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Abstract

Background—The prevalence of alcohol, tobacco, and other drug (ATOD) use among

emergency department (ED) patients is high and many of these patients have unrecognized and

unmet substance use treatment needs. Identification of patients in the ED with problem substance

use is not routine at this time.

Methods—We examined screening data, including standardized measures of ATOD use (HSI,

AUDIT-C, DAST-10), from 14,866 ED patients in six hospitals across the United States. We

expected younger age, male gender, higher triage acuity, and other substance use severity (ATOD)

to be associated both with use versus abstinence and with severity of each substance use type. We

used negative binomial hurdle models to examine the association between covariates and (1)

substance use versus abstinence (logistic submodel) and with (2) severity among those who used

substances (count submodel).

Results—Rates of use and problem use in our sample were similar to or higher than other ED

samples. Younger patients and males were more likely to use ATOD, but the association of age

and gender with severity varied across substances. Triage level was a poor predictor of substance
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use severity. Alcohol, tobacco, and drug use were significantly associated with using other

substances and severity of other substance use.

Conclusion—Better understanding of the demographic correlates of ATOD use and severity and

the patterns of comorbidity among classes of substance can inform the design of optimal screening

and brief intervention procedures addressing ATOD use among ED patients. Tobacco may be an

especially useful predictor.
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1. INTRODUCTION

The Affordable Care Act includes strong incentives for the integration of behavioral health

and medical treatment (Substance Abuse and Mental Health Services Administration, 2013).

Screening and Brief Intervention (SBI) programs are a good way to address substance use

treatment needs during medical treatment, and numerous studies have demonstrated the

effectiveness of SBI programs aimed at alcohol use problems among emergency department

(ED) patients (Field et al., 2010; Havard et al., 2008). Although a few recent studies have

begun to explore the effects of SBI on drug use among ED patients (Bernstein et al., 2009,

1997; Blow et al., 2010; Bonar et al., 2014; Woolard et al., 2013), published data are scarce

concerning the efficacy of SBI for adult ED patients with drug use disorders.

In spite of increasing recognition of SBI as valuable, alcohol, tobacco, and other drug

(ATOD) screening rates in EDs are low, and many hospitals only screen alcohol toxicology

reports, which indicate only recent use, not problem severity (Cunningham et al., 2010;

Terrell et al., 2008). Research documents a high need for substance use treatment in this

population (Rockett et al., 2005, 2003). This, as well as the existing research (Bernstein et

al., 2009; Blow et al., 2010; Woolard et al., 2013), suggests EDs are feasible sites for SBI

for tobacco and other drugs beyond alcohol.

The prevalence of ATOD use problems among ED patients is 50 to 100% higher than U.S.

averages (Center for Disease Control, 2012a, 2011; Cherpitel and Ye, 2008; McCabe et al.,

2011; Substance Abuse and Mental Health Services Administration, 2012a). A large

percentage of ED patients have unrecognized ATOD treatment needs and are more likely to

be admitted to the hospital and to repeatedly utilize EDs (Hankin et al., 2013; Rockett et al.,

2005, 2003). Alcohol and tobacco are the most prevalent substances used by ED patients

(McCabe et al., 2011; Rockett et al., 2006), with marijuana and cocaine being the most

common illicit drugs (Vitale and van de Mheen, 2006). Similar to the general population

(Substance Abuse and Mental Health Services Administration, 2012a), ED patients with at-

risk drinking levels are more likely to use tobacco and illicit drugs than other ED patients

(Fleming et al., 2007). Likewise, tobacco-using ED patients are at higher risk of illicit drug

and risky alcohol use than other ED patients (McCabe et al., 2011).
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Among ED patients, as in the general population, men are more likely to use ATOD than

women (Substance Abuse and Mental Health Services Administration, 2012a; Wu et al.,

2012). Younger adult patients are more likely to test positive for illicit drugs or alcohol than

older patients (Bogstrand et al., 2011; Vitale and van de Mheen, 2006). Younger age and

being male are associated with increased likelihood of tobacco use (McCabe et al., 2011).

Interestingly, while more men than women report at-risk drinking (Fleming et al., 2007),

heavy drinking women are more likely to have visited an ED than heavy drinking men

(Cherpitel, 1999). Younger patients are more likely to report heavy episodic drinking and

marijuana use while older patients are more likely to drink daily (Fleming et al., 2007).

