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Foreword

In 1990 | joined the work of The Ted Noffs Foundation, then the Wayside Foundation. My
experience at Life Education, where | had spent the previous four years, convinced me that
appropriate scientific research should assess the needs of the program, be integral in the
development of its structure and deliver and evaluate its effectiveness and efficiency in both the
short and long term.

The program that was running, when we started at the Foundation, reflected the 12-step
philosophy. It was exclusively residential. However, as | was to discover, there were very few
residential programs available in Australia for the target group, (adolescents 14 to 18 years).

The questions which | wanted to ask were:

a) how many people actually needed this kind of program

b) how many programs of this kind were there in New South Wales
C) was there a better way of supporting this group and

d) was there any need for such a service at all.

To resolve the issue about the need and appropriateness of the program coupled with a
desire to give the best possible service to people who came to us for help; and to be known to
have the best possible service.

At the first Window of Opportunity Conference in Adelaide in November 1991 | talked
with Professor lan Webster about the development of a best practice model for an adolescent
drug and alcohol program. Many people | spoke to were surprised to find that | was committed
to shutting the residential service down if our needs assessment and our eventual study were to
show that there was a better option; | had and still have an absolute commitment to the findings
and to acting in accordance with the findings. Professor Webster thought the idea had merit and
advised me to meet with Dr Richard Mattick of the National Drug and Alcohol Research Centre.
That first discussion with Richard Mattick was the beginning of a partnership which changed the
way the Ted Noffs Foundation delivers its services and has been the example to other
non-government services.

In 1994, some two years and three months after our initial discussions, the project was
funded and we were able to start interviewing for the position of Research Officer.

| cannot deny the emotional attachment to this project. Richard Mattick and Mandy Noffs
were convinced of its importance for those two years and never waned in their conviction that
this project was relevant.

I am truly grateful for the advice and support that was given to us by Des Semple, Peter
Homel, Bruce Flaherty, Jan Copeland, Kevin Hedge, Alex Wodak, and John Howard. These
people were positive about the concept and provided the strength to continue before we had
received funding. Research has been under-valued by politicians and only now is becoming
important to non-government clinical services in drug and alcohol. My message is that it is worth
fighting for, worth waiting for, it is accountable and it is our duty to those who come to us in
need, to give our best, that research can provide.

Wesley Noffs
Executive Manager
Ted Noffs Foundation



Executive summary

The Ted Noffs Foundation (TNF) previously ran a drug-treatment program for adolescents,
based upon the 12-step model. This program was seen to need to change to keep up with
current knowledge of best practice. Funding was obtained from the New South Wales Drug and
Alcohol Directorate for a review of best practice in treatment for adolescent substance abusers,
the design of a new drug-treatment program based upon that review, and the design of an
evaluation plan for the new program. Information sources used for the review included the
research literature, clinical opinion and youth consultations. The target group for this project was
youths aged 11 to 18, with a maladaptive pattern of substance use that meets the criterion of
dependence or abuse as defined by the Diagnostic and Statistical Manual of Mental Disorders.
The project report documents the review of best practice and outlines the program plan and
evaluation plan designed on the basis of that review. Below is a summary of the main
conclusions of that report, rather than a comprehensive summary of all that was written.

1) Extent of substance use

A general contextual picture of adolescents with substance-use problems is that a) these are a
minority of the youth population, in fact, they are even a minority of the population of young illicit
substance users: most young people who try substances do not develop significant problems as
a result of their substance use and b) these adolescents are polysubstance users, with alcohol
or opioids, then cannabis and amphetamines the main substances of choice. The preference for
opioids is not seen among the broader population of young illicit substance users; the extent of
preference for stimulants and cannabis is not seen in adult clients.

2) Causes of substance abuse

Antecedents of maladaptive substance use

Substance use is determined by numerous, inter-related individual, family, social, environmental
and other risk factors, as well as protective factors. Substance abuse is often part of a problem
behaviour syndrome which includes delinquency, substance abuse, adolescent pregnancy,
school failure and dropping out. Consequently, interventions that try to deal with single-risk
factors or risk behaviours are highly unlikely to be effective. Risk factors for substance abuse
identified by the literature review included: genetic vulnerability, being male, lack of social
bonding, poor quality family relationships and parental skills, childhood physical and sexual
assault, low socio-economic status, macro-environmental factors, knowledge, high stress and
lack of coping/support mechanisms, associating with substance-abusing peers, poor school
performance, antisocial behaviour, early age of first use, adolescence, and being labelled as a
substance abuser. Factors that have not been found to be associated with substance abuse, or
for which the evidence is inconsistent, include family structure, locus of control, mental health
and self-esteem.

Self-reported reasons for use

The reasons for use vary among individuals and across time within individuals. For example,
substance use could begin as a result of curiosity or peer pressure, then continue for
social/recreational purposes. For some, use might then continue or increase when it is used to
help cope with life or specific problems. Most young people report that they use substances
because using substances is fun. However, as samples contain higher percentages of
problematic substance users, the reasons for use tend to shift away from 'fun’, towards 'to
forget'. The reasons for substance use are an important factor for service provision. Some
substance use might be functional and not problematic. However, where substance use is
interfering with adolescents dealing with their problems or their lives in general, teaching life
skills and providing support to deal with those problems can be a useful and effective
intervention.
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3 Conseguences of substance misuse

The adverse consequences of substance misuse are multifarious and affect numerous domains
of adolescents' lives, including their own health and welfare, as well as affecting the lives of their
families, and on the community. Treatment programs need to be planned with consideration for
what damage has already been done by the clients' substance use and to have staff trained to
be able to deal with the various problems that are likely to arise. The need to deal with the
various problems resulting from substance use is required not just for humanitarian reasons, but
to assist client outcomes. Substance use should not be seen as the central issue and targeting
this alone while ignoring issues, such as homelessness, unemployment, and alienation from the
family and society, is ineffective and inappropriate.

Specific consequences discussed in the report are substance-related mortality,
substance-related morbidity (general overview), suicide, HIV, and other blood-borne viral
infections, injuries, reactions to street chemistry, mental health, maturational lag, crime, and the
effects on the family, education, and vocation. The youth perception of substance-related
'‘problems' is also reviewed, and it is noted that their perception of a problem is not necessarily
the same as the perception of workers in the field, or in other professionals.

4 The client group: adolescent substance abusers

Characteristics of adolescents

When dealing with adolescents with maladaptive patterns of substance use, it is sometimes
difficult to distinguish between dysfunctional behaviour that requires intervention and normal
adolescent behaviour. Furthermore, those responsible for assessing and working with
adolescents need to understand the capacities and normal tendencies of adolescents to ensure
that their service is developmentally appropriate and that the expectations of the service are
appropriate to their clients' developmental stages.

Adolescents in treatment: do they differ to adults in treatment?

Adolescents in drug-treatment programs are not just younger versions of adults in drug-
treatment programs. Their issues and needs differ qualitatively and quantitatively and youth-
specific services are best able to meet those needs.

Diverse clients: diverse issues and needs

Adolescent substance abusers are a heterogeneous group with various problems, issues, and
needs. The patrticular issues that are pertinent with the following subgroups of adolescent
substance abusers are discussed: females and males, younger adolescents, adolescents from a
non-English speaking background, lesbian and gay adolescents, indigenous Australian
adolescents, adolescents with a dual diagnosis, survivors of trauma, referrals from the Juvenile
Justice system, homeless adolescents, and adolescents from rural areas.

It is impossible and inappropriate to have specific services for each specific group.
Service providers need to adopt a dual strategy of a) using what we already know about
subgroup issues, to be proactive in ensuring their service is accessible, appropriate and
effective for all adolescents and b) talking to clients: asking them about their individual needs
and involving them in service planning, implementation and evaluation. Liaison with
professionals and/or community members with knowledge of particular subgroups can also
assist in ensuring that an organisation is equipped to deal with a subgroup and, if necessary,
assist with individual clients.

5 Screening and assessment

Definition
McLellan and Dembo's definition was used:
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Assessment is a broad term including a range of evaluation procedures and techniques designed to measure key
areas of adolescent functioning as well as the adolescent's environment. The term conveys the idea that
assessment procedures are not single events, but instead involve the integration of client and treatment
measurement techniques of different types, at different times, and for different purposes during the course of
various interventions designed to have an impact on adolescents' AOD (alcohol and other drug) problems. * (p. 4)

The screening and assessment process
The process of screening and assessment begins with an identification of the need to screen
and then includes screening, assessment, case-management, and evaluation.

Issues in screening and assessment

Issues discussed include the need for ethical standards (for example, the need for informed
consent), the need for screening and assessments of high psychometric standards, the need for
establishing a respectful and trusting relationship within the assessment process and the need
to restrict data collection to what is necessary.

Screening

The purpose of screening is to identify the potential presence of a particular problem, to indicate
whether or not there is a need for a more comprehensive assessment. Screening instruments
should contain language appropriate for the adolescents' age, culture and so on; give the 'big
picture'; and be easy for a broad range of professionals to administer.

Assessment

The main purposes of assessment are: a) to accurately identify whether or not an adolescent
needs treatment; b) to identify other support people who can be involved in the assessment and
treatment, c) to inform a treatment plan; and d) to provide baseline information for monitoring
progress. Assessment needs to incorporate a comprehensive review of a variety of areas in the
youth's life via multiple methods including interviews, observation, and the use of external
sources of information. Various criteria for assessment instruments are presented, including: the
usefulnes of the information it provides for treatment planning and evaluation, ease of
administration, reliability and validity, appropriateness and acceptability of the language to the
target population and the cost of materials. In some cases, there could be a need for more in-
depth and definitive diagnostic assessment of one or more particular area.

Validity of self-report

Screening and assessment procedures that use self-report data need to consider the
willingness and ability of the client to give accurate information; to ensure that those factors
known to affect the accuracy of self-report are managed and that scales to detect response bias
or inaccuracy are built into assessment instruments.

The assessor

Assessment of each client should be coordinated by a single, appropriately trained person;
spreading responsibility for assessment can lead to unnecessary duplication or issues being
missed.

The family
Itis recommended that the family be assessed at the time of assessing the youth or immediately
afterwards. Assessment officers, therefore, need to be trained and skilled to assess families.

Coordination
Ideally, there should be coordination of screening and assessment across geographic areas.
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6 Treatment-outcome research: a review

Treatment interventions

Adolescent treatment-outcome literature: The results of single-group studies of treatment
outcome for adolescents with substance problems are largely inconclusive in determining
effectiveness of interventions.

The controlled treatment-outcome research on interventions for substance-use problems
in adolescents is limited to a small number of unreplicated studies. The results generally
indicate that the effects of intervention against no-treatment or wait-list control interventions is
positive. No single approach is clearly superior to any other, based on available evidence.
However, behavioural methods and family therapy have some evidence of efficacy from
randomised treatment-outcome studies. Given the lack of literature on these promising
interventions with adolescents, the adult literature on cognitive-behavioural interventions and
family therapy has been reviewed.

Social skills and cognitive restructuring: There is consistent and impressive evidence
that the addition of social skills-training and cognitive-restructuring techniques (particularly in
combination) to an alcohol-treatment program, helps to reduce alcohol consumption in the short
term and the long term. It is not imperative that clients demonstrate social skills deficits to
benefit from this treatment. However, clients should be assessed for cognitive deficits as these
could interfere with effective learning of the skills.

Family therapy: Family therapy might be an effective intervention with selected clients in
substance-dependence treatment programs when delivered by adequately trained therapists.
There is no evidence that family therapy is effective with opioid users under other conditions.

Implementation variables related to cost and/or effectiveness

Treatment setting and duration: Based on the results of a number of well-conducted,
controlled clinical trials it has been concluded that there is no evidence that treatment delivered
on a residential basis is superior to intervention delivered on a sessional or non-residential basis
for people dependent substances, overall. Nor is there any evidence to support the view that
residential treatment is superior to day-patient intervention. However, it could prove that
residential care is suitable for specific sub-populations of substance-dependent individuals, such
as those requiring supervised detoxification, respite care, or who (because of the extreme
severity of substance-use problems) require an intense form of supervised intervention.

Group versus individual format: Most psychological interventions that can be
conducted on an individual basis can also be conducted on a group basis.

Characteristics of effective therapists: Itis recommended that therapists be trained in
skills that enable them to: show empathy; develop a warm and supportive relationship with the
client; have an organised approach to each case; anticipate client difficulties; plan for, and
assist, the client in practising strategies to deal with potentially difficult situations; and make
appropriate referrals.

Treatment fidelity: It is recommended that well-developed and articulated treatment
manuals and protocols be used in the treatment of substance-use problems. There should be
full specification of all of the treatment procedures advocated, and there should be complete
instructions about how the interventions are to be implemented. This structured approach
should be supported with appropriate training and supervision to agency staff.

Follow-up: With alcohol problems, there should be some continued assistance (that is,
‘after-care’) available at the end of intervening with clients, to extend the intervention. This
assistance should be structured and scheduled. The client should return for follow-up
appointments whatever their drinking status.



Clinical opinion

There is a large opinion-based literature on treatment methods for adolescents with substance-
related problems. While not conclusive, some of this literature was presented in the report, for
example:

o substance-resistance skills-training and life-skills training can be useful

o intervention plans need to address educational needs as it could be necessary to make
up for lost time

. parents might need to learn effective and appropriate parenting skills and more realistic
expectations of their children; they might also need treatment for their own substance-
use problem

° helping adolescents develop satisfying and attainable substance-free activities can be
useful.

7 Retention in treatment

Increasing retention in treatment is important because it has generally been associated with
improved treatment outcome. Client variables that have been associated with retention in
treatment include: age (being older), education, type of psychopathology, involvement of family
and/or friends and lack of active coping skills. Client variables that have been found to be
unrelated or inconsistently related to retention include legal pressure and severity of
psychopathology. Program variables that could be important to retention include the program
environment and the treatment staff. Implications for service delivery are discussed in Chapter
Six.

8 Survey of services and service providers

A small survey of a representative range of youth services or youth service providers was
conducted to obtain a) descriptive information about the range of services currently available to
the target group, including specific adolescent drug-treatment services and other related
services; and b) key informant information about service provision to the target group.

The information from service providers shows that there seems to have been a few main
messages:
. when planning and implementing an adolescent service, the adolescent's perspective

needs to be considered, that is, adolescent tendencies, developmental stages, issues

and needs, and cultural background,;

though difficult, balancing consistency and flexibility is necessary;

services need to be holistic and better coordinated with each other; and

services need to be close to the youth's home, or at least link in with other services that

are close to the youth's home, so that continuous support can be provided.

That is, services need to have a client-focus, address all the clients' needs and do so in a user-
friendly manner. No single service delivery method (residential, non-residential or outreach;
substance-specific or non-substance-specific) is seen as superior. Rather, a range of service
delivery methods, as well as a range of service components, are seen as necessary for the
various youths who make up the target group. Whether all such services can be delivered by
one organisation is doubtful. Rather, the service system must be better coordinated so that
client-treatment matching, case management and system planning can be facilitated.

9 Youth consultations
Youth consultations were conducted to collect information on the target group's a) experience of
substance treatment (what they did, and did not, like, what worked, what did not) and b) ideas
on what they would, and would not, like in a new service.

All of the issues raised by the youths had also been raised by service providers.
However, the young people consulted were particularly concerned about having a say in their
treatment, having some autonomy, and being understood and respected. These are rights that



adults expect and take for granted but that do not seem to be granted, to young people in
treatment, at least not to the degree that young people would like.

10  Synthesis: implications for service planning and delivery

Program delivery model

No single service delivery model has been shown to be superior in adolescent substance
treatment. Rather, it could be pertinent to focus on treatment matching. Unfortunately, however,
treatment matching is hampered by a) a lack of information based upon controlled studies on
treatment matching and b) a lack of assessment procedures and service options: adolescents
tend to go to services that happen to be close or that happen to have a space, rather than the
service that would best suit their situation.

Program philosophy
Two principles were repeatedly and emphatically promoted throughout the course of this study:
holistic treatment and harm-reduction.

Program issues
A number of issues that apply to all youth services were raised by the information sources of
this study:
adolescents are not adults
treatment is a process, not an event
substance use serves a function for young people
rules and boundaries were among the most important components of a program for
client outcome, even though the clients complained about them
o it is important to not label adolescents who use substances in a maladaptive manner
networking and collaboration among services is essential for youth services.

Program objectives

Abstinence is no longer the only treatment goal. Treatment objectives now need to be more
holistic and based upon thorough assessment, knowledge of what is valuable for adolescent
drug treatment, consideration for what is achievable, particularly in light of the client's readiness
to change, and the informed opinion and wishes of the client.

Program content
Itis unlikely that any program can include all of the components that are necessary to deal with
all of the problems facing young people with substance-related problems. Components include:
. family and peer programs
physical and other recreational activities
services for dealing with the range of issues that accompany substance misuse, whether
they be causal, consequential or correlational (for example, child sexual abuse,
psychological problems, medical problems)
practical assistance (for example, organise or provide accommodation)
mechanisms/strategies for behaviour modification (for example, a reward or levels
system) might be necessary
skills-development programs (for example, social skills, communication skills, living
skills) and cognitive restructuring
educational and vocational programs
counselling
. outreach for attracting adolescents into a program before they are coerced to do so
graduated withdrawal and structured, scheduled after-care
monitoring and evaluation.
Most interventions can be implemented in a group context with greater cost-effectiveness
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Program duration
Adolescents with substance-use problems need continuous assistance, not just a discrete
program.

