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Reliable and detailed data on drug
problems among homeless populations
are rare, and prevalence estimates of drug
problems vary widely. For example, based
on a comprehensive review of literature
on homeless adults, estimates ranged
from 1% to 70% 1; a meta-analysis of
population-based samples and standard-
ized assessments produced a range be-
tween 11% and 48%2; and a review of
rigorous studies reported a range of 10%
to 20%.~Yet despite this striking disparity
among empirically based estimates, re-
cent studies suggest that the prevalence of
drug use and abuse among homeless
persons is high, ranging from two to seven
times higher than that among the general
population, and that drug problems in this
population are greater among men than
among women.3-13

The disparity in prevalence rates is
largely attributed to methodological differ-
ences including case ascertainment.'4
While some researchers use standardized
diagnostic criteria to identify cases, others
employ highly sensitive but nonspecific
screening tools, recent use, treatment
histories, or even the respondent's percep-
tion of drug problems.3

Estimates are also sensitive to design
characteristics, including the definition of
homelessness and the sampling strat-
egy.3"14'6 Probability samples are still
rare.'10"7-'9 Also, many studies recruit
participants from a sample site such as
meal programs without screening the
participants with uniform selection crite-
ria for homelessness; consequently, the
population to which findings may be
generalized is often unclear.3'5'20 In addi-
tion, sampling frame composition may
affect prevalence estimates.3'02 Shelter-
based samples may underestimate while
jail-based samples may overestimate

drug problems among homeless per-
sons.9'10'14'16'22'23 Also, most studies report
point-prevalence estimates based on cross-
sectional samples that likely overrepre-
sent individuals with longer-term home-
lessness,14 a potential bias that is seldom
controlled for.

This study improves on previous
studies by collecting a carefully designed
countywide probability sample of home-
less adults, screening participants with
uniform selection criteria, and conducting
a comprehensive assessment of drug use
and related issues. With these advantages,
this paper reports the prevalence and
distribution of drug disorders in a county-
wide sample of homeless adults, exam-
ines the effects that varied instrumentation
and sampling strategies have on preva-
lence estimates, and describes drug treat-
ment use.

Methods
Sampling Design

The target population for the study
was homeless adults in Alameda County,
Califomia, defined as persons aged 18 or
older who spent the previous night (1) in
an emergency shelter, (2) "on the streets""
(i.e., in sites not intended for human
habitation, including abandoned or public
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TABLE 1-Sociodemographic Characteristics" of a Countywide
Probability Sample of Homeless Adults in Alameda County,
California, by Sex

Total Sample Men Women
(n = 564),b % (n = 385), % (n = 179), %

Age
<30
30-44
-45

Racial/ethnic self-identification
Black
White, non-Hispanic
Hispanic
American Indian
Asian, Filipino, Pacific lslanderc

Marital status
Never married
Ever married

Education level
<12th grade
212th grade

Veteran status
Veteran
Nonveteran

Residence in county as an adult
<12 months
-12 months

Previously homeless
Never
Ever

History of homelessness as an adultd
<6 mo
6-<12 mo
12-<18 mo
18-< 24 mo
24 mo or more

Dwelling previous night
Shelter or streets
Hotel or doubled-up

Sample sites
Shelter
Nonshelter

Geographic sampling area
Oakland
Outside Oakland

21.0
58.1
20.9

68.7
21.8
5.6
2.2
1.7

48.4
51.6

30.4
69.6

31.3
68.7

15.0
85.0

43.9
56.1

38.2
13.4
8.6
8.5

31.3

84.1
15.9

60.5
39.5

53.2
46.8

17.4
58.8
23.9

68.1
23.0
5.2
2.1
1.5

48.3
51.7

30.6
69.4

39.5
60.5

13.8
86.2

45.0
55.0

34.8
13.2
9.0
9.0

34.0

84.7
15.3

55.9
44.1

56.9
43.1

33.9
55.9
10.3***

70.9
17.3
6.9
2.7
2.2

48.7
51.3

29.8
70.2

1.9
98.1 ***

19.4
80.6

40.0
60.0

50.4
14.0
7.4
6.6

21.5*

82.1
17.9

76.6
23.4***

39.8
60.2***

aPercentages are weighted; sample size is unweighted; data were collected in 1991.
bValues for age and racial or ethnic identity are missing for four respondents.
COell size was too small for significance testing.
dValues for history of homelessness are missing for 20 respondents.
*P < .05; **P < .01; ***P < .001.

buildings, vehicles, or out-of-doors), (3)
in a hotel or motel room paid for with a
voucher, or (4) "doubled up" in homes of
friends or family members (if the adult
also spent at least 1 night of the previous
30 on the streets, in a shelter, or in a
vouchered hotel room).

The sampling frame included all
sites throughout Alameda County that
regularly provided free prepared meals, a
strategy demonstrated previously to in-

clude the great majority of homeless
persons.,17,18,2426 Such sites included
emergency shelters, meal programs, and
drop-in centers. However, they excluded
institutional settings (e.g., jails, hospitals,
residential treatment facilities) and domes-
tic violence shelters.

The sampling design was a multi-
stage cluster sample with stratification.
First, from three directories of service
providers we developed a composite list

of sites throughout the county that served
homeless or other indigent adult clients.
This list was expanded through contact
with community organizations and home-
less persons. Through phone interviews
with 180 sites, we identified 80 sites that
provided at least one free prepared meal
per week to homeless adults; these sites
constituted the sampling frame. We strati-
fied sites by type of facility (shelter or
nonshelter), usual number of unduplicated
clients, geographic location (Oakland or
outside Oakland), and whether facilities
served families with children. From these
we drew a computer-generated sample of
sites.

Second, with a probability propor-
tionate to size, we selected the days of the
week to visit each shelter and the days and
meal times to visit other sites. To avoid
systematic bias, sampling opportunities
included 7 days and all possible meal
times. Third, we conducted systematic
random sampling of individuals to be
screened within each of 29 sites. Only half
the adults screened in meal programs
(49.4%) met study criteria for homeless-
ness and were invited to participate. We
avoided consecutive days at research sites
and conducted no more than 10 interviews
per day at each site to avoid disrupting
services, lessen the likelihood that poten-
tial respondents would discover our sam-
pling strategy or selection criteria, and
reduce the probability of duplicate respon-
dent selection. To further reduce duplicate
recruitment,17 we decided that an indi-
vidual who had stayed in a shelter within
the county during the past 7 days was not
eligible for recruitment at nonshelter
sites.27

The sampling strategy, designed to
be executed within a 30-day period, was
implemented four times during baseline
data collection (between April 15 and
August 15, 1991), resulting in a final
baseline sample of 564 adults. The overall
completion rate was 90.4%, with no
significant differences between partici-
pants and eligible nonparticipants. Inter-
views averaged 1.75 hours; each respon-
dent was paid a $20 cash incentive to
participate.

Instrumentation

Drug indicators. Drug use disorders
were assessed with the Diagnostic Inter-
view Schedule, Version HII-R, a standard-
ized structured diagnostic interview de-
signed for use by trained nonclinicians
and used previously in surveys of home-
less persons.3'4'6'25'2830 Diagnoses were

based on criteria from the Diagnostic and
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Statistical Manual of Mental Disorders,
3rd ed, rev (DSM-III-R).28'31 A drug use

disorder included a diagnosis of abuse of
or dependence on any of eight classes of
drugs, including cannabis, stimulants,
sedatives, cocaine, opiates, phencyclidine
(PCP), other hallucinogens, or inhalants.
Diagnoses were made using the Diagnos-
tic Interview Schedule computer algo-
rithm.

Respondents were classified with a

lifetime drug use disorder if they reported
enough symptoms throughout their lives
related to the use of a specific class of
drug (such as cocaine) to meet DSM-III-R
requirements for a diagnosis of abuse or

dependence. Onset was operationalized as

the age at which the first DSM-IH-R
symptom was reported. Crack-related
symptoms were collected separately from
symptoms of other cocaine use, and
heroin-related symptoms were collected
separately from symptoms of other opiate
use.

Current drug use disorder was se-

lected as the principal indicator of drug
problems for the sample since it serves as

a rough proxy for treatment need in the
past 12 months.3 Respondents were classi-
fied with a current drug use disorder if

they had a lifetime history of a specific
drug use disorder and also reported a

symptom of abuse or dependence related
to that specific class of drug during the
previous 12 months.32,33

Recent drug use was operationalized
as the use of any of the eight classes of
drugs listed above during the previous 30
days. Lifetime and recent (12-month)
injection drug use and perceived drug
problems were also assessed.

Treatment history included lifetime
and recent (12-month) drug treatment,
recent unmet need for treatment, recent
use of inpatient treatment settings as a

shelter resource, and likely drug treatment
sites.

Other indicators. Lifetime and cur-

rent alcohol disorders were assessed using
the Diagnostic Interview Schedule. Life-
time substance use disorders included a

history of any lifetime alcohol or drug
disorder. Current substance use disorders
included any current alcohol or drug
disorder. History of homelessness was

operationalized by age of first episode of
homelessness, total number of episodes,
and total time spent homeless as an adult.

To enhance the reliability and valid-
ity of the interview data, interviewers

received more than 50 hours of classroom
training and ongoing detailed feedback
from editors during the data collection
period.

Analysis

Weights for each respondent were

calculated to adjust for varying probabili-
ties of being selected.27 SPSS was used to
conduct all analyses.34 The chi-square test
of independence and Fisher's Exact Test
were used to compare frequencies of
categorical data, and independent group
t tests were used to examine differences in
continuous variables. Logistic regressions
were used to identify factors associated
with current drug use disorders and recent
treatment contact; odds ratios (ORs) and
95% confidence intervals (CIs) are re-

ported. Fit was judged by the comparison
of the -2 log likelihood, model improve-
ment (x2), and Wald statistics of the beta
coefficients for each logistic equation
model.35

Results

Mean age of the respondents was

37.6 years (median = 37.0), and the
majority were men (78.1%). Blacks consti-
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TABLE 2-Lifetime and Current Prevalencea of Alcohol and Drug Use Disorders in a Countywide Probability Sample of
Homeless Adults in Alameda County, California, by Sex

Lifetime Disorderb Current Disorderb,c

Substance Use Total Men Women Total Men Women
Disorders (n = 564), % (n = 385), % (n = 179), % (n = 564), % (n = 385), % (n = 179), %

Any substance use disorder 69.1 71.0 62.5 52.4 54.0 46.5
Both alcohol and drug use disorders 35.7 37.5 29.1 17.7 18.0 16.9
Alcohol use disorder 52.6 56.0 40.3** 38.8 40.8 31.6

Drug use disorder 52.2 52.5 51.2 31.3 31.2 31.8
Cocaine 37.3 36.5 40.1 24.5 24.3 25.5
Crack 27.1 26.2 30.4 19.3 18.7 21.1
Other cocaine 24.8 24.7 25.1 15.2 15.8 13.1

Cannabis 25.9 29.6 12.9*** 14.2 15.9 8.1*
Stimulants 17.0 18.3 12.5 11.7 13.4 5.6*
Opiates 14.7 16.0 10.2 9.5 10.8 4.9*

Heroin 11.0 12.4 6.1* 7.1 8.3 2.9*
Other opiates 8.7 9.2 6.6 5.9 6.8 2.9

Sedatives 10.7 10.7 10.7 6.8 7.6 3.9
Hallucinogens 8.7 10.0 3.9* 4.4 5.7 0.0**
Phencyclidine (PCP) 2.2 2.5 1.2 0.8 1.1 0.0
Inhalants 1.0 1.3 0.0 0.9 1.1 0.0

Multiple drug disorders
Including cannabis 48.3 49.7 43.5 31.3 31.2 31.8
Excluding cannabis 41.0 41.4 39.4 29.0 29.2 28.0

aPercentages are weighted; sample sizes are unweighted; data were collected in 1991.
bAccording to DSM-111-R criteria for abuse or dependence.
Cl 2-month recency.
*P<.05, **P<.01, ***P<.001.
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tuted the largest racial or ethnic group.
About half the sample had been married at
some point, and more than two thirds
completed high school or its equivalent.
Nearly one third of the sample were US
military veterans. As adults, most of the
respondents had lived in Alameda County
for more than a year; throughout their
lives, most had lived in the county for at
least 10 years (median = 168 months;
mean = 174 months). Although half the
sample (56.1%) reported previous home-
lessness as adults, most (51.6%) had been
homeless for less than 1 year total
(median = 326.0 days; mean = 741.2
days) (Table 1). On average, respondents
were age 33 (mean and median) when
they first experienced homelessness as an

adult.

Compared with women, men were

significantly older and more likely to be
veterans and to report longer histories of
adult homelessness. Significantly more

men were sampled from Oakland and
from nonshelter sites, while more women
were sampled from shelter sites and from
outside Oakland (Table 1).

Substance Use Disorders Overall

About two thirds of the sample
(69.1%) had a lifetime history of a

substance use disorders (i.e., a diagnosis
of abuse of or dependence on alcohol or

any drug), and half of these (or 35.7% of

the sample) had both alcohol and drug
disorders (Table 2). About half the sample
(52.4%) had current substance use disor-
ders, and one third of these (or 17.7% of

the sample) had current disorders for both
alcohol and drugs.

About half the sample (52.6%) had a

lifetime history of alcohol use disorders,
most with current alcohol diagnoses.
Lifetime alcohol use disorders were sig-
nificantly higher among men than among
women; surprisingly, current alcohol use

disorders were not.

Lifetime Drug Use Disorders

About half the sample (52.2%) met
the diagnostic criteria for lifetime drug
use disorders, most with multiple drug
disorders regardless of whether cannabis
was included. The vast majority (91.4%)
reported onset of drug use disorders
before their first episode of adult homeless-
ness (mean age at onset = 22 years;

median = 20 years) (not shown). Cocaine
abuse was the most common lifetime drug
disorder, affecting more than one third of
the sample (Table 2).

Although there were few differences
by sex overall, men reported significantly
higher lifetime rates of heroin, hallucino-
gen, and cannabis disorders.

Current Drug Disorders

Overall, about one third of the
sample (31.3%) had current drug use

disorders, all with multiple current drug
disorders. Cocaine abuse was the most
common current drug disorder, affecting
one quarter of the sample, and that was

mostly for crack. Men and women re-

ported virtually equivalent rates of current
drug disorders overall and for most
specific drugs; however, men reported
significantly higher rates of cannabis,
opiate, stimulant, and hallucinogen disor-
ders (Table 2).

In bivariate analyses, current disor-
ders were significantly higher among

respondents who were younger, nonveter-
ans, homeless longer, and recruited from
Oakland. Among men, the prevalence of
current disorders was significantly higher
among nonveterans and those who had
been homeless longer. Among women,
current disorders were significantly higher
among those sampled in Oakland and
those who had been homeless between 6
and 24 months (Table 3).

Results from a logistic regression
suggested that current drug disorders were
significantly higher among respondents
who were under age 35 (OR = 1.84; 95%
CI = 1.25, 2.70), homeless 1 year or

longer(OR = 1.80; 95% CI = 1.23, 2.63),
or sampled from Oakland (OR = 1.57;
95% CI = 1.05, 2.34;x2 = 22.91; df = 6).
Contrary to expectation, sex, race, and
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TABLE 3-Prevalencea of Current Drug Disordersb among Subgroups of a
Probability Sample of Homeless Adults in Alameda County,
California, by Sex

Total Sample Among Men Among Women

% Dx/nc % Dx/nc % DxInc

Total sample 31.3 166/564 31.2 117/384 31.8 49/179

All ages, y
18-29 42.8 50/139 42.7 26/74 42.9 24/65
30-44 31.4 93/316 32.1 70/223 28.7 23/93
45+ 19.9** 23/108 20.9 21/87 11.7 2/21

Racial/ethnic self-
identificationd

Black 30.4 108/359 29.3 74/243 34.5 34/116
White, non- 35.2 40/130 35.6 29/95 33.6 11/35

Hispanic
Hispanic 29.0 11/37 34.8 8/21 12.5 3/16
American Indian 41.7 5/22 44.4 4/17 33.3 1/5

Veteran status
Veteran 19.6 32/154 19.8 32/151 0.0 0/3
Nonveteran 36.7*** 134/410 38.6*** 85/234 32.4 49/176

Total time homelesse
<6 mo 20.2 52/244 17.7 28/135 25.0 24/109
6 to <12 mo 41.9 24/67 35.7 14/47 64.7 10/20
12 to <18 mo 31.9 14/44 28.9 11/31 33.3 3/13
18 to <24 mo 45.7 14/33 47.4 11/26 37.7 3/7
24 mo or more 36.1** 57/160 38.9** 49/132 19.2* 8/28

Sampling sites
Shelters 29.2 96/360 29.6 59/215 28.3 37/145
Other sites 34.5 70/204 33.2 58/170 43.2 12/34

Geographic samp-
ling sites

Inside Oakland 35.4 87/247 33.9 62/182 43.1 25/65
Outside Oakland 26.7* 79/317 27.6 55/203 24.3* 24/114

aPercentages are weighted; sample sizes are unweighted; data were collected in 1991.
bAccording to DSM-III-R criteria for abuse or dependence in the previous 12 months.
cPrevalence rates for a given subgroup are calculated from the number of respondents with
diagnoses (Dx) divided by number in subgroup (n).

dFor the purposes of statistical analysis (i.e., to obtain small cell sizes), we omitted the
category of "Asian, Filipino and Pacific Islander" (12 cases). Racial or ethnic identity is
missing for four respondents.

eTotal time homeless in lifetime since age 18.
*P < .05, **P < .01, ***P < .001.
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recruitment from shelters were not signifi-
cantly related to current drug disorders in
the model.

Other Indicators

Alcohol was the most frequent sub-
stance used in the past 30 days, reported
by two thirds of the sample (68.8%). In
contrast, less than half (42.9%) reported
any recent drug use. Cocaine, the most
frequently used drug, was reported by one

quarter of the sample, mostly for crack. As
expected, rates of recent alcohol use were

significantly higher among men than
among women; surprisingly, rates of
recent drug use were not (Table 4).

About one quarter of the sample
(22.3%) reported lifetime injection drug
use (data not shown), with 8.9% reporting
recent (12-month) injection drug use

(men = 10.1%, women = 4.8%). Among
drugs recently injected, heroin was re-

ported most frequently (94.1%), followed
by cocaine (58.0%), stimulants (44.6%),
other opiates (19.6%), sedatives (19.0%),
and hallucinogens (7.3%). Among injec-
tion drug users, mean and median ages of
first drug injection were 22 years. About
29.3% of the sample perceived them-
selves to have had a problem with drugs
during the past 12 months.

Treatment History

Among respondents with current
drug disorders, nearly half (46.0%) had
some type of drug treatment in their adult
lifetimes, including one quarter with
inpatient or residential treatment. How-
ever, only one quarter received recent help
for drug problems (i.e., in the previous 12
months), most of which came from
self-help groups or outpatient drug-
treatment programs. Nearly half (43.8%)
reported occasions in the past 12 months
when they had needed but not received
drug treatment. Few reported using a drug
treatment facility as a shelter resource

(Table 5). The most likely sites for future
drug treatment included drug treatment
programs (27.8%), self-help groups
(18.4%), county hospitals (12.1%), drop-in
centers (7.9%), or Department ofVeterans
Affairs (VA) programs (4.4%); many had
no idea where to go for help (17.9%) (not
shown).

There were no significant differences
by sex in recent treatment contact other
than private outpatient care (higher for
women) and use of a drug treatment
facility as a shelter resource (higher for
men). Although 19.8% of male veterans
had current drug disorders, only 0.8%

reported any recent treatment contact with
VA drug programs (not shown).

Results from a logistic regression
suggested that respondents who had been

homeless for a year or more were about
2.6 times more likely to report recent drug
treatment (OR = 2.57; 95% CI = 1.10,
5.97). Contrary to expectation, sex, age,
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TABLE 4-Prevalencea of Recent (30-Day) Alcohol and Drug Use in a
Countywide Probability Sample of Homeless Adults in Alameda
County, California, by Sex

Total Men Women
(n = 564), % (n = 385), % (n = 179), %

Any alcohol use 68.8 74.8 47.6**

Any drug use 42.9 43.8 39.4
Cocaine 25.4 25.9 23.4
Crack 20.1 20.9 17.3
Other cocaine 10.7 11.3 8.9

Cannabis 22.7 24.5 16.1*
Opiates 8.8 9.1 7.9

Heroin 5.5 6.3 2.3
Other opiates 5.3 5.0 6.2

Sedatives 4.4 4.3 4.8
Stimulants 2.2 2.5 1.3
Hallucinogens 1.4 1.8 0.0
Phencyclidine (PCP) 0.2 0.3 O.Ob
Inhalants 0.0 0.0 0.0

aPercentages are weighted; sample sizes are unweighted; data were collected in 1991.
bTested with Fischer's Exact Test.
*P< .05, **P< .001.

TABLE 5-Drug Treatment Contact' in a Countywide Probability Sample of
Homeless Adults with Current Drug DisorderSb in Alameda
County, California, by Sexb

Total Men Women
Type of Drug Treatment (n = 166), % (n = 117), % (n = 49), %

In lifetime
Any drug treatment 46.0 46.7 43.6

Inpatient or residential treatment 23.3 23.4 23.1
Inpatient drug treatment before 14.8 14.6 15.4

first homelessness

In previous 12 months
Any drug treatment 25.9 23.5 34.3

Inpatient or residential treatment 8.1 8.1 8.0
Other treatment 22.3 19.1 33.6

Self-help group 14.4 12.1 22.6
Drug treatment center 9.4 8.5 12.7
Drop-in center 6.2 5.8 7.5
Prvate hospital clinic 1.3 0.0 5.8*
Mental health clinic 1.1 1.5 0.0
Alcohol treatment center 1.1 0.7 2.6
Free health care in shelter or van 0.6 0.8 0.0
County hospital clinic 0.6 0.8 0.0
VA hospitaVcenter 0.6 0.8 0.0
Free clinic office 0.5 0.5 0.8

Had unmet need for drug treatment 43.8 41.7 51.2
Used drug facility as shelter resource 10.8 13.1 2.6*

aPercentages are weighted; sample sizes are unweighted; data were collected in 1991.
bAccording to DSM-III-R criteria for abuse or dependence in the previous 12 months.
*p< .05.
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race, recruitment site, and perceived drug
problem were not significantly related to
treatment contact in the model.

Discussion
Reliable and detailed data on drug

problems among homeless populations
are rare. This paper presents new and
important findings on substance use disor-
ders among homeless adults; these find-
ings have direct relevance for treatment
and policy. Consistent with recent stud-
ies,3 we found a high prevalence of
substance use disorders among homeless
adults. About two thirds of the sample had
a lifetime history of a substance use
disorder (i.e., a diagnosis of abuse of or
dependence on either alcohol or drugs),
and half of these had both alcohol and
drug disorders. Regarding alcohol, half
the sample had a lifetime history of
alcohol disorders, and one third had
current alcohol disorders; as expected,
lifetime alcohol disorders were more
prevalent among men than among
women.3'36 Regarding drugs, half the
sample (52.2%) had a lifetime history of
drug use disorders, and one third had
current disorders (31.3%); contrary to
expectation, rates were virtually equiva-
lent for men and women.

Findings were compared with preva-
lence estimates for the general US popula-
tion (ages 15 to 36) from the National
Comorbidity Study,36 in which data were
collected from a comparable era with a
similarly structured diagnostic interview
based on DSM-III-R criteria.36 Rates of
substance use disorders were found to be
two to eight times higher among homeless
adults than among the general population;
lifetime substance use disorders were
more than two times higher (69.1% vs
26.6%) and current substance use disor-
ders were more than four times higher
(52.4% vs 11.3%). The rate for both
alcohol and drug disorders was three
times higher among homeless adults than
among the general population (35.7% vs
10.8%); alcohol disorders were more than
two times higher for lifetime (52.6% vs
23.5%) and were four times higher for
current disorders (38.8% vs 9.7%); and
drug disorders were more than four times
higher for lifetime (52.2% vs 11.9%) and
more than eight times higher for current
disorders (31.3% vs 3.6%).

Most striking, perhaps, are differ-
ences between homeless and nonhome-
less women36: homeless women had rates
of substance use disorders more than three

times higher for lifetime (62.5% vs
17.9%) and seven times higher for current
disorders (46.5% vs 6.6%). Similarly,
alcohol disorders among homeless women
were nearly three times higher for lifetime
(40.3% vs 14.6%) and six times higher for
current disorders (31.6% vs 5.3%), and
drug disorders were more than five times
higher for lifetime (51.2% vs 9.4%) and
more than fourteen times higher for
current disorders (31.8% vs 2.2%). Find-
ings are similar to those of a study of
homeless women in St. Louis,37 which
reported rates for lifetime alcohol and
drug disorders that were three and seven
times higher, respectively, for homeless
compared with nonhomeless women.

Overall rates of lifetime drug disor-
ders were higher here than in previous
studies of homeless adults that used
similar diagnostic criteria (DSM-HI or
DSM-1I-R) and produced rates that ranged
from 1% to 37%.3 425293038 In particular,
the rate for homeless women in this study
(51.2%) was higher than the 17% to 44%
reported previously for homeless women.39
It is unclear from these data, however,
whether higher rates here are due to
geographic differences in substance use
pattems,36 temporal shifts in drug use
pattems among homeless adults,4 sam-
pling strategies, or other factors.

Historically, the estimated preva-
lence rates of drug disorders across
studies of homeless persons have varied
in part because of differences in case
ascertainment and sampling strat-
egy. 3'41421,23 As expected, we found that
estimated rates within this sample varied
dramatically as a function of case ascer-
tainment. Based on current drug use
disorders-the focus of this paper-the
estimated prevalence is 31.3%. However,
the estimate is 52.2% based on lifetime
drug disorders (common in studies of
homeless adults)3; 42.9% based on 30-day
use; 29.3% based on perceived drug
problems; and 24.1% based on inpatient
or residential treatment history. In sum,
the estimated prevalence of drug prob-
lems within this sample ranges from one
quarter to one half, depending on the
method of case ascertainment.

We also tested the effect of varied
sampling strategies on estimates. As
expected, rates of current drug disorders
varied as a function of sampling strategy
and sample composition. Rates were

significantly higher in the City of Oakland
than in other areas of the county, even
after controlling for sex, race, age, and
time homeless; this suggests that studies
based on samples drawn solely from

smaller geographic areas such as inner-
city or urban areas may overestimate drug
problems in the area's larger homeless
population. Furthermore, rates were sig-
nificantly higher among respondents who
had been homeless longer, even after
controlling for sex, race, age, and geo-
graphic area; this supports observations
that studies based on cross-sectional
samples likely overestimate the preva-
lence of drug problems among homeless
populations.38,39

About one quarter of the sample
reported lifetime injection drug use. Less
than half the sample (43%) reported
recent (30-day) drug use, higher than that
reported by homeless adults from the
Washington, DC, metropolitan area
(34%)10 but lower than that reported by
sheltered adults in New Haven (54%).11

Not surprisingly, cocaine was the
most prominent drug reported in this
sample, with most cocaine use and
disorders attributed to crack. For example,
one quarter of the sample (24.5%) re-
ported a current diagnosis of cocaine
abuse or dependence, and one quarter
(25.4%) reported cocaine use in the
previous 30 days. As early as 1985,
cocaine was the "drug of choice" among
sheltered homeless men in New York City
(25% of whom reported cocaine use in the
previous 30 days38); among sheltered
adults in New Haven (41%); and among
literally homeless persons in the Washing-
ton, DC, area (27.5% vs 1.5% among
households). 10"'

Consistent with earlier studies of
homeless adults,3'910'25'39 we found cur-
rent drug disorders to be more prevalent
among those who were younger and had
been homeless longer. Although findings
from those previous studies are mixed, we
found no significant differences in current
drug disorders by racial or ethnic group.
Contrary to recent studies in homeless and
general populations,'0'36 however, we
found rates of drug disorders and recent
drug use to be virtually equivalent for
homeless men and women.

Although about one third of the
sample had drug problems in the previous
12 months that were serious enough to
warrant treatment, only one quarter of
these respondents (25.9%) reported con-
tact with any type of drug treatment
services in the same period, and nearly
half (43.8%) reported a need for drug
treatment they did not get, suggesting a

great unmet need for drug treatment.
Although 19.8% of homeless male veter-

ans had current drug disorders, only 0.8%
reported contact with any VA drug pro-
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gram or treatment facility in the past 12
months.

Readers are cautioned that findings
may not generalize to homeless adults
who do not use service sites described
here or who live outside of Alameda
County. While prevalence rates may
accurately describe the extent and distribu-
tion of drug problems in this specific
cross-sectional sample of homeless adults,
they may overstate the extent of drug
problems in the larger homeless popula-
tion. Further, self-reported retrospective
data are subject to recall bias while drug
use and related problems are stigmatized
behaviors and may be underreported.
Also, the reliability and validity ofdiagnos-
tic assessment of homeless populations
with the Diagnostic Interview Schedule
are untested. Finally, findings are only
descriptive and do not address any causal
relationship between drug use and home-
lessness.39'40

Nevertheless, this study presents
unusually detailed findings on drug prob-
lems reported by homeless adults who use
shelters and free meal programs. Surpris-
ingly, drug use disorders were as preva-
lent as alcohol use disorders. Compared
with the general population, homeless
adults, particularly homeless women, re-
ported current drug disorders that were
disproportionately high. Generally, onset
of drug disorders preceded first homeless-
ness. As documented earlier, cocaine-
and particularly crack cocaine-figured
prominently in drug use and abuse by
homeless men and women.

Concerning treatment, homeless
adults appear to be underserved relative to
need. Those with current drug disorders
usually had multiple drug disorders and
comorbid alcohol disorders, complicating
the clinical picture even beyond obvious
differences in their economic and social
resources compared with those of the
general population.41'42 Contrary to stereo-
type, most of the sample were long-term
local residents with at least 10 years in
Alameda County. Findings here and else-
where5'42 suggest that planners and policy-
makers should seek to close the gap
between need and treatment use by
increasing the availability, accessibility,
and appropriateness of services to this
high-risk yet underserved population.

Finally, findings demonstrated the
volatility of estimates of drug problems
among homeless adults as a function of
case ascertainment and sampling strategy.
Estimates based on samples drawn from
urban or inner-city areas alone may
overestimate drug problems in an area's

larger homeless population. Although not
tested here, estimates of the prevalence of
other health problems among homeless
adults are likely to be similarly influenced
by instrumentation and sampling strate-
gies. El
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