The aim of this study was to characterize ATOD use in a large multi-state ED patient sample

collected for the National Drug Abuse Treatment Clinical Trials Network (NIDA CTN):

Screening, Motivational Assessment, Referral, and Treatment in Emergency Departments

(SMART-ED) study. We examined the association of gender, age, their interaction, triage

acuity, and severity of use of the other two types of substances, with (1) use versus

abstinence and with (2) use severity of each substance type. Building upon the foundation

established by the prior research mentioned above, the current study examines participant

characteristics associated with use versus abstinence and also, simultaneously, those

associated with severity of use among users. Research on substance use in EDs has either

occurred in single ED settings or utilized national retrospective substance use surveys that

also queried ED visits. Supplementing prior research, we obtained data from ED patients

during their visits to six EDs across the U.S., generating the largest sample of individuals

assessed about ATOD use in-person during an ED visit. We hypothesized that ATOD use

(versus abstinence) and greater ATOD severity would be associated with younger age, male

gender, higher triage acuity, and higher scores on alternate substance scales (e.g., tobacco

severity associated with alcohol and drug severity). This research should help ED physicians

identify patients at greater risk of having more severe ATOD problems and potentially the

highest need for screenings and interventions, by differentiating characteristics associated

with use versus abstinence from those associated with ATOD severity among users.

2. METHODS

We examined screening data from the NIDA CTN: SMART-ED study, a large multi-center

randomized controlled trial of SBI for illicit drug use in EDs. Detailed information about the

protocol for the full study (clinical trials registration number NCT01207791) is available in

Bogenschutz et al., 2011.

2.1 Participants

Participants were recruited from EDs of public sector hospitals affiliated with academic

institutions in six states (New Mexico, West Virginia, Florida, New York, Massachusetts,

and Ohio). Inclusion criteria were registration in the ED during screening hours, age ≥ 18

years, English literacy, ability to provide informed consent, and telephone access. Patients

were excluded if they were significantly cognitively impaired, in police custody, or currently

engaged in ED treatment that rendered them unable to participate.
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Study staff attempted to screen all eligible patients registered at the EDs during recruitment

hours. Research assistants (RAs) collected age, gender, and triage level from the clinical

patient tracking system and then approached patients to ask if they would participate in an

anonymous screening. If patients agreed, RAs used a brief script to obtain verbal consent for

anonymous collection of screening data. The participant and the RA, as appropriate, entered

screening data directly into tablet computers. Participant recruitment is detailed in Table 1.

All participants gave verbal informed consent and the institutional review board at the

University of New Mexico approved the protocol.

2.2 Measures

Results reported here are from a 20-item screening measure used in the SMART-ED study

(Bogenschutz et al., 2011). Three of the four sections of the screen consisted of well-

validated measures. The four sections were administered in the following order: (1)

modified version of the two-item Heavy Smoking Index (HSI-M; Chabrol et al., 2005;

Heatherton et al., 1989), (2) three-item Alcohol Use Disorders Identification Test –

Consumption (AUDIT-C; Bradley et al., 2007; Bush et al., 1998) assessing alcohol

consumption, (3) ten-item Drug Abuse Screening Test (DAST-10; Skinner, 1982) assessing

drug use problems, and (4) two questions querying primary problem substance and days of

past 30-day use of primary problem substance: (1) “Excluding alcohol and tobacco, what

drug has caused the most difficulties recently? (If no recent difficulties, what drug have you

used most often in recent months?)” and (2) “In the past 30 days, how many days have you

used?”

The standard Heavy Smoking Index (HSI) measures level of severity among smokers with

two questions: (1) “How many cigarettes do you smoke per day?” (scored “0” for smoking

10 or less), and (2) “How soon after you wake up do you smoke your first cigarette?”

(scored “0” if after 60 minutes). Because our participants were not necessarily smokers, two

screening questions were added prior to the HSI: “Do you smoke cigarettes or use any other

form of tobacco?” and “Do you smoke or use tobacco every day?” Answering “no” to these

two questions resulted in a score of 0 on the HSI-M. For those participants endorsing daily

tobacco use, the HSI-M score was defined as the standard HSI score plus 1. Thus in the HSI-

M, “0” = not a current daily tobacco user, and scores of “1” or greater indicated a range of

severity of current daily use.