Program documentation
Documented policies and procedures are crucial to the delivery of a quality service.

Youth participation

Youths want and need to participate in their treatment program, rather than being just told what
to do. Their involvement in setting rules, program development, their own treatment plan, and so
on, ensures they have a commitment to the program and assists the program to meet their
needs.

Accessibility

Preference has been expressed for a lot of small services, geographically dispersed so that a)
youths can be close to community and family supports and b) services do not have the
atmosphere of a large institution.

Appropriateness for all

There seems to be little support for a principle of specific programs for specific groups,
particularly as there are so many overlapping subgroups of adolescents that such a principle
would be impractical. Furthermore, 'special’ programs for 'special’ people can be counter to the
notions of treating people as individuals and of mainstream society accepting and understanding
the diverse range of people who make up society. Staff training and program policies need to
ensure that programs can be attractive and appropriate to all youths with substance-use
problems. Occasionally, there might be some basis for a small number of specialised programs.

Attractiveness

Services tend to be unattractive to youths: youths are fearful of most services, the staff and what
they will do to them. This acts as a barrier to seeking treatment and, once in, youths do not want
to stay in services that they do not like or do not feel comfortable in. Services need to be
perceived as attractive, relevant, credible, and confidential to attract and retain clients.

Staff

Staff teams need a variety of backgrounds as there are a variety of needs that no single person
would be likely to meet. Whatever the background, they need to be trained, psychologically
mature, stable, and supervised by a coordinator. Furthermore, young people are particularly
concerned that the staff cares about them: a supportive staff team is seen as crucial to their
progress.

Study limitations

Most data upon which this report's synthesis of knowledge of best practice has been based was
clinical opinion. The dearth of randomised controlled trials means that we plan on the basis of
(at best) educated guesses, not upon proven facts.

11  Proposal for a new program for adolescent substance abusers
On the basis of the information collected for this study, the Ted Noffs Foundation's program for
adolescents with substance-use problems has been redesigned as follows:

Goal To increase the ability of clients” to manage their lives effectively.
Objectives: 1. To decrease harmful substance use by clients

2. To decrease problem behaviours by clients

3. To improve intrapersonal and interpersonal functioning by clients.
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Rationale:

Content:

Evaluation

A holistic perspective is necessary to facilitate sustainable, positive change in
the clients' substance use.

The program includes: case management, education and training, a family
program, support and counselling, drug-free activities, incentives for behaviour
madification, and aftercare. Participation can be residential or non-residential.

Three studies are planned to evaluate the program. Firstly, a process evaluation
using action research methods will be conducted to monitor program
implementation and effect; results at this stage will be used to fine-tune the
program. Second, a randomised controlled trial is to be used to test the
effectiveness of the program relative to assessment and referral. Finally, an
economic evaluation of the program is to be conducted to determine the cost-
effectiveness of the program.
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1 Introduction

1.1 Background to this project

In 1979, the Wayside Foundation (renamed the Ted Noffs Foundation in 1992) took over the
management of the Errol Flynn Children's Refuge in Kings Cross, Sydney. This refuge was
initially established for ‘teenage runaways', as they were called in the 1970's. Over time, the
refuge developed into a drug-treatment program for adolescents, based upon the 12-step
model. By the early 1990's, this program was seen to need to change to keep up with current
knowledge of best practice as documented by the Quality Assurance Project. % ® Funding was
obtained from the New South Wales Drug and Alcohol Directorate for a review of best practice
in treatment for adolescent substance abusers, the design of a new drug-treatment program for
adolescents, based upon that review, and the design of an evaluation plan for the new program.
Information sources used for the review included the research literature, clinical opinion, and
consultations with youth. This report documents the review of best practice and outlines the
program plan and evaluation plan designed on the basis of that review.

This review does not encompass business management or quality assurance issues.
Principles of best practice in these areas that are as applicable to youth treatment services as
they are to other services are documented elsewhere. *

While all three authors contributed to the whole report, primary responsibility for certain
chapters was delegated to different authors. Chapter 5 was written by Richard Mattick, Chapter
4 was primarily written by John Howard and the rest of the report was written by Catherine
Spooner. There is some overlap in Chapters 1 to 8, as the same issues are reviewed and/or
discussed from the different perspectives of each chapter. The issues are brought together in
Chapter 9, that is then used to inform the program plan in Chapter 10.

1.2 Definition of the target group
The target group for this project has been:

young people aged 11 to 18

with a maladaptive pattern of substance use that meets the criterion of dependence or

abuse as defined by the Diagnostic and Statistical Manual of Mental Disorders (see this

chapter, Tables 1.1 and 1.2) ®> (DSM-IV)

requiring assistance because of the maladaptive pattern of substance use

living in New South Wales.

It is anticipated that the findings of this project can be generalised to other such youth in
Australia and in other similar cultures such as in the USA, the UK, and Canada.

The appropriateness of using the DSM-IV criteria for diagnosing substance abuse by
youth has been questioned, particularly in relation to problematic alcohol use. ®’ Bukstein and
Kaminer discussed differences between adolescent substance use and adult substance use
that suggest that an adolescent-specific diagnostic system is required. ® These include
differences in the stability of abuse, patterns and consequences of use and the social, peer, and
developmental contexts of use. Furthermore, many of the symptoms of substance abuse could
actually be symptoms of a other or co-existing problems to which adolescents are particularly
prone, such as a co-existing psychiatric disorder, family problems, or a problem behaviour
syndrome, as described by Jessor and others. ° ° However, a careful analysis of the
appropriateness of the criteria for adolescents by Kaminer supports the use of DSM-IV criteria
for adolescents, at least until well-validated and widely accepted adolescent-specific diagnostic
criteria are established. **



Table 1.1 Criteria for Substance Abuse from the Diagnostic and Statistical
Manual of Mental Disorders (DSM-1V)

A. A maladaptive pattern of substance use leading to clinically significant impairment or
distress, as manifested by one (or more) of the following, occurring within a 12-month
period:

(1) recurrent substance use resulting in a failure to fulfil major role obligations at
work, school, or home (e.g., repeated absences or poor work performance related
to substance use, substance-related absences, suspensions, or expulsions from
school; neglect of children or household)

(2) recurrent substance use in situations in which it is physically hazardous (e.g.,
driving an automobile or operating a machine when impaired by substance use)

3) recurrent substance-related legal problems (e.g., arrests for substance-related
disorderly conduct)

4) continued substance use despite having persistent or recurrent social or
interpersonal problems caused or exacerbated by the effects of the substance
(e.g., arguments with spouse about consequences of intoxication, physical fights)

B. The symptoms have never met the criteria for Substance Dependence for this class of
substance.
Table 1.2 Criteria for Substance Dependence from the Diagnostic and

Statistical Manual of Mental Disorders (DSM-IV)

A maladaptive pattern of substance use, leading to clinically significant impairment or distress, as
manifested by three (or more) of the following, occurring at any time in the same 12-month period:

Q) tolerance, as defined by either of the following:
€)) a need for markedly increased amounts of the substance to achieve intoxication
or desired effect
(b) markedly diminished effect with continued use of the same amount of the
substance
(2) withdrawal, as manifested by either of the following:
€)) the characteristic withdrawal syndrome for the substance (refer to Criteria A and B
of the criteria sets for Withdrawal from the specific substances)
(b) the same (or closely related) substance is taken to relieve or avoid withdrawal
symptoms
3) the substance is often taken in larger amounts or over a longer period than was intended
4) there is a persistent desire or unsuccessful efforts to cut down or control substance use
(5) a great deal of time is spent in activities necessary to obtain the substance (e.qg., visiting

multiple doctors or driving long distances), use of the substance (e.g., chain-smoking), or
recover from its effects

(6) important social, occupational, or recreational activities are given up or reduced because
of substance use

(7 the substance use is continued despite knowledge of having a persistent or recurrent
physical or psychological problem that is likely to have been caused or exacerbated by the
substance (e.g., current cocaine use despite recognition of cocaine-induced depression,
or continued drinking despite recognition that an ulcer was made worse by alcohol
consumption)

1.3 Terminology
Labels, such as 'drug addict’, have been used in the pastin a manner that has been derogatory
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towards people who use substances and people who have problems that are related to or
exacerbated by substance use. As much as possible, this report uses terminology which is
commonly used and accepted in academic publications. We would like to emphasise that the
use of terms such as 'substance abuser' neither denotes blame nor suggests moral
condemnation of the substance user. Such terms are used in a very specific sense, as defined
below.

The term 'substance abuse' is used in this report to denote substance use that is
consistent with a diagnosis of substance abuse, as defined in the DSM-IV (see above). The
term 'substance abuser' is used to denote people whose behaviour is consistent with the
diagnosis of substance-abuse disorder.

Terms such as 'substance misuse' and 'problematic substance use' are used to refer to
substance use that is risky or harmful to the well being of the user or others, but might or might
not be sufficient for diagnosis as substance abuse or substance dependence under the DSM-IV.

Where the term 'substance use'is used, the use may be anything from experimental use
to dependent use, as defined by the World Health Organisation **:

. ‘experimental use' that might or might not continue

. 'functional use' that serves some purpose, such as for recreation, but does not cause
problems for the user

. ‘dysfunctional use' that leads to impaired psychological or social functioning

. ‘harmful use' that is causing damage to the user's physical or mental health and

. ‘dependent use' that could involve tolerance, withdrawal if use is ceased and continued

use despite severe consequences.

The World Health Organisation's categories of dysfunctional use and harmful use would
probably fall under the category of substance abuse in the DSM-IV criteria.

'‘Substance dependence' is rarely specifically mentioned in this report, mainly because a)
the majority of youth who are seen by treatment agencies tend to have problems about
substance abuse rather than substance dependence and b) the expression 'substance abuse
and/or dependence' is clumsy. However, most of the time, where 'substance abuse' is
mentioned, 'abuse and/or dependence’ would be applicable.

The term 'substance’ is used to denote any substance that is used for its psychoactive
effects. Substances include alcohol, cannabis, amphetamines, hallucinogens, tranquillisers,
inhalants, and opioids.

The term 'drug-treatment program' is used to refer to any intervention or set of
interventions designed to enable clients to manage their substance use. This term is not an
ideal one, in the sense that it denotes a medical cure. However, it is a commonly accepted term
for the notion just described.

Tobacco use, while a significant public health problem, is not addressed in this study.
The main reason for not including tobacco use is that it tends not to be associated with the
social dysfunction that is associated with the misuse of other substances.

1.4 Nature and extent of substance use
To facilitate an understanding of the nature and extent of substance use by adolescents, the
following statistics are presented:a) population statistics on substance use and b) statistics on
substance use from surveys of substance users. Details of the studies discussed below are
presented in Appendix I.

At the time of writing (1996), statistics on the number of adolescent substance abusers
and the demand for specific services were not available. A review of the problems of making
such estimates has been reviewed elsewhere. *3
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1.4.1 Population statistics

As part of the National Drug Strategy (NDS)°, the Commonwealth Government has
commissioned a series of national household surveys of substance use in 1985, 1988, 1991,
and 1993. * The 1991 survey included an additional sample of 367 respondents, aged 14 to 19
years, so data from that survey are discussed below. *°

Alcohol

Alcohol is the most widely used substance in Australian society: in 1991, 94% of all respondents
had tried it and 53% of respondents reported that they drank alcohol once a week or more.
Although adolescents (17%) were less likely than adults (40%) to drink alcohol two or more
times a week, when they did drink they reported higher levels of consumption. To the question:
On a day when you drink alcohol, how many do you usually have?

36% of adolescents compared to 15% of adults reported that they usually consumed five or
more drinks. This level of drinking has been defined as 'excessive' by the National Health and
Medical Research Council. *°

Tobacco

Data from the Australian Bureau of Statistics indicates that smoking has declined by a quarter
since the late 1970s. This change has mainly been the result of people giving up smoking rather
than a reduction in the uptake of smoking. '’ In 1991 25% of males and 21% of females
reported that they were regular smokers. Among the young people age 14 to 19, 14% of males
and 22% of females were regular smokers. This was the only age group in which more females
than males smoked. Increased uptake of smoking by young females has been of concern in
Australia in the 1990's. *’

Pharmaceutical products

There is widespread concern about the health, social and economic costs associated with the
inappropriate use of prescribed and over-the-counter medication in Australia. ” Nearly one-third
(32%) of the national sample had tried tranquillisers. Adolescents were less likely than adults to
have ever tried tranquillisers, 12% of female adolescents and 7% of male adolescents versus
32% of adults overall.

Cannabis

Cannabis remains the most commonly used illicit substance. About one-third (30%) of
respondents reported that they had ever tried cannabis, 22% had used it in the past year, 13%
had used it in the last week. Overall, the prevalence of having ever used cannabis by
adolescents was similar to that for adults. In 1991, adolescent males (39%) were more likely to
have ever used cannabis than adolescent females (27%). Among those who had ever used
cannabis, adolescents were more likely than adults to have used within the last year (72%
versus 35%). These statistics suggest that cannabis is primarily used during adolescence, and
that use tends to cease in adulthood.

Other illicit substances
About 95% of respondents had never tried either opioids or cocaine. Of those who had tried one
of these substances, three-quarters had not used it in the previous twelve months, suggesting
that frequent or regular users represented no more than about 1% of the population.

The prevalence of inhalant, hallucinogen, and amphetamine use, within the general
community was also very low. Of those who had ever tried one of these substances, more than
two-thirds had not used them in the previous twelve months, suggesting that most use has been

*The NDS was previously known as the National Campaign Against Drug Abuse (NCADA).



experimental or short-lived.

Comparative data between adolescents and adults on the use of other illicit substances
are not provided by this report, presumably because of the small number of illicit substance
users surveyed.

Studies of general youth populations, such as school student surveys *® and household
surveys of teenagers, >** have reported similar patterns of adolescent substance use to the
NDS survey, although the exact prevalence rates vary with different sampling methods and
differently worded questions. For example, among adolescents from these other surveys, 58%
to 90% described themselves as current drinkers, 11% to 22% indicated that they drank heavily
when they did drink, 20% to 26% of the samples were current smokers, 10% to 25% of the
samples smoked cannabis and less than 5% of the samples used other illicit substances.

Summary
In summary, it appears that the most commonly used substance in the general community is
alcohol, the most commonly used illicit substance is cannabis, and that other illicit substances
are rarely used. Adolescents appear more likely to drink excessively when they do drink and to
be current users of cannabis than adults.

General population surveys are valuable in that they give a general picture of substance
use in the community. However, as stated by the authors of the NDS survey report, such data

are of limited value for describing harmful substance use:
National household surveys of the sample size used here cannot produce enough respondents who engage in
marginal or deviant activities. As a result, the conclusions that can be drawn from the data are limited in terms of
understanding who used these drugs and why they use them. ** (p.48)

Studies of young substance users have been necessary to learn more about their patterns of
substance use. Such studies are described below.

1.4.2 Surveys of substance users

Numerous Australian studies of substance users have been conducted to get a more detailed
picture of patterns of use than can be obtained from general population surveys. The sampling
methods, data collection strategies and research questions of each of these studies vary. The
implications of such variations have been discussed elsewhere. > ? The intention here is to use
these Australian studies of substance users to describe the illicit substance use patterns of
young people in treatment, relative to illicit substance users not in treatment.

1.4.2.1 Studies of young illicit substance users

From Australian studies of young illicit substance users®, 242 it appears that those who use

illicit substances tend to:

. be polysubstance users, that is, use more than one type of substance

. use alcohol frequently and drink amounts of alcohol that are risky or harmful to health
when they do drink, relative to the recommendations for safe drinking of the National
Health and Medical Research Council (NHMRC) *°

. use cannabis and amphetamines

. not use opioids.

However, there are currently some indications of an increase in the use of opioids among young

people.” Specific indicators have come from:

®Entry criteria for each study varied slightly - see Appendix I.

"Professor Wayne Hall, Director, National Drug and Alcohol Research Centre, Sydney. Personal
communication, August, 1995.



. ethnographic research with adolescent heroin users in Cabramatta 2’

. Dr Shane Darke, National Drug and Alcohol Research Centre, recruited opioid injectors
in the standard manner for a survey and found that the average age of users was in the
mid-twenties, rather than the usual mid-thirties. Furthermore, Darke's research has
suggested that those who inject amphetamines have been quickly crossing over to
injecting opioids

. some treatment agencies have been reporting an increasing number of young opioid
users.

A minority of young illicit substance users expressed concern about their substance use and few
had undergone treatment for their substance-use problems. Most perceived that their use was
recreational and in control. This perception was supported by the finding that most young illicit
substance users were not using illicit substances on a daily basis, although alcohol was high
relative to NHMRC recommendations.

1.4.2.2 Studies of users of specific illicit substances
Among opioid users who were older than 18 years:

. use of alcohol, tobacco, and prescription substances was high
. injecting was the norm
. sharing of injecting equipment was common among those not in treatment.

Among cocaine users aged 14 to 35 %, the use of all other illicit substances was more
common than among non-cocaine users.
Among amphetamine users, aged 15 to 49 years *:
the use of cannabis and alcohol was high
most did not use regularly or frequently
about half usually injected amphetamines
about one-third were classified as dependent
two-thirds had never had treatment
amphetamines and cannabis were the two most preferred substances.
Among adult recreational cocaine users *, 31% had ever injected cocaine, 16% did so
on a regular basis, and it was asserted that most (if not all of this sample) appeared to be in
control of their use.

Among mostly adult users of ecstasy® 3 *:
° most used cannabis and about half used amphetamines
° opioid use was uncommon
° misuse (for example, daily use) of ecstasy was rare.

Comparisons among studies of users of specific substances are difficult not only
because of the different research methods employed for each study, but also because of the
different research agendas behind each study. Furthermore, the validity of simplistic
comparisons between, for example, amphetamine users and opioid users, is problematic
because most substance users, particularly younger substance users, tend to be polysubstance
users. * These studies are, however, useful for gaining some insights into the use of specific
substances, particularly when use of those substances is sufficiently rare that other studies yield
little specific information.

8Ecstasy is the street name for the substance 3,4-methylenedioxymethamphetamine or MDMA
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1.4.2.3 Studies of injecting substance users

Studies of injecting drug users (IDUs) have included younger respondents, but most
respondents have been in their twenties and thirties. * *® One study that investigated
differences between older (23 years or older) and younger (less than 23 years) IDUs was
conducted in Perth. 3" It was found that, relative to older IDUs, younger IDUs:

. used more stimulants and LSD

. used fewer opioids and benzodiazepines

. were more likely to inject all or most of their substances.

1.4.2.4 Studies of young people with a high likelihood of illicit or problem substance use
Studies of young people who use inner-city health and welfare agencies *¥, homeless youth *,
street-kids *° and young offenders in Juvenile Justice facilities ** have found that these groups
tend to be characterised by:

. polysubstance use

. heavy use of alcohol

° use of illicit substances, particularly cannabis, amphetamines, and prescribed
psychoactive drugs.

. opioid use and injecting drug use as a minority activity:

- recent opioid use ranged from 9% to about half of the samples

- injecting drug use, ranging from 18% to about half of the samples

- a significant minority of injectors (25% to 38%) reported that they shared
injecting equipment.

1.4.2.5 Studies of clients of drug services

The majority of adult clients of drug-treatment programs tended to have used and to have had
primary problems with opioids. 2% 3% “* % Use and/or problems with alcohol and prescribed
psychoactive substances were also reported by a significant minority. Reported problems with
cannabis use were rare.

Among clients of Dunsmore House, a community-based, residential, drug-treatment
program for adolescents, the main substances of abuse for males were cannabis (31%) or
alcohol (28%); for females the main substances of abuse were opioids (31%). ** Between 1989
and 1995, there was a steady decrease in alcohol as the main substance of abuse (37% to
16%) and an increase in cannabis as the main substance of abuse (12% to 32%). There was a
sharp increase in heroin as the main substance of abuse from 12% in 1992-3 to 29% in 1994-5.
Miller also noted that the substance of abuse is not necessarily the substance of choice. The
substances of first or second choice for clients of Dunsmore tended to be alcohol (45%), heroin
(33%) cannabis (32%), or amphetamines (21%). ** (See Appendix )

1.43 Summary
Comparisons between adults and adolescents, substance users and substance misusers are
difficult when studies use different sampling methods, data collection methods, and
guestionnaire items. However, a general contextual picture of adolescents with substance-use
problems emerges. Firstly, they are a minority of the adolescent population, in fact, they are
even a minority of the population of young illicit substance users: most young people who try
substances do not develop significant problems as a result of their substance use. *° Second,
they are polysubstance users, with the main substances of abuse varying between males
(cannabis and alcohol) and females (opioids). The extent of opioid use is not seen among the
broader population of young illicit substance users; the extent of preference for stimulants and
cannabis differs to preferences of adult clients.

How does this pattern compare with the pattern of adolescent substance use overseas?
There is no shortage of information on substance-use patterns in Western countries. For
example, in the USA, surveys have been conducted with homeless youth *’, "street"
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adolescents' *, juvenile detainees *°, school students , adolescent clients of drug-treatment
programs % >3, the general population ** and minority groups °* *® to name a few. It is beyond
this report to review the patterns of substance use for each country and such reviews exist
elsewhere. °"*® Suffice to say that, although there are international differences, we have more in
common with each other than in conflict - particularly the tendency for polysubstance abuse
(rather than single-substance abuse) among adolescent substance abusers. Consequently,
research from other Western countries, such as the USA and Britain, is generally relevant to the
Australian context, and vice versa.

1.5 Cost of treatment

Estimating the economic costs of substance abuse and dependence is difficult and complex, but
a recent exploration in Australia by Collins and Lapsley estimated that at least $18,845 million
was incurred in 1992 by the Australian community as a result of all past and present substance
abuse. *° This figure represented a 26% increase on the estimate for 1988. Tangible costs, such
as health care services and benefits, loss of production, law enforcement and welfare accounted
for about 60% of this amount, with the remaining 40% made up by intangibles, such as pain and
suffering, and consumption forgone by the deceased.

One tangible cost is the provision of treatment services. Ali, Miller and Cormack provided
estimates for 1988 of $581 million for alcohol, $609.6 million for tobacco and $29.9 million for
'illicit substances' being the cost of health care. °° They acknowledged that these figures must
be viewed with caution, as many costs were not included, and the potential costs of not
providing treatment need consideration.

Despite these estimation exercises, the cost of treatment provision remains unclear,
other than it represents a considerable public, and private outlay. Consequently, it is important
that programs are as effective as they can possibly be.
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Table 1: Summary of Australian surveys of population substance use (1988-1994)

Authors Method Sample Substances used Other findings
NCADA *2 National household survey | Random sample Substances used in past 14-19 All
year: 14-19 year olds and Tobacco: regular smoker 18 23
N (total) = 2,483 all ages:
14-19 All | Alcohol: drink at least once a month 55 70
14-19 year olds = 531 cannabis 24 13 drank 7-12 drinks in one session 14 8
amphetamines 4 3
barbiturates 2 2 | Injecting: ever injected 2 2
cocaine 11 injected in past year 1 1
hallucinogens 5 2
heroin 11
inhalants 4 1
ecstasy 3 1

Levy and Pierce
3,4

Longitudinal household
survey

Random sample of
youths aged 14-19
years

N =996 in 1985
N =754 in 1986
N =544 in 1988

Substances used ‘now’,
1985 and 1988 samples:

1985 1988
tobacco 21 29
alcohol 81 90
cannabis 10 9
any other illicits 3 2
amphetamines 3.6
hallucinogens 2.3 *
cocaine 1.6 *
tranquillisers 15 <0
heroin 0.6 *
inhalants 05 <05

* (not provided)

1985 1988
Among drinkers:
light drinkers 47 32
mod. drinkers 24 36
heavy drinkers 11 22

ever injected

not provided

Blaze-Temple et al >

Household survey

Random sample of
youths aged 13-17
years

N=1,105

Substances currently

used:

alcohol 58
tobacco 26
cannabis 19
glue 5
speed 2
LSD 1
cocaine 1
heroin 1

Drinking frequency:

never 22
rare/occasional 46
frequent 32

18% usually drink 5+ drinks when drinking

Cooney, Dobbinson,
Flaherty, 1994

School survey, self-
completion

Government and non-
government secondary
school students in
NSW, Years 7-11.

Substances ever used
and substances used in
last month:

Ever Month

alcohol 67 37

Heavy drinkers (defined as those who consumed at least 5
drinks in a row at least once in previous fortnight): 22%
(males); 17% (females)
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Authors Method Sample Substances used Other findings
Age: range=12-17 tobacco 38 26
cannabis 25 14
N=3,828 inhalants 31 7
sedatives’ 10 3
stimulants 7 3
hallucinogens 7 3
narcotics 4 2
IDU 4 2
*(non-medical use)
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Table 2: Summary of Australian surveys of users of illicit substances (1987-1993)

Authors

Method

Sample

Substances used

Other findings

Plant, Macaskill, Lo,
Pierce, 1988 ®

Probability sampling, face-
to-face interviews

Criteria: aged 15-30
years, had used an
illicit substance in the
previous twelve
months

N=841

Substances used in
previous 12 months by
the 15-19 year olds

(n=185):

M F
excess alcohol 80 86
cannabis 89 97
pills etc 24 29
hallucinogens 13 7
cocaine 76
heroin 26
mulitple illicits 3027

When asked who they would and would not seek help from
if they or a friend had a problem with substances, most said
they would seek help from existing health services and
counsellors, and that they would not seek help from
parents (19%) and priests (33%).

Reilly, Homel, 1987 °

Recruitment via street-
intercept, peer
interviewers, face-to-face
interviews

Criteria: aged 15-18
years, used at least
one illicit substance
other than cannabis in
previous month

N=1,071

Substances used in
previous month:
96% alcohol

24% alcohol 4+ times a
week

94% cannabis

72% amphetamines
49% cocaine

48% tranquillisers
41% designer drugs
40% hallucinogens
30% barbiturates
23% opioids

21% inhalants

Main reasons for use tended to be because they liked the
high (31%) or for social fun (16%). A minority of the sample
used substances to cope with negative feelings (7%) or out
of boredom (11%).

One-quarter of the sample had decreased their substance
use and 4% had given up substance use in the previous
three months. The main reasons for this were a) health
reasons, b) or a concern that took too many c) external
circumstances. One-quarter of those who quit (but few of
those who cut down) said they did not want or need
substances anymore.

Spooner, Flaherty,
Homel 1993 *°

a) Recruitment via street-
intercept, peer
interviewers, face-to-face
interviews b) advertised
telephone ring-in, c) focus
groups recruited via
advertisements and youth
workers

Criteria: aged 16-21
years, used at least
one illicit substance
other than cannabis in

previous three months.

Quota: minimum 100
IDUs (161 IDUs
recruited)

Total N=581

Substances used in past:
three  one
months month

cannabis 93 85
amphetamines 61 36
hallucinogens 40 22

ecstasy 36 23
sedatives 31 22
inhalants 20 12
cocaine 20 11
heroin 15 12

alcohol consumption:
94% current drinkers
40% 3 or more days week

Freqguency of use of amphetamines, hallucinogens,
ecstasy, sedatives, inhalants and cocaine by the majority of
users was infrequent: monthly or less. On the other hand,
cannabis and heroin was used more than weekly by about
half of users.

Polysubstance use was associated with use of heroin or
cocaine, not with the use of amphetamines.

11% had received treatment for a substance use problem.
Substances for which treatment was received were heroin
(58%), amphetamines (31%), sedatives (29%) and
hallucinogens (16%). Main forms of treatment were
counselling (34%), inpatient services (32%), methadone
(29%) or detoxification (29%).
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Authors

Method

Sample

Substances used

Other findings

27% usually consumed
5+ drinks when they drank
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Table 3: Summary of Australian surveys of users of specific illicit substances (1990-1994)

Authors

Method

Sample

Substances used

Other findings

Darke, Hall,
Carless, 1990 ™

Recruitment via
advertisements in drug
treatment services and
needle exchanges,
structured interviews at
agencies

Criteria: use of heroin
in the previous six
months

Age: range 19-42;
mean=28

N=100

Use in past month:
71% heroin

21% other opioids
63% alcohol

68% cannabis
10% amphetamines
29% cocaine

56% tranquilliser
3% barbiturates
11% hallucinogens
3% inhalants

94% tobacco

59% were currently enrolled in treatment (_). Differences in injecting behaviours
in the previous month between those in treatment (_ and those not in treatment
(non-_) were:

_ Non-_
had injected a substance 7 98
shared a needle (used after others) 17 46
always clean the needle (base=those who shared) 79 94

Sexual behaviour: in last month, 78% had had sex, 30% had >1 partner, 10%
engaged in prostitution, 21% of those who engaged in casual sex never used a
condom.

The only significant predictor of sexual risk-taking behaviour was the subject's
age: younger IDUs engaged in more risk-taking behaviour.

Hall, Carless, Random digit dialling Quotas for gender, age | Per cent ever tried a Cocaine use unlikely to boom in Australia
Homel, Flaherty, | telephone survey and substance use: substance, cocaine users
Reilly, 1991 *2 approx. 50 cocaine (n=65) versus non-users
users, 100 non-illicit (n=434):
substance users, 300 Non-users Users
potential illicit drug
users (ever tried or alcohol (daily use)12 29
been offered at least cannabis 54 89
one illicit substance) sedatives 8 51
designerdrugs 6 52
Age: 14-35 amphetamines 9 74
heroin 1 34
N=499
Hando, Hall, Purposive sampling: Criteria: used Substances ... Major reasons for using amphetamines: for the effect (the rush/to feel good)
1993 recruitment via drug- amphetamine at least used last ever injected | (81%), have more energy, stay awake (78%), to party and have fun (72%), to
treatment centres and once in the previous month® by injectors | help with work or study (31%) and/or to relieve boredom (25%).
other health sources twelve months. (n=105)
(n=32), advertisement, Usual route of administration: inject (55%), snort (30%), ingest (13%).
peer referral, street- Age: range=15-49, 100% amphetamines 100
intercept and other median=24 86% cannabis Age first used: median=17 years
sources (n=199). 77% alcohol
N=231 30% hallucinogens 24 | 51% females and 25% males defined as suffering a psychiatric disorder.
In-depth, structured face- 32% tranquillisers 23
to-face interviews. 14% amyl nitrate 36% classified as dependent on amphetamines.
° Use in last 6 months and ever also available from the report
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Authors Method Sample Substances used Other findings
2% other inhalants
13% cocaine 58 | As a result of amphetamine use, respondents had experienced problems with
15% MDMA 24 | finances (58%), sex (43%), relationships with partner (39%), friends (37%), or
22% heroin 95 | family (36%), the law (29%) and/or work (16%).
10% other opioids 70
4% diet pills 21 | 34% had received treatment for a substance-use problem, 24% were currently
6% cough medicines in treatment (mostly methadone-maintenance). 41% had felt a need for
4% barbiturates 45 | treatment for an amphetamine-related problem at some time, _ had sought help
from a drug-treatment service, a GP or a psychiatrist.
Preferred substances:
29% amphetamines 35% of IDUs had shared needles.
28% cannabis
17% heroin 26% had ever been imprisoned, 21% had been in a juvenile institution, 39%
9% hallucinogens had been arrested for a substance related offence.
Frequency of use: 57% Relative to those with no experience of treatment, those with treatment
used amphetamines experience were more likely to be older, less educated, unemployed, more
fortnightly or less often. frequent users of amphetamines, to use a greater number of substances, to
report symptoms of amphetamine use and have a criminal history and less
Polysubstance use: likely to share when injecting.
Median number of
substances used in past
month= 3.5
Moore, Ethnographic Recreational illicit High rates tobacco use Some social controls on substance use exist, depending upon the perceived
Saunders, methodology substance users and alcohol; 'enormous’ danger of the substance. However, rules are not always followed.

Hawks, 1992 ™

Age: mostly 11-22

N=30

amounts of alcohol
sometimes consumed
particularly by males
when speeding.
Cannabis use common.
Cocaine, ice and heroin
not used much because
expensive and effects of
latter 2 not liked.

Some ambivalence exists towards 'junkies' as desirable or undesirable.

Mugford,
Cohen, 1989. ©°
16 17

Snowball sample. Self-
completion questionnaire
followed by in-depth
interview. Sample mostly
male, single, educated.

Criteria: used cocaine
within at least last
eighteen months

Age: range=18-49,
mean=28, median=26

N=72

72% current cocaine use
64% cocaine use in past
three months

40% weekly cocaine use
31% ever injected cocaine

Sample included recreational users: they appear to be in control of their use, to
be reasonably healthy, happy and well adjusted, but to have a sharply different
lifestyle to the general popultion. For example, tend to be unmarried, no
religion, not support mainstream political parties. Most used other substances.
Women less likely than men to seek cocaine actively, more likely to receive it.
Cocaine use seen not as pathological, as part of a hedonistic ethic.

Solowij, Hall,
Lee, 1992 1819

Snowball, self-completed
and mail-returned

Criteria: used ecstasy
at least once.

Currently use...

Average consumption of alcohol: 3 to 4 drinks, 2 to 3 days a week.
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Method

Sample

Substances used

Other findings

questionnaire

Age: range=16-48,
Mean=27

N=100

77% cannabis
47% amphetamines
38% hallucinogens
28% amyl nitrate
26% cocaine
11% barbiturates
5% tranquillisers
5% heroin
3% other opioids
0% inhalants

Ecstasy is not conducive to regular and frequent use, making its abuse

potential quite low.
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Table 4: Summary of Australian surveys of injecting drug users (1989-1991)

Authors

Method

Sample

Substances used

Other findings

ANAIDUS, 1992 %
Sydney (n=1245),

(Some variation between
cities) Recruitment via

Criteria: had injected
substances within the

Substance use during a
typical month: via injecti

on

36% had been in prison
58% had current or previous experience with treatment for

snowball. Face-to-face
interviews in health
service buildings, coffee
shops, respondents
homes.

>23 years:n=151

Substances used (not
injected) at least once a
month:

<23 >
methadone 5
LSD 16

23
32
1

Perth (n=196), snowball, referrals, past 2 years (Inj) and via other means substance-related problems (most current
Melbourne (n=356), approaches to (Oth): treatment=methadone).
Brisbane (n=685) acquaintances and Age: range=13-72, Inj Oth
methadone clients and Mean=27
advertising; face-to-face heroin 69 1
interviews in health N=2,482 methadone 5 12
service buildings, coffee codeine 3 8
shops, respondents’ amphetamines 32 3
homes. LSD 2 6
ecstasy 2 3
cocaine 9 <1
barbiturates 1 9
benzodiazepines 2 33
alcohol 0 66
cannabis 0 72
nicotine 0 81
Loxley, Marsh, Lo, Recruitment via Criteria: had injected Substances injected at Relative to older IDUs, younger IDUs:
1991 % advertising, referrals by substances within the least once a month: used more stimulants and LSD
staff at treatment and past 2 years <23>23 | used fewer opioids and benzodiazepines
other agencies, direct heroin 32 83 | were more likely to inject all or most of their substances
approach to individuals, Age: <23years:n= 44 | amphetamine 91 35 | were less likely to have been in treatment

had more sex partners

were less likely to have changed their substance-taking
behaviour because of AIDS

were less likely to use alone

shared needles less frequently, but shared at least some
of the time

had less knowledge of AIDS

were more pessimistic about the long-term outcomes of
AIDS.

MSJ Keys Young,
1989 %

Public clients of the
Needle and Syringe
Exchange Program
(NSEP): choice of
administerion by self,

NSEP staff or study team.

Clients of NSEP

outlets

Age: ->19: 17%
20-24: 26%
25-29: 29%
30-39: 26%
40->: 2%

N=135

Substances most
commonly injected and

other substances injected:

Most Other
heroin 73% 11%
speed 19% 12%
cocaine 6% 20%
other 0 11%
nothing - 57%

Younger occassional IDUs are not using NSEPs, as well
as older, more habitual IDUs.

Younger IDUs tend to not want to keep injecting
equipment at home.
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Table 5: Summary of Australian surveys of high risk groups (1990-1994)

Authors

Method

Sample

Substances used

Other findings

Bunge;/, Faulkner,
1990 2

Recruitment via inner city
health and welfare
agencies, data collection
via structured interview
schedule administered by
youth workers from each
agency.

Service users
Age: range=12-25

N=254

In the previous month:
-92% drank alcohol
-20% males and 4%
females drank alcohol
daily

Substances used in
previous month:
80% cannabis
24% hallucinogens
20% amphetamines
18% non-prescription
17% benzodiazepines
14% inhalants
13% barbiturates
9% heroin
7% other tranquillisers
5% cocaine
4% designer drugs
2% crank

Injecting:

34% had ever injected
18% in the last month:

- 7% injected heroin

- 10% injected
amphetamines

38% IDUs share needles

Reasons for use: to get high 37%, to escape reality 20%, relaxation 12%,
something to do 11%, peer pressure 8%, other 12%.

Problems as a result of alcohol use: more than 20% cited: arguments, fights,
arrest.

Problems as a result of substance use: more than 20% cited arguments, fights,
getting arrested, losing friends, working less, emotional health problems, financial
problems, legal problems and/or overdose.

Perceived need for help: more than 20% cited: getting a job, job training, filling in
spare time, legal problems, dental problems, housing, personal problems, family
problems, money. 33% males and 12% females wanted help with food. Just on
20% cited that they wanted help with substance problems.

24% females and 7% females admitted they had been sexually touched by a
member of the family.

70% of the sample reported alcohol and/or substance abuse in their family.
Males were more likely than females to engage in crime to obtain money for
substance. more than 20% sample had engaged in shoplifting, robbery, car theft,
housebreaking, assault, dealing and begging.

Howard, 1991

Snowball sampling,
starting with services
whose clientele and
contacts comprised young
people who had left home
and 'homeless', for
example, living in refuges,
supported accommodation

Homeless youth

Age: range=13-20,
mean=17

N=192

Polysubstance use was
the norm.

The per cent who had
ever used and the per
cent who had ever used
regularly or heavily

(misused):

used misused
nicotine 94 90
alcohol 90 75
cannabis 87 79

pain relievers 78 54

-9

The majority reported physical and sexual abuse; violence and negative
relationships as major factors in leaving home. About half had a family member
who had a substance problem.

Those who had been sexually abused were significantly more likely to engage in
prostitution (48%) than those who had not been sexually abused (22%).

Crime, prostitution (30% of males; 45% of females) and Social Security benefits
were their main means of survival.

Safe sex practices were not common, except when prostituting.

28% saw their current substance use as a problem.

About one-quarter of IDUs admitted to sharing needles, 80% of those who shared
were also engaged in prostitution.

Most did not like themselves and reported symptoms of emotional
distress/disturbance and that there was not much point of living and that they
were bored with their lives.




Authors

Method

Sample

Substances used

Other findings

sleeping tablets 71 38

anti-anxiety 61 36
other medicine 64 32
stimulants 64 36
hallucinogens 59 36
narcotics 54 34
inhalants 37 14

Suicide attempts had been made by 82% of females and 61% of males.
Substances were perceived as an opportunity to feel good and to deal with
boredom.

31% talked frequently to street workers and they were not really trusted by most.
52% of females claimed to have been pregnant at least once, 54% of males
claimed to have caused at least one pregnancy.

Porritt, 1991 2

Face-to-face interviews by
1 experienced interviewer
and 2 peer interviewers
(people in their early
twenties who had
experienced similar
lifestyles to respondents)
Snowball sampling with
entry points including
drop-in centres and
approaches to strangers.
$10 payment to
respondents.

Sydney street-kids: 14
to 19 year olds actively
involved with others of
similar age in a social
network which
included a substantial
proportion who a)
currently lacked secure
shelter (living in a
squat, on the street or
in termporary
emergency
accommodation)
and/or b) were moving
from place to place,
largely with friends and
acquaintances

N=82

Substance use in past
year and past three
months:

year 3mth
cannabis 93 89
amphetamines 71 60
barbiturates 41 29
cocaine 43 27
hallucinogens 61 49
heroin 38 29
inhalants 62 54
ecstasy 52 43
self-injected 54 43

Average number of
substances used=6.3

Among injectors: 58% had

injected within the
previous week, 27% had
injected that day, 40%
described themselves as
daily injectors.

76% were unemployed.

Exposure to, and acceptance of, substance use was high; however, there was
some concern about the adverse effects of alcohol and substance misuse on
themselves and on society. Tobacco and cannabis, however, were seen as
benign.

While current illicit substance use tended to oscillate (‘'use when possible’), shifts
to heavy use or to non-use were possible.

This report specifically compares results with a random sample of 14-19 year
olds. Relative to the random sample, street-kids:

- start tobacco and alcohol use at a younger age

- drank alcohol more frequently and usually drank a larger number of drinks

- more likely to get information about substances from friends and from drug
services (mainly the NSEP).

If you or anyone you know needed help for a drug or alcohol problem which of
these facilities or services would you use?:

- half-way house 37%
- in-patient, hospital 37%
- in-patient, community care 34%
- methadone program 39%
- telephone counselling 49%
- other drug counselling 39%
- none 9%

Zibert, Hando,
Howard, 1994 *

Structured interviews by
researchers in JJ facilities

Young persons
detained in JJ
facilities.

Age: mean=16.6

96% male

35% indigenous Aust”
8% Asian background
74% no school
certificate

N=279

Substances used in
month before
incarceration:

81% tobacco
76% alcohol
75% cannabis
33% pain relievers
29% other medicines
19% sedatives
18% amphetamines
18% hallucinogens
10% opioids

7% cocaine

90% of detainees had been found guilty of a previous offence.

Types of offences ever committed: property crime (92%), selling illicit substances
(47%), fraud (28%), violent crimes (69%).

29% had lived in the one place in the six months before detention.

Most described parents and friends as supportive.

Length of time in dentention on control: range=1 week to 3% years; median = four
months.

Reasons for non-medical use of substances: to feel good, to party/have fun,
curiosity and boredom.

Licit (11 years) and illicit (13 years) substances were used from a young age.
24% regarded themselves as having a current problem with their use of
substances. 49% stated they previously had a problem with substance use.

93% reported that at least one peer uses the same substances as the
respondent; 34% of ESB and 26% of indigenous Australian respondents said all
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Authors

Method

Sample

Substances used

Other findings

7% ecstasy

3% amyl nitrate/nitrous
oxide

7% other inhalants

Number of standard
alcoholic drinks
consumed on a typical
drinking day: median=16;
mean=25. Group
differences in means:
indigenous Aust".......... 36
English speaking
background (ESB)........ 21
Asian speaking
background (ASB).......... 7

peers use the same substances.

22% had attempted suicide: 27% of ESB, 21% of indigenous Australians, 5%
Asian background, 14% other NESB.

78% injected while intoxicated with other substances.

30% believed they needed treatment for a substance problem.

25% had participated in drug treatment, mainly counselling.

Preferred drug treatments: counselling (52%), NA (22%), residential detoxification
such as Dunsmore House (20%), residential treatment such as the TNF or
Odyssey (19%).

Of those who had experienced residential treatment (5% of the sample, n=13):
62% left because there were too many rules, 46% felt the program did not suit
them, 46% left because there was too much confrontation, 39% felt they were just
not ready. 54% returned to the residential treatment after leaving for any of the
above reasons. 39% were discharged for breaking the rules.

16% felt they needed drug treatment while in custody. 36% of this group were
receiving treatment, mainly counselling. Preferred treatment while in detention
were counselling (70%), residential rehabilitation (22%), residential detoxification
(5%). None mentioned NA or methadone.

Zibert, Hando,
Howard, 1994 *
contd

24% had injected

substances:

indigenous Aust".......... 17
[ = 33
NESB ..ooovveeiviieeeeee 9

37% of injectors had
shared needles:

indigenous Aust"
ESB..coiieiiiiieeiieeice
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Table 6: Summary of Australian surveys of clients at drug services (1989-1995)

Authors

Method

Sample

Substances used

Other findings

Caplehorn and
Saunders, 1993 *

Service based survey:
Detox. registrations

Heroin-dependent
clients

Age: range=17-42,
mean=28

N=74

81% heroin
11% amphetamines
16% benzodiazepines

Darke, Hall and
Carless, 1990 **

Volunteers to
advertisements at
services including needle
exchange

Criteria: used heroin in
previous six months

Age: range=19-42

N=100

In previous month:
71% heroin

10% amphetamines
29% cocaine

56% tranquillisers

Darke, Baker, Dixon,
Wodak and Heather,
1992 %

Service-based survey.
Methadone program

Methadone clients

Age: range=17-45,
mean=31

N=95

In previous month:
66% heroin

12% amphetamines
17% cocaine

61% tranquillisers

Drug and Alcohol
Directorate, 1989 *

Data collected on
admission at residential
non-government drug
treatment agencies
funded by the New South
Wales Drug and Alcohol
Directorate

Residential treatment
agency clients

Age: mean=28.5(M);
26.7(F)
median=27.0(M);
25.0(F)

No. of admissions:
M=2062, F=904
(clients can be
admitted more than
once)

Primary substance
problems by gender:

M F
opioids 59 60
alcohol 27 18
stimulants 75
benzodiazepines
/barbiturates 16
cannabis 2 <1
cocaine 11
methadone <11
all others: 2 8
Total 100 100

Karadeniz and
Hawkings, 1995 *°

Standardised assessment
interview at Dunsmore
House: a short-term
residential drug-treatment
centre for adolescents.

Clients of Dunsmore
House 1989-95

Age: range=13-20,
most=16-18

N=818 clients,
1481 admissions

Most are polysubstance
users.

Main substance of abuse:
(estimated from tables)

Female Male
alcohol 20 28
opioids 31 18

Between 1989 and 1995, there was a steady decrease in alcohol as the main
substance of abuse (37% to 16%) and an increase in cannabis as the main
substance of abuse (12% to 32%). 1994-95 also saw a sharp increase in heroin
as the main substance of abuse from 12% in 1992-3 to 29% in 1994-5.

Younger clients tend to be female, older clients tend to be male.
Living situation before first admission: There has been an increase in recent years
in clients coming to the program from home (51% males, 39%females), often as a
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Authors

Method

Sample

Substances used

Other findings

amphetamines 19

cannabis 19

benzodiazepines 7
solvents 5
avils 2
cocaine 3
hallucinogens 1
designer drugs 1

PNNRFPRPRPNE O

means of reconciliation with the family. Others have come from refuges (17%
males, 31% females), the street (19%), independent accommodation (16%) or an
institution (M 9%, F 5%).

A history of physical abuse (30% males, 55% females), sexual abuse (11%
males, 60% females) and incest (2% males, 15% females) is common but is likely
to be under-reported.

About half of the sample has attempted suicide (49% males, 60% females).
Another fifth of the sample has contemplated, but not attempted suicide (32%
males, 24% females).

Karadeniz and
Hawkings, 1995
contd

From *

Substance of abuse is not necessarily the substance of choice. The substances
of first or second choice for clients tended to be alcohol (45%), heroin (33%)
cannabis (32%), or amphetamines (21%).

Heroin and amphetamines are used almost exclusively by injection.

Reasons for substance use: to forget bad memories or worries (33%), for the
substancs' effects (12%), to relax (9%), to increase confidence (8%), because
bored (3%).

60% family history of substance abuse (usually alcohol, alcohol abuse usually
associated with violence).

72% did not achieve a school certificate, severe literacy and numeracy deficits
common; however, most report dropping out or being expelled because of
disciplinary and substance-use problems, rather than academic difficulties.
72% of males and 60% of females report a criminal history, mainly theft and
violence. 66% of males and 45% of females have a legal history (court
appearances past and/or pending). Males are more than twice as likely as
females to be referred to Dunsmore House by the legal system, females tend to
be referred by welfare agencies. Often court pending is the major source for
males to seek treatment.

Referrals: counsellor/refuge/drug-treatment program (45%), self (35%, includes
re-admissions), family (5%), doctor (4%), legal/police (11%).

59% had previous drug treatment: 40% outclient, 32% residential, 13% both.
22% of clients are asked to leave, 58% split prematurely, 24% leave after 14 days
with a plan.

[-13




References

wn

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Makkai, T. & McAllister, 1. (1993) Patterns of drug use in Australian society. An analysis of
national trend data 1985-91 (Canberra, Australian Government Publishing Service).

Porritt, D. (1991) Report on a survey among 'street kids' in Sydney (Sydney, Unpublished report).
Levy, S. J. & Pierce, J. P. (1989) Drug use among Sydney teenagers in 1985 and 1986,
Community Health Studies, 13, pp. 161-9.

Oldenburg, B. & Lemon, J. (1992) Drug use among a cohort of Sydney teenagers in 1985, 1986
and 1988 (Sydney, Department of Public Health, University of Sydney).

Blaze-Temple, D., Lo, S. K. & Binns, C. (1990) Drug use behaviour and attitudes from a
household survey of Perth teenagers, Paper presented at the Winter School in the Sun, Brisbane.
Lo, S. K., Blaze-Temple, D. & Binns, C. (1989) Perth teenage drug consumption: differences
between students and non-students, Drug Education Journal of Australia, 3, pp. 119-28.
Coonie, A., Dobinson, S. & Flaherty, B. (1994) Survey of drug use by secondary school students
(Sydney, New South Wales Drug and Alcohol Directorate).

Plant, A., Macaskill, P., K., L. S. & Pierce, J. (1988) Report of the evaluation of the anti-heroin
campaign (Sydney, Sydney University Press).

Reilly, C. & Homel, P. (1987) 1986 survey of recreational drug use and attitudes of 15 to 18 year
olds in Sydney (Sydney, New South Wales Drug and Alcohol Directorate).

Spooner, C., Flaherty, B. & Homel, P. (1993) lllicit drug use by young people in Sydney: results of
a street intercept survey, Drug and Alcohol Review, 12, pp. 159-68.

Darke, S., Hall, W. & Carless, J. (1990) Drug use, injecting practices and sexual behaviour of
opioid users in Sydney, Australia, British Journal of Addiction, 85, pp. 1603-9.

Hall, W. D., Carless, J. M., Homel, P. J., Flaherty, B. J. & Reilly, C. J. (1991) The characteristics of
cocaine users among young adults in Sydney, Medical Journal of Australia, 155, pp. 11-4.
Hando, J. & Hall, W. (1993) Amphetamine use among young adults in Sydney, Australia (Sydney,
New South Wales Department of Health).

Moore, D., Saunders, B. & Hawks, D. (1992) Recreational drug use, with particular reference to
amphetamines, ecstasy and LSD, among a social network of young people in Perth, Western
Australia (Perth, National Centre for Research into the Prevention of Drug Abuse).

Mugford, S. & Cohen, P. (1989) Drug use, social relations and commodity consumption: a study of
recreational cocaine users in Sydney, Canberra and Melbourne. A report to the Research Into
Drug Abuse Advisory Committee (Canberra, National Campaign Against Drug Abuse).
Mugford, S. (1988) The significance of recreational drug users: the example of the cocaine study,
Paper presented at the First National Drug Indicators Conference, Canberra.

Mugford, S. (1994) Recreational cocaine use in three Australian cities, Addiction Research, 2, pp.
95-108.

Solowij, N., Hall, W. & Lee, N. (1992) Recreational MDMA use in Sydney: a profile of ‘ecstasy'
users and their experiences with the drug, British Journal of Addiction, 87, pp. 1161-72
Solowij, N. & Lee, N. (1991) Survey of 'ecstasy' (MDMA) users in Sydney (Sydney, New South
Wales Drug and Alcohol Directorate).

ANAIDUS (1991) Neither a borrower nor a lender be: First report of the National AIDS and
Injecting Drug Use Study, 1989 data collection (Sydney, Australian National AIDS and Injecting
Drug Use Study (ANAIDUS)).

Loxley, W., Marsh, A. & Lo, S. K. (1991) Age and injecting drug use in Perth, Western Australia:
the Australian National AIDS and Injecting Drug Use Study, AIDS Care, 3, pp. 363-72.

Young, M. K. (1989) Evaluation of the NSW needle and syringe exchange program (Sydney,
AIDS Bureau, New South Wales Department of Health).

Bungey, J. & Faulkner, C. (1990) Adelaide city youth and drugs. Second National Drug Indicators
Conference. 12-14 March 1990 (Canberra, ).

I-14



24, Howard, J. (1991) Dulling the pain: two surveys of Sydney street youth, Paper presented at the
Ninth National Behavioural Medicine Conference, Sydney.

25. Zibert, E., Hando, J. & Howard, J. (1994) Patterns of drug use and indicators of harm among
persons detained in New South Wales Juvenile Justice centres 1993 (Sydney, Department of
Juvenile Justice).

26. Caplehorn, J. R. M. & Saunders, J. B. (1993) Factors associated with heroin users' AIDS risk-
taking behaviours, Australian Journal of Public Health, 17.

27. Darke, S., Baker, A., Dixon, J., Wodak, A. & Heather, N. (1992) Drug use and HIV risk-taking
behaviour among clients in methadone maintenance treatment, Drug and Alcohol Dependence,
29, pp. 263-8.

28. Dire?:l'?orate, D. a. A. (1990) Clients at non-government drug treatment agencies. Monograph No.
13, in: Tebbutt, J., Muir, C. & Heather, N. (Eds.) Drug Use Trends in New South Wales, pp. 44-5
(Sydney, National Drug and Alcohol Research Centre, University of New South Wales).

29. Karadeniz, N. & Hawkings, R. (1995) Dunsmore House sixth annual report (Rooty Hill, Dunsmore
House, Western Sydney Area Health Service).

30. Miller, R. (1992) A profile of the adolescent drug abuser, Paper presented at the Winter School in
the Sun, Brisbane.

2 Causes Of drug @bUSE.......cooiiiiiiii et 2-1
2.1 1 1o o 18 {ox 1o o 2-1

2. 1.1 CAUSES OF USE?..eiiiiiiiiiiiiiiiiiiei ettt e e 2-1

2.1.2 Aectiology of use versus abuse...........cccceeii 2-1

2.1.3 Problem Dehaviour............cccuiiiiiiiii e 2-1

2.1.4 Order of presentation..........ccooooeeiiiii 2-2

2.2 GENELIC TACTOIS .ottt 2-2
2.3 GENAERT e 2-3
2.4 Attitudes and personality traitS ...........cccevvviiiiiiii e, 2-3
25 =0 0]V = 1o (0 PP 2-4
2.6 Childhood physical and sexual assault ............cccoeeveeiiieii e, 2-5
2.7 1 oY 2-6
2.8 SOCIO-ECONOMIC STALUS ....eveiiieieiiiiiiiii et e e 2-6
29 Macro-environmental fACtOrS ...........uuuuiuiiiiiiiiiiiiiiiiii e 2-7
2.10  LOCUS Of CONEIOI ....uuviiiiiiie ittt a e 2-7
211 Mental health ... 2-7
P A (010 1V [T [ T PR 2-8
2.13 Stress and coping/support Mechanism ...........cccccevviiiiiiiieeeeeeeeeeeeeee 2-8
2. 14 PEEIFACIOIS ...coi ittt e e 2-9
2.15  SChOOl faClOrS......coeeeieeeeeee e 2-10
2.16 Antisocial behaviour and delinqQUeNCY ..............cccccvviiiiiieiiieeieeeeeeeeeeee, 2-11
2.17  AQE OF fIFST USE ovveei i e e 2-12
2.18  AOIESCEINCE .. ...t 2-12
219  LALEIING oo 2-12
2.20  SUDSIANCE VANIADIES ....cooiiiiiiiiiie e 2-13
2.21 Prelude to a summary: the problem-behaviour syndrome............ccccc......... 2-13
2.22 Summary and theoretical integration for planning..........cccccccvvvvvvvvvievennnnee. 2-13
2.23  Self-reported reasons fOr USE........ccoiviiiiiiiieiiiii e 2-15
2.24  REFEIENCES ..ottt 2-17

Figures

2.1: Modified Social StreSS MOUEL............uuuuuiiiiiiiiiiiiiiiiiiii . 2-14






2 Causes of drug abuse

2.1 Introduction

Prevention and treatment programs are generally based upon known risk factors for substance
misuse. Programs can seek to directly change risk factors or promote protective factors. * There
have been a large number of studies of the risk factors for substance use and misuse * 2, but
there is still much contradiction among studies *. This section briefly reports the main
conclusions for which there seems to be some support. Before summarising such reviews,
some issues about risk factors are briefly discussed.

2.1.1 Causes of use?

The aetiology of substance abuse is complicated for a number of reasons. Firstly, we need to
distinguish variables that:

. are associated with substance abuse (precede, follow, or co-exist with substance use),
but are not causally related, for example, because both are ‘caused' by some other
factors (that is, correlates)

contribute to substance abuse (that is, risk factors)

mediate or moderate risk factors (that is, protective factors) *°

are caused by substance abuse (that is, consequences)

are contributors to substance use, as well as consequences of substance use: research
by Farrell has indicated that some risk factors could be a cause and a consequence of
substance use, leading to an escalating cycle of involvement in substance use. °
Second, risk factors are not always risk factors: different risk factors are salient at different times
in the development of adolescents. For example, poor academic achievement in Grades 1 and 2
have not been found to be predictive of adolescent substance misuse, but poor performance
has been found to be predictive when evident in later grades. ’ Third, there is no single pathway
to the development of problem substance use. ®® The number of risk factors has been found to
be more predictive of subsequent substance use and misuse than any individual risk factor. % °
In summary, a variable that is associated with substance abuse could be a risk factor, a
protective factor, a correlate and/or a consequence; and that relationship can change over time.
Furthermore, it is the net effect of the combination of risk factors and protective factors, rather
than any individual risk factor that predicts substance abuse. Simple answers to the question
‘what causes substance abuse?' do not exist.

2.1.2 Aetiology of use versus abuse

The aetiology of substance use is not the same as the aetiology of substance abuse, and might
even vary for the abuse of particular substances. This notion has been supported by Stein and
colleagues' analyses of their longitudinal study of substance use by American students that
indicated that substance use and problem substance use are differentially determined. **

Gorsuch noted that researchers no longer:
... assume that initial drug use and drug addiction have the same causes. Admittedly, some theories do take a
single-stage, 'take it once and hooked for life' approach. However, we found the evidence strong that many who do
have an initial experience with a particular drug do not become continual users, and that many who become
continual users do not become addicts. Hence, the causes for each stage may be different, and a set of stages is
necessary. ** (p. 20)

It is argued, for example, that the use of substances occurs as a result of social influences,
whereas problematic substance use results from psychological processes such as self-
medication from emotional distress. ** The following literature review emphasises risk factors for
substance misuse, rather than for initiation of substance use.

2.1.3 Problem behaviour

It becomes evident throughout this section that risk factors and protective factors for substance
abuse also influence other problem behaviours. ** ** Consequently, substance abuse tends to
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co-exist with other problem behaviours and each problem behaviour can exacerbate other
problem behaviours. This issue is further discussed at the end of this section.

2.1.4 Order of presentation

The order of presentation of factors that contribute to substance abuse does not reflect the
importance of those factors, but it does reflect an attempt to discuss those factors that are
pertinent earlier in adolescents' lives (such as genetic factors) before factors that tend to be
more pertinent later in their lives (such as being labelled as a 'drug addict’). This system of
presentation has been used as a means of portraying the cumulative effects of risk factors from
birth to adolescence. It also reflects the notion that risk factors (for example, personality) can
contribute to the development of subsequent risk factors for substance abuse (such as
antisocial behaviour). That is, the risk factors do not exist in isolation.

So the review is based upon a chronological viewpoint as follows. We are born with a
certain genetic make-up that affects our predisposition towards gender, personality, and
substance abuse. As we grow up, we are exposed to family factors, possibly childhood abuse,
within an environment influenced by our ethnic background, socio-economic status and macro-
environmental factors. As a result of the combination of genetic predisposition and this
upbringing, our mental health, knowledge and coping skills develop, as do our peer
relationships. School problems, antisocial behaviour, and/or early substance use could become
evident. Problems might be exacerbate with the onset of adolescence when some adolescents
could eventually become labelled as 'drug abusers'. Finally, as substance users,substance
variables can come into play. Life-courses are not as simple as this description might imply.
However, it is hoped that the ordering of risk factors, using this hypothetical chronological
sequence, can assist readers to make sense of the myriad of factors that affect the outcome of
interest: substance abuse in adolescence.

2.2 Genetic factors

Research since the mid-1960s on substance use has supported the view that genetics play a
modest, but significant, role in the development of substance-use problems in some individuals.
1618 For example, Cadoret reports the results of research that has indicated that genetic factors
are influential in the transition from substance use to substance misuse. *°* However, most such
work has been in the area of alcoholism, largely because of the high prevalence of alcoholism
compared to illicit substance misuse. After reviewing the literature on behavioural genetic
research in relation to alcoholism, McGue concluded: %°

. genetic factors exert a moderate influence on male and female risk for alcoholism

o the genetic diathesis that underlies male alcohol abuse is not specific to problems with
alcohol, but also includes other manifestations of behavioural under-control

° environmental factors that are shared by family members can exert a significant
influence on both male and female risk for alcoholism

. rearing by an alcoholic parent does not appear to be a critical factor to the development
of alcoholism

° the specific genes involved in the pathophysiology of alcoholism, although not as yet

identified, are likely to represent a wide range of underlying mechanisms.
Bigelow and colleagues discussed the treatment implications of biological vulnerability to
substance abuse and concluded that the state of knowledge is currently insufficient to assist
treatment matching. #* Perhaps, these authors state, biological vulnerability has more
implications for prevention than for treatment. In summary, genetic predisposition appears to be
a contributing risk factor to problematic alcohol and probably other substance use, however,
other factors can exacerbate or moderate the influence of genetics.

2.3 Gender
In general populations, males tend to a) start drinking alcohol at an earlier age than females,
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and b) be more likely than females to drink alcohol, to drink heavily, and to experience alcohol-
related problems. #?% For example, a household survey of 1,000 adolescents in Sydney found
that males were twice as likely as females to be heavy drinkers and four times as likely to report
cannabis use. ?* Other illicit substance use was too minimal to detect gender effects. The
gender effect is probably the result of both genetic and environmental factors. The main
treatment implication is the need to address gender-specific influences on alcohol and other
substance use, particularly with males.

2.4 Attitudes and personality traits

Control theory posits that deviance arises when adolescents lack sufficient ties with
conventional social groups such as the family, schools, and churches. ?* Specifically, alienation
from the prevailing values of society have been associated with substance use. %>’ Personality
traits that reflect a lack of social bonding and that have been found to be predictive of early or
frequent substance use include (in no particular order):

. rebelliousness %% ?°

non-conformity to traditional values
low sense of social responsibility **
high tolerance of deviance %" %°
resistance to traditional authority >
a strong need for independence *
normlessness **

‘contracultural’ values: a complete disengagement from mainstream culture as indicated
by numerous indicators such as low school commitment, unconventional dress, non-
conformist values, and peer substance-using culture

. alienation and health-compromising behaviours, particularly smoking and alcohol misuse
35

11, 30

Conversely, conventionality or ties to society (being cooperative, eager to please, physically
cautious, neat, and reserved) among three-year-olds has been associated with non-problematic
substance use in later life. *°

Calabrese has written extensively on how a sense of alienation contributes to a range of
physical and emotional health problems *" and behavioural problems such as substance abuse
and delinquency ** *°. Calabrese has depicted alienation as follows: 'In general, alienation
describes the relationship of individuals to their environment, and specifically, it describes that
relationship in terms of isolation, meaninglessness, normlessness and powerlessness.' ¥’ (p. 14)
Calabrese has noted that these feelings need to be countered before any positive behavioural
changes can be initiated or maintained. Calabrese argues that alienation is caused by societal
forces that alienate adolescents and that adolescents respond by forming supportive
subcultures which reject the norms of society, establish their own models to worship and centre
on self-gratification. Adolescents, suggests Calabrese, need a more 'human’ environment which
facilitates assimilation into responsible societal activities, provides them with a sense of
meaning and real enfranchisement into the decision-making process. Research conducted by
Calabrese and Schumer has indicated that involvement of adolescents in community service
activities can reduce their sense of alienation. *°

These personality traits have been found to be associated not just with substance abuse,
but with a broader spectrum of health-problem behaviours. For example, Donovan, Jessor and
Costa have found that conventionality is related not just to substance use, but to all health
behaviours. ** That s, there is a problem-behaviour syndrome at one end of the spectrum,and a
set of health behaviours on the other end, and conventionality helps determine where an
individual is placed on that spectrum. Specifically, they found that a) psychosocial
conventionality correlated with more involvement in health-related behaviour (for example,
physical activity, attention to a healthy diet) and b) less involvement in problem behaviours
(such as cannabis use, problem drinking, or delinquency) was also associated with greater
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involvement in health-behaviours. Donovan and colleagues noted that 'at-risk' adolescents
might be particularly resistant to efforts to encourage them to 'be healthy' if being healthy is

seen as conventional:
... the findings showing that unconventionality is linked to less involvement in health-maintaining behavior suggest
that those youth who are most unconventional, that is, the so-called high-risk youth, may be in double jeopardy. Not
only does their unconventionality place them at greater risk for engaging in health-compromising problem behavior,
but it also may lead them to eschew health-maintaining behavior to the extent that the latter is seen as
conventional. Insofar as conventionality is linked to the concept of health, those youth who could benefit most from
efforts at health promotion may be the very ones most resistant. (p. 60)

Another personality trait linked with substance abuse is sensation-seeking. “* However,
as sensation-seeking is normative in adolescence and can be a positive source of motivation, it
does not appear to be reasonable to recommend that programs try to stifle sensation-seeking.
Perhaps the most reasonable option is to help to channel this energy into activities that are
equally attractive, but less risky or harmful than substance abuse.

In summary, evidence suggests that alienation from society can contribute to
problematic substance use and it is likely to be a significant barrier to adolescents wanting to
address that substance use, or any other problem behaviours. Programs that facilitate societal
bonding can assist adolescent-clients' motivation to engage in prosocial and health-enhancing
behaviours.

2.5 Family factors

The influences of the family on adolescent substance abuse are fundamentally important, but
complex. ** * Factors about the quality and consistency of family management, family
communication, family relationships and parental role-modelling have been consistently
identified as predictive of substance use and substance misuse as listed below **:

a) ineffective parental family management techniques, for example, lack of discipline, or
inconsistent discipline *¢
b) negative communication patterns (blaming, criticism) *°
C) poor family relationships:
. negative family relationships *”
. low bonding to family
. the sharing of affection and communication with children, parental interest in the
children's activities *°
. child abuse **
d) parental role-modelling:
° parental criminality or antisocial behaviour *°
. parental substance use %% %3
. perceived adult substance use >* °°
. parental attitudes towards substances %% *°.

These risk factors can work in combination and have direct and indirect effects upon an
adolescent's substance use. For example, Sheridan's study of the histories of incarcerated adult
substance abusers indicated significant direct and indirect relationships among parental

substance abuse, family dynamics, and exposure to both child and adult maltreatment:
Although parental substance abuse was found to be directly related to child maltreatment, results suggest it may
also be indirectly associated through its relationship with family-of-origin competence. Specifically, the negative
impact of parental substance abuse may best be understood as having adverse consequences on family dynamics;

which in turn, increases the likelihood of exposure to child abuse and neglect. * (p. 526)
Further, these variables were found to be significantly associated with the respondents’ own
substance abuse. These results were seen to indicate that these patterns continue into
successive generations. Consistent with these results is the finding that chemical dependency is
present in at least half of the families who come to the attention of child welfare authorities for
child abuse and neglect. *’

Being in a single-parent household has often been purported as a major risk factor for
substance abuse. °® However, statistical adjustments for social and contextual factors such as
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family relations and SES have been made, family structure has been found to have little or no
direct effect on substance abuse. ** %%

As is the case with most risk factors discussed here, their reverse can be protective from
substance misuse. That is, family attachment can serve as a deterrent to substance use. 49
Resnick and colleagues found that caring and connectedness with the family in the lives of
adolescents is highly protective against acting out behaviours, including polysubstance use. *°

Parental influences have been found to be strongest and most direct early in the life of
children, when experimentation with substance use is an issue. However, when the child
becomes an adolescent, the family's role is indirect by influencing the choice of peers.
Furthermore, once adolescents become involved in moderate substance use, parental attempts
at control tend to be ineffective in preventing more serious substance use. *

How does the family influence substance use? As mentioned above, family influences
are complex and vary with the age of the child. For example, from the perspective of attachment
theory, Brennan has argued that family relationships are important to the development of social
competence in adolescence and that social competence is crucial for resilience against
psychopathology. ®

Itis well recognised that the family needs to be considered in adolescent treatment.
If family issues are a contributing factor to the adolescent's substance problem, adolescents
who return to the same home environment are likely to relapse. Conversely, the family can be a
protective factor and can support the program and the adolescent in achieving treatment goals.
The attitudes and behaviours of the family and/or of the adolescent could need to change for the
family to be a protective, rather than a risk factor. Research has demonstrated that family
involvement in treatment has a positive impact on treatment outcome. ®® Family involvement can
be difficult to achieve, and is even less likely if it is not actively recruited. Approaches employing
active engagement of the family have been trialled with positive effect % "°, although they might
need some modification with different cultural groups ™

In cases where family involvement is not possible, it still important to deal with family
issues with adolescent clients. "2 In some cases separation from, rather than involvement with,

the family could be indicated. As Howard has stated:
Family issues should not be ignored as many young people can return home if both they and the family learn better
adaptive and coping skills. Others need to separate adequately and be able to leave the family behind rather than
explode out of it, carrying the residue of such conflicts with them. ™ (p. 110)

Finally, the parents are not the only significant family members. Siblings, uncles, aunts,
cousins, grandparents, or significant others, might have a role in the aetiology and/or
continuation of an adolescents substance abuse. ™

In summary, the family experience is an important factor in the aetiology and treatment
of substance abuse and addressing family issues and family involvement are important
components of treatment.

65-67

2.6 Childhood physical and sexual assault

There is substantial evidence that children who have been abused or neglected are at a high
risk of detrimental outcomes such as illicit substance use and delinquent/criminal behaviour
self-destructive and suicidal behaviour " 7’. The causal mechanism is not clear. Dembo and
colleagues have proposed a model, based upon a developmental damage view of the effects of
child physical and sexual maltreatment. >* Such children are seen to suffer from an abnormally
poor self-image that negatively affects subsequent socialisation and to feel that the world is a
generally unsafe place. Substances are used to deal directly with the emotional pain of the
abuse or with the subsequent self-derogation (note that children who have suffered physical
abuse often feel that they deserved the punishment).

Janikowski and Glover have argued that recovering substance abusers who do not
receive therapy for their experiences of childhood abuse are highly likely to relapse because the
shame, guilt, and anger that might have been being alleviated by the substance use, will
continue to exist. ® Treatment issues are further discussed in a later section of this report about
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survivors of trauma.

2.7 Ethnicity

Studies of ethnicity and substance use are fraught with problems. For example, ethnicity can be
defined in numerous ways such as language other than English spoken at home, religion,
country of birth, country of parents' birth, and national heritage. Second, national borders
change with time and nations can include a variety of cultures. Third, with the large number of
ethnic groups in Australia it is difficult to obtain reliable data for each group. Fourth, the
influence of Australian culture on any particular individual from any ethnic group can vary
according to factors such as length of residence in Australia and commitment of the individual
and his/her family to adopting the culture of the new country.

More research into substance use by ethnic groups has been conducted in America
than in Australia %, although there has been some significant research into substance use by
indigenous Australians. 2% Overall, ethnicity tends not to be a useful indicator of problematic
substance use among adolescents in Australia. If anything, firmer family controls have been
found to reduce the prevalence of substance use among some Australian ethnic communities.
On the other hand, indigenous Australian adolescents do appear to be more likely to have
substance-use problems than non-indigenous Australian adolescents. While a higher
percentage of indigenous Australians abstain from substance use than non-indigenous
Australians, those who do drink are more likely to drink excessively. 81 Furthermore, volatile
substance abuse (particularly-petrol sniffing) among indigenous Australian adolescents has
been a major issue of concern in many indigenous Australian communities. ®

In summary, ethnicity is not generally a useful indicator of risk for adolescent substance
abuse.

22,79

2.8 Socio-economic status

Attributing substance abuse to environmental influences such as socio-economic status has an
intuitive appeal, as discussed by Howard and Webster. "*®° However, there appears to be some
discrepancy in the literature about a relationship between SES and substance abuse. %
Hawkins and colleagues concluded on the basis of their review of the aetiology of substance
abuse that there is no such relationship *, whereas Dryfoos's review suggests that SES (for
example, living in a deprived neighbourhood) is an important risk factor for problem behaviours,
including substance abuse. ** Perhaps, as discussed by Johnstone, this discrepancy can be

explained by the fact that SES has an indirect effect on substance abuse:

Taken together, the recent literature seems to suggest that class effects on adolescent drinking may be principally
indirect or conditional on other characteristics of sociodemographic status or drinking outcome. Zucker (1979) noted
that parents' socioeconomic status structures peer associations, family dynamics, and other significant influences
on adolescent drinking. Biddle et al. (1980) reported that middle class adolescents tend to adhere to peer group
norms about drinking, while working class youth place greater emphasis on parents' norms. Relatively high
personal income among adolescents has also been reported to promote increased alcohol use (Maddahian et al.
1986; Bachman et al. 1988). % (p. 180)

Support for this notion comes from Fergusson and colleagues' multivariate analyses of data
from their longitudinal study of 953 children from birth to age 16. Family social position (FSP)
was indicated by a compaosite measure of parental education levels, family occupational status,
parental age, ethnicity, and family structure. Their analyses identified that FSP was not directly
associated with alcohol abuse at age 16, but that it was significantly associated with alcohol
consumption at age 14 and with peer affiliations at age 15, both of which were significantly
associated with alcohol abuse at age 16. The authors concluded that FSP influenced early
drinking behaviour and peer affiliations that in turn, determined later alcohol abuse at age 16.

Smart, Adlaf and Walsh hypothesised that previous failures to find a link between SES
and substance abuse were due to adolescents often not knowing the SES characteristics of
their families. ® These researchers used the sadolescents postcode as an indicator of SES as
most adolescents know their postcode and the SES characteristics of each postcode area were
able to be ascertained. Specific identifiers of low SES areas were low cost substandard housing,
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social problems, racial problems, and delinquency. The authors found the highest substance
use and problems existed in the areas with the lowest SES characteristics and concluded that
SES does contribute to substance abuse.

In summary, it appears that SES does influence substance-use behaviours among
adolescents.

2.9 Macro-environmental factors
Macro-environmental factors that influence substance misuse include advertising, legislation
and law enforcement (deterrence strategies), taxation, and availability of substances. There is
considerable debate in Australia and overseas about the issue of legal controls for specific
substances such as alcohol ®” # and cannabis ® % and other substances * % and alcohol
advertising and labelling 2. A detailed review of the literature on these control strategies is
beyond the scope of this report. Suffice it to say these have an impact upon substance use,
directly upon individuals, as well as indirectly, via their impact on social values.

Another aspect of the macro-environment is 'society'. Richard Eckersley has written
extensively on the predicament of adolescents in Australia. ** Eckersley's review of the literature
has painted a depressing picture of social and psychological problems among adolescents,

caused by rapid changes in society:

. .increases in family conflict and breakdown, increasing poverty, high youth unemployment, soaring youth
homelessness and growing education pressures. Underlying these developments are social, economic and
technological changes that may, in themselves, be imposing a growing psychological stress on children and young
adults - a stress that finds bleak expression in the fear and pessimism with which many of them regard the future. . .
growing numbers of young people feel there is no escape; they fell powerless and hopeless. . . Those who fail, or
feel they never had a chance, are giving up, and resorting to crime, drug-induced oblivion, and suicide. (p. 1)

Hence, current society appears to be creating a tendency for adolescents to detach from
society, perhaps to give up. Services cannot change society overnight, but it could be important
to try to instill a sense of hope in adolescent clients who have given up, either on their own
ability to succeed in society, or on the need to try, or who feel that society has given up on them.

2.10 Locus of control

Locus of control has been purported to be associated with substance abuse and dependence.
However, the evidence has been inconsistent, indicating that it could work differently for
different people, different substances, and in different contexts. %

2.11 Mental health

Numerous studies have investigated the influence of psychological distress on adolescent
substance use. * Despite numerous claims and indications that psychological distress,
including low self-esteem and depression, contribute to the initiation and maintenance of
subst;;\r;ge use, these variables have tended not to be reliable or strong predictors of substance
use. ”"

While Hawkins and colleagues have found no evidence for higher rates of
psychopathology among substance users compared with non-users, except where the users are
very young *, psychopathology is often encountered by services dealing with adolescents with
substance-use problems. *° Various relationships have been proposed between substance
abuse and psychiatric disorders. ® For example, substance use could induce psychiatric
pathology in vulnerable individuals or substance use can begin as a form of self-medication,
particularly among schizophrenics . *** % Friedman and colleagues have reported that each
exacerbates the other in an additive manner. **

In summary, while there is a tendency for adolescents who have problems relating to
substance abuse or substance dependence to have higher rates of emotional or psychiatric
problems than other adolescents, research does not clearly identify mental health problems as a
significant risk factor for substance abuse.



2.12 Knowledge

Substance use and misuse have been attributed to a lack of knowledge of the risks associated

with use. Supporting evidence for such an assumption comes from Kandel's prospective study

of substance use by adolescents, that found that adolescents are more likely to start using hard
liquor, cannabis, or other illicit substances, if they believe that casual use of the specific
substances is not harmful. ***

Consequently, early efforts to change or prevent substance-using behaviour relied upon
the assumption that increased knowledge about the consequences of substance use would be
an effective deterrent (rational response) and/or fear arousal messages would scare individuals
from using substances (emotional response). > Ross and Rosser have reviewed three major
health education models *°°:

a) Bloom's taxonomy of educational objectives asserts that: education must effect change
in three domains to be effective: attitudes and emotions towards a subject, information
about a subject and the ability to adequately perform the desired behaviours.
Appropriate changes in attitudes and values are required before information is
internalised and behaviour change occurs. *°

b) In Janz and Becker's Health Belief Model: the importance of an individual's perceptions
of vulnerability to a health problem, the severity of that problem, the potential efficacy of
changing behaviour to prevent the problem and the costs and benefits of making such
changes is emphasised. These perceptions are important, over and above simple
knowledge about a health problem, for motivating changes in behaviour to avoid the
problem. '’

C) Ajzen and Fishbein's Theory of Reasoned Action: the importance of an individual's
perceptions of the social norms, pressures and supports on a decision to behave in a
particular way is emphasised. %

The consistent feature of each of these models is that knowledge alone is not sufficient to effect

behaviour change without modification of beliefs and attitudes.

Knowledge-based interventions have typically had either no effect on substance use **°
or increased substance use. *** ™! |t is likely that the failure of most education programs has
been a result of a reliance upon the simplistic assumption that increasing knowledge changes
behaviour, rather than dealing with the multiple factors that contribute to substance-use
behaviours.

2.13 Stress and coping/support mechanism

According to strain theory, various forms of deviance, including substance abuse, are

mechanisms that help people cope with the stresses of life. **2 While there is some evidence to

suggest that stress levels can be positively associated with substance abuse among

adolescents, '*2 the results of a study on the predictive ability of the strain theory produced

inconclusive results. * Perhaps it is not just the existence of stressors that contribute to

substance abuse, but the person's ability to cope with those stressors. This notion is supported

by research that suggests that the intensity of stress experienced by a person is not just a

function of the stressful event or condition, it is mediated by a person's coping skills and social

supports. 2

a) Coping skills include several different cognitive and behavioural strategies that can be
called on to deal with a problem. *** Cognitive strategies include self-assurance,
comparing one-self to others who are doing worse than one-self, reinterpreting the
problem in a more positive manner, and exercising self-control by thinking about the
negative consequences of an undesirable behaviour. Behavioural coping strategies
include problem-solving activities, withdrawal, assertiveness, seeking support, and
relaxation.

b) Social support: Hurrelmann has commented that health is only possible when a person
can establish constructive social relationships. **° Brennan discusses how relationships
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buffer adolescents against social stresses such as those associated with socio-
economic disadvantage, family problems and the physiological stress associated with
puberty. % To be effective mediators of stress, relationships with social support need to
include trust and intimacy. **2
Coping skills and social support are linked in that the development of interpersonal / social skills
can assist in the development of supportive social supports.

Shiffman and Wills have distinguished between coping with stressful life events in
general (stress-coping) and coping with relapse risk situations (temptation-coping). ** Marlatt
and Gordon have recommended that specific coping skills are required to deal with temptation-
coping: that is, relapse-prevention skills. **®
c) Relapse-prevention skills-training incorporates identifying high risk situations for a

lapse, and generating ideas for avoiding or for dealing with those situations. Specific

skills used in relapse-prevention include the coping skills identified above, as well as
specific skills in coping with urges/cravings

Rhodes and Jason have argued that the extent to which adolescents can have access to
and use effective supports and coping skills influences their likelihood of using substances as a
means of coping with stress. *° Accordingly, increasing adolescents' access to and use of
social supports and coping skills can assist them to cope with stress without substances. **°
This is supported by numerous research studies. *** For example, a longitudinal study indicated
that pre-school children who were less resilient, less socially competent, and more rebellious,
were more likely to be substance abusers at age 14 than the other children. *?* Richter and
colleagues, found that the number of non-substance-using supports and satisfaction with social
support were positively associated with maintenance of positive treatment outcomes among
adolescent substance abusers '?®

It is also worth noting that some adolescent clients' experiences could make them
unwilling to embrace supportive relationships. This can be due to a number of concurrent
factors, such as low self-esteem (feeling that they have nothing to offer a relationship), distrust
of others, or a lack of awareness of the benefits of supportive relationships. ** Keogh has
argued that programs need to instill a sense of belief in the value of relationships:

. . as we grow, if our experiences are 'good enough' we develop emotional capacities and related skills that
enable us to meet the challenges of life. . . Part of this process, involves the development of a belief in constructive,
reparative, and loving capacities which have had the opportunity to develop in relationships with significant others. .
. This need for relationship, and the feeling that one has something good, generative and restorative in oneself to
bring to a relationship, are crucial to our understanding of what will ultimately influence change. This is especially
true of those with narcissistic and psychopathic personalities, where it is strongly denied because it threatens. . .
Ultimately then, we need to adopt a multisystemic means to help clients achieve a reparative, responsible,
constructive and loving outcome. *** (pp. 149-58)

In summary, cognitive and behavioural coping skills and access to quality supports have
been found to be protective from adolescent substance abuse. Consequently, teaching coping
skills (general coping skills as well as relapse-prevention skills) and facilitating access to quality
supports can assist adolescents to manage their substance use. Additionally, some support to
deal with adolescents' emotional barriers to social relationships could be needed.

2.14 Peer factors

Association with peers who use substances is one of the strongest predictors of adolescent
substance use 2% 4% 125128 narticularly when that substance use is cannabis or polysubstance
use. ' These findings are consistent with differential association theory *** **° and social
learning theory 332, Specific predictors include:

° substance use by peers

substance-related attitudes of peers

perceived use of substances by others

perceived support for substance use by peers

peer preference.

The influence of peers is not simple. Firstly, substance-abusing peers do not tend to
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suddenly appear in a child's life and 'pressure’ that child to abuse substances. ** It is more
usually the case that children who are prone to problem behaviour tend to affiliate with like-
minded peers and that affiliation with these peers tends to encourage and reinforce problem
behaviours, including substance abuse. ™* '** Snyder and Huntley discuss how the
relationships of children with coercive interaction styles (for example,. children who tend to
whine or throw tantrums) deteriorate with parents, then teachers and peers so that they do not
learn social and cognitive skills and end up associating with antisocial peers with compatible
attitudes and behaviours. * Hence, affiliation with problem adolescents tends to be preceded
by rejection by pro-social peers due to poor social skills. *3

There is substantial evidence for a lack of social skills among substance abusers. **" For
example, a study of social skills and drinking behaviour among adolescents in Queensland

found that:
11% of drinkers and 50% of problem drinkers were in the incompetent range of social skills performance while no
non-drinkers scored in this range. None of the problem drinkers scored in the highly competent range of
performance whereas 22% of drinkers and 40% of non-drinkers did. **® (p. 207)

These findings suggest the need for social-skills training for adolescents in drug treatment,
particularly if attempts are made to encourage adolescent clients to make new friends with
peers whose lifestyles do not focus on substance use and other problem behaviours.

Second, peers have different effects at different stages of substance use. Following a
review of the literature and some original research, Dielman and colleagues concluded that peer
substance-use behaviour is the primary predictor of adolescent alcohol use; peer norms,
however, are more important in the prediction of adolescent alcohol misuse. **°

Third, the influence of peers tends to increase as the influence of family starts to
decrease. Research indicates that involvement with antisocial peers can occur before the age of
ten and is highly predictive of later involvement with deviant peers. **° Nevertheless, strong
bonds with family and school, can attenuate peer influences. *** For example, parental norms
and behaviour could influence adolescents' attitudes and consequent attraction to a particular
peer group. *¥ Hoffmann warns, however, that the influences of parents and peers are complex
so simplistic cause-effect relationships can be misleading. **°

In summary, peers have a substantial impact on substance-use behaviours and this
impact is influenced by other factors, particularly those factors that relate to the choice of peer
groups such as family influences and social skills. Social skills-training can assist adolescents to
make new friends with prosocial peers.

2.15 School factors

Low commitment to education has been associated with substance misuse and delinquent
behaviour. > %% 2 Substance users are more likely than non-substance users to be absent from
school, *?° skip classes 2 %" and perform poorly, 2 drop out of school early, dislike school,
perceingCourse-work as irrelevant, spend less time on homework ?° and be suspended from
school .

The timing of academic problems appears to be important for its predictive value.
Spivack found that academic failure in Grade 1 did not predict later delinquency, but academic
failure in Grade 5 did predict delinquency. *** Spivack also found that antisocial and maladaptive
coping behaviours in Grade 1 contributed to, and were exacerbated by, the academic failure in
Grade 5.

Academic problems might be a contributor or a consequence of substance abuse. The
implication for adolescent clients is that a poor academic record could be a barrier to training
and employment that might then compromise reintegration into society. Services should either
assess and address educational and vocational issues or refer adolescent clients to services
that can do this.

2.16 Antisocial behaviour and delinquency
Antisocial behaviour, delinquency, and conduct disorder, in early childhood have been
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consistently associated with substance misuse (rather than occasional or experimental use).
'‘Antisocial behaviour' is behaviour that is unsociable or contrary to the interests of society.
Unsociable behaviour is not necessarily delinquent behaviour. 'Delinquency' refers to offences

or misdeeds. As stated by Dryfoos, delinquency:
'. .. covers a wide range of behaviours from socially unacceptable acts performed in early childhood that parents
describe as 'naughty’ and psychologists call ‘acting out' to violent and destructive illegal behaviors'. ** (p. 29)

'‘Conduct disorder' is a diagnosis applicable when three or more designated delinquent
behaviours co-occur in a six-month-period before age 15 and the child is considered
unmanageable or out of control. The designated behaviours include truancy, stealing, cheating,
running away, lighting fires, cruelty to animal or persons, 'unusually early' sexual intercourse,
substance abuse, breaking and entering, and excessive fighting. *** Thus, there is overlap
between antisocial behaviour, delinquency and conduct disorder, but the terms are not
interchangeable.

Significant associations have been found for:

. male aggressiveness in the first grade of school, especially when coupled with shyness,
and the frequency of substance use ten years later ’

aggression and acting out with alcohol abuse and heavy cannabis use
. childhood rebelliousness and daily cannabis use %

delinquency and

- subsequent substance use

. daily cannabis use %

- regular substance use '*

- substance problems in adulthoo
° the number of symptoms of conduct disorder and the number of substance-dependence

diagnoses ',

While antisocial behaviour generally precedes substance abuse there is substantial
evidence for viewing delinquency and substance abuse as parts of a problem-behaviour
syndrome. * ** However, Dryfoos cautions that 'while most delinquent adolescents may be
substance abusers, not all substance abusers are delinquents.' (p. 246)

What causes antisocial behaviour? A review plus original research by Patterson and
colleagues have emphasised the notion of a stage model, based upon social learning theory,
where each stage strongly predicts moving to the next stage. *° In stage one it is initiated by a
genetic predisposition to use aversive behaviours to shape and manipulate the social
environment, to avoid responsibility, and to maximise immediate gratification. The child with an
antisocial trait, if exposed to ineffective parenting, is unlikely to develop positive personal and
social skills, and is likely to experience parental rejection, low self-esteem, and depression.
Environmental stress such social disadvantage and parental antisocial behaviour can
exacerbate the effects of poor parenting skills. In stage two the child is likely to do poorly
academically, be rejected by peers, and to develop antisocial attitudes. In stage three the child
socialises with other antisocial children who support, or at least accept, antisocial behaviour,
and is more likely to engage in substance abuse and delinquency. Throughout adolescence and
into adulthood, the antisocial person is prone to problems with substance abuse, interpersonal
relationships, employment, and mental health. Shaw and Bell's review of developmental
theories of parental contributors to antisocial behaviour supports and extends Patterson and
colleagues' model. **®

There is some inconsistency in views about the life-course of antisocial behaviour.
Hawkins and colleagues have noted that, while nearly all serious antisocial problems (including
substance misuse) are preceded by childhood antisocial behaviour, less than half of the children
who exhibit childhood antisocial behaviour develop more serious problems in later life. *> Most
other reviews, on the other hand, have described antisocial behaviour as relatively stable over
time. *®1*°. Therefore, without a specific intervention, 'it is unlikely that they will simply grow out
of it.' 19 (p. 187)

In summary, early antisocial behaviour and delinquency have been associated with later,

27,145

d 146
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problematic substance use. These behaviours tend to co-occur during adolescence as part of a
problem-behaviour syndrome, suggesting that they have common antecedents, rather than that
the antisocial behaviour/delinquency 'causes' substance abuse. ** The stages model of
antisocial behaviour presented above suggests the importance of teaching adolescents intra-
personal skills (for example, mood management and impulse control) and social skills, as well
as teaching parents effective parenting skills (for example, parental monitoring in combination
with appropriate contingencies for deviant and prosocial behaviours).

2.17 Age of first use

Early initiation into substance use has been identified with problem substance use
and alcohol abuse at age 16 %, as well as with antisocial behaviour **2. The reason for the effect
of age of first use on problem use is not clear and various explanations have been proposed. #*
For example, Yamaguchi has demonstrated that postponement of the age of onset of alcohol
use shortens the period of high risk for initiating cannabis use. **° That is, as demonstrated by
Kandel and colleagues, substance users tend to follow a pattern of use, begining with legal
substances followed by illegal substance use and adolescents who have not begun using illegal
substances by the late teens or early twenties are unlikely to ever do so. *** Age of first use has
more implications for prevention (for example, delaying the onset of use) than for treatment
interventions.

22,29, 150, 151

2.18 Adolescence

Adolescent years is a high risk period for substance abuse for numerous reasons. *** For
example, growing up is stressful: there is stress associated with puberty, the development of a
new identity, and separation from parents (to name a few). It is not surprising, then, that one in
four adolescents undergo serious psychological jeopardy in that era of life. °> Adolescence is a
time of experimentation and socialisation. However, adolescents are just developing the
decision-making skills that require formal operational thought such as envisioning different
options and weighing-up the alternatives. That is, the ability to make decisions about risky
behaviours has not yet developed. Given that some adolescent substance abusers do grow up,
they could mature out of their substance abuse. However, not all of them will mature
successfully and simply waiting to see who grows out of it is shirking our societal responsibility
to those who are having difficulty in their maturation process.

2.19 Labelling

In a detailed and complex study of the factors that predicted an escalation of substance use
under various circumstances, Kaplan and Johnson found that the strongest predictor of
increased substance use was the effects of specific labelling: substance use increased as a

result of getting into trouble because of initial substance use ** According to labelling theory:
... deviant behaviour or social roles based upon it, which becomes a means of defence, attack, or adaptation to the

overt and covert problems created by the societal reaction to primary deviation. **® (p. 17)
Kaplan and colleagues explained that negative social sanctions (labelling) lead to an escalation
of substance use via three paths: **’

a) by perceiving the label of 'substance user' as a positive thing, substance users can have
a more positive self-evaluation and greater self-acceptance

b) having been alienated by society because of being a substance user, the substance
user loses motivation to conform to that society

C) having been alienated by society because of being a substance user, the substance

user has less opportunity to socialise with non-substance users; this leads to increased
involvement with substance-using groups, hence greater opportunity and
encouragement to use substances.
Being labelled as a 'junky' or an 'addict' is a powerful phenomenon that can give adolescents the
identity that they have been searching for, as per their developmental task. By serving the
purpose of supplying a ready-made identity and social group, such labels can be a barrier to
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change. For these reasons it is preferable that services not provide or perpetuate labelling
adolescents as substance 'abusers or ‘addicts’. Even the name of a service can be important.
For example, it might be preferable to call a specialist service for adolescent substance abusers
a 'personal development program' rather than a 'drug treatment program'.

2.20 Substance variables

Whether substances are used at all, how much, and how often, they are used, and the nature
and extent of problems relating to use, are also dependent upon the substance itself.
Substances differ in their potential for abuse as a result of their individual pharmacological
properties, as well as the various social and psychological values and expectations of the
substances. '*® Treatment strategies need to be planned with consideration for the particular
substances used by the adolescent client as issues, such as reasons for use and craving, are
likely to vary according to the pattern of substance use.

2.21 Prelude to a summary: the problem-behaviour syndrome
From the above review of the aetiology of adolescent substance abuse, it is clear that substance
abuse is one of the risk behaviours identified by Jessor and colleagues as part of a problem-
behaviour syndrome. ™ '*® That is, a pattern of risk behaviours that compromises the
psychosocial aspects of successful adolescent development, including substance abuse,
withdrawal from school involvement, unprotected sexual intercourse, and delinquency. Other
studies and literature reviews have supported the concept of a problem-behaviour syndrome **

The constellation of problem behaviours might be not simply the result of their having
common causes. Jessor discusses how the social ecology of adolescent life could provide
socially organised opportunities to learn risk behaviours simultaneously and normative
expectations to engage in more than one risk behaviour. *°

Failure to see substance abuse as part of a larger pattern of behaviour can be a barrier
to effective interventions, particularly as each risk behaviour could be contributing to another risk
behaviour. For example, the review above has identified how delinquency and substance abuse
can exacerbate each other in a spiralling fashion. The good news, however, is that, given their
shared aetiologies, the interventions that can change an adolescent's risk status for one
problem behaviour are likely to be effective in changing the other risk behaviours. On the other
hand, we need to be careful to not over-generalise: adolescents who engage in one problem
behaviour do not always engage in other problem behaviours; each adolescent client needs to
be considered as an individual. "

2.22 Summary and theoretical integration for planning

Adolescents do not simply abuse substances because they are sick or morally weak. *° A range
of individual, family, social, environmental and other risk factors have been identified for
substance misuse. Clearly, each of these risk factors are related and there is not a simple
causal chain. Various models and theories have been proposed to predict substance use and
misuse on the basis of risk factors. ***®® No models are able to accurately predict or
comprehensively describe substance abuse by adolescents. Suffice it to say that:

a) substance use is determined by numerous, inter-related risk factors, as well as
protective factors %8

b) the individual, the environment, and the substances themselves, need to be considered
when considering the aetiology of substance use ***** and

C) substance abuse is often part of a problem-behaviour syndrome that includes
delinquency, substance abuse, adolescent pregnancy, school failure, and dropping out

14,159, 166

Consequently, interventions that try to deal with single-risk factors or risk behaviours are highly
unlikely to be effective. Also, with the emphasis on risk factors, many researchers and planners
fail to consider protective factors. That is, for each risk factor, its reverse could be protective. For
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example, peer influences could act as a restraint on substance misuse, **’; commitment to
conventional social groups, such as the family, religion, and school, can act as a restraining
force against participation in deviant activities ***. When considering a treatment plan for an
individual, case planners need to consider what factors have supported non-problematic use, as
well as those factors that have contributed to problematic use.

It is important to note the limitations of reviews of the aetiology of substance abuse.
Firstly, there is still much that is not known or not clear. The history of substance abuse
research and interventions has been one of much supposition, inconsistency, and error. > %
Even models that have received considerable support over the years do not account for all of
the variance. That is, we are not yet able to predict accurately who will become a substance
abuser, we can only be alert to the risk factors currently identified.

Second, the above review has relied upon quantitative research to test for associations
between suspected risk factors and behaviours. However, qualitative research methods, such
as ethnography, have played a valuable role in describing and explaining substance abuse and
providing recommendations for practice. For example, Moore's ethnographic research with
skinheads '* and psychostimulant users *"° has led to useful recommendations and insights
into subgroups, particularly situational influences on drinking and substance use, that would be
difficult to obtain by other methods. 171 Given these limitations, assessments of the factors that
contribute to problem behaviours for each individual client or client group need to be able to
identify factors that are not listed in literature reviews such as this one. That is, we need to look
for risk factors and protective factors with an open mind and ask a lot of questions to ascertain
the pertinent factors for the client or group at hand.

Whether developing a case-plan for a single client or planning an intervention for a
group, we need to consider all of the factors that contribute to the problem, all of the
stakeholders, and significant others, and of all of the resources at hand to assist with dealing
with the problem.

There are various texts to assist workers in developing plans. For example, one strategy
for planning interventions for substance-abusing adolescents has been developed by the
Programme on Substance Abuse from the World Health Organisation. 1”2 This strategy uses the
'Modified Social Stress Model', (based upon Rhodes and Jason's social stress model **%) to help
workers to consider all of the risk factors and protective factors when planning an intervention
(Figure 2.1).

(risk factors)
(Dis)stress + normalisation + experience
Attachments + skills + resources
(protective factors)

Figure 2.1: Modified Social Stress Model

Stress includes:

major life events such as child sexual assault

long-term problems such as poverty or lack of recreational opportunities
everyday problems such as dealing with a violent environment

major life changes such as moving house and

adolescent developmental changes.

Normalisation of a substance is affected by:

. law enforcement
. availability
. price
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. advertising

. media presentation

. culture

. peer norms.

Experience of substance use is affected by variables associated with:
. the user (for example, the user's expectations of effect)

° the substance (for example, type of substance or how pure it is)
. the setting (for example, the mood of the occasion).

Attachments can be positive or negative, and can be with other adolescents, the family,
workers, and so on.

Skills include:

. competencies that help people succeed in life (for example, leadership)

. coping strategies such as skills in assertiveness, problem solving and relaxation.
Resources are anything that can help towards physical and emotional needs being met and can
be internal (for example, intelligence) or external (for example, family, adolescent workers)
Each of these factors have been addressed in the above review. The essence of the model is
that, when planning interventions, we are trying to reduce the risk factors and build up the
protective factors. The social stress model is one way of putting together the risk factors and
protective factors in a way that assists planning interventions.

2.23 Self-reported reasons for use

If a researcher was asked why adolescents use and misuse substances, they can cite the

aetiological risk factors discussed above, most of which denote something wrong with

individuals and/or their environment as being causes of substance-use behaviours. However, if
adolescent substance users are asked why they use substances, a quite different perspective
on the reasons for adolescent substance use and misuse is given.

Reilly and Homel asked a sample of 1,071 adolescents aged 15 to 18 in Sydney who
had used an illicit substance (other than, or as well as, cannabis) why they took substances. *"®
About half of the respondents said they use substances because they enjoy the high (31%) or
for social fun (16%). A minority of the sample said that they use substances to cope with
negative feelings (7%), to alleviate boredom (11%), or as a result of peer pressure (8%).
Analyses indicated that a relationship between the type of substances the respondents used
and their reasons for use:

: respondents who had used amphetamines, cocaine, hallucinogens and/or designer
drugs in the previous month tended to use substances for social or psychological
enjoyment
respondents who had used tranquillisers, barbiturates, opioids and/or inhalants tended
to use substances to cope with negative feelings, boredom, or peer pressure.

This study highlighted that adolescent illicit substance users have functional (often hedonistic)

reasons for illicit substance use and that the reasons for use vary according to the type of

substance used. However, this study did not ask respondents to distinguish a) why substances
were first used and why they continued to be used and b) the reasons for use of each specific
illicit substance that they used.

A subsequent study by Spooner (previously Reilly) and colleagues addressed these
issues by asking respondents, for each illicit substance used, why they first used it and why they
continued to use it. *’* This study surveyed 581 youths aged 16 to 21 in Sydney who had used
an illicit substance (other than, or as well as, cannabis). The main reason for initial use of all
substance types was to try something new, or for the experience. This reason was given for up
to 72% of the time for all substance types, except sedatives (38%). The other main reason for
first trying sedatives was boredom (10%). Other reasons for trying other substances rarely
accounted for more than 10% of the responses. Those that did were the desire to use
something stronger (heroin, 10%) and peer group pressure (cannabis, 13%).
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As to why respondents continued to use specific illicit substances, about half of the users
of all substances, except inhalants and sedatives, reportedly used those substances because
they 'liked them'. On average, 29% of the users of each substance reported that they used that
substance to get high. This response was most common among sedative users (18%) and
heroin users (22%).

Other reported reasons for use were more substance-specific than those described
above. One-third of heroin users said that they used heroin because they were 'addicted'. This
reason was rarely given for the use of any other substance. Sedatives (20%) and cannabis
(10%) were also used to relax or sleep, while amphetamines were used to keep awake (11%).
No other single reason accounted for more than 10% of the responses. In summary, Spooner
and colleagues' research indicates that most young illicit substance users use substances for
fun, a minority use to cope or because of a dependency. Those who report the latter reasons
are more likely to be using heroin and/or sedatives than those who use substances for fun.

Bungey and Faulkner investigated the reasons for first use and continued use of ‘drugs
among young people aged 12 to 25™ who used inner-city health and welfare agencies. *"> Of
the 230 youths who reported taking substances at some stage in their lives, the two main
reasons for first using substances were curiosity (38%) and peer pressure (31%). The other two
most prevalent responses were for a good time (13%) and to forget problems (9%). The 209
current substance users were asked why they currently took substances. The most prevalent
reasons were to get high (37%) and to escape reality (20%), followed by relaxation (12%),
something to do (11%), and peer pressure (8%).

Zibert, Hando and Howard asked adolescents in juvenile detention centres why they
used each of a list of substances. *"® The most frequently reported reasons for the use of all
substances were to feel good, to party/have fun, curiosity, and boredom. The exception to this
trend was inhalants other than amyl nitrate. Inhalants tended to be used because of boredom,
rather than to party and have fun. Other findings were:

. consistent with the above studies, sedatives and opioids were less likely than other
substances to be used to party and have fun

the substances most likely to be used to cope with worries were sedatives, opioids,

alcohol, and cannabis

cannabis was the substance most likely to be used to feel part of the group, to cope with

worries and because it is available, and second-most likely to be used because of

boredom.

In summary, each of the above studies, found that the major reasons given for illicit
substance use have been to party and to have fun. This is consistent with studies that have
associated sensation-seeking with substance use. *’" However, the major reasons given for illicit
drug use by users of sedatives, opioids, inhalants, and to some extent, cannabis have tended to
be boredom and to deal with worries. Such a dichotomy has also been found outside Australia.
*2 The use of different substances for different reasons reflects the differential effects of each
substance. 18 17°

In contrast to the above studies, the most frequently given reason for substance use
given by clients at Dunsmore House, a residential drug-treatment service for adolescents, was
'to forget'. This response was given by about 30% of clients, whether their main substance of
abuse was alcohol, heroin, cannabis, or amphetamines. Substance use for 'fun’ was reported by
less than 10% of the sample, and by only 1% of heroin users. It appears that reasons for use
among adolescents substance abusers differ from the reasons for substance use given by other

llO

%1t is not clear what 'drugs' meant. Presumably 'drugs' meant illicit substances.

"over 60% of the respondents were aged 15 to 19.
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adolescents. This difference is consistent with an association between reasons for use and
substance-problem severity, as identified by McKay and Buka. "

These self-reported reasons highlight an issue that is often overlooked by researchers,
planners, and service providers: that substances are used for a reason and that there are
usually benefits to the user for substance use. Moore and Saunders have written about the
benefits of substance use in the context of prevention program planning, however, their
discussion has relevance for treatment programs as well. ** They have argued that substance
users are not pathological, that substance use is functional (even though it might be dangerous),
has immediate benefits, and is part of the social construction of meaning for many individuals.

Similarly, Brown noted that:
Those young people whose illicit drug use reaches the attention of the welfare or correctional system, often have
experienced disrupted family backgrounds and are finding life intensely disagreeable in the present. Their use of
illicit and other drugs as a source of relief holds compelling and - in the light of the adversities which many are
obliged to face - quite understandable attractions for them. *** (p.69)

In summary, the reasons for use vary among adolescents and across time within
adolescents. For example, substance use might begin as a result of curiosity or peer pressure,
then continue for social/recreational purposes. For some, use might then continue or increase
when it is used to help cope with life, or specific problems. Reasons for use can even vary day
by day, or depend on the situation. For example, some use could be social/recreational at one
time, then to help deal with problems at another time. Different substances and settings might
be involved with these different purposes. Furthermore, studies of reasons for use tend to get
different patterns of responses, depending upon who make up the sample. Studies of
adolescents who are predominantly not having problems about their substance use (such as the
studies by Reilly/Spooner) identify that most adolescents report that they use substances
because itis fun. However, as the samples contain more problematic substance users (such as
the sample from Dunsmore House), the reasons for use tend to shift away from 'fun’, towards 'to
forget'. Similarly, reported reasons for use can also vary between cultures. %2

In conclusion, the reasons for substance use are an important factor for service provision
as these can vary as a result of many factors such as the point of time in a substance-use
career, the specific situation, and culture. Some substance use might be functional and not
problematic. However, where substance use is interfering with adolescents dealing with their
problems or their life in general, teaching life skills and providing support to deal with those
problems can be a useful and effective intervention.
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3 Consequences of abuse

3.1 Introduction
The consequences of substance misuse are reviewed for two main reasons. Firstly, this review
is intended to illustrate why we are concerned with adolescent substance abusers. Second, it
can assist the assessment and case-planning process by identifying those consequences that
might already be evident and need to be dealt with immediately, or that the adolescent is at risk
of experiencing, unless specific interventions are implemented.

As an introduction to this section, Czechowitz's summary of the range of consequences

of adolescent substance misuse is cited:
Youthful users are more vulnerable to life-threatening accidents and injuries; impulsive and risk-taking behaviours;
illegal activity; physical complications; sexually transmitted diseases, including acquired immune deficiency
syndrome (AIDS); and impairment of memory, cognitive, and motor performance. In addition, the effects of
psychoactive drugs on the emotional development of adolescents and young adults can interfere with their ability to
address important developmental challenges at this stage, as well as subsequent stages of life. * (p. 205)

Substance-related problems can be divided into:

: problems for the user and problems for others such as the users' immediate circle of
friends and family, the workplace, for government and community services, and for
society as a whole
physical health, legal, economic, social, family, and psychological/emotional problems
acute and chronic problems
problems about the use of a single substance and problems about polysubstance use
problems caused directly by substance use, problems where substance use is a
contributing factor, and problems where substance use is related, but not causal.

Substance-related problems can differ according to the type of substance/s used; the dose (this
can vary deliberately, or by chance); the duration and frequency of use; the manner of
administration; and the behaviours associated with use. These variables can be affected by
factors such as availability of various substances, the laws relating to use, and the reasons for
use. An example of the effect of duration and frequency of use is provided by Chesher. ?
Chesher discussed how amphetamines have been widely used for therapeutic purposes with a
low incidence of adverse effects. However, when these substances are used in high doses at
frequent intervals over a short time-span until either the substance runs out or the user is too
exhausted to continue (this pattern is known as a 'binge’ or a 'run’) amphetamine psychosis can
result. This state is characterised by psychotic symptoms, including paranoid delusions and
uncontrolled violent behaviour can occur. * Abrupt cessation of use after a period of high dose
use is frequently associated with severe psychic depression that occasionally results in suicide
attempts °. Similarly, ecstasy has been used for therapeutic purposes with a low incidence of
problems. * In contrast to amphetamines, the potential for abuse of ecstasy has been found to
be low because tolerance to the positive effects of ecstasy develops with increased use while
the negative effects tend to increase. ®> Thus, the type of substance and the pattern of use of
that substance influence the incidence of problems associated with use.

The effects of type of substance and extent of use on problems were also illustrated by
investigations by Anthony and colleagues, using data collected in the context of a multi-site
collaborative study of mental disorders in the community. Firstly, Anthony and Petronis
examined a number of differences in indicators of substance dependence among 611 cocaine
users and 126 heroin users. ° The highest prevalence of adverse consequences was reported
among heroin users, followed by cocaine users, and then cannabis users. Second, to
investigate the effects of the amount of substance use on health problems, Trinkoff, Ritter and
Anthony compared the self-reported consequences of cocaine use by 'sustained daily cocaine
users' and 'never daily users'. * Sustained daily users were those who reported that they had
used cocaine every day for at least two weeks at some time in their life. 'Never-daily users' were
cocaine users who reported that they had never used on a daily basis for two weeks or more.
Overall, sustained daily users reported a higher prevalence of all adverse consequences as
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compared to the never-daily users. Consequences included a) withdrawal (rarely experienced
by never daily users) b) tolerance c) inability to decrease use d) social problems with family,
friends, police, or work e) psychological problems such as feeling crazy, paranoia, or
depression, and f) health problems such as physical complaints and overdose (rarely
experienced by never-daily users). In short, the type and severity of consequences of using illicit
substances vary according to the substance being used and the level of substance use.

Health problems also vary with the mode of administration. The injection of substances
is associated with communicable diseases such as HIV, viral hepatitis, septicemia and bacterial
endocarditis when injecting equipment is shared; abscesses, phlebitis, and infections at, or
around, the sites of injection because of incorrect injection techniques, non-sterile needles or
repeated injections in the same spot; and blood vessels can become blocked by insoluble
particles. ® The use of plastic bags to inhale volatile substances has caused 16% of the fatalities
relating to volatile solvent abuse. ® When a person falls asleep, or otherwise falls unconscious,
while a plastic bag containing the inhalant remains in place over the mouth or nose, death from
suffocation occurs. * Thus, the mode of administration can be hazardous to health, over and
above any risk associated with the substance being ingested.

It is the problems associated with substance misuse that motivate the adolescents
themselves, their carers, and/or society (including those charged with acting on behalf of society
such as the Departments of Health, Juvenile Justice, and Community Services) to seek drug-
treatment services. Following is a description of substance-related mortality and morbidity
figures and a more detailed look at some of the more significant problems that have been
associated with adolescent substance use.

3.2 Substance-related mortality

Using aetiological fractions™ on data for substance-caused deaths, estimates of deaths caused
by substance use have been made (see Tables 3.1 and 3.2). ° In both the general population
and those aged 15 to 19, substance-related deaths accounted for almost one in five deaths.
Most substance-caused deaths among the general population were attributable to tobacco
(84%), few were attributable to illicit substances (0.4%). For those aged 15 to 19, on the other
hand, most substance-caused deaths were alcohol-related (83%) and a significant minority were
attributable to illicit substances (17%).

Table 3.1: Percentages of all causes of death that were substance-related by
substance involved for adolescents aged 15 to 19 and for the total
population, 1992

Substance 15to 19 _All ages
alcohol 15.1 2.9

12An aetiological fraction uses relative-risk data to attribute a certain proportion of deaths to substance
use. Specifically: with a given outcome (in this case, death), exposure factor (substance use) and
population (general population), the aetiological (or attributable) fraction among the exposed is the
proportion by which the incidence rate of the outcome among those exposed would be reduced if the
exposure were eliminated. See Last, J. (Ed.) (1988). A dictionary of epidemiology (2nd edn). Oxford:
Oxford University Press.



tobacco 0.1 15.3

illicits 3.1 0.4
total 18.3 18.6
Table 3.2: Substance-related deaths by substance involved for adolescents aged 15

to 19 and for the total population, 1992 (percentages of substance-related
causes of death)

Substance 15to 19 All ages

(number of deaths = 140) (number of deaths = 23,068)
alcohol 82.5 15.6
tobacco 0.6 82.3
illicits 16.9 2.1
total 100.0 100.0

Of the 115 alcohol-related deaths among adolescents aged 15 to 19, most resulted from road
injuries or suicide, a minority resulted from drowning, or assault. Nearly all of the deaths related
to illicit substance use among adolescents aged 15 to 19 were by suicide. Heroin overdose does
not appear to be a major issue for adolescents. The mean age of heroin-related overdose
deaths in New South Wales in 1992 was 30 years, none were recorded for anybody aged less
than 18 years. '° Similarly, non-fatal heroin-related overdoses have been found to be a problem
among experienced adult users, not adolescent users. **

There are a number of problems with these mortality statistics. Firstly, as discussed by
Sullivan, mortality figures only indicate the statistically assessable harm, without adjusting for
the prevalence of substance use, so they do not reliably express either the comparative
incidence of substance-caused mortality, or their innate harmfulness. *? Second, mortality might
not occur until some years after adolescence. People who are heavily involved in substance use
during their adolescence have been found to have five-times the mortality rates of others during
early adulthood. *® Third, while drink-driving is one clear indicator of substance misuse, it does
not necessarily indicate substance abuse, as defined by the DSM-IV. Finally, substance-related
deaths represent the 'tip of the iceberg' in relation to substance problems. Community concern
with substance misuse tends to centre also on the medical, psychological, and social problems,
associated with substance misuse. Consequently, a broader look at the consequences of
substance misuse is required.

3.3 Substance-related morbidity: general overview

3.3.1 Hospital episodes

English and Holman have estimated the number of hospital episodes attributable to specific
substance use (Table 3.3). ? It appears that while a significant number of hospital episodes are
attributable to substance use, substance use accounts for a minority of all hospital episodes.
The percentage attributable to substance use among adolescents aged 15 to 19 was 3.8% for
males and 2.5% for females. Among the general population, the percentage attributable to
substance use was 9.0% for males and 3.7% for females.
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Table 3.3: Estimated numbers of hospital episodes (excluding nursing homes) for
substance-related conditions in 1992, by gender and age group

15to0 34 All ages
Substance Male Female Male Female
alcohol 3,889 1,423 45,600 25,993
tobacco 249 566 66,636 31,737
illicits 221 182 2,928 2,462
Total number (substance caused): 4,359 2,171 115,164 60,192
Total number (all causes): 56,970 86,594 1,280,801 1,632,737

Of 6,530 hospital episodes relating to substance use among adolescents aged 15 to 19
and 175,356 hospital episodes relating to substance use among the general population, it
appears that the majority of hospital episodes among adolescents aged 15 to 19 relate to
alcohol use, whereas the majority of hospital episodes among the general population relate to
tobacco use (Table 3.4). This difference probably reflects the longer time generally required for
tobacco-related morbidity (for example, cancer) relative to alcohol-related morbidity (for
example, injury). The higher percentage of tobacco-related hospital episodes for females aged
15 to 19 relative to same-age males is a result of the attribution of smoking to spontaneous
abortions, antepartum haemhorraging, and hypertension in pregnancy.

Table 3.4: Hospital episodes (excluding nursing homes) for substance-related
conditions in 1992, by substance type, gender, and age group
15to 34 All ages
Substance Males Females Males Females
alcohol 89.2 65.5 39.6 43.2
tobacco 5.7 26.1 57.9 52.7
illicits 51 8.4 25 4.1
total 100.0 100.0 100 100.0

Most of the alcohol-related hospital admissions for males aged 15 to 19 related to
injuries, particularly injuries from road accidents. For females aged 15 to 19 most of the alcohol-
related hospital admissions related to spontaneous abortion, with injuries a second major cause
of alcohol-related admission.

Hospital data have some use for setting the context for morbidity relating to substance
misuse, however, it does not necessarily identify whether admissions resulted from one-off
accidents, or as a result of lifestyles largely affected by substance use, nor does it give the full
extent of physical harm resulting from substance misuse: not all medical problems result in a
hospital admission.
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3.3.2 Substance-caused pathologies

The major 'pathologies’ developing from the use of specific substances have been summarised
by the Commonwealth Department of Health, Housing, Local Government, and Community
Services. * The Commonwealth's summary forms the basis of Table 3.5.

Table 3.5: Substance-specific pathology

Substance

tobacco

alcohol

Pathology possible in the
short term / acute effects

suicide; acute withdrawal
effects; trauma (injuries); acute
toxic effects (overdose)

Medium-long term pathology
/chronic effects

carcinoma of larynx, oropharynx
and lungs; hypertension,
coronary heart disease,
cerebro-vascular accidents,
peripheral artery disease;
chronic obstructive airways
disease

carcinoma of oropharynx and
oesophagus; oesophageal
varices, gastric bleeding;

hypertension; alcohol-related
brain damage; pancreatitis,
diabetes; gout; psychoses

chronic toxic effects: confusion,
ataxia

benzodiazepines,
barbiturates

withdrawal syndromes

acute toxic effects: toxic
psychoses (paranoia), death

amphetamines,
cocaine

Injecting drug use septic conditions following
injecting drug use, for example,
septicemia, endocarditis, HIV,

hepatitis B, hepatitis C

Table 3.5 illustrates that much of the medical harm associated with substance use
occurs in the long term, usually after years of regular use. However, long-term health problems
are of less concern to service providers dealing with adolescents. Firstly, with their focus on the
here and now, adolescents generally feel unconcerned about the long-term effects of substance
use. Second, there are generally more pressing problems to deal with in the short term.
However, adverse health effects do occur in the short term and can be experienced by
adolescents. Harm-minimisation approaches need to be mindful of the risks being taken by
adolescents on the basis of the type of substance/s used and the manner of use. For example, if
using amphetamines, use via injection and regular uses of high doses place users at risk of a
range of adverse effects. *°

Readers with an interest in the pharmacology and toxicology of substances are referred
to reference texts **°, reports *’, and articles *®. The approach that is considered relevant to this
review of adolescent treatment is to highlight the main problems that are apparent with the
misuse of substances by adolescents.

3.3.3 General health
Jackson, Registered Nurse with Dunsmore House (Adolescent Residential Drug and Alcohol
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Assessment Unit) has written:
Alot of the clients tend to be somewhat lacking in self care because of their lifestyle and this reflects in their general
health. Sub standard nutrition, poor personal hygiene, erratic sleep patterns and lack of compliance with medication

are just a few of the identifiable factors contributing to sub standard health among the clients. *° (p. 10)
If left to continue, the substance misusing lifestyle is highly likely to have major detrimental
effects on adolescents' health in later life. A study by Webster and colleagues conducted in
Sydney compared the physical and mental health of methadone clients with university students
(mean ages about 24 years). Physical health conditions that were significantly higher among the
methadone clients than the comparison group included liver disease such as hepatitis, yellow
jaundice, peptic or duodenal ulcer, high blood pressure, chronic bronchitis, emphysema,
venereal disease, fainting spells, migraine, tension headaches, nervous breakdown, coughing
sputum, haemoptysis, persistent changes in bowel habit, rectal bleeding, troublesome
abdominal pain or indigestion, urinary frequency, dysuria, miscarriage, and irregular periods.
Psychological and social perception were more impaired among the client group, as indicated
by their significantly higher rates of often experiencing sleep difficulty, feeling unhappy or
depressed, wishing they were dead, nervous, experiencing worrying thoughts that keep
recurring, and not getting on well with other people.

Webster and colleagues noted that the poor health of the methadone clients was not so

much the direct result of specific substances, but the result of years of a disordered lifestyle:
Narcotic addiction leads to secondary medical morbidity and mortality, but health impairment also follows the gross

disorder of living which has its roots in childhood, and early adolescent experience. 2° (p. 485)
In summary, the lifestyles of those who misuse substances tend to result in poor general
health in the short term, and this can deteriorate in the longer term.

3.4 Suicide

Suicide behaviours include a range of behaviours such as suicidal ideas, suicide threats, suicide
attempts, and successful suicide. ?* Suicide is the second leading cause of death in young
people ew South Wales, with an annual death rate of 10.7 per 100,000. ?* Since 1964 the
suicide ke=es for females of all ages, except adