
cent of high school seniors thought getting 
drunk in public should be prohibited, while 
only 24 percent thought people should be 

prohibited from getting drunk in private 
(Indicator 14). About two-thirds of Ameri­

cans favor restricting the use of cigarettes in 
various public places, including hotels, restau­
rants, and the workplace, and more than 40 
percent support a total ban on smoking in 

public places.
The public also supports stringent sancuons 

against driving while intoxicated and, accord­
ing to a national poll, would like to see tougher 
enforcement of drinking-age laws (64 percent).

expanded use of police checkpoints to catch 

drunk drivers (79 percent), automatic license 
suspensions for the first offense (89 percent), 

and automatic confiscation of plates for the 

second offense (89 percent).
Attitudes about how to deal with illicit 

drug abuse are mixed. Some people see it as a 
law enforcement problem, which should be 
dealt with through arrests or border control. 

Others view it as a health problem, best han­

dled through prevention, early intervention, 
and treatment. In response to a question about 
the most important government activity to 
address the drug problem, one public opinion 
poll found that 40 percent of Americans favored 
teaching young people about the dangers of 

drugs, while another 51 percent favored stop­

ping the drug flow from other countries or 
arresting pushers or users. Another poll showed 
that 57 percent of the adult population fovored 

using treatment programs to help drug users 
while 33 percent favored punishing them.

There is one area of agreement: For the last 
decade, the public has consistently thought 
that we spend too litde on treatment. At least 
three-quarters of the public support using cig­
arette and alcohol taxes to pay for a bigger fed­

eral anti-drug program.
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14. High School Seniors’ Attitudes Touiard Restrictions on Use

Percent Who Favor Prohibition of...

- -54.1

1975 1980
esee Smoking Marijuana ___

In Private In PubI

1985

ig Marijuana rmca Getting Drunk 
lie In Private

1 1 I
1990 1991 1992

Getting Drunk 
In Public

mm
us National Institute 
on Drug Abuse. Drug 
Use Among American 
High School Seniors, 
College Students and 
Young Adults, 1975- 
1991. VoLl. NIH Pub. 
No. 93-3480, 1992. 
Table 23, p. 171.

Unpublished data from 
the US National Insd- 
tute on Drug Abuse 
High School Senior 
Survey, 1992.
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LLICITDRUG COIITROL

O
on

HE TWO MAJOR strategies to control 
illegal drug use are: reducing the illicit 
drug supply and reducing Americans’ 
demand for drugs. Supply-reduction 
strategies seek to curtail the supply of 

drugs through intercepting and seizing illegal 

drug shipments (interdiction), breaking up 
street market dealing, and other traditional law 

enforcement activities. Demand-reduction 
strategies aim to decrease the number of peo­

ple who want to use illicit drugs, primarily 
through prevention, early intervention, and 

treatment services.
More money and effort traditionally have 

gone into supply reduction than demand re­
duction. Out of the total 1994 federal drug 
control budget of $13 billion, international 
and domestic law enforcement accounted for 
almost two-thirds, or $8.2 billion (Indicators 
15a and 15b). The largest expenditures were 
for curtailing the imports of drugs (through 
interdiction, investigations and intelligence, 
and international efforts), followed by prose­
cution and corrections. Another major federal 
supply reduction activity is to intercept and

seize drugs at the borders, and thwart use of 

air, land, and maritime routes for drug smug­
gling. Each year for the past several years, 
the U.S. Customs Service has made about 19,000 
seizures with a retail value in excess of $12 
billion. To achieve these seizures, the federal 

government has made major investments in 
interdiction equipment, including advanced 

communication and detection systems.
Despite spending $14 billion on interdiction 

over the last 10 years, the flow of illicit drugs 
into the United States has not slowed, and the 
worldwide production of cocaine, opium, and 
other drugs continues to increase. Intensified 
enforcement has not reduced the number of 
drug dealers or drug-related deaths and has had 

only limited success in raising drug prices.
State and local law enforcement agencies 

make more than 760,000 arrests for drug law 

violations a year. Of the total arrests in 1990, 
68 percent were for possession and 32 per­
cent for sales and manufacturing of illegal 
drugs. In recent years, the proportion of arrests 
has decreased for possession of drugs and 
increased for sales and manufacturing.
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1979-80 1991

State Prisons 
Federal Prisons

17.572
4.749

150.000
30.498
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Federal data: The 
White Flouse. National 
Drug Control Strat­
egy. Washington. DC: 
USGPO, 1992.
State 1979 data: US 
Department of Justice. 
Drugs, Crime, and the 
Justice System. Wash­

ington, DC: NCJ- 
133652, 1992.
State 1991 data: US 
Department of Justice. 
Survey of State Prison 
Inmates, 1991. Wash­
ington. DC: NCJ- 
136949. 1993.



15a. Federal Drug Control Budget Ouer Time
in

biUiom 
$15.0 -

10.0

MM
1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994{ReqitesteJj

.... Total Adjusted 
to 1981 Dollars

5b. Federal Drug Control Budget Requested for 1994
Type of Activity

^Prevention

isearch & 
levelopment

iternational

ther Law 
forcement

^Prosecution 
% Corrections

iterdiction

^■l^nvestigations
InteUigence

^j^Treatment
21%

15a. & 15b. US Office 
of Management and 
Budget, Executive Office 
of the President. Federal 
Drug Control Pro­
grams: Budget Sum­
mary Fiscal Year 1994. 
Washington, DC: April 
23, 1993, p. 145-148.
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mmniTV coalitioiis

OMMUNITIES ACROSS THE country are 
responding to the impact of substance 
abuse in their neighborhoods by form­

ing broad-based coalitions to fight 
back. The focus of most coalitions is 

on alcohol and illicit drugs, perhaps because 
the problems associated with them are so 
dramatic and obvious (Indicator 16). The fed­
eral Center for Substance Abuse Prevention 
has helped more than 250 communities set 
up “Partnerships” to reduce local problems 
from substance abuse. Coalitions exist in sev­
eral thousand other communities, as well.

Much coalition activity focuses on pre­
vention and early intervention for young peo­
ple (table). Early intervention can reach peo­
ple in the beginning stages of use and help 
them stop before serious problems develop. 

In some cases, intervention begins at the time 
of an arrest or in a youth detention facility. 

Early intervention programs—such as coun­
seling, screening, and referrals to treatment— 
usually involve both the adolescent in trouble 
as well as the family. Prevention and early inter­

vention activities include education on the 
consequences and risks of use and on giving 
people—particularly those at risk, such as chil-

HP

dren of substance abusers, the homeless, and 
school dropouts—the self-esteem and skills 

to avoid use.
Schools are involved in almost all of the 

community coalitions. In addition to educat­
ing students about the physical effects of 
substance use, schools can provide drug-free 

environments and activities that are alterna­
tives to substance use. For example, many 
schools hold alcohol-free parties after proms 
and other school-sponsored events. Schools 
also have programs to educate parents about 
the pressures on their children to drink and use 
illicit drugs and how they can mitigate them. 
A consistent no-use message from parents helps 

young people avoid drugs and alcohol.
Other community work includes media 

campaigns such as those against drinking 
and driving sponsored by Students Against 
Driving Drunk (SADD) or the Parmership for 
a Drug-Free Americas campaign depicting 
illicit drug use as risky to people, business, and 
the community. Messages such as “Friends 
don’t let friends drive drunk” have become 
highly visible, and many beer companies have 
added a responsible drinking component to 
their advertising.

COMMUNITY COALITIONS REPORTING EXTENSIVE PROGRAM ACTIVITY, 1992 Join Together: A 
Natiorul Resource for

52

Prevention 64% Communities Fighting
Early Intervention 36 Substance Abuse.
Planning of System-wide Program 33 A National Study of
Impaired Driving Program 32 Community-Based
Treatment/Afiercare 32 Anti-Drug and Alco­
Alcohol!Drug Related Health 27 hol Activity in Amer­
AlcohoUDrug Related Crime 26 ica, Boston, MA. 1992. 

Figure /, p. 8.
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6. Substances Targeted by CoalitiDns, 1992

Percent of Community Coalitions Addressing Various Substances 

70%-

Alcohol Use
Size of ____ Less than

Community 10,000

Illicit Drug Use 
10,000- ____ 50,000-
50,000 “ 100,000

Tobacco Use
100,000- More than
500,000 500,000

Join Together: A National 
Resource jor Communities 
Fighting Substance Abuse. 
A National Study of 
Community-Based Ami- 
Drug and Alcohol Acdv- 
ity in America. Boston, 
MA. 1992. Figure I, p. 8.
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flLCDHDL flnD CIGARETTE TAKES

j HE BILLIONS OF dollars collected each 
year in tobacco and alcohol taxes gen­
erate substantial revenue for govern­
ment—^and help pay for substance abuse 
prevention and treatment. These taxes 

also discourage consumpdon, especially among 
teenagers. Just one year after California raised 

its cigarette tax 25 cents in 1989—earmarking 
some of it for anti-smoking campaigns—per 

capita consumption declined 9 percent. Re­
searchers estimate that a 50-cent tax increase 
wfould result in 2.5 million fewer smokers.

In fiscal year 1992, federal excise taxes on 
tobacco generated more than $5 billion in 
revenue and state excise taxes, $6 billion. An 
additional $1.6 billion in revenue came from 
state sales taxes on tobacco. Yet, cigarette 
taxes in the United States are lower than in 
many other countries (table). Moreover, while 
there have been three federal excise tax in­

creases on cigarettes since 1983, taxes as a 
percent of the average retail price for a pack 
have declined dramatically—from 47 percent 
in 1970 to only 30 percent in 1993, while

i*

tobacco company profits rose sharply.
Federal alcohol taxes brought in nearly $5.7 

billion in government revenue in 1989, but 
these taxes have been raised only twice on beer 
and wine and three dmes on spirits since 1951. 
If the federal tax on liquor had been adjusted 
for inflation from 1951 on, a botde of scotch 
today would cost an additional $5.50.

State and local alcohol taxes brought in 
more than $7 billion in 1987. State alcohol and 
tobacco tax rates vary widely (Indicators 17 
and 18), and the two often are not related. Wis­
consin, for example, has a heavy cigarette tax 
and a low beer tax.

Do these taxes pay for the burden that cig­
arettes and alcohol inflict on society? Econo­
mists compared total tobacco and alcohol 
taxes paid in the late 1980s with the total 
costs these products imposed upon society— 
including injuries, medical care, and disabil­
ity: Cigarette taxes covered societal costs, but 
alcohol taxes did not. The societal cost of alco­
hol was more than double alcohol tax revenues.

iSi

5lt

aGARETEE TAXES: INTERNATIONAL COMPARISONS
Tax as a percent of price

Brown LR and Kane H. 
More Countries Raising 
Cigarette Taxes to Cut 
Health Care Costs.Denmark 85%

France 76 Worldwatch Institute
India 75 Vital Signs Brief #7.
United IGngdom 75 May 26, 1993. Adapted
Brazil 74 from Table 1.
Germany 72
Canada 69
Japan 60
Thailand 54
United States 30
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?. state Cigarette EKcise Taxes
Taxes Per Pack, January 1993
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17. The Tobacco Insti­
tute. Tax Burden on 
Tobacco; Historical 
Compilation. Vol. 27. 
Washington, DC, 1993. 

p. via.

18. Research Institute 
of America, Inc. State 
and Local Taxes: All 
States Tax Guide. 
New York, NY, 1992. 
p. 271.
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RESTRICTIOnS OR RLCQHQL USE

LTHOUGH ALCOHOL IS a legal sub­
stance, many federal, state, and local 

regulations restrict its use.
Certain activities related to alco- 

I hoi use are against local laws, such 
as driving while under the influence (DUI), 
public drunkenness, disorderly conduct and 
liquor law violations (Indicator 19a). The num­
ber of arrests for alcohol offenses peaked in 
the early 1980s, with about 3.7 million annu­
ally (Indicator 19b). In 1990, there were 3.2 
million such arrests. Fluctuations may be 
explained in part by changes in state and local 

laws or enforcement practices.
DUIs have increased steadily as a fraction 

of all alcohol-related arrests, from just over 

one-third in 1981 to 43 percent in 1991. In 
most states, DUI offenders will have their 
drivers licenses revoked or suspended for a 

period of time. Some states require them to 
participate in an alcohol education, treatment 
or counseling program before their licenses 
can be reinstated. The determination of DUI 
usually is based on either a specified blood

alcohol concentration (BAG) or a sobriety 
test. In most states, it is illegal to drive with a 

blood alcohol level at or above 0.10 percent. 
The Healthy People 2000oh]tcmc is to reduce 
the legal BAG level for drivers ages 21 and 
older to 0.04 percent and for younger drivers 

to 0.00 percent.
Alcohol in any quantity is a risk factor for 

young drivers, and nearly 40 percent of 16- to 
19-year old drivers in alcohol-involved fatal 

crashes had BAG levels under 0.10 percent. 
States with lower legal BAG levels for drivers 
under age 21 have seen significant decreases in 
traffic Vitalities among young people. All states 
already restrict access to alcohol to anyone 
under ^e 21, but enforcement is uneven.

Many states hold the sellers or servers of 

alcohol partly liable for alcohol’s conse­
quences—for example, if they sell to an intox­
icated person who is subsequently involved 
in a traffic crash. These laws have increased 
bartenders’ awareness about alcohol intoxica­
tion and boosted participation in server 

training programs.
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19a. Types of Arrests for Alcohol Offenses, 1991

t^isorderly
®*fconduct

drunkenness

43%

^^^^iquor Law ''®5‘®Violation

( 0mSSm

riving Under 
le Influence
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19b. Arrests for Alcohol Offenses Ouer Time
/■»

millions
4.0 -
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19a. "Driving under 
the influence” includes 
impairment due to 
alcohol or any type of 
drug.

19b. Conservative 
estimates of alcohol 
arrests because arrests 
are classified under the 
primary offense, not 
whether alcohol was

involved Alcohol 
offenses include dri­
ving under the influ­
ence, liquor law viola­
tions, disorderly 
conduct, and 
vagrancy. 1991 data 
are incompUu at this 
reporting date and are 
not shown here.

19a. US Department 
of Justice, Bureau of 
Justice Statistics. 
Crime in the United 
States 1991. Wash­
ington, DC, 1992. 
Table 38, p. 223.

3.2 Million 
Arrests

1990

19b. US Department 
of Justice, Bureau of 
Justice Statistics. 
Sourcebook of 
Criminal Justice 
Statistics 1991. 
Washington, DC: 
USGPO. 1992. Table 
4.28, p. 468.
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RESTRICTIOnS OR SRIOKIRG

UMEROUS REGULATIONS CONTROL 
^ I the sale, marketing, and use of tobacco 
I I products. Cigarette advertising on tele- 

I I vision and radio, for example, was dis- 

■ continued more than two decades ago, 
and several states restrict cigarette advertising 

on state or local government property, includ­
ing buses, transit stations, and sports facilities.

Almost every state prohibits the sale of cig­
arettes to underage youth. In nearly all states 
the minimum age of sale is 18. These laws, 
however, are inadequately enforced. A 1989 
national survey reported that there were 2.6 
million current smokers ages 12 to 17, and over 
half said they usually buy their own cigarettes. 
While this practice was most common (66.6 
percent) among 16- and 17-year old smokers, 
nearly half of younger smokers also were able 
to buy their own cigarettes.

Underage smokers buy cigarettes more often 
in smaller stores (Indicator 20). About 20 per­
cent of smokers ages 12 to 15 purchase ciga­
rettes from vending machines, compared to 
12 percent of older teens. Some locales have 
ordinances requiring a locking device on cig­
arette vending machines, which retailers are 
supposed to release at the time of purchase and

presumably question the age of the purchaser, 
but many merchants do not comply. Minors 
still buy cigarettes ftom locked machines nearly 
half the times they try. Colorado and several 
municipalities in other states have banned cig­
arette vending machines, and more than a 
dozen states restrict the placement of machines 
so that purchases can be monitored.

Smoking bans—partial or total restrictions 
on public smoking—have been adopted by 46 
states, the District of Columbia and about 500 
municipalities. These laws range from pro­
hibiting smoking in some settings, such as 
school buses or elevators, to comprehensive 
clean indoor air laws that limit or ban smok­
ing in public buildings, restaurants, education 
and health facilities, retail stores and private 
worksites. The states with few or no restric­
tions are concentrated in the South, and those 
with the most extensive restrictions are in the 
East and North Central states (Indicator 21). 
The intent of these clean indoor air laws is to 
reduce discomfort and health hazards among 
nonsmokers, but they also may encourage 
smokers to quit. A Healthy People 2000 pub­
lic health objective is to enact comprehensive 
clean indoor air laws in all 50 states.
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2D. UlherB Tbbii Smokers Purchase Cigarettes, 1989
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21. State Restrictions on Smoking in Public Places. 1992

No Restrictions 
(5 States)

Minimal 
(22 Sutes)

Moderate 
(20 States)

Extensive 
(3 States)

Comprehensiv 
(0 States)

ou ( Wf—------------

/ ~~~~ I
. ( NV n ^____

21. Minimal: Some 
areas have written 
smoking policy 
requirements but no 
minimums are man­
dated or that desig­
nated smoking areas 
are required in some 
public places. Mod-

-------V „ IN

h - ■■ ■■ ■.■.i:T_____.MS':

erate: Likely to 
include a few bans 
and many manda­
tory designated areas. 
Must have restric­
tions in most cate­
gories to achieve this 
desiffiation. Exten­
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no smoking in 
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20. US Centers for Dis­
ease Control Morbidity 
and Mortality Weekly 
Report. VoL 41, No.
27. July 10. 1992.
21. Coalition on Smok­
ing or Health. State 
Legislated Actions on 
Tobacco Issues. Wash­
ington, DC, 1992.
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LCQHOL flnD DRUG ABUSE TRERTIUEUT

ORE THAN 18 MILLION people 
■ ■ I alcohol and 5 million
III illicit drugs are in need

I I 1 of substance abuse treatment, 

■i n B “Need” is determined by con­
sumption patterns and the seriousness of the 

associated consequences. Overall, less than one- 
fourth of those needing treatment get it—either 
due to lack of available space or funding, or 
because users don’t admit they do need it.

Most of the funding for specialty drug and 
alcohol treatment facilities comes from fed­
eral block grants and state and local govern­
ment funds. Private insurance, Medicaid, and 
other public insurance programs contribute 
less than a third of the total funding. In vir­
tually all other areas of medical care, insur­
ance pays the lion’s share.

Substance abuse treatment is effective for 
many people and can decrease the use of alco­

hol and drugs and increase employment. For 
some people, brief interventions can be 
effective, while others require more intensive 
services and sometimes multiple rounds of 

treatment. The key to effective treatment is to 
match individual clients with the interven­
tion most appropriate for them—something 

too rarely done.
On any given day, more than 800,000 clients 

receive alcohol and/or drug treatment in a spe­
cialized substance abuse treatment program

(Indicator 22a). In 1991, most clients—82 per­
cent—^were outpatients. Only 8 percent were 
in long-term residential programs or therapeutic 
communities. After alcohol, the primary drug 

of abuse for people in treatment is cocaine or 
its derivative, crack, followed by heroin and 

other opiates (Indicator 22b). Polydrug use is 
common among people in treatment.

Alcohol and drug treatment services also 

are provided by family practitioners, internists, 
psychiatrists, and other medical specialists 
and in emergency rooms. Physicians in these 
settings can provide early intervention and 

refer patients to specialized treatment facili­

ties when necessary.
The criminal justice system also renders alco­

hol and drug abuse treatment. Many people 
enter community treatment as a condition 
imposed by the court or criminal justice system, 
including DUI arrestees. However, less than 10 
percent of people in prison receive substance 
abuse treatment—far fewer than the proportion 
of offenders with alcohol and drug problems.

Self-help groups such as Alcoholics Anony­
mous and Narcotics Anonymous are part of 

the recovery process for many individuals with 
substance abuse problems. Due partially to the 

philosophy of the groups to preserve partici­
pants’ anonymity, accurate counts of current 

or former members or their current status are 
not available.
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22a. Clients in 22b. Treatment in 22a. US Substance 22b. US National
treatment on Sep­ facilities that offered Abuse and Mental Institute on Drug
tember 30, 1991. drug only and com­ Health Services Abuse. 1990 Drug
Forty-five percent of bined drug and Administration, Services Research
clients were in treat­ alcohol treatment. Office of Applied Survey. Phase 1 Final
mentfor alcoholism. Studies. Highlights Repon: Non-Correc-
29 percentfir drug from the 1991 tional Facilities.
abuse, and 26per­ National Drug and Institute fir Health
cent fir both. Alcoholism Treat­ Policy, Brandeis Uni­

ment Unit Survey. versity. Waltham,
Rockville, MD. 1992. MA. 1993. Table 33.
Table 3, p. -4.
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smoKinc CESsflTion PROGRflms
T SOME POINT in their lives, the 
majority of the 46 million adults in 
the United States who smoke have 
wanted to quit. Quitting is difficult, 

and most smokers initially try to 
quit on their own but are rarely successful. 
The most effective way to get people to stop 

smoking and prevent relapse seems to be to 
employ multiple interventions and provide 
continuous reinforcement.

The two basic types of smoking cessation 
methods are: self-help strategies and assisted 
strategies. The majority of successful quitters 
(90 percent) have used self-help techniques, 
such as quitting abruptly (“cold turkey”) or 
relying on how-to manuals or over-the-coun­
ter drugs. One-year abstinence rates for peo­
ple using self-help methods range from 8 to 
25 percent. Assisted strategies include smok­

ing cessation clinics, hypnosis, acupuncture, 
nicotine patches and other methods involv­
ing counselors, physicians, or other health care 
providers. The cessadon rates for people using 
these strategies are somewhat higher and range 
from 20 to 40 percent. Nicotine patches are 
a particularly popular method, with sales top­
ping $880 million in 1992.

Smoking cessation programs are promoted 
in many worksites. About two-thirds of Amer­
ican companies and most state health depart­
ments offer smoking cessation programs to 

their employees. The most common work­

place programs are educadonal-based, such as 
providing quit-smoking literature and em­
ployee wellness programs (Indicator 23). About 
one-third of employers sponsor in-house pro­
grams to quit smoking or reimburse workers 
for participating in such programs. Based on 
company assessments, the most effective pro­

grams are cash rewards to workers who quit, 
employee wellness programs and reimburse­
ment for participation in outside programs.

An important component of many effecdve 
smoking cessadon programs is a physician who 
can provide face-to-face advice, set target quit- 
dates, reinforce smoking cessadon and moni­
tor nicotine replacement in conjuncdon with 
behavioral interventions. Counseling by doc­
tors, dentists and other health care providers 
can be instrumental in getdng people to quit 
smoking, or to never smoke at all. Neverthe­
less, only 47 percent of current male smokers 
and 54 percent of current female smokers recall 
that they were ever advised to quit by a physi­
cian (Indicator 24). While this is a significant 
increase since 1966, when only 17 percent of 
smokers recalled being advised to quit, physi­
cians need to counsel all their tobacco-using 
patients—^particularly people in high-risk groups, 
such as pregnant women and adolescents. A 
Healthy People 2000 public health objective is 
to have 75 percent of primary care and oral 
health care providers routinely counsel their 

patients who smoke to quit.
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24. Data for 1966from 
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and 1987from 
National Health Inter­
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MU
23. The Bureau of 
Natiorutl Affairs, Inc. 
SHRM-BNA Survey 
No. 55, Smoking in the 
Workplace; 1991. Bul­
letin to Management: 
BNA Policy and Prac- 
uce Series. VoL 42, No. 
34-Part II. August 29, 
1991. Table 10, p. 14.

24. US Centers for Dis­
ease Control The 
Health Benefits of 
Smoking Cessation. 
Rockville, MD: DHHS 
Pub. No. (CDC) 90- 
8416, 1990. Table 7,
p. 610.
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ncLusion
UBSTANCE ABUSE: The Nations Num- 

I her One Health Problem documents 

the devastating impact that smoking, 
I alcohol abuse, and illicit drug use have 

on our society. Millions of Amer­
icans and their families are affected—^young 
and old, men and women, rich and poor, 

and rural, suburban, and urban residents. 

Substance abuse causes illness, death, injur­
ies, school problems, family break-up, and 

crime. It strains our health care system, as well 
as our education, social service, and criminal 
justice systems. It saddles our economy with a 
tremendous, unnecessary burden.

Many trends are disturbing. Although over­
all consumption is down, frequent heavy use 
is relatively unchanged. Mortality related to 
substance abuse remains high and is increas­
ing dramatically for drug-related AIDS deaths.

Drug-related crime continues to grow.
Fortunately, some positive signs are evident. 

For example, awareness of the health risks 

associated with substance abuse is increasing, 
and the public is growing more intolerant 
of abuse. Overall use of tobacco, alcohol, and 
illicit drugs is down. Motor vehicle fatalities 

involving alcohol are decreasing.
As a nation we seem to be doing better in 

combatting the problem of substance abuse. 
At least some prevention, intervention, and 
treatment activities are in place in most com­
munities across the country. These activities 
are increasing, as more people become com­
mitted to fighting substance abuse in their 
community, their city, their state, and their 
country. The trends noted in this report will 
provide benchmarks for assessing the impact 

of their efforts.
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fl Summarij
IGARETTES, ALCOHOL ABUSE and the use of illicit drugs are responsible for 
destroying families, crippling U.S. businesses, terrorizing entire neighborhoods, 
and choking the education, criminal justice and social service systems. Substance 
abuse is a problem in all segments of society. No population group is immune to 
substance abuse and its effects.

Furthermore, the costs of substance abuse to the health care system frustrate any 
attempt to curb health care costs. Of the $238 billion the nation spends each year on 
substance abuse, $34 billion is spent on unnecessary health care. A heavy smoker will 
stay 25 percent longer when hospitalized than a nonsmoker, a problem drinker four 
times as long as a nondrinker. Without a reduction in substance abuse, health care 
costs cannot be curtailed effectively.

This special report, “Substance Abuse: The Nations Number One Health Problem,” 
documents for the first time in a single volume the devastating impact of substance 
abuse on American society. (The page numbers referenced in the following material 
refer to the main text.)

ThE toll of substance abuse can be measured in lines

Each year, there are more deaths and disabilities from substance abuse than from any 
other preventable cause. Of the two million U.S. deaths each year, one in four is attrib­
utable to alcohol, illicit drug or tobacco use.
•More than 400,000 people die due to tobacco (page 33);
•100,000 people die as a result of alcohol (page 33);
•Illicit drug abuse and related AIDS deaths account for at least 19,000 deaths (page 37).

fl half-millipn substance abuse deaths nearly
Substance abuse deaths as a percentage of all deaths

520.000 deaths due to substance abuse

1.630.000 deaths 
due to all

other causes

Source: Indicator 8, (pages 32-37)
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Substance abuse takes its toll in dollars, consuming ouer $238 billion 

annually
• Every man, woman, and child in America pays nearly $1,000 annually to cover the 
costs of unnecessary health care, extra law enforcement, auto accidents, crime and lost 
productivity resulting from substance abuse.

UfastBil dollars
Per person cost of substance abuse

V 1

4

Source: Overview (page 16)
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Substance abuse erodes morker productiuity
• One out of three Americans in the workforce smokes, 8 percent drink 
alcohol daily, and 15 percent have used illicit drugs in the past year (page 44).
• Most illicit drug users are employed (page 44).

IllDSt illicit drug users are emplDijEil
Employment status of (past year) illicit drug users, 1991

18.4%

13.6%
Unemployed

Employed
full-time

Employed
part-time

Note: “Other" includes retired, disabled, homemaker, and students. 

Source: (Page ^4)



I Illicit drugs and alcohol are partners in crime
’ One-half to two-thirds of homicides and serious assaults involve alcohol (page 42).
' About half of men arrested for homicide and assault test positive for illicit drugs (page 42).

Halt of male arrestees test ppsitiue for illicit drugs
Percent of male arrestees testing positive for any drug at time of arrest, 1991

11^
I Homicide: 48%| 

I Assault: 48%

Source: Indicator 12 (page 43)
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Substance abuse rips apart families
• One out of four Americans experiences family problems related to alcohol 
abuse (page 40).
• Alcohol abuse plays a part in one out of three failed marriages (page 40).

fllcohol is a cause of family problBitis
One in four Americans say alcohol has been a cause of trouble in their family

11 Ol et

mti

Source: (Page 40)
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Four Sources of Optimism

Source *1. Though heaug use of some substances is unchanged, 
substantial decreases haue occurred among casual users

• Cocaine use is down among casual users, but steady among heavy users (page 25);
• Cigarette smoking overall has declined dramatically—from 42 percent of the popula­
tion in 1965 to 26 percent in 1991. Again, rates of heavy smoking have not changed 
much (page 24);
• Since 1988, the number of heavy drinkers has declined somewhat (page 24), and 
many fewer auto deaths are attributable to drunk driving (page 35).

Casual cDcaine use is damn markedlg
Number of users (number in thousands)

Heavy Cocaine

Any Cocaine Use

Source: Indicator 5 (page 25)



Smoking’s sharp dEclmes leuel off in 1990
Percent of the U.S. population that smokes

1965 1974 1980 1985 1990 1991
42% 37% 33% 30% 26% 26%

Source: National Health Interview Surveys 1974-1991. Data compiled by the CDC Office on Smoking and Health; 
1965 data from page 24.

Deaths from drunk driuing hauB fallen substantially
Percent of traffic injury deaths related to alcohol

1982 1986 1990 1991

Source: National Highway Transportation Safety Administration

1



Source *2. fl great mang Americans mant treatment for their substance 

abuse problems

• 800,000 people each day receive services in a special alcohol or drug program 
(page 60).
• Nevertheless, only about one-fourth of those needing alcohol and drug treatment 
get it (page 60).

UmtiBt tiBBil for alcahol anil drug treatment
Percent of those needing alcohol and drug treatment

25% receive treatment

75% do not receive treatment

mmi

Source: (page 60)

• Most smokers make multiple attempts to quit, yet few succeed on their first try.

most smohBrs mant to quit
Percent of smokers who have tried to quit

80% have tried to quit

Source: (page 28)

20% have never 
tried to quit



SourcB *3. ThE flmBrican pEopls inciEasinglij rBcognizB thB risks 

of substancB abusB and mant public action

• Major media campaigns have raised awareness and contributed to a shift in public 
attitudes (page 48);
• 64 percent of Americans want tougher enforcement of drinking-age laws (page 48);
• nearly 90 percerit want tougher sanctions on people who drive drunk (page 48);
• substantial efforts are under way in schools and workplaces to combat substance 
abuse—with some success. At least 30 percent of U.S. workers have access to an 
Employee Assistance Program, and 20 percent work in firms with drug testing pro­
grams (page 44).

Americans recognize substance abuse risks
Percent of adults 35+ who think heavy use is very risky

Miniiiiana: 83% A coho

Source: National Household Survey on Drug Abuse, 1991

SourcB *4. And, flitiBricans are taking action thEmsEluBs

• More than 2,000 communities have launched community-wide coalitions dealing 
with the problems of tobacco, alcohol, and illicit drugs (page 52).
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PREFACE

MPROVING THE HEALTH and health care 
of the American people is the mission of 
The Robert Wood Johnson Foundation. 
As a national philanthropy, the Founda­
tion supports projects that provide ser­

vices, conduct research and training and a 
range of other activities that we hope will have 
an impact beyond our grantees’ efforts: New 
models of care are tested so that others may 
adopt the most promising ones; health care 
leaders are trained so that they may discover 
new approaches and, in turn, influence the 
next generation.

Policymaking takes place on many levels, 
with the participation of many people—busi­
ness and community leaders, legislators, health 
professionals, interest group representatives, 
and voters. All have a role to play. Through 
the publication of a series of policy-relevant 
reports, the Foundation hopes to strengthen 
the ability of those participants to play effec­
tive roles in the decision-making process, by 
arming them with simple, yet critical indica­
tors that quickly summarize the nadon’s progress 
regarding specific health policy issues. Tracked 
over time, these indicators also can serve as 
early warning signals, alerting policymakers to 
future problem areas.

Each report in the current indicator series 
describes one of the four health policy areas 
chosen by the Foundation as major program 
goals for the 1990s:
► assuring access to basic health care for 
all Americans;
► improving the way services are organized 
and provided to people with chronic health 
conditions;
► promoting health and preventing disease 
by reducing harm from substance abuse; and
► seeking opportunities to help the nation 
address the problem of escaladng medical costs.

Once our authors constructed a conceptu­
al framework to measure each area, indica­
tors were selected based upon their policy- 
relevance, the availability of data, and their 
ability to highlight a specific point and con­
tribute to an overall understanding of the area.

We hope this report will serve as a helpful 
resource, and we encourage readers to share its 
information with others. If you have comments 
or suggestions, we would like to hear from you, 
as we decide whether subsequent editions would 
be useful. Please tell us what you think.

Steven A. Schroeder, md 
President

SUBSTflnCE ABUSE



BOUT THE TERMS USED IN THIS 
REPORT... The labels used in this 
report for population groups, risk 
groups, and health problems are those 

I used by the original data sources. 
In some cases, these labels—ethnic and racial 
identities are a good example—reflect old val­

ues. We adopted this approach, despite our 
desire to be sensitive to changing preferences, 
because of the lack of consensus about which 
terms are preferred and to avoid potential con­

fusion when people go back to an original data 
source to learn more about an issue.

CAUTIONARY NOTES FOR DATA INTERPRE­
TATION... This report presents data on trends 
in substance use, consequences, and inter-

Dm noTES

vention efforts, as well as comparisons among 
subgroups of the population on these issues. 
In most cases, available information was not 
sufficient to test for statistical significance 
of differences between years or between sub­

groups. Accordingly, caution should be exer­

cised in comparing the magnitude of such 
differences. In addition, trend data are gen­

erally drawn from cross-sectional surveys or 
other data that do not represent the experi­

ence of the same individuals over time. Despite 
these cautionary notes, the consistency of 
long-term trends and evidence from several 
sources is supportive of the major conclusions 
discussed here about the magnitude of the 
substance abuse problem and progress made 
in combatting it.

SUBSTflnCE RBUSE ?



QUERUIEIU: THE COIITEHT OF SUBSTflHCE ABUSE

S THE NUMBER one health problem in the country, substance abuse 

places a major burden on the nations health care system and con­
tributes to the high cost of health care. In fact, substance abuse—the 

I problematic use of alcohol, illicit dru^ and tobacco—places an enor­
mous burden on American society as a whole. It can harm health, family life, 
the economy and public safety, and it threatens many other aspects of life as 

well. Substance abuse affects all segments of society, but it disproportionate­
ly affects disadvantaged groups and threatens the future of young people.

► There are more deaths, illnesses and dis­

abilities from substance abuse than from any 
other preventable health condidon. Of the two 
million U.S. deaths each year, more than one 
in four is attributable to alcohol, illicit drug or 
tobacco use. Many of these deaths and other 
losses could be reduced—if not eliminated— 
by changing people’s habits.

Alcohol and illicit drug use can result in 
family violence and maltreatment of children, 
and the loss of a family member due to sub­

stance abuse has lifelong ramifications. Passive 
smoking causes respiratory problems in chil­

dren and adults. The workplace is affected as 
well. Alcohol and drug abusers are cosdier, less 
productive employees. Millions of people are 
arrested for driving under the influence of 
alcohol or drugs and for other crimes related 
to alcohol and illicit drug use. The safety of 
many neighborhoods—and the people living 
and working in them—is threatened by vio­

lence associated with drug sales.

Federal, state, and local governments, as

well as private citizens’ groups, have acted to 
counter the enormous societal impact of sub­

stance abuse, but much remains to be done. 
A great deal of the harm associated with sub­

stance abuse can be prevented with increased 
public awareness of the problem and concerted 
public action. One step in this direction is the 
spread of effective prevention programs 
throughout the country with widespread sup­

port from community groups, business and 
private citizens.

USE, ABUSE AND DEPENDENCE...Many people 
who drink, take illicit drugs or smoke occa­

sionally do not experience problems from 
using these substances (although it is possible 
to have a serious injury or even to die from a 
single episode of alcohol or drug use). How­

ever, with heavier, more frequent consump­

tion, they are more likely to experience prob­

lems with health, family members and other 
people, school, work or the law. Substance 
abuse refers to patterns of use that result in

SUBSTflnCE REUSE
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health consequences or impairment in social, 
psychological, and occupational functioning. 
While substance abuse concerns problems in 
living, dependence involves compulsive use, 
craving, and increased tolerance.

Although it is not possible to predict who 
will develop problems under what circum­

stances, in general, more serious problems 
develop when people become dependent on 
alcohol, illicit drugs or tobacco. A person who 
is dependent on a substance has a great need 
for it—often in increasing amounts—in spite 
of trying to cut back. The process of becom­

ing dependent is complex and is related to a 
number of factors, including the addictive 
properties of the substance, family and peer 
influences, personality and existing psychi­

atric disorders. Genetics also plays a role in 
alcohol addiction, and recent research sug­

gests that it may play a role in tobacco addic­

tion, as well. At this time, its role in addiction 
to illicit drugs is not clear.

Once a person is dependent on a substance, 
abuse becomes a chronic, relapsing condition 
characterized by waves of abuse, decreased 
use, and abuse again. It is very difficult to 
quit or curtail use, and frequently more than 
one attempt is needed—sometimes over a 
long period of time—before a person suc­

cessfully quits or gets use under control. The 
likelihood of relapse is high.

This report presents measures of use, abuse 
and dependence to illustrate the magnitude 
of the substance abuse problem. Although the

focus is substance abuse—use that has result­

ed in significant problems for the user—infor­

mation also is presented about patterns of 
use and the populations at risk.

HISTORICAL TRENDS IN CONSUMPTION & 
POLlCY...The use of alcohol, illicit drugs and 
cigarettes has fluctuated during this century in 
response to shifts in public tolerance and with 
various political and economic events. In recent 
times, smoking began to decrease in the mid- 
1960s, drug use in the late 1970s and alcohol 
consumption in the mid-1980s. Many people 
attribute these decreases to:

► increased awareness of the health risks posed 
by substance abuse;

► more governmental involvement in preven­

tion, intervention and treatment efibns; and

► the development of grassroots efforts and 
community coalitions directed toward decreas­

ing substance abuse and its negative impacts.

Alcohol... Alcohol consumption in the United 
States has risen and fallen over time. It was 
high during war years—the Civil War, World 
War I and World War II—and low following 
Prohibition and during the Depression. 
Consumption was the lowest in U.S. history 
—0.9 gallons of ethanol per person aged 14 
and older—in 1934, as the Depression was 
at its peak, and highest at 2.8 gallons per capi­

ta—around 1980, following a period in which 
more than half the states lowered the legal 
drinking age to 18.

SUBSTflnCE ABUSE 9



Historically, alcohol consumption has been 
higher and was perhaps double current con­

sumption in the late 1700s and early 1800s. 
It fell during the heyday of the temperance 
movement in the mid-1800s, but it began to 
rise again in the latter part of the 19th centu­

ry (see Chart 1). The 1919 passage of a con­

stitutional amendment that prohibited the 
manufacture, transportation and sale of alco­

hol—also known as Prohibition—decreased 
use again, at least legal use, and temporarily. 
During this time, an underground alcohol 
industry flourished and drinking continued 
to some degree. The amendment was repealed 
in 1933 as concerns about lawlessness rose.

During the past decade, alcohol consump­

tion has declined. This coincided with rais­

ing the minimum drinking age to 21 in all 
states to counter the alarming number of fatal 
automobile crashes involving alcohol and 
teenagers. The decrease also is related to a shift 
in beverage preference. The consumption of 
distilled spirits, which has a high ethanol con­

tent, decreased substantially over the past 15 
years; beer consumption remained relatively 
stable; and wine consumption increased 
slightly. Both beer and wine have a lower 
ethanol content. These overall trends in cur­

rent alcohol consumption mask many impor­

tant differences in drinking patterns across 
the life course and among demographic groups, 
as described in this report.

Chart 1. Trends in fllcohDlUse
Annual Per Capita Consumption in Gallons of Ethanol
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Notes:
Alcohol consumption is 
measured in galbns of 
ethanol (absolute alcohol) 
per person aged 15 and 
older prior to 1970 and 
14 and older thereafter.

Sources:
National Institute on 
Alcohol Abuse and Alco­
holism, Division of Bio­
metry and Epidemiolo^. 
Surveillance Report #
23, Apparent Per Capita 
Alcohol Consumption: 
National, State, and 
Regional Trends, 1977- 
1990. December 1992. 
Table 1. p. 16-17.



year olds from 1974 to 1992 (see Chan 2). This 
age group has high rates of marijuana use. By 
1979, 35 percent of 18- to 25-year olds report­
ed being current marijuana users. This was a 
peak period not only for marijuana use among 
18- to 25-year olds, but also for most drugs and 
for most age groups. Since then, marijuana use 
has decreased, and by 1992, about 11 percent 
of 18- to 25-year olds reported using marijua­
na in the past month. There is continued con­
cern over the impact of illicit drug use, espe­
cially cocaine and its derivative, crack. Reported 
declines in frequent cocaine use since 1985 are 
not statistically significant. Federal drug poli­
cy has emphasized law enforcement and interdic­
tion to reduce the supply of illicit drugs, but

recent trends show an increasing interest in pre­
vention and treatment as control measures.

Tobacco...Tobacco is a part of this land’s ear­
liest history, predating the arrival of Colum­
bus. Native Americans had long cultivated 
tobacco and used it in various forms, includ­
ing cigars, cigarettes, chewing tobacco, and 
pipes. During the 17 th century, tobacco began 
as an important cash crop for North Carolina, 
and by 1864 it was a significant enough com­
modity that a federal tax was imposed on cig­
arettes to help finance the Civil War. By the 
1890s, cigarette machines were perfected that 
produced cigarettes in much greater volume 
than possible by hand.

Chart 2. Trends in Illicit Drug Use
Percent Marijuana and Cocaine Users Aged 18-25
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Cigarette consumption increased dramati­
cally between 1900 and the mid-1960s, with 
small peaks and valleys paralleling historical 
events; It was slighdy higher during World War 
I and World War II, and lower during the 
Depression years (see Chart 3). Consumption 
peaked in 1963, at 4,345 cigarettes per person 
aged 18 and older per year. (Smoking a pack 
of cigarettes a day amounts to about 7,500 cig­
arettes a year.) The precipitating event in the 
decline since then was the 1964 Surgeon 
General’s Report that definitively linked ciga­
rette smoking to health problems.

The tobacco industry has tried to reverse 
the downward trend in tobacco consumption. 
For example, filter cigarettes were heavily
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Notes:

promoted during the 1950s, and low-tar cig­
arettes were introduced in the 1960s. Smoke­
less and perfumed cigarettes were introduced 
in the 1980s to attract new smokers and keep 
current smokers from quitting. The tobacco 
industry also has targeted minorities and women 
in their advertising.

In spite of these efforts, consumption con­
tinues to decline. The decreases, however, have 
not been uniform across all groups. The poor, 
the less-educated and minority groups have 
had smaller reductions in rates, and so have 
women in comparison to men. While the 1992 
per capita consumption was the lowest since 
1963—2,629 cigarettes a person a year—it is 
roughly the same as in the early 1940s.
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Data for 1992 are 
preliminary.

Sources:
Substance Abuse and 
Mental Health Services 
Administration, Office 
of Applied Studies. 
National Household 
Survey on Drug Abuse: 
Highlights 1991. 
Rockville, MD: DHHS 
Pub. No. (SMA) 93-1979, 
1993. Table A. 10, p. 78. 
Substance Abuse and 
Mental Health Services 
Administration, Office of 
Applied Studies. 
Preliminary Estimates 
from the 1992 National 
Household Survey on 
Drug Abuse. Advance 
Report No. 3. Rockville, 
MD: June, 1993. Table 
7A, p. 44.
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ALL SEGMENTS OF SOCIETY AFFECTED... No pop­

ulation group is immune to substance abuse 
and its effects. Men and women and people of 
all ages, racial and ethnic groups and levels of 
education smoke, drink and use illicit drugs. 
In 1991, some 103 million Americans used 
alcohol in the past month, 46 million smoked, 
and almost 13 million used illicit drugs. There 
are, however, significant differences in sub­

stance use among groups. Young adults, for 
example, are the group most likely to use 
alcohol, illicit drugs and tobacco, and many 
adolescents have already started. In terms of 
gender, men are more likely than women to 
use most substances, but they are particularly 
more likely to be heavy users of alcohol and to

be problem drinkers.

Whites are more likely than blacks or 
Hispanics to drink, but they are no more like­

ly to drink heavily. Native Americans, mean­

while, are more apt to have problems with alco­

hol. Illicit drug use disproportionately affects 
minority groups, with minority groups at an 
additional risk for a range of adverse conse­

quences, because they are more likely to use 
these drugs intravenously.

Level of education is increasingly recog­

nized as an important correlate of substance 
use, with heavier use among those who are 
less well-educated. People with higher edu­

cation levels are more likely to drink, but 
those with less education are more likely to

Chart 1 Trends in Cigarette Use
Annual Per Capita Consumption of Cigarettes
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drink heavily. Among less-educated people, 
smoking is more common and smoking ces­
sation less likely.

The impact of substance abuse is felt from 
earliest infancy through old age. Some infants 
are born already compromised through expo­
sure to substances consumed by their moth­
ers during pregnancy. Throughout childhood, 
boys and girls are affected in many ways by 
their parents’ substance use, from neglect and 
abuse associated with alcohol and illicit drug 
abuse to chronic respiratory problems from 
environmental tobacco smoke.

Adolescence is a period of experimentation 
with substance use, and teenagers are partic­
ularly at risk for being involved in alcohol- and
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dmg-related vehicle injuries. Because substance 
use is higher in young adulthood, men and 
women in this age group are more likely to 
experience problems associated with it. For 
example, workplace problems and family dis­
ruption can develop during this time. But it 
is later in life that the long-term health effects 
from alcohol use and cigarettes are most appar­
ent. A lifetime of drinking and smoking exacts 
a heavy toll in chronic health problems and 
premature death.

SOCIETAL COSTS OF SUBSTANCE ABUSE... The 
total economic cost of substance abuse on 
the U.S. economy each year is staggering, 
and at least one estimate is in excess of $238
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Notes:
Data for 1992 are 
preliminary.

Sources:
For 1900-1974:
Tobacco Yearbook 1981. 
CoL Clem CockreL 
Bowling Green, KY. p.53. 
For 1975-1981:
US Department of 
Agriculture. Tobacco 
Situation and Outlook 
Report. Commodity 
Economics Division, 
Economics Research 
Service. Rockville, MD: 
April 1985. Table 2, p.6. 
For 1982-1991:
US Department of 
Agriculture. Tobacco 
Situation and Oudook 
Report. Commodity 
Economics Division, 
Economics Research 
Service. Rockville, MD: 
April 1992. Table 2, p.4. 
For 1992:
US Department of 
Agriculture. Tobacco 
Situation and Oudook 
Report. Commodity 
Economics Division, 
Economics Research 
Service. Rockville, MD: 
April 1993. Table 2, p.4.
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Notes:

Medical: Direct 
expenditures.

Illness: Present value of 
lost productivity due to 
illness or injury.
Deaths: Present value of 
fiiture lost productivity 
due to premature death. 
Other Related Costs: 
Direct—crime, motor 
vehicle crashes, etc. 
Indirect—victims of 
crime, incarceration, etc. 
Special Conditions: AIDS 
attributable to drug 
abuse. Fetal Alcohol 
Syndrome.

Sources:

Unpublished data for 
1990 from Dorothy P. 
Rice. Institute for Health 
andApng, University of 
California at San Fran­

cisco, CA 94143-0612.

billion. Although specific cost estimates vary 
across studies because of differences in under­

lying assumptions and definitions, all show 
substantial economic costs. This is an enor­

mous burden that affects all of society— 
people who abuse alcohol, illicit drugs or tobac­

co, and those who do not. This cost includes 
the expense of treating substance abuse, the 
productivity losses caused by premature 
death and inability to perform usual activi- 
des, and costs related to crime, destruction of 
property and other losses.

Alcohol is the most cosdy abused substance, 
with the total bill to the nadon esdmated to be 
$99 billion in 1990. Using the same econom­

ic model, the cost of drug abuse was $67 bil­

lion, and preliminary esdmates place the cost 
of smoking at $72 billion (see Chan 4). Each 
substance has different impacts on users and on 
society. The major burden of alcohol abuse relates 
to producdvity losses associated with illness and 
death; crime plays the major role in drug-relat­

ed costs; and for smoking, the most significant 
losses are associated with premature deaths.

The core costs of alcohol and illicit drug 
abuse (costs of medical expenses, illness and 
death) fall disproportionately on people 
ages 15 to 44. This reflects their higher preva­

lence of substance abuse problems and larger 
number of related deaths. The core costs for 
most other health conditions tend to be con­

centrated in older age groups.

Chart 4. Economic Costs ot Substance Abuse, 1990

34.1%

Drug Abuse/Total Cost $66.9 billion

Alcohol Abuse/Total Cost $98.6 billion
63.0%

Smoking/Total Cost $72.0 billion
(preliminary estimate)
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TAKING ACTION... Substantial governmental 
and private efforts are being directed toward 
combatting the nations substance abuse prob­

lem, and there is a clear mandate to do more. 
However, the sheer size of the alcohol and 
tobacco industries and their influence in the 
economy—nadonal, state and local—impedes 
progress. With more than 100,000 manufac­

turing employees, these industries have a com­

bined payroll that is more than 1.5 times the 
nation’s soft drink manufacturing industry. 
Retail sales for beer, wine and distilled spirits 
total $92 billion, and tobacco sales total $44 
billion. To help promote these sales, alcohol 
and tobacco are among the most widely adver­

tised products in the country. In 1990, $3.9 
billion was spent on tobacco advertising and 
promotions. Moreover, even though per capi­

ta consumption is down, profits for tobacco 
manufacturers increased from 7 cents per pack 
in 1981 to 35 cents in 1991.

These numbers powerfully influence the 
mix of governmental policies toward substance 
abuse. Some policies regulate, tax and other­

wise limit the distribution of these products, 
while others create tax write-offs for advertis­

ing them. In addition, tobacco and alcohol 
advertising targets some of the very groups at 
which the public health community is aiming 
its health promotion efforts.

MONITORING CHANGE... This report presents 
indicators that describe the nature and extent 
of substance use and abuse, associated conse­

quences, and efforts to combat the problem. 
Throughout, descriptive findings are provid­

ed as well as measures that document change 
over time. Observed increases and decreases in 
these indicators will help determine how suc­

cessful efforts have been and where addition­

al resources need to be targeted.

Meanwhile, the U.S. Public Health Service 
has set objectives for decreases in the use of 
alcohol, illicit drugs, and tobacco as part of a 
major effort to increase the span of healthy life 
for Americans, reduce health disparities among 
population groups, and achieve access to pre­

ventive services for all. The federal govern­

ment’s Healthy People 2000: National Health 
Promotion and Disease Prevention Objectives 
offers specific measurable targets across the life 
course and for many population groups.

The indicators presented in this report were 
chosen after careful review of current knowl­

edge about substance abuse and its impact. 
National data were emphasized, although the 
charts also trace the progress of important pop­

ulation subgroups, such as youth. A number of 
the Healthy People 2000 objectives appear with­

in the indicators in this report, as noted. Together, 
the year 2000 objectives and the indicators 
presented here provide a blueprint for action 
and a means of charting our nation’s progress 
against substance abuse.

substruce abuse 7



FURTHER RERDIRG

USE, ABUSE AND DEPENDENCE
U.S. National Institute on Drug Abuse. Drug 
Abuse and Drug Abuse Research. The Third 
Triennial Report to Congress from the Secretary, 
Department of Health and Human Services. 
Rockville, MD: DHHS Pub. No. (ADM) 91- 
1704, 1991.

HISTORICAL TRENDS 
IN CONSUMPTION AND POLICY

Levine, HG. “The Alcohol Problem in America: 
From Temperance to Alcoholism,” British 
Journal of Addiction, 79:109-119, 1984.

Musto, DF. The American Disease: Origtns of 
Narcotic Control New York: Oxford University 
Press, 1987.

Musto, DF. “Opium, Cocaine and Marijuana 
in American History,” Scientific American, July, 
40-47, 1991.

Slade, J. “The Tobacco Epidemic: Lessons 
From History,” Journal of Psychoactive Drugs, 
21 (3): 281-291, 1989.

Substance Abuse and Mental Health Services 
Administration. Office of Applied Studies. 
National Household Survey on Drug Abuse: Main 
Findings 1991. Rockville, MD: DHHS Pub. 
No. (ADM) 93-1979, 1993.

SOCIETAL COSTS OF SUBSTANCE ABUSE

Rice, DP, Kelman, S, Miller, LS, Dunmeyer, 
S. The Economic Costs of Alcohol, and Drug 
Abuse and Mental Illness 1985. San Francisco: 
DHHS Pub. No. (ADM) 90-1694, 1990.

TAKING ACTION
Kleiman, MAR Against Excess: Drug Policy for 
Results. New York: Basic Books, 1992.

MONITORING CHANGE
U.S. Department of Health and Human 
Services, Public Health Service. Healthy People 
2000: National Health Promotion and Disease 
Prevention Objectives. Full Report, with 
Commentary. Washington, DC: DHHS Pub. 
No. (PHS) 91-50212, 1991.

ALL SEGMENTS OF SOCIETY AFFECTED 
Clark, WD, Hilton, ME (eds.). Alcohol in 
America: Drinking Practices and Problems. 
Albany: State University of New York Press, 
1991.

SUBSTflnCE RBUSE



■a
iysig

mm



PERCEPTIDn OF RISK

MERICANS INCREASINGLY recognize 
that the use of alcohol, illicit drugs, 
and tobacco carries substandal health 
risks. And, as a result, substance use 
among many segments of the popu­

lation has declined.
Several factors contribute to this change in 

the perception of potential harm (Indicator la). 
One is the success of intensive community- 
based and public information campaigns on 
the health hazards of substance abuse. Another 
is a greater societal commitment to healthy 
lifestyles in general and increased disapproval 
of substance use. Research suggests that at least 
two of these factors — increased awareness of 
risks and disapproval of use — have led to a 
drop in marijuana use among youth. Despite 
increases in the percent of youth perceiving 
great risk, the percent still falls far below the 
objectives targeted by Healthy People 2000.

Not all substances are perceived as equally 
risky. Illicit drug use is viewed by people of 
all ages as much riskier than smoking or drink­
ing, and regular or heavier use of drugs or alco­
hol is seen as riskier than occasional or exper­
imental use. There also are differences in

perception of risk by age (Indicator lb). In 
general, older people are more likely than young 
people to think that substance use is risky. One 
exception is that most teenagers as well as peo­
ple ages 35 and older think using marijuana 
regularly is risky.

Cigarettes are the only substance that is per­
ceived as increasingly risky with each succes­
sive age group. Forty-eight percent of youth 
think it is risky to smoke one or more packs 
a day, whereas 68 percent of people 35 and 
older believe it risky. The fact that so many 
young people do not think smoking is risky is 
especially important because youth is a period 
of experimentation. More information about 
the risks of smoking should be targeted specif­
ically to teenagers.

Americans also are worried about envi­
ronmental tobacco smoke — the exposure of 
nonsmokers to cigarette smoke in people’s 
homes, at work and in public places. Accord­
ing to a nationwide poll, three of four non- 
smokers at some point in their lives have lived 
with smokers, and nearly half are concerned 
that environmental smoke might cause seri­
ous health problems for them.
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a. Ulhat Young PeoplE Think about Substanco Use

Percent of High School Seniors who Believe Substance Use is Very Risky
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b. lUhat flmBricans Think about Substance Use

Percent of Americans who Believe Substance Use is Very Risky, 1991 
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la. Data are per­ packs of cigarettes la. The University of Office of Applied
centages ofhigh per day. Michigan News and Studies. National
school seniors who lb. Heavy alcohol Information Services, Household Survey
see "greatrisk"of use is five or more Press Release, April 9, on Drug Abuse;
harm from smok­ drinks once or twice 1993. Ann Arbor MI. Highlights 1991.
ing marijuana regu­ a week. Regtlar Table 6. Rockville MD. DHHS
larly; taking cocaine marijuana use is lb. US Substance Pub. No. (SMA) 93-
regilarly; having smoking marijuana Abuse and Mental 1979, 1993. Table A-
five or more drinks regilarly. Heavy Health Services 25,p.93.
once or twice each smoking is smoking Administration,
weekend; or smok­ one or more packs
ing one or more per day.
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imPLICATIOnS OF EflRLV USE

22

GE IS ONE of the most important 
factors defining the likelihood of 
using alcohol, illicit drugs and to­
bacco. It also is related to subsequent 

I patterns of use and problems asso­
ciated with use. Young adults—people ages 
18 to 25—are the group mostly likely to use 
alcohol or illicit drugs or engage in heavy 
alcohol use (Indicator 2). People ages 18 to 34 
are the group most likely to smoke.

Many young people begin to experiment 
with alcohol, illicit drugs and tobacco at very 
early ages, although not all who try drugs once 
or twice continue to use them. By the 8th grade, 
70 percent of youth report having tried alco­
hol, 10 percent have tried marijuana and 2 per­
cent cocaine, and 44 percent have smoked cig­
arettes. By the 12th grade, about 88 percent 
have used alcohol, 37 percent have used mar­
ijuana and 8 percent cocaine, and 63 percent 
have smoked cigarettes. Clearly, substance use

begins early for many young people. (Indica­
tors 3 and 4).

Because cigarettes and alcohol usually are 
tried before illicit drugs such as marijuana, 
hallucinogens or cocaine, they often are referred 
to as “gateway drugs.” However, many youth 
who use alcohol or cigarettes never try illegal 
drugs. The age when young people first start 
using alcohol and illicit drugs is a powerful 
predictor of later alcohol and drug problems, 
especially if use begins before age 15. People 
who begin using alcohol or smoking when 
very young are more likely to be heavy users 
of these substances later on.

Problems related to alcohol and drug depen­
dence typically begin to be apparent by age 20. 
This is an important time for young people, 
as they complete school, enter the work force 
and begin to get married and have families. 
For women, problems with alcohol frequendy 
occur later—when they are in their thirties.

3.fllcDhDl, marijuana, and CigarEtte Use Among Eighth GradErs, 1991-1992
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2. PrEualEncE of Substance Use, 199
Percent of Users in Past Month 
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1991. Rockville, MD. 
DHHS Pub. No. 
(SMA)93-I979, 1993. 
Table A-22,p. 90.
4. US Substance 
Abuse and Mental

Health Services 
Adminstration, Office 
of Applied Studies. 
National Household 
Survey on Drug 
Abuse: Main find­
ings 1991. Rockville, 
MD. DHHS Pub. No. 
(SMA) 93-1980, 1993. 
Table 10.5, p. 137.
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TREnDS in HEflUY USE

T FIRST GLANCE, the statistics look 
promising: The overall use of ciga­

rettes, alcohol and illicit drugs among 
most segments of the population has 
declined in recent years. However, 

the number of heavy, frequent users has 
remained more stable. Heavy smoking is 
often defined as smoking a pack or more of 
cigarettes per day; heavy drinking usually 
means consuming five or more drinks per occa­

sion on five or more days in the past 30 days; 
and heavy drug use may be considered to be 
daily or weekly use.

To indicate how much heavy drinkers actu­

ally consume, half of the alcohol consumed in 
this country is accounted for by the 10 percent 
of the population who drink the most heav­

ily. Heavy drinking has decreased in recent 
years, from 6.5 percent of the population age 
12 and older in 1985 to 5.3 percent in 1991 
(table). Nevertheless, heavy drinking among 
high school seniors and college students is still 
of concern and is one of the Healthy People 
2000 targets for reduction.

The decrease in people using illicit drugs 
since the late 1970s has been even more dra­

matic. At that time, almost 40 percent of high 
school seniors were using drugs. In 1992, in

contrast, 14 percent of the senior class report­

ed using drugs. For people ages 18 to 25—the 
age group with the highest rates of ilhcit drug 
use—marijuana use peaked at 35 percent in 
1979 and fell to 13 percent in 1991. Cocaine 
use among this age group also peaked in 
1979 at nine percent and dropped to two 
percent in 1991.

Between 1985 and 1991, the number of peo­

ple who reported being frequent cocaine users 
(once a week or more) also decreased, but the 
decline was not statistically significant (Indi­

cator 5). Heavy drug use is a particularly dif­

ficult problem in many urban areas, where hard 
core users become concentrated and drug- 
related crime flourishes.

Cigarette use also has decreased over the 
past decades — specifically since the 1964 pub­

lication of the Surgeon General’s report on 
the health effects of smoking. The proportion 
of the adult population who smoked decreased 
from 42 percent in 1965 to 26 percent in 1991. 
Despite this overall decline in smokers, the 
proportion of heavy smokers—those who 
smoke 25 or more cigarettes a day—has not 
changed much. In 1991,15 percent of the pop­

ulation, or 56 percent of smokers, smoked a 
pack or more per day.

TRENDS IN ALCOHOL USE, VS. HOUSEHOLD POPUIATION
1985 J988 im 1991

Any alcohol use in past month 59.1% 53.4% 59.2% 50.9%
Heavy alcohol use in past month 6.5 4.9 5.0 5.3

US National Institute 
on Drug Abuse. 
National Household 
Survey on Drug 
Abuse, 1985-1991.
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5. TrEnds in CocainE Use
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1,000 -
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12,200

Any Cocaine Use

1985 1988

647 862 662 625

Heavy Cocaine Use

1990 1991

Any cocaine me is at least 
once in the past year. 
Heavy cocaine me is once 
a week or more in the 
past year.

Gfroerer JC and Brodsky 
MD. Frequent Cocaine 
Users and Their Use of 
Treatment. American 
Journal of Public 
Health, VoL 83, No. 8, 
Fig. I,p 1150, 1993.
US National Institute on

DrugAbme. National 
Household Survey on 
Drug Abuse: Population 
Estimates 1990.
Rockville, MD. DHHS 
Pub. No. (ADM) 91- 
1732, 1991. Table 20-A, 
p. 111.
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DEinOGRflPHIC DIFFEREnCES IR HERUV USE

■ A IFFERENTPOPUIATION GROUPS dif- 
I fer in their rates of heavy use of tobacco, 
I alcohol, and illicit drugs. These vari- 
I ations are most apparent by race and 

I ^0 ethnicity, gender, and education.

White high school seniors are most likely and 
blacks least likely to be heavy smokers and 
drinkers; Hispanics fall in between (Indicator 
6). Blacks have met the Healthy People 2000 
objecuve for a reducuon of heavy drinking.

Although heavy smoking and drinking have 
decreased among all racial and ethnic groups, 
the decreases in heavy smoking among black 
youth have been particularly dramatic. Blacks 
have condnued to decrease their smoking while 
the rates of other groups have stabilized. Among 
racial and ethnic groups, young Native Amer­
ican males tend to be heavier smokers and 
drinkers. Recent studies show that about 48 
percent of male Native American and white 
high school seniors drank heavily, compared 
with 45 percent of Mexican-Americans, 24 
percent of blacks, and 19 percent of Asian- 
Americans; some 18 percent of male Native 
American high school seniors smoked 1/2 pack 
or more a day, compared with 12 percent of 
whites, five percent of Mexican-Americans,

and 4 percent of Asian-Americans.
There also are differences in substance use 

by gender, but these patterns are in flux. Since 
the mid-1970s, male high school seniors have 
been more likely than females to use marijuana 
or alcohol daily, but now the gap between the 
sexes is narrowing. Meanwhile, for most of 
this period, female high school seniors have 
been more likely than males to smoke daily, 
but trends are changing here, too, and now 
more high school males smoke daily than females.

Among people of all ages, males are more 
than three times as likely as females to be heavy 
drinkers and somewhat more likely to smoke 
a pack or more of cigarettes per day. Males 
also are more than twice as likely as females 
to use marijuana once a week or more, but 
males and females are equally likely to be 
weekly cocaine users.

Where people live and their educational 
level also relate to substance use. Heavy alco­
hol use is more common among people living 
in metropolitan areas and among those with 
less than a college degree. Heavy smokers are 
more likely to live in nonmetropolitan areas 
and to be less educated—having a high school 
diploma or less.
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6. HEauij fllcDhol and Daily CigarEtte Use Among Voung PedpIe

Percent of High School Seniors Who are Heavy Users 

45%

1976

n Alcohol/ “Black

1980

n Alcohol/ ^ White

1985

1 Alcohol/ 
' Hispanic

q Cigarette/ 'Black

Each point plotted is the 
mean ofthe specified year 
and the previous year. 
“Hispanic" is derived 

from self-report.
“Heavy alcohol use" is five 
or more drinks in a row 
in the past two weeks.

US National Institute on 
Drug Abuse. Smoking, 
Drinking, and Illicit 
Drug Use Among 
American Secondary 
School Students, Col­
lege Students, and 
Young Adults, 1975- 
1991. Volume I: Sec-

I I I 
'90 '91 '92

I Cigaretl“white

// I 
2000

I Cigarette/
' Hispanic

ondary School Students. 
Rockville, MD. NIH 
Pub. No. 93-3480, 1992. 
Figure I7b,p.III. 
Unpublished data from 
the US National Insti­
tute on Drug Abuse, 
High School Senior Sur­
vey, 1992.
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flTTEmPTS TO QUIT

ANY PEOPLE WHO smoke, drink 
1^ 1^ I or use drugs have experienced 
III some kind of problem related to 
III use and have tried to stop. 

IH li ■ Because quitting use of any of 

these substances is hard, the relapse rate is 
high, and some people have to try numerous 
times before they are successful.

Depending on personal characterisdcs and 
the substance being used, some users become 
dependent or need larger amounts to achieve 
the same effea. Other symptoms of dependence 
are daily use for two or more weeks, feeling a 
need for the substance, trying to cut down 
and withdrawal symptoms. One-third of peo­
ple who used alcohol, marijuana, or cocaine 
experienced one or more of these symptoms. 
In fea, cigarettes are most likely to induce depen­
dence, and 82 percent of those who smoked in 
the past year report having these symptoms.

To break the smoking habit, many people 
try to quit or cut back on their own. The typ­
ical smoker who becomes a confirmed former 
smoker usually has tried three or four times 
before being successful.

More than 44 million Americans have quit 
smoking, and almost half of all living adults 
in the United States who ever smoked have 
quit. The percentage of smokers who quit 
increased dramatically after the release of the 
1964 Surgeon Generals report that documented 
the negative health effects of smoking (Indi­
cator 7). The percent of people who ever smoked 
who now are former smokers is higher among 
the elderly than other age groups, among men 
than women, among whites than blacks and 
among college graduates than those with less 
education. Despite the increase in the per­
centage who have quit, about 46 miUion Amer­
icans still smoke cigarettes.

CIGARETTE SMOKING qUITTING CONTINUUM
Percent of People 20+ Who 
Have Ever Smoked, 1987

1. Current smokers who had never tried to quit 19%

2. Current smokers who had tried to quit hut not in past year 20

3. Current smokers who had quit for 1-6 days in past year 7
4. Current smokers who had quit for 7 or more days in past year 8

5. Former smokers who had quit within past 3 months 2

6 Former smokers who had been abstinent for 3-12 months 3
7. Former smokers who had been abstinent for 1-5 years 10

8. Former smokers who had quit more than 5 years earlier 31

US Centers for Disease 
Control The Health 
Benefits of Smoking 
Cessation. Rockville, MD. 
DHHS Pub. No. (CDC) 
90-8416, 1990. Table 2, 
p. 589.
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Percent of People 20+ Who Ever Smoked Who Now Have Quit 
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25 - Mi

1965
I

'85
1

1990

1965-1987 data: US 
Centers for Disease 
Control The Health 
Benefits of Smoking 
Cessation. Rockville, 
MD. DHHS Pub. No.

Table 3, p. 592.
1990 data: US Centers 
for Disease Control 
Morbidity and Mor­
tality Weekly 
Report, Cigarette

Adults, US 1990. 
Volume 41, No. 20. 
Atlanta, GA.
May, 1992. p. 355

(CDC) 90-S416, 1990. Smoking Among
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TOBACCO DEATHS

■ IGARETTE SMOKING ACCOUNTS for 
nearly 419,000 deaths a year—20 per­
cent of all U.S. deaths (Indicator 8a). 
More than 3.6 million years of life would 

W have been saved if every person who died 
in just one year from cigarette smoking had 
lived until average life expectancy. Nearly all 
deaths associated with smoking result from a 
smoking habit acquired early in life.

Cigarette smoking has long been known to 
cause cancer, and nearly 90 percent of lung 
cancer deaths result from smoking. Lung can­
cer rates, always high among men, have risen 
among both men and women in the last few 
decades (Indicator 8b). Lung cancer deaths 
now surpass deaths from all other kinds of can­
cer—exceeding prostate cancer in men and 
breast cancer in women.

While lung cancer rates are a good marker 
for long-term use of tobacco, lung cancer 
accounts for only one-quarter of all deaths 
attributed to smoking. Smoking also is a ma­

jor contributor in deaths from coronary heart 
disease, chronic bronchitis and emphysema, 
and cancers of the pancreas, trachea, bronchus, 
and larynx. Further, smoking during pregnancy 
is associated with fetal and infant deaths. In 
fact, smoking is probably the most important 
modifiable cause of poor pregnancy outcome, 
according to the U.S. Surgeon General.

Most deaths associated with smoking 
occur among the smokers themselves, but 
exposure to environmental tobacco smoke also 
is an acknowledged health hazard and each year 
results in about 3,000 deaths among nonsmok­
ers from cancer and other causes. Many peo­
ple are exposed to tobacco smoke in the work­
place, as well as at home from frmily members 
who smoke, and more than half of nonsmok­
ers working in companies with minimal smok­
ing restrictions say others’ smoking causes them 
at least some discomfort. With the increase in 
smoke-free workplaces, second-hand smoke ex­
posure—at least at work—is likely to decline.

c
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8a. Deaths from Smohing and fllcahol Use: Tota

Smoking
Deaths
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Lung cancers and other 
smoking deaths are esti­
mates of deaths where 
smoking is an attribut­

able factor, including 
cardiovascular and 
cerebrovascular diseases. 
8b. Analysis of 
National Vital Statis­

tics System. Lung can­
cer refers to all respira­

tory cancers.

8a. Smoking: US 
Office on Smoking and 
Health. imSAMMEC 
Mortality Estimates. 
Morbidity and Mortal­
ity Weekly Report, 
forthcoming.

Alcohol: Stinson FS, 
DufourMC, Steffens R, 
and DeBakey SF. Epi­
demiologic Bulletin 32: 
Alcohol-Related Mortal­

ity, 1979-1989. Alcohol 
Health and Research 
World, forthcoming. 
8b. US National Cen­
ter for Health Statistics. 
Health, United States, 
1991 and Prevention 
Profile. Hyattsville, 
MD:DHHSPub. No. 
(PHS)92-I232. 1992. 
Table 36, p. 169-170.

SUBSTOnCE ABUSE



ALCOHOL DEATHS

LCOHOL IS A major cause of pre­

mature death in the United States (In­

dicator 8c). On average, people dy­

ing from alcohol-related causes 
I lose 26 years from their normal life 

expectancy. The ninth leading cause of 
death—liver disease—^is largely preventable, 
because nearly half of all cirrhosis deaths are 
due to alcohol.

Cirrhosis deaths are a marker of long-term 
alcohol use and accordingly are more preva­

lent among people in middle age and older. 
Since 1974, death rates for alcohol-related 
liver cirrhosis dropped 26 percent. This trend 
reflects the overall decline in alcohol con­

sumption as well as an increase in the numbet 
of people recovering from heavy drinking be­

cause of treatment, health education programs, 
and other interventions.

Alcohol-related motor vehicle fatalities also 
continue to decline (Indicator 8d), and the 
death rate is now lower than the public health 
objective stated in Healthy People 2000. 
Between 1990 and 1991, the number of alco­

hol-related traffic fetalities dropped 10 percent, 
with the greatest decrease among young dri­

vers ages 15 to 20. Still, traffic crashes remain 
the single gteatest cause of death among

America’s youth and young adults, and almost 
half of all traffic fatalities are alcohol-related.

The recent decline in alcohol-related traf­

fic fatalities may be due to declines in both 
chronic use and inappropriate use among even 
casual drinkers, parucularly young people. Fed­

eral requirements to restrict access to alcohol 
for those under age 21 and legislation in some 
states to lower the allowable blood alcohol con­

centration for young people may in part ex­

plain the decline. Diverse efforts under way in 
communities across the country—including 
prompt license suspension, sobriety police 
checks, zero tolerance for underage drivers, and 
public education—such as “designated driver” 
programs—also may have had an impact on 
alcohol-impaired driving.

Evidence links drinking and deaths from 
falls, fires and burns, and drowning. Falls are 
the second leading cause of fatal injuries, and 
fires and burns are the fourth leading cause. 
Various studies estimate that between 17 and 
53 percent of falls are alcohol-related, and be­

tween 48 and 64 percent of people dying in 
fires had blood alcohol levels indicating in­

toxication. One common cause of fire among 
intoxicated people is falling asleep or passing 
out with a lit cigarette.
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8c. Deaths from fllcohol Use Duer Time
Age-Adjusted Alcohol-Related Deaths Per 100,000 People
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8d. Traffic fatalities 
are number of deaths 
from crashes in which 
at least one person 
dies within 30 days of 
the crash. National 
Highway Traffic 
Safety Administration

defines a fatality or 
fatal crash as alcohol- 
related if either a dri­

ver or a nonmotorist 
(usually a pedestrian) 
had a blood alcohol 
concentration of 
0.01% or above.

8c. Stinson FS, Du- 
four MC, Stiffens R, 
and DeBakey SF. 
Epidemiologic Bul­
letin 32: Alcohol- 
Related Mortality, 
1979-1989.

Alcohol Health and 
Research World, 
forthcoming.

8d. US Department 
ofTransportation, 
National Highway 
Traffic Safety 
Administration.

PARS Fatal Accident 
Reporting System, 
Annual Report, 1992 
firthcoming.
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ILLICIT DRUE DEATHS

RUG-RELATED DEATHS are increas­

ing—particularly among men, and 
even more so among black men. The 
number of people dying from condi­

tions directly identified with illicit 
drugs in vital statistics reports (e.g., over­

dose) is more than one-half the number of 
deaths from conditions direcdy identified with 
alcohol. These drug deaths are rising (Indi­

cator 8e). Adding in AIDS deaths among 
injecting drug users substantially increases 
the number.

Reported deaths directly related to drugs 
are gross underestimates of the mortality toll 
from illicit drugs since they exclude deaths 
from associated diseases, such as hepatitis or 
TB, and all other causes where illicit drugs 
contributed to death, such as homicides, falls 
and motor vehicle crashes. Medical examiner 
data from 1990 indicate that about one-third 
of all drug deaths involve illicit drugs as a 
contributing factor, but not the direct cause 
of death. Deaths from drug causes often 
involve a lethal combination of two or more 
illicit drugs or drugs combined with alcohol. 
Heroin or cocaine is involved in two-thirds of 
drug deaths.

Nearly 40 percent of illicit drug deaths 
are among adults between 30 and 39 years 
old, an age group that has high rates of many

chronic problems due to drug abuse. Over­

all, rates are higher for men than for women, 
and for blacks than for whites (Indicator 
8f). Black men are more than twice as likely 
as white men to die from the direct effects of 
illicit drugs, and black women are nearly twice 
as likely as white women to die from drug 
use. Between 1979 and 1989, the rate for black 
men rose 133 percent, compared to a 50 per­

cent increase for white men and black women, 
while rates among white women actually 
dropped. Only the rate for white women falls 
below that targeted by Healthy People 2000.

The fastest growing cause of all illicit 
drug-related deaths is AIDS. More than 33 
percent of new AIDS cases occur among inject­

ing drug users or people having sexual con­

tact with them. In 1984—the first year AIDS 
deaths were tallied reliably—989 AIDS deaths 
occurred among injecting drug users and their 
sexual partners. By 1989, these two groups 
accounted for 7.700 AIDS deaths.

Even non-users can be victims of a drug- 
related death—for example, people killed in 
drug-related violence or motor vehicle crash­

es related to illicit drug use, or the sexual part­

ners of HIV-infected drug users. The number 
of these deaths is not fully known, but 
clearly a significant cost imposed upon 
American society by illicit drug abuse.
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8e. Alcohol-direct and 
drug-direct deaths are 
conservative became 
they exclude accidents, 
homicides, and other 
cames related to alcohol 
or illicit drug me hut 
not directly earned by 
them.

8e. Alcohol and Drugs: 
US National Center for 
Health Statistics. Ad­
vance Report of Final 
Monality Statistics, 
1989. Monthly Vital 
Statistics Report, VoL 
40, No. 8, Supplement 
2, 1992.

AIDS: US National 
Center fir Health Sta­
tistics. Health, United 
States, 1991 and Pre­
vention Profile, 1992. 
8f. US National Center 
fir Health Statistics.
See 8e, first citation.
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STRflinS on THE nflTIOtl’S HEALTH CARE SYSTEHl

HEN USED FOR long periods 
of time, tobacco, alcohol and 
illicit drugs can impair most 
major organ systems. As exam­
ples, tobacco and alcohol use 

are major risk factors for diseases of the 
heart and blood vessels; and tobacco use also 
leads to chronic bronchitis and emphysema, 
cancers and infections, and pregnancy com­
plications. Other risky behaviors associated 
with alcohol and illicit drug use increase the 
risk of acquiring the human immunodeficiency 
virus (HIV). Using these substances during 
pregnancy can lead to a lifetime of disability 
for the offspring.

Thus, substance abuse adds considerably to 
the nations total health care bill. These costs 
are for treating a host of illnesses and injuries 
associated with smoking, drinking and using 
illicit drugs, and include services given in 
physicians offices, hospitals, emergency rooms 
and other treatment facilities.

In any given year, a smoker uses more 
medical care than a person who has never 
smoked, and when heavy smokers are hospi­
talized, they stay 25 percent longer than do 
nonsmokers. Likewise, problem drinkers av­
erage four times as many days in the hospital 
as nondrinkers, mosdy because of drinking- 
related injuries. Studies show that as much as

40 percent of all patients in general hospitals 
are there because of complications related to 
alcoholism. Illicit drug users—particularly peo­
ple using cocaine or heroin—make more than 
370,000 visits to costly emergency rooms each 
year, and since both alcohol and drug use 
may result in serious injury, people using these 
substances disproportionately need care in 
high-cost trauma treatment centers.

Most of the health care costs attributed to 
alcohol and illicit drug abuse are for treat­
ment in general or short-stay hospitals, includ­
ing their intensive care units (ICUs) (Indicator 
9). About 28 percent of all ICU admissions and 
nearly 40 percent of all ICU costs at one major 
hospital were attributed to substance abuse. 
People who smoked were more frequently 
admitted to the ICU than were alcohol or drug 
users and incurred higher ICU costs.

Specialized treatment centers also play their 
part in substance abusers’ care. These include 
both residential and outpatient treatment cen­
ters. Care in specialty alcohol treatment cen­
ters costs more than $3 billion a year and in 
drug treatment centers nearly $900 million. 
Nursing homes deliver services for smokers 
and drinkers debilitated by chronic health prob­
lems, and more than 10 percent of all the med­
ical costs associated with tobacco and alcohol 
come from nursing home care.
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9. DiiEct Health Care Costs of Alcohol and Drug Rhuse, 1990

Short-Stay
Hospitals

Support
Costs

Office-Based
Physicians

44%

Alcohol Abuse 
$10.5 biUion

Other Professional 
Services

Nursing
Homes

59%

Specialized 
Treatment Centers Drug Abuse 

$3.2 billion

IS
These costs are hosed 
on socioeconomic 
indexes applied to 
1985 estimates. 
Office-based physician 
costs include visits to 
psychiatrists.

Other professional 
services include:

psycholo^ts, social 
workers, nurses, physi­
cal and occupational 
therapists, pharma­
cists, technolo^ts, 
and others.
Support costs related 
to alcohol and drugs 
include expenditures

for research, training 
costs for doctors, 
nurses, and program 
administrators and 
private insurance for 
alcohol and drug 
disorders.

Unpublished data for 
1990 from Dorothy P. 
Rice. Institute for 
Health and Aging 
University of Califor­
nia at San Francisco, 
CA 94143-0612.
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EFFECTS OF SUBSTflllCE ABUSE OH FflmiLIES

UBSTANCE ABUSE PLACES tremendous 
I psychological and financial burdens on 

families. Nearly 20 percent of men and 
I more than 25 percent of women say 

that drinking has been a cause of 
trouble in their family. As high as these figures 
are, the prevalence of substance abuse and 
family problems is no doubt seriously under­

reported (Indicator 10).

Problem drinking can affect a family in 
many ways, even causing its break-up. More 
than one-third of women who are separated 
or divorced were married at one time to a 
problem drinker or alcoholic. Families with 
problem drinkers experience a host of social 
problems, such as violence between spouses, 
child abuse and a higher likelihood of raising 
children—particularly boys— who themselves 
become problem drinkers. Almost one-fifdi of 
adults say that they lived with a problem drinker 
or an alcoholic when they were children.

Children in alcoholic families exhibit 
emotional and adjustment difficulties. These 
problems include aggressive behavior, diffi­

culties with peers, conduct problems, bouts of 
hyperactivity and poor school adjustment. In

addition, these youngsters miss school more 
often and have more physical ailments and 
serious injuries than do children raised in non­

alcoholic homes. Children whose parents smoke 
also have more health problems associated 
with tobacco smoke, such as respiratory in­

fections and decreased pulmonary function 
and lung growth.

Reports of child neglect and abuse have 
increased rapidly in recent years, and many 
such incidents are believed to be directly re­

lated to illicit drug—and possibly alcohol— 
use among parents. In New York, crack is 
blamed for the threefold increase in the city’s 
child abuse and neglect cases in the late 1980s.

Another impact of substance use on fami­

lies is the financial drain. The costs of smok­

ing and drinking can be high (Indicator 11). 
These costs are calculated for all households, 
not just those with smokers and drinkers; $800 
to $900 a year could be spent on four six-packs 
of beer a week, and a two-pack-a-day smoker 
could spend over $1,300 a year on cigarettes. 
If the impact of cocaine use and other illicit 
drugs were calculated, its effects on a family 
budget would be staggering.
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0. PbdpIb mith fllcDhnlics or Problom Drinkers in the Family, 1988
Percent of Adults

Lived With 
as a Child

Ever 
Married To

Any Family ^posure

Men

Women

10% 20% 30% 40% 50%

1. Annual Householil EKpenses for Alcohol and Tobacco, 199
Average Per Family

Husband-
Wife

Families
with

Children

Tobacco

Alcohol

Groceries

COST OF TWO-PACK-A-DAY SMOKER FOR ONE YEAR * $1,300 
B COST OF FOUR SIX-PACKS A WEEK FOR ONE YEAR = $800-900

$1,000 $2,000
I

$3,000
I

$4,000

10. Schoenbom C4. Ex­
posure ro Alcoholism 
in the Family. Ad­
vance data from vital 
and health statistics, 
National Center for 
Health Statistics; No. 
205, September 30,
190]. Table I,

p.9. Table 2, p.lO, and 
Tabled, p. 12.
11. US Department 
of Labor, Bureau of 
Labor Statistics. Con­
sumer Expenditures in 
1991. Washington, DC: 
USGPO 342-555/ 
76921, 1992.
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RELflTIOnSHIP TO CRItllE

I HE LINK BETWEEN alcohol or illicit 
drug use and crime is visible every 
day in courtrooms, jails, and prisons 
across the country. Many offenders 
were under the influence of drugs, 

or alcohol, or both when they committed their 
crime. Others illegally sold them. In 1990, 
more chan 1 million arrests were made for drug 
offenses (sales/manufacturing and possession) 
and more than 3 million for alcohol offenses 
(driving under the influence, liquor law vio­

lations, drunkenness, and disorderly conduct).

Illicit drugs and alcohol are partners in 
many violent crimes as well. At least half of 
the people arrested for major crimes such as 
homicide, theft, and assault were using illicit 
drugs around the time of their arrest (Indica­

tor 12), and about half the people in state pris­

ons for committing violent crimes report they 
were under the influence of alcohol or drugs 
at the time of their offense.

Alcohol is more likely to be involved in 
crimes against people than property. In about 
one-half to two-thirds of homicides and seri­

ous assaults, alcohol is present in either the 
offender, the victim, or both.

Women make up a small proportion of 
inmates (9 percent in jails and 4 percent in 
state prisons), but illicit drugs figure impor- 
tandy in their incarceration. Among convict­

ed jail inmates in 1989, for example, females 
were more likely than males to have ever used 
these drugs (84 percent vs. 77 percent), to have 
used them daily in the month before their 
current offense (40 percent vs. 29 percent), and 
to have been under their influence at the time 
of the offense (31 percent vs. 17 percent). In 
contrast, males were about twice as likely as 
females to have been under the influence 
of alcohol at the time of their offense (44 per­

cent vs. 21 percent).
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2. flrrEstEBs lEsting PositiuE for Illicit Drugs, 199

Drug Sale/ 
Possession

Homicide

Larceny/
Theft

Prostitution

Assault

Men

Women

I I I I
10% 20% 30% 40% 50% 90%

iiiil
Testing using urinalysis 
is done for cocaine, opi­
ates, marijuana, PCP, 
methadone, benzodi­
azepines, methaqualone, 
propoxyphene, barbitu­

rates, and ampheta­
mines. Data are collect­
ed in 24 cities on per­
sons arrested during a 
specific two- week time 
period.

US Department of Jus­
tice, National Institute 
of Justice. 1991 Drug 
Use Forecasting An­
nual Report. Washing­
ton, DO NCJ-136045, 
1993. p. 21.
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EMPLOYMENT 
STATUS OF ILLICIT 
DRUG USERS, 1991

13.0

B Employed Full-Time 
H Employed Part-Time 
I Unemployed 
B Other

Nota:

A “Other’’includes 
people who are retired, 
disabled, homemakers, 
and students.

Sources:
A US National Institute 
on Drug Abuse. National 
Household Survey on 
Drug Abuse. Press Re­
lease, December 19, 1991.

SIGNIFICANT AMOUNT OF substance 
use takes place among the American 
work force, and some of this use 
occurs at work. One-third of full­

time workers are smokers, about 
two-thirds report that they consumed alcohol 
in the past month, and about 15 percent say 
they used illicit drugs during the past year.

Smoking is a costly burden for employers. 
In addition to health care costs for the smok­

ers, smoking poses health hazards to non- 
smokers at work and increases the risk of 
workplace fires and product contamination, 
as well as the cost of facility cleaning and 
ventilation. Each year employers may pay 
thousands of dollars per smoker to cover 
these costs.

Smoking is most common among workers 
who earn less than $10,000 a year. The more 
people earn, the less likely they are to smoke. 
Smoking also is more common among certain 
occupations, including handlers/cleaners, 
protective service workers, transportation/ma- 
terial movers and machinists, and it is more 
hazardous in certain chemical industries where 
tobacco smoke can interact with occupation­

al exposures and exacerbate health risks.

Illicit drug and alcohol use also are costly

employees with alcohol problems are about 
twice those of other employees. In addition, 
there are the costs of related workplace in­

juries—including those in company-owned 
vehicles—higher employee turnover and 
lost productivity. Two-thirds of drug users 
work full or part-time (chardet). Some 27 per­

cent of full-time employed illicit drug users 
report that in the past 30 days they had missed 
work due to illness or injury, and 18 percent 
had simply skipped work (Indicator 13).

Fifteen percent of illicit drug users and 6 
percent of heavy alcohol users say they had 
actually gone to work high or a little drunk in 
the past year. During the year before em­

ployees begin drug or alcohol treatment, two 
out of five report that they worked under the 
influence at least once a week.

Since evidence shows that treatment can 
reduce job-related problems and result in 
abstinence, many employers sponsor employ­

ee assistance programs (EAPs), conduct drug­

testing, or have policies or procedures to de­

tect substance use and promote early treat­

ment. Nationally, at least 30 percent of em­

ployees have access to an EAP, and 20 per­

cent work in firms with a drug testing pro­

gram. Workplace smoking cessation programs

to employers. Health insurance costs for are increasingly popular as well.
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3. fllcDhol and Drug Users Haue Problems IDorhing, 199

Full-Time Employees with Problems

Missed 
Work Due 

to Hangover 
(Past 

12 Months)
i

High or 
Drunk 

At Work 
(Past 

12 Months)

Heavy Alcohol User

Current Drug User

Past User

Missed 
Work Due 
to Illness/ 

Injury

30 Days) K

(Past I 
30 Days) I

5% 10% 15%
I I I

20% 25% 30%

Heavy alcohol users are 
people who drank five or 
more drinks per occasion 
on five or more days in 
the past 30 days. Current 
drug users are people who 
used any illicit drugs in

the past month. Past users 
are those who used an 
illicit drug or alcohol in 
the past, but who are not 
current drug or heavy 
alcohol users.

Unpublished data 
from the 1991 National 
Household Survey on 
Drug Abuse. US 
Substance Abuse and 
Mental Health Services 
Administration, Office 
ofiApplied Studies.
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PUBLIC ATTITUDES

I Hl| UBLIC INTOLERANCE OF substance 
I abuse is growing among Americans, 

J and for more than a decade the pub­

lic has looked more favorably on 
I I restricting the use of cigarettes, alco­

hol, and illicit drugs. This shift in attitudes is 
related in part to a rising awareness of the health 
impacts of substance abuse and to a greater 
health consciousness. Another factor is the 
association among alcohol, illicit drugs, and 
the nations concern about crime.

Attitudes about smoking and drinking can 
vary depending on whether the use takes 
place in public or in private. In 1992, 54 per­

cent of high school seniors thought getting 
drunk in public should be prohibited, while 
only 24 percent thought people should be 
prohibited from getting drunk in private 
(Indicator 14). About two-thirds of Ameri­

cans favor restricting the use of cigarettes in 
various public places, including hotels, restau­

rants, and the workplace, and more than 40 
percent support a total ban on smoking in 
public places.

The public also supports stringent sancdons 
against driving while intoxicated and, accord­

ing to a nauonal poll, would like to see tougher 
enforcement of drinking-age laws (64 percent).

expanded use of police checkpoints to catch 
drunk drivers (79 percent), automatic license 
suspensions for the first offense (89 percent), 
and automatic confiscation of plates for the 
second offense (89 percent).

Attitudes about how to deal with illicit 
drug abuse are mixed. Some people see it as a 
law enforcement problem, which should be 
dealt with through arrests or border control. 
Others view it as a health problem, best han­

dled through prevention, early intervention, 
and treatment. In response to a question about 
the most important government activity to 
address the drug problem, one public opinion 
poll found that 40 percent of Americans favored 
teaching young people about the dangers of 
drugs, while another 51 percent favored stop­

ping the drug flow from other countries or 
arresting pushers or users. Another poll showed 
that 57 percent of the adult population favored 
using treatment programs to help drug users 
while 33 percent favored punishing them.

There is one area of agreement; For the last 
decade, the public has consistently thought 
that we spend too little on treatment. At least 
three-quarters of the public support using cig­

arette and alcohol taxes to pay for a bigger fed­

eral anti-drug program.
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4. High School Soniors’ flttitudos Tornard Rostrictions on Use

Percent Who Favor Prohibition of...

1975

rara Smoking Marijuana 
In Private

1980 1985

Smoking Marijuana rnaa Getting Drunk 
In Public In Private

I I I
1990 1991 1992

Getting Drunk 
In Public

US National Institute 
on Drug Abuse. Drug 
Use Among American 
High School Seniors, 
College Students and 
Young Adults, 1975- 
1991. VoLl. NIH Pub. 
No. 93-3480, 1992. 
Tabu 23. p. 171.

Unpublished data from 
theUS National Insti­
tute on Drug Abuse 
High School Senior 
Survey, 1992.
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ILLICIT DRUG CDIITRDL

HE TWO MAJOR strategies to control 
illegal drug use are: reducing the illicit 
drug supply and reducing Americans’ 
demand for drugs. Supply-reduction 
strategies seek to curtail the supply of 

drugs through intercepting and seizing illegal 
drug shipments (interdiction), breaking up 
street market dealing, and other traditional law 
enforcement activities. Demand-reduction 
strategies aim to decrease the number of peo­
ple who want to use illicit drugs, primarily 
through prevention, early intervention, and 
treatment services.

More money and effort traditionally have 
gone into supply reduction than demand re­
duction. Out of the total 1994 federal drug 
control budget of $13 billion, international 
and domestic law enforcement accounted for 
almost two-thirds, or $8.2 billion (Indicators 
15a and 15b). The largest expenditures were 
for curtailing the imports of drugs (through 
interdiction, investigations and intelligence, 
and international efforts), followed by prose­
cution and corrections. Another major federal 
supply reduction activity is to intercept and

seize drugs at the borders, and thwart use of 
air, land, and maritime routes for drug smug­
gling. Each year for the past several years, 
the U.S. Customs Service has made about 19,000 
seizures with a retail value in excess of $12 
billion. To achieve these seizures, the federal 
government has made major investments in 
interdiction equipment, including advanced 
communication and detection systems.

Despite spending $14 billion on interdicuon 
over the last 10 years, the flow of illicit drugs 
into the United States has not slowed, and the 
worldwide production of cocaine, opium, and 
other drugs continues to increase. Intensified 
enforcement has not reduced the number of 
drug dealers or drug-related deaths and has had 
only limited success in raising drug prices.

State and local law enforcement agencies 
make more than 760,000 arrests for drug law 
violations a year. Of the total arrests in 1990, 
68 percent were for possession and 32 per­
cent for sales and manufacturing of illegal 
drugs. In recent years, the proportion of arrests 
has decreased for possession of drugs and 
increased for sales and manufacturing.

mm

50

DRUG OFFENDERS IN PRISON 
1979-80 1991

State Prisons 
Federal Prisons

17.572
4.749

150,000
30,498

substruce abuse

Federal data: The 
White House. National 
Drug Control Strat­
egy. Washington, DC: 
USGPO, 1992.
State 1979 data: US 
Department of Justice. 
Drugs, Crime, and the 
Justice System. Wash­

ington, DC: NCJ- 
133652, 1992.
State 1991 data: US 
Department of Justice. 
Survey of State Prison 
Inmates, 1991. Wash­
ington, DC: NCJ- 
136949,1993.



5a. FadBral Drug Control Budget Ouer Time
biuLm

$15.0

12.5 .

10.0 . .

■fiMiHlU
1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994{Requested}

mm mm Totol AdjuStcd
to 1981 Dollars

5b. Federal Drug Control Budget Requested for 1994
Type of Activity

^^^JPreveiuion

International

►^rOtherUw 
J - Enforcement
^--Prosecution

Corrections

■gilnterdiction

^^^rfTreatment
21%

15a. & 15b. US Office 
of Management and 
Budget, Executive Office 
of the President. Federal 
Drug Control Pro­
grams: Budget Sum­
mary Fiscal Year 1994. 
Washington, DC: April 
23, 1993, p. 145-148.
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■ OMMUNITIES ACROSS THE country are 
responding to the impact of substance 
abuse in their neighborhoods by form- 
ing broad-based coalitions to fight 

“ back. The focus of most coalitions is 

on alcohol and illicit drugs, perhaps because 
the problems associated with them are so 
dramatic and obvious (Indicator 16). The fed­
eral Center for Substance Abuse Prevention 
has helped more than 250 communities set 
up “Partnerships” to reduce local problems 
from substance abuse. Coalitions exist in sev­
eral thousand other communities, as well.

Much coalition activity focuses on pre­
vention and early intervention for young peo­
ple (table). Early intervention can reach peo­
ple in the beginning stages of use and help 
them stop before serious problems develop. 
In some cases, intervention begins at the time 
of an arrest or in a youth detention facility. 
Early intervention programs—such as coun­
seling, screening, and referrals to treatment— 
usually involve both the adolescent in trouble 
as well as the family. Prevention and early inter­
vention activities include education on the 
consequences and risks of use and on giving 
people—particularly those at risk, such as chil­

dren of substance abusers, the homeless, and 
school dropouts—the self-esteem and skills 
to avoid use.

Schools are involved in almost all of the 
community coalitions. In addition to educat­
ing students about the physical effects of 
substance use, schools can provide drug-free 
environments and activities that are alterna­
tives to substance use. For example, many 
schools hold alcohol-free parties after proms 
and other school-sponsored events. Schools 
also have programs to educate parents about 
the pressures on their children to drink and use 
illicit drugs and how they can mitigate them. 
A consistent no-use message ftom parents helps 
young people avoid drugs and alcohol.

Other community work includes media 
campaigns such as those against drinking 
and driving sponsored by Students Against 
Driving Drunk (SADD) or the Parmership for 
a Drug-Free America’s campaign depicting 
illicit drug use as risky to people, business, and 
the community. Messages such as “Friends 
don’t let friends drive drunk” have become 
highly visible, and many beer companies have 
added a responsible drinking component to 
their advertising.

COMMUNITY COAUTIONS REPORTING EXTENSIVE PROGRAM ACTIVITY, 1992

Prevention 64%
Early Intervention 36
Planning of System-wide Program 33
Impaired Driving Program 32
Treatment/Aftercare 32
AlcohoUDrug Related Health 27
Alcohol/Drug Related Crime 26

PS
Join Together: A 
National Resource for 
Communities Fighting 
Substance Abuse.
A National Study of 
Community-Based 
And-Drug and Alco­
hol Acdvity in Amer­
ica, Boston, MA 1992. 
Figure I, p. 8.

SUBSTflnCE ABUSE



6. SubstancBsTargBtEdby Cnalitions, 1992

Percent of Community Coalitions Addressing Various Substances 

70%-

0

Size of 
Community

Alcohol Use Illicit Drug Use
Less than 10,000- 50,000-
10,000 50,000 100,000

Tobacco Use
100,000- More than
500,000 ^ 500,000

Mill
Join Together: A National 
Resourcefor Communities 
Fighting Substance Abuse. 
A National Study of 
Community-Based Anti- 
Dmg and Alcohol Activ­
ity in America. Boston, 
MA 1992. Figure I, p. 8.
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flLCDHDL flnD CIGARETTE TAKES

I HE BILLIONS OF dollars collected each 
year in tobacco and alcohol taxes gen­
erate substantial revenue for govern­
ment—^and help pay for substance abuse 
prevention and treatment. These taxes 

also discourage consumption, especially among 
teenagers. Just one year after California raised 
its cigarette tax 25 cents in 1989—earmarking 
some of it for anti-smoking campaigns—per 
capita consumption declined 9 percent. Re­
searchers estimate that a 50-cent tax increase 
would result in 2.5 million fewer smokers.

In fiscal year 1992, federal excise taxes on 
tobacco generated more than $5 billion in 
revenue and state excise taxes, $6 billion. An 
additional $1.6 billion in revenue came from 
state sales taxes on tobacco. Yet, cigarette 
taxes in the United States are lower than in 
many other countries (table). Moreover, while 
there have been three federal excise tax in­
creases on cigarettes since 1983, taxes as a 
percent of the average retail price for a pack 
have declined dramatically—from 47 percent 
in 1970 to only 30 percent in 1993, while

tobacco company profits rose sharply.
Federal alcohol taxes brought in nearly $5.7 

billion in government revenue in 1989, but 
these taxes have been raised only twice on beer 
and wine and three times on spirits since 1951. 
If the federal tax on liquor had been adjusted 
for inflation from 1951 on, a bottle of scotch 
today would cost an additional $5.50.

State and local alcohol taxes brought in 
more than $7 billion in 1987. State alcohol and 
tobacco tax rates vary widely (Indicators 17 
and 18), and the two often are not related. Wis­
consin, for example, has a heavy cigarette tax 
and a low beer tax.

Do these taxes pay for the burden that cig­
arettes and alcohol inflict on society? Econo­
mists compared total tobacco and alcohol 
taxes paid in the late 1980s with the total 
costs these products imposed upon society— 
including injuries, medical care, and disabil­
ity: Cigarette taxes covered societal costs, but 
alcohol taxes did not. The societal cost of alco­
hol was more than double alcohol tax revenues.

54

aCAREITE TAXES: INTERNATIONAL COMPARISONS
Tax as a percent of price

Brown LR and Kane H. 
More Countries Raising 
Cigarette Taxes to Cut 
Health Care Costs.Denmark 85%

France 76 Worldwatch Institute
India 75 Vital Signs Brief 47.

United Kingdom 75 May 26, 1993. Adapted
Brazil 74 Jrom Table 1.
Germany 72
Canada 69

Japan 60
Thailand 54
United States 30
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. state Cigarette Excise Taxes
Taxes Per Pack, January 1993

Highest 
States

Second-
Highest

Middle 
States

Second- 
-=*' Lowest

NH.25CS

iHtf r^B

^MA

!5S-kl.37c
CT45€

-24<
I-36C

-50<

—I

P?> Lowest 
States

B. State Beer Excise Taxes
Taxes Per Gallon, April 1992

States

, Second- 
Highest

Middle 
States

Second-
Lowest

Lowest
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17. The Tobacco Insti­
tute. Tax Burden on 
Tobacco: Historical 
Compilation. Vol. 27. 
Washington, DC. I9S>3. 
p. via.

18. Research Institute 
of America, Inc. State 
and Local Taxes: All 
States Tax Guide. 
New York, NY, 1992. 
p. 271.
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RESTRICTIOnS OR RLCQHOL USE

LTHOUGH ALCOHOL IS a legal sub­
stance, many federal, state, and local 
reguladons restrict its use.

Certain activities related to alco- 
I hoi use are against local laws, such 

as driving while under the influence (DUI), 
public drunkenness, disorderly conduct and 
liquor law violations (Indicator 19a). The num­
ber of arrests for alcohol offenses peaked in 
the early 1980s, with about 3.7 million annu­
ally (Indicator 19b). In 1990, there were 3.2 
million such arrests. Fluctuations may be 
explained in part by changes in state and local 
laws or enforcement practices.

DUIs have increased steadily as a fraction 
of all alcohol-related arrests, from just over 
one-third in 1981 to 43 percent in 1991. In 
most states, DUI offenders will have their 
drivers licenses revoked or suspended for a 
period of time. Some states require them to 
participate in an alcohol education, treatment 
or counseling program before their licenses 
can be reinstated. The determination of DUI 
usually is based on either a specified blood

alcohol concentration (BAG) or a sobriety 
test. In most states, it is illegal to drive with a 
blood alcohol level at or above 0.10 percent. 
The Healthy People 2000ohjccxxve is to reduce 
the legal BAG level for drivers ages 21 and 
older to 0.04 percent and for younger drivers 

to 0.00 percent.
Alcohol in any quantity is a risk factor for 

young drivers, and nearly 40 percent of 16- to 
19-year old drivers in alcohol-involved fatal 
crashes had BAG levels under 0.10 percent. 
States with lower legal BAG levels for drivers 
under age 21 have seen significant decreases in 
traffic fatalities among young people. AH states 
already restrict access to alcohol to anyone 
under age 21, but enforcement is uneven.

Many states hold the sellers or servers of 
alcohol partly liable for alcohol’s conse­
quences—for example, if they sell to an intox­
icated person who is subsequendy involved 
in a traffic crash. These laws have increased 
bartenders’ awareness about alcohol intoxica­
tion and boosted participation in server 
training programs.
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19a. "Driving under 
the influence"includes 
impairment due to 
alcohol or any type of 
drug.
19b. Conservative 
estimates of alcohol 
arrests because arrests 
are classified under the 
primary offense, not 
whether alcohol was

involved. Alcohol 
offenses include dri­
ving under the influ­
ence, liquor law viola­
tions, disorderly 
conduct, and 
vagrancy. IS>91 data 
are incomplete at this 
reporting date and are 
not shown here.

19a. US Department 
of Justice, Bureau of 
Justice Statistics. 
Crime in the United 
States 1991. Wash­
ington, DC, 1992. 
Table 38, p. 223.

19b. US Department 
of fustice. Bureau of 
Justice Statistics. 
Sourcebook of 
Criminal Jusrice 
Statistics 1991. 
Washington, DC: 
USGPO, 1992. Table 
4.28, p. 468.
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RESTRICTIOnS OR SmOKIRG

UMEROUS REGULATIONS CONTROL 
the sale, marketing, and use of tobacco 
products. Cigarette advertising on tele­

vision and radio, for example, tvas dis- 
1 continued more than two decades ago, 

and several states restrict cigarette advertising 
on state or local government property, includ­

ing buses, transit stations, and sports facilities.

Almost every state prohibits the sale of cig­

arettes to underage youth. In nearly all states 
the minimum age of sale is 18. These laws, 
however, are inadequately enforced. A 1989 
national survey reported that there were 2.6 
million current smokers ages 12 to 17, and over 
half said they usually buy their own cigarettes. 
While this practice was most common (66.6 
percent) among 16- and 17-year old smokers, 
nearly half of younger smokers also were able 
to buy their own cigarettes.

Underage smokers buy cigarettes more often 
in smaller stores (Indicator 20). About 20 per­

cent of smokers ages 12 to 15 purchase ciga­

rettes from vending machines, compared to 
12 percent of older teens. Some locales have 
ordinances requiring a locking device on cig­

arette vending machines, which retailers are 
supposed to release at the time of purchase and

presumably question the age of the purchaser, 
but many merchants do not comply. Minors 
still buy cigarettes from locked machines nearly 
half the times they try. Colorado and several 
municipalides in other states have banned cig­

arette vending machines, and more than a 
dozen states restrict the placement of machines 
so that purchases can be monitored.

Smoking bans—partial or total restrictions 
on public smoking—have been adopted by 46 
states, the District of Columbia and about 500 
municipalities. These laws range from pro­

hibiting smoking in some settings, such as 
school buses or elevators, to comprehensive 
clean indoor air laws that limit or ban smok­

ing in public buildings, restaurants, education 
and health facilities, retail stores and private 
worksites. The states with few or no restric­

tions are concentrated in the South, and those 
with the most extensive restrictions are in the 
East and North Central states (Indicator 21). 
The intent of these clean indoor air laws is to 
reduce discomfort and health hazards among 
nonsmokers, but they also may encourage 
smokers to quit. A Healthy People 2000 pub­

lic health objective is to enact comprehensive 
clean indoor air laws in all 50 states.
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21. State Restrictions on Smoking in Public Places. 1992
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(5 States)

■iBMiExtensive 
(3 States)
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(0 States) V

Healthy People 
2000 Objective: 
50 states will have 
no smoking in 
public places laws 

i\ by year 2000

21. Minimal: Some 
areas have written 
smoking policy 
requirements but no 
minimums are man­
dated or that desig­
nated smoking areas 
are required in some 
public places. Mod­

erate: Likely to 
include a few bans 
and many manda­
tory designated areas. 
Must have restric­

tions in most cate­
gories to achieve this 
designation. Exten­
sive: Would include

bans at least in 
buildings with possi­
bly some designated 
areas where all agree 
that smoking can he 
permitted. Compre­

hensive: Bans in 
almost all areas.

20. US Centers for Dis­
ease Control Morbidity 
and Mortality Weekly 
Report. VoL 41, No.
27. July 10. m2.
21. Coalition on Smok­

ing or Health. State 
Legislated Acdons on 
Tobacco Issues. Wash­

ington, DC, 1992.
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ALCOHOL AHA DRUG ABUSE TAEATItlEUT

ORE THAN 18 MILLION people 
■ ^ m I alcohol and 5 million
III who use illicit drugs are in need 
I I I of substance abuse treatment. 

■■ li Ib “Need” is determined by con­

sumption patterns and the seriousness of the 
associated consequences. Overall, less than one- 
fourth of those needing treatment get it—either 
due to lack of available space or funding, or 
because users don’t admit they do need it.

Most of the funding for specialty drug and 
alcohol treatment facilities comes from fed­
eral block grants and state and local govern­
ment funds. Private insurance, Medicaid, and 
other public insurance programs contribute 
less than a third of the total funding. In vir­
tually all other areas of medical care, insur­
ance pays the lion’s share.

Substance abuse treatment is effective for 
many people and can decrease the use of alco­
hol and drugs and increase employment. For 
some people, brief interventions can be 
effective, while others require more intensive 
services and sometimes multiple rounds of 
treatment. The key to effective treatment is to 
match individual clients with the interven­
tion most appropriate for them—something 
too rarely done.

On any given day, more than 800,000 clients 
receive alcohol and/or drug treatment in a spe­
cialized substance abuse treatment program

(Indicator 22a). In 1991, most clients—82 per­
cent—^were outpatients. Only 8 percent were 
in long-term residential programs or therapeutic 
communities. After alcohol, the primary drug 
of abuse for people in treatment is cocaine or 
its derivative, crack, followed by heroin and 
other opiates (Indicator 22b). Polydrug use is 
common among people in treatment.

Alcohol and drug treatment services also 
are provided by family practitioners, internists, 
psychiatrists, and other medical specialists 
and in emergency rooms. Physicians in these 
settings can provide early intervention and 
refer patients to specialized treatment facili­
ties when necessary.

The criminal justice system also renders alco­
hol and drug abuse treatment. Many people 
enter community treatment as a condition 
imposed by the court or criminal justice system, 
including DUI arrestees. However, less than 10 
percent of people in prison receive substance 
abuse treatment—far fewer than the proportion 
of offenders with alcohol and drug problems.

Self-help groups such as Alcoholics Anony­
mous and Narcotics Anonymous are part of 
the recovery process for many individuals with 
substance abuse problems. Due partially to the 
philosophy of the groups to preserve partici­
pants’ anonymity, accurate counts of current 
or former members or their current status are 
not available.

60 SUESTBnCE REUSE



22a. CliBnts in fllcohol or Drug SpBCialtg TreatmEnt, 199
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22a. Clients in 22b. Treatment in 22a. US Substance 22b. US National
treatment on Sep­ facilities that offered Abuse and Mental Institute on Drug
tember 30, 1591. drug only and com­ Health Services Abuse. 1990 Drug
Forty-five percent of bined drug arul Administration, Services Research
clients were in treat­ alcohol treatment. Office of Applied Survey. Phase 1 Final
mentfir alcoholism, Studies. Highlights Report: Non-Correc-
29 percent fir drug from the 1991 tional Facilities.
abuse, and 26per­ National Drug and Institute for Health
cent fir both. Alcoholism Treat­ Policy, Brandeis Uni­

ment Unit Survey. versity. Waltham,
Rockville, MD. 1992. 
Table 3, p. 4.

MA. 1993. Table 33.
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smoKinii CESsflTion PROORflitis
T SOME POINT in their lives, the 
majority of the 46 million adults in 
the United States who smoke have 
wanted to quit. Quitting is difficult, 
and most smokers initially try to 

quit on their own but are rarely successful. 
The most effective way to get people to stop 
smoking and prevent relapse seems to be to 
employ multiple interventions and provide 
continuous reinforcement.

The two basic types of smoking cessation 
methods are: self-help strategies and assisted 
strategies. The majority of successful quitters 
(90 percent) have used self-help techniques, 
such as quitting abruptly (“cold turkey”) or 
relying on how-to manuals or over-the-coun­

ter drugs. One-year abstinence rates for peo­

ple using self-help methods range from 8 to 
25 percent. Assisted strategies include smok­

ing cessation clinics, hypnosis, acupuncture, 
nicotine patches and other methods involv­

ing counselors, physicians, or other health care 
providers. The cessation rates for people using 
these strategies are somewhat higher and range 
from 20 to 40 percent. Nicotine patches are 
a particularly popular method, with sales top­

ping $880 million in 1992.

Smoking cessation programs are promoted 
in many worksites. About two-thirds of Amer­

ican companies and most state health depart­

ments offer smoking cessation programs to 
their employees. The most common work­

place programs are educational-based, such as 
providing quit-smoking literature and em­

ployee wellness programs (Indicator 23). About 
one-third of employers sponsor in-house pro­

grams to quit smoking or reimburse workers 
for participating in such programs. Based on 
company assessments, the most effective pro­

grams are cash rewards to workers who quit, 
employee wellness programs and reimburse­

ment for participation in outside programs.
An important component of many effecuve 

smoking cessation programs is a physician who 
can provide fece-to-face advice, set target quit- 
dates, reinforce smoking cessation and moni­

tor nicotine replacement in conjunction with 
behavioral interventions. Counseling by doc­

tors, dentists and other health care providers 
can be instrumental in getting people to quit 
smoking, or to never smoke at all. Neverthe­

less, only 47 percent of current male smokers 
and 54 percent of current female smokers recall 
that they were ever advised to quit by a physi­

cian (Indicator 24). While this is a significant 
increase since 1966, when only 17 percent of 
smokers recalled being advised to quit, physi­

cians need to counsel all their tobacco-using 
padents—particularly people in high-risk groups, 
such as pregnant women and adolescents. A 
Healthy People 2000 public health objective is 
to have 75 percent of primary care and oral 
health care providers routinely counsel their 
patients who smoke to quit.
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24. Data for 1966 from 
Adult Use of Tobacco 
Survey. Data for 1976 
and 1987 from 
National Health Inter­
view Survey.

23. The Bureau of 
National Affairs. Inc. 
SHRM-BNA Survey 
No. 55. Smoking in the 
Workplace: 1991. Bul­
letin to Management: 
BNA Policy and Prac­
tice Series. VoL 42, No. 
34-Part II. August 29, 
1991. Table 10. p. 14.

24. VS Centers for Dis­

ease Control The 
Health Benefits of 
Smoking Cessation. 
Rockville, MD: DHHS 
Pub. No. (CDC) 90- 
8416, 1990. Table 7, 
p. 610.

SUBSTflnCE REUSE bj



FURTHER RERDine

PUBUC ATTITUDES

Maguire, K, Flanagan, TJ (eds.). Sourcebook of 
Criminal Justice Statistics, 1991. U.S. Department 
of Justice, Bureau of Justice Statistics. Wash­
ington, DC; USGPO NCJ-137369, 1992.

DRUG CONTROL

Reuter, E Hawks Ascendant; The Punitive Trend 
of American Drug Policy. Daedalus: Journal 
of the American Academy of Arts and Sciences. 
Summer, 12l(3):15-22, 1992.

PREVENTION AND EARLY INTERVENTION

Klitzner, M, Fisher, D, Stewart, K, Gilbert, 
S. Early Intervention for Adolescents. Pacific 
Institute for Research and Evaluation. Prince­
ton, NJ; The Robert Wood Johnson Founda­
tion, 1992.

Join Together; A National Resource for Com­
munities Fighting Substance Abuse. A National 
Study ofCommunity-Based Anti-Drug and Alco­
hol Aaivity in America. Boston, MA; 1992.

ALCOHOL AND CIGARETTE TAXES

Flewelling, RL, Kenney, E, Elder, JP, Pierce, J, 
Johnson, M, Bal, PG. First Year Impact of the 
1989 California Cigarette Tax Increase on Cig­
arette Consumption. American Journal of Pub­
lic Health, 82 (6): 867-869, 1992.

Manning, WG, Keeler EB, Newhouse JP, Sloss, 
EM, Wasserman, J. The Costs of Poor Health 
Habits. Cambridge, MA; Harvard University 
Press, 1991.

RESTRICTIONS ON ALCOHOL USE

National Instimte on Alcohol Abuse and Alco­
holism. Alcohol and Health. Seventh Special 
Report to the U.S. Congress. DHHS Pub. No. 
(ADM) 90-1656, 1990.

RESTRICTIONS ON SMOKING

U.S. Centers for Disease Control. Reducing the 
Health Consequences of Smoking: 25 Years of 
Progress. Rockville, MD; DHHS Pub. No. (CDC) 
89-8411, 1989.

ALCOHOL AND DRUG ABUSE TREATMENT

Gerstein, DR, Harwood, HJ (eds.). Treating 
Drug Problems. V&/« we/. Instimte of Medicine, 
Committee for the Substance Abuse Coverage 
Smdy/Division of Health Care Services. Wash­
ington, DC; National Academy Press, 1990.

Institute of Medicine. Broadening the Base of 
TreatmentJbr Alcohol Problems: Report of a Study 
by a Committee of the Institute of Medicine, 
Division of Mental Health and Behavioral Med­
icine. Committee for the Study of Treatment 
and Rehabilitation Services for Alcoholism and 
Alcohol Abuse. Washington, DC: National 
Academy Press, 1990.

SMOKING CESSATION

U.S. Centers for Disease Control. The Health 
Benefits of Smoking Cessation. Rockville, MD; 
DHHS Pub. No. (CDC) 90-S416, 1990.

64 SUBSTflnCE HBUSE



|i^ UBSTANCE ABUSE: The Nation’s Num- 
I her One Health Problem documents 

the devastating impact that smoking, 
I alcohol abuse, and illicit drug use have 

on our society. Millions of Amer­
icans and their families are affected—^young 
and old, men and women, rich and poor, 
and rural, suburban, and urban residents. 
Substance abuse causes illness, death, injur­
ies, school problems, family break-up, and 
crime. It strains our health care system, as well 
as our education, social service, and criminal 
justice systems. It saddles our economy with a 
tremendous, unnecessary burden.

Many trends are disturbing. Although over­
all consumption is down, frequent heavy use 
is relatively unchanged. Mortality related to 
substance abuse remains high and is increas­
ing dramatically for drug-related AIDS deaths.

ncLusion
Drug-related crime continues to grow.

Fortunately, some positive signs are evident. 
For example, awareness of the health risks 
associated with substance abuse is increasing, 
and the public is growing more intolerant 
of abuse. Overall use of tobacco, alcohol, and 
illicit drugs is down. Motor vehicle fatalities 
involving alcohol are decreasing.

As a nation we seem to be doing better in 
combatting the problem of substance abuse. 
At least some prevention, intervention, and 
treatment activities are in place in most com­
munities across the country. These activities 
are increasing, as more people become com­
mitted to fighting substance abuse in their 
community, their city, their state, and their 
country. The trends noted in this report will 
provide benchmarks for assessing the impact 
of their efforts.
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fl Summary
IGARETTES, ALCOHOL ABUSE and the use of illicit drugs are responsible for 
destroying families, crippling U.S. businesses, terrorizing entire neighborhoods, 
and choking the education, criminal justice and social service systems. Substance 
abuse is a problem in all segments of society. No population group is immune to 
substance abuse and its effects.

Furthermore, the costs of substance abuse to the health care system frustrate any 
attempt to curb health care costs. Of the $238 billion the nation spends each year on 
substance abuse, $34 billion is spent on unnecessary health care. A heavy smoker will 
stay 25 percent longer when hospitalized than a nonsmoker, a problem drinker four 
times as long as a nondrinker. Without a reduction in substance abuse, health care 
costs cannot be curtailed effectively.

This special report, “Substance Abuse: The Nations Number One Health Problem,” 
documents for the first time in a single volume the devastating impact of substance 
abuse on American society. (The page numbers referenced in the following material 
refer to the main text.)

The toll Df substance abuse can be measured in liues

Each year, there are more deaths and disabilities from substance abuse than from any 
other preventable cause. Of the two million U.S. deaths each year, one in four is attrib­
utable to alcohol, illicit drug or tobacco use.
•More than 400,000 people die due to tobacco (page 33);
•100,000 people die as a result of alcohol (page 33);
•Illicit drug abuse and related AIDS deaths account for at least 19,000 deaths (page 37).

fl half-millinn substance abuse deaths yearly
Substance abuse deaths as a percentage of all deaths 

520,000 deaths due to substance abuse

1,630,000 deaths 
due to all 

other causes

Source: Indicator 8, (pages 32-37)
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Substance abuse takes its toll in dollars, consuming ouer 023B billion 

annually

m
• Every man, woman, and child in America pays nearly $1,000 annually to cover the 
costs of unnecessary health care, extra law enforcement, auto accidents, crime and lost 
productivity resulting from substance abuse.

UJastBd dollars
Per person cost of substance abuse

yy y/
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Source: Overview (page 16)
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Substance abuse erodes morker productimtu
• One out of three Americans in the workforce smokes, 8 percent drink 
alcohol daily, and 15 percent have used illicit drugs in the past year (page 44).
• Most illicit drug users are employed (page 44).

ItlDst illicit drug users are Employed
Employment status of (past year) illicit drug users, 1991

18.4%
Other

13.6%
Unemployed

Employed
full-time

Employed
part-time

Note: “Other" includes retired, disabled, homemaker, and students. 

Source: (Page 44)



Illicit drugs and alcohol arc partners in crime

’ One-half to two-thirds of homicides and serious assaults involve alcohol (page 42).
’ About half of men arrested for homicide and assault test positive for illicit drugs (page 42).

Half pf male arresteES test ppsitiue for illicit drugs
Percent of male arrestees testing positive for any drug at time of arrest, 1991

I Homicide: 48%| 

I Assault; 48%

Source: Indicator 12 (page 43)
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Substance abuse rips apart families

• One out of four Americans experiences family problems related to alcohol 
abuse (page 40).
• Alcohol abuse plays a part in one out of three failed marriages (page 40).

fllcDhol is a cause of family problems
One in four Americans say alcohol has been a cause of trouble in their family

0^

Source: (Page 40)
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FDurSourcESDf Optimism

SourcB *1. Though heaug use of some suhstancEs is unchangsil, 
substantial dEcreasES hauE occurrEd among casual useis

• Cocaine use is down among casual users, but steady among heavy users (page 25);
• Cigarette smoking overall has declined dramatically—from 42 percent of the popula­
tion in 1965 to 26 percent in 1991. Again, rates of heavy smoking have not changed 
much (page 24);
• Since 1988, the number of heavy drinkers has declined somewhat (page 24), and 
many fewer auto deaths are attributable to drunk driving (page 35).

Casual cDcaitiB use is doujti markEdlg
Number of users (number in thousands)

Heavy Cocaine Use

Any Cocaine Use

Source: Indicator 5 (page 25)



Smpkmg’s sharp declitiBS IeubI off in 1990
Percent of the U.S. population that smokes

A

1965 1974 1980 1985 1990 1991
42% 37% 33% 30% 26% 26%

Source: NationaL Health Interview Surveys 1974-1991. Data compiled by the CDC Office on Smoking and Health; 
1965 data from page 24.

Deaths from drunk driuing haue fallen substantiallg
Percent of traffic injury deaths related to alcohol

1982 1986 1990 1991

Source: National Highway Transportation Safety Administration
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SourcB *2. fl great many flitiericans mant treatment for their substance 

abuse problems
• 800,000 people each day receive services in a special alcohol or drug program 
(page 60).
• Nevertheless, only about one-fourth of those needing alcohol and drug treatment 
get it (page 60).

Unmet neBd for alcohol and drug treatmeiit
Percent of those needing alcohol and drug treatment

25% receive treatment

75% do not receive treatment

Source: (page 60)

• Most smokers make multiple attempts to quit, yet few succeed on their first try.

most smokers mant to quit
Percent of smokers who have tried to quit

80% have tried to quit

-----20% have never
tried to quit

Source: (page 28)
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SourcB *3. The flmBrican people increasingly recognize the risks 

of substance abuse and mant public action

• Major media campaigns have raised awareness and contributed to a shift in public 
attitudes (page 48);
• 64 percent of Americans want tougher enforcement of drinking-age laws (page 48);
• nearly 90 percent want tougher sanctions on people who drive drunk (page 48);
• substantial efforts are under way in schools and workplaces to combat substance 
abuse—with some success. At least 30 percent of U.S. workers have access to an 
Employee Assistance Program, and 20 percent work in firms with drug testing pro­
grams (page 44).

flmBiicans recDgnize substance abuse risks
Percent of adults 35+ who think heavy use is very risky

Marijuana: 83% 68%

Source: National Hottsehold Survey on Drug Abuse, 1991

Source *4. find, Americans are taking action themselues

• More than 2,000 communities have launched community-wide coalitions dealing 
with the problems of tobacco, alcohol, and illicit drugs (page 52).