Possible scores were 0–7 for the HSI-M, 0–12 for the AUDIT-C, 0–10 for the DAST-10,

and 0–30 for past 30-day drug use. Scores of zero on the AUDIT-C and the DAST-10

represented no use of alcohol or drugs, respectively, in the last year. Internal consistency in

our sample was α= .68 for the HSI-M, α= .86 for the AUDIT-C, and α= .91 for the

DAST-10. All EDs used a 5-level triage system, coded as “1” representing the highest acuity

and “5” representing the lowest acuity.

2.3 Analysis Plan

Study hypotheses were evaluated with four dependent variables: HSI-M, AUDIT-C,

DAST-10, and 30-day drug use. Participants reporting no ATOD use (no daily use for HSI-

M) scored zero on these measures, resulting in zeros for many observations (see Table 2).
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The choice of statistical models was influenced by three considerations. First, excess zeros

made dependent variable distributions positively skewed, motivating the use of a Poisson or

negative binomial distribution. Although 30-day drug use was the only true count dependent

variable, the preponderance of zeros in the other outcomes caused distributions mirroring

count outcome distributions. Thus, since the data violated assumptions for ordinary least

squares regression, count regression was chosen as an alternative for all four measures

(Atkins et al., 2013; Neal and Simons, 2007). Second, the negative binomial distribution was

chosen over the Poisson distribution because data were significantly over-dispersed (Coxe et

al., 2009). Third, a hurdle model was chosen to simultaneously examine the effect of

covariates on “any use” (logistic regression portion of the model) and severity of use among

those who used ATOD (count regression portion of the model).

We also examined the magnitude of the association between covariates and outcomes with

odds ratios for dichotomous outcomes and rate ratios for count outcomes. Odds ratios

represent the increase (if >1) or decrease (if <1) in the odds of being in the “no use”

category when all other covariates in the model were at their mean value. Rate ratios

represent the increase (if >1) or decrease (if <1) in the outcome variable for a one-unit

increase in the covariate (Atkins et al., 2013).

We assessed for site effects by computing intraclass correlations for outcome measures to

determine the degree that the assumption of independence of observations was violated.

Intraclass correlations were near zero for all outcomes (range = 0.000–0.077), indicating

clustering within sites did not account for substantial variance. Given the minimal variance

explained by site, lack of site-specific covariates or hypotheses, and difficulties with

convergence with only six sites using multilevel modeling, we adjusted for clustering in the

data by estimating all parameters using a weighted maximum likelihood function with

standard errors computed using a sandwich estimator (i.e., standard errors were adjusted for

clustering in the data; Rogers, 1993). Models were estimated using Mplus version 6.12.

Gender was coded −.5 for males and +.5 for females, and all other covariates were grand

mean-centered.

3. RESULTS

3.1 Descriptive Statistics

Complete screening data were available from 14,866 participants in total. Participants’

average age was 38.4 years (SD = 13.32) and 59% were male. Participant recruitment is

outlined in Table 1. Descriptive statistics for outcome variables and covariates by “use”

versus “non-use” category are shown in Table 2. Patterns of reported substance use are

shown in Table 3.

3.2 Negative Binomial Hurdle Models

Results from the negative binomial hurdle models are reported in Table 4. Parameter

estimates for dichotomous outcomes evaluated the association of covariates with abstinence

versus any substance use (i.e., each predictor was associated with the log odds of a zero

value on the outcome, rather than a non-zero value, which indicated use). For example, as
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seen in the dichotomous portion of Table 4 and described below, DAST-10 scores were

significantly associated with daily smoking, β = −0.281, indicating that participants with

higher scores on the DAST-10 were less likely to report not smoking daily (HSI-M = 0) and

more likely to report smoking daily (HSI-M > 0). For the count portion of the table the

parameter is positive, β = 0.026, where higher DAST-10 scores were associated with higher

HSI-M scores among participants with any drug use.

3.3 Tobacco Smoking (HSI-M)

Male gender, greater alcohol use severity (AUDIT-C), and greater drug use severity

(DAST-10) were associated with being a daily smoker versus not being a daily smoker. Age

and triage acuity were not associated with daily smoking. Older age, greater alcohol use

severity, higher drug use severity, and more severe triage acuity were associated with greater

HSI-M scores among daily smokers. Gender was not associated with HSI-M scores among

daily smokers. However, a gender-by-age interaction was found in which younger women

smokers had lower HSI-M scores than younger men (Figure 1a), but this difference reversed

across the lifespan so that there was a stronger positive relationship between age and HSI-M

scores for women than for men.

3.4 Alcohol Use (AUDIT-C)

Male gender, younger age, greater drug use severity (DAST-10), and less severe triage level

were associated with past year alcohol drinking versus abstaining. Smoking severity (HSI-

M) was not associated with drinking versus abstaining. Among drinkers, male gender,

heavier smoking, and greater drug use severity were associated with higher AUDIT-C

scores. Age and triage acuity were not associated with AUDIT-C scores among drinkers.

There was also a significant gender-by-age interaction such that, among drinkers, younger

women exhibited less past year alcohol consumption than younger men (Figure 1b), and

there was a negative relationship between age and drinking for women compared to men.

3.5 12-Month Drug Use (DAST-10) and 30-Day Drug Use Frequency

Male gender, younger age, more severe triage acuity, heavier smoking and greater alcohol

use severity were associated with past year drug use versus abstinence (DAST-10 = 0 versus

DAST-10 > 0) and also with past 30-day drug use versus abstinence. Among drug users,

older age, more severe triage acuity, heavier smoking, and greater alcohol consumption were

associated with higher DAST-10 scores. Gender was not associated with DAST-10 scores

among drug users. There was no gender-by-age interaction associated with DAST-10 or past

30-day drug use frequency. Among past 30-day drug users, younger age and heavier

smoking were associated with higher frequency of drug use in the past month. Gender,

alcohol use severity, and triage acuity were not associated with past 30-day drug use

frequency.

4. DISCUSSION

Patterns of ATOD use in this large sample of ED patients from hospitals across the U.S.

were similar to those found in single ED and national database studies, confirming high rates

of ATOD use among ED patients. Alcohol and tobacco represented the most frequently
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reported ATOD use, and among drug users the majority reported marijuana use. A wide

range of other drugs was also reported in this sample. The prevalence of tobacco use in our

sample was more than twice the national average (Center for Disease Control, 2011). The

prevalence of alcohol use in the EDs surveyed was similar to the national average (Center

for Disease Control, 2012b), but drug use prevalence was higher than the national average

(Substance Abuse and Mental Health Services Administration, 2012b). Risky drinking and

problem drug use prevalence in this sample were higher than those reported for ED patients

in national databases by Cherpitel and Ye (2008) and over twice the national U.S.

population average (Center for Disease Control, 2012a), possibly due to slightly different

definitions of the constructs.

The majority of the results were as expected, with younger age, male gender, and more

problematic ATOD use generally being associated with more problematic use of each

substance as well as greater likelihood of use. Given our large sample size, we expected

many covariates to be significant. Odds ratios and rate ratios in Table 4 help direct attention

to covariates that are more powerful predictors.

The negative binomial hurdle models allowed examination of how variables are associated

with use versus abstinence independently of how they are associated with severity among

users. Using this approach we discovered some new information. One example was the

relationship of gender with smoking and drug use. Similar to McCabe et al. (2011), men

were more likely to smoke daily than women. However, in the present data there was no

association of gender with smoking severity among daily smokers; men and women daily

smokers were equally heavy smokers. This finding is consistent with a recent report that

women are no longer at lower risk of dying from smoking-related diseases than men (Thun

et al., 2013). Similar to our results for tobacco, men were more likely to have used drugs

recently, but among drug users there was no difference in drug use severity or past 30-day

drug use frequency between men and women. This suggests that once patients are identified

as drug users or smokers in the ED, it would be erroneous to assume less severe problems

for women.

Age was not associated with likelihood of being a daily smoker, but among daily smokers

older smokers had heavier smoking severity. Younger participants were more likely to drink

alcohol, but among those who did drink there was no association of age with severity. This

is in contrast to the general U.S. population where heavy drinking and binge drinking

decline with age (Substance Abuse and Mental Health Services Administration, 2012b). The

lack of an age-severity effect in our sample may be specific to the ED population. Older

heavier drinkers may be over-represented among ED patients, possibly due to prolonged

problem drinking being associated with poor health. It may also be the case that a more

complex relationship exists between age and ATOD severity among the ED population than

was investigated in the current study (e.g., a u-shaped curve whereby younger and older

populations are both higher on ATOD severity than middle aged individuals). As an

exploratory analysis, we examined nonlinear effects of age in a subset of the models. Results

were entirely consistent across models with or without nonlinear effects of age. Future

research on the relationship between age and ATOD outcomes is warranted.
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Degree of triage acuity was associated with ATOD use and severity, though not very

robustly and not always in the direction expected. For example, more severe triage acuity

was associated with participants being more likely to abstain from alcohol versus drink, but

triage acuity was not associated with alcohol consumption severity among drinkers. This

could be because our sampling procedure likely missed individuals with severe alcohol-

related trauma and/or acute intoxication who could not be screened. We did find that

participants who were screened for this study had slightly less severe triage acuity than those

who were excluded (mean 3.45 compared to 3.22 respectively), however the effect size was

very small. On the other hand, stronger effects of triage level were in the expected direction

for drugs.

Younger participants were more likely to report past year drug use, but older age was

associated with greater drug use severity among users. This suggests that ED practitioners

should be careful not to assume that older patients have less severe drug problems than

younger patients. It may also mean that older patients who screen positive for drugs would

be good candidates for interventions. Especially since older patients may be more likely than

younger ones to attend interventions after screening positive for ATOD in the ED (Blow et

al., 2010).

4.1 Limitations

Similar to most SBI research, this protocol obtained self-reports of ATOD use because

toxicology reports (recent intoxication) were of less interest than longer-term drug problem

severity. As some research has demonstrated underreporting of current drug use among ED

patients (Rockett et al., 2006), we may have underestimated levels of drug use in our

sample. Moreover, some participants misusing prescriptions may not have identified them as

“problem substances” (Price et al., 2011) and thus we may have particularly underestimated

prescription drug misuse. However, several aspects of the study design should have reduced

underreporting (e.g., tablet computers, ensuring confidentiality).

Another limitation necessitated by our design is that people with impairments rendering

them unable to consent or answer questions were not assessed. Thus, unlike studies using

recall or toxicology, this study missed some potentially ATOD-involved ED patients (e.g.,

acutely intoxicated patients or patients with intoxication-related motor vehicle crashes or

suicide attempts). During recruitment prior to verbal consent, we did not record how many

people were excluded for cognitive impairment or receiving ED treatment, so we cannot

determine to what extent high-acuity patients may have been underrepresented.

Comparisons of gender and age in this sample with national estimates of ED patients

revealed that patients aged 18–65 were better represented in this sample than patients over

age 65. Moreover, screened patients were slightly younger than non-screened patients.

Additionally, in order to limit assessment reactivity, we collected very little demographic

information at screening. Thus, we cannot report race, ethnicity, or socioeconomic status for

this sample, nor can we test the association of those variables with outcome variables.

Likewise, at this screening point we only asked participants to identify primary drug of use

and do not have data about other drug use. Finally, our models accounted for a small

percentage of the variance in substance use outcomes, as there are many other relevant
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factors accounting for substance use beyond a limited number of demographic and other

ATOD use characteristics.

These limitations are offset by the strengths of the study. Results are more generalizable

compared to studies conducted at single EDs, because participants were recruited from EDs

across diverse regions of the U.S, albeit only at academic hospitals. The sample size was

large, enhancing statistical power and the potential reliability of the findings. Data were

collected using well-validated measures of substance use risk. Furthermore, our study

extends prior research by collecting data in an ecologically valid manner in the ED. These

results also reflect a broad range of ATOD use as well as different types of illicit drugs.

Additionally, the use of negative binomial hurdle models allowed us to account for large

numbers of zeros, and thus to separately evaluate variables associated with ATOD use

versus abstinence and variables associated with severity among users. It also produced more

accurate parameter estimates compared to previous studies using ordinary least squares

regression, due to the non-normally distributed residuals resulting from excess zeros (Neal

and Simons, 2007).

4.2 Conclusion

These results can assist ED providers in targeting patients at risk for ATOD problems who

might benefit from SBI. Gender was a good predictor of ATOD use versus non-use, but was

poor at predicting severity among users. Younger patients may be more likely to be using

alcohol and drugs and to be using drugs more often in the past month; however, older

tobacco and drug users may have greater problem severity. Triage level was associated with

severity of heavy smoking and past year drug use and severity, but not with recent use.

Thus, particularly among individuals at a higher triage level, it may be more informative to

screen for longer-term consequences related to use rather than relying on toxicology

screening that only assesses very recent use. Other substance use was strongly associated

with substance use and severity for most of the outcome measures, suggesting that screening

for all ATODs would be a more robust indicator of problems than screening for alcohol

alone.

In primary care settings and for alcohol use SBI represents the standard of care (Bernstein

and Bernstein, 2008), but in EDs SBI is mandated only for alcohol and only for trauma

patients who are admitted in Level 1 and 2 trauma centers in the United States (American

College of Surgeons Committee on Trauma, 2006). In general, levels of screening in EDs

are low, and many hospitals that do screen only examine toxicology reports for alcohol

(Cunningham et al., 2010; Terrell et al., 2008). Our results suggest that there would be

utility in greatly expanding screening in the ED beyond this to include other substances and

more informative screening measures. For example, tobacco smoking may be a convenient

marker for other substance use problems, as patients often easily acknowledge smoking.

Given the mixed results for the association of triage level with ATOD problems, our data

also support expanding SBI to include non-trauma patients and non-trauma EDs, consistent

with results reported by Blow et al. (2011) who found that poly-drug users were more likely

to present with medical problems than injuries.
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Figure 1.
Significant age by gender interaction plots in the original metric of the raw data. (a)

Modified HSI, (b) AUDIT-C.

Sanjuan et al. Page 13

Drug Alcohol Depend. Author manuscript; available in PMC 2015 May 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Sanjuan et al. Page 14

Table 1

Participant Recruitment

Number Rationale

20,762 Patients reviewed by research assistants

−5,253 Excluded, did not consent, unable to consent

−538 Found ineligible after verbal consent

−105 Missing age, gender, or triage data or contradictory data

=14,866 Total included participants
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Table 2

Descriptive statistics for outcome variables and covariates by substance use (N = 14866)

Outcome No Use by Drug Use User Mean (SD)

HSI-Ma N = 9037 (61.57%) N = 5640 (38.43%) 3.51 (1.72)

  % male*** 54.87% 64.66%

  Age – M(SD) 38.55 (14.04) 38.20 (12.12)

  Triage – M(SD)* 3.44 (1.02) 3.48 (0.92)

AUDIT-Cb N = 4522 (30.42%) N = 10319 (69.41%) 4.35 (3.07)

% male*** 53.49% 61.52%

  Age – M(SD)*** 42.35 (14.01) 36.62 (12.61)

  Triage – M(SD)*** 3.35 (0.94) 3.50 (0.99)

DASTc N = 10214 (68.71%) N = 4561 (30.68%) 3.73 (2.76)

  % male*** 54.34% 69.57%

  Age – M(SD)*** 39.66 (13.69) 35.38 (11.90)

  Triage – M(SD)* 3.44 (0.98) 3.48 (0.97)

30-day Drug Used N = 11662 (78.45) N = 3204 (21.55) 14.10 (11.57)

  % male*** 55.85% 70.91%

  Age – M(SD)*** 39.22 (13.59) 35.31 (11.79)

  Triage – M(SD) 3.45 (0.98) 3.48 (0.97)

a
Heavy Smoking Index-modified as described in Method section; Total sample size for HSI-M is N = 14677 due to 171 participants using

smokeless tobacco products and the remainder having missing data for this measure.

b
Alcohol Use Disorder Identification Test-Consumption

c
Drug Abuse Screening Test

d
Past 30-day drug use (single question)

*
Significant difference between use and no use groups (p < .05)

***
Significant difference between use and no use groups (p < .001)
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Table 3

Patterns of Substance Use

Substance Use Percent Reporting (N = 14866)

Any Current Tobacco Use 47

Daily Tobacco Use 39

Use of Any Alcohol in Past Year 70

Risky Drinking* Over the Past Year 45

Drug Use in the Past Year 30

Past 30-day Drug Use 22

Moderate to Severe Drug Problems** 17

Identified a Problem Drug 27

Primary Problem Drug Among Drug Users Percent Reporting (N = 4014)

Marijuana 60

Cocaine 18

Street Opioids 11

Prescription Opioids 6

Methamphetamine 2

Sedatives or Sleeping Pills 1

Hallucinogens 1

Prescribed Amphetamine-type Stimulants 1

*
Risky Drinking was defined using a cut point of 4 on the AUDIT-C or any report of drinking 6 or more drinks per occasion over the past year;

(Bradley et al., 2007; Bush et al., 1998).

**
Moderate to severe problem drug use was defined with cut point of 3 for the DAST-10 (Skinner, 1982).
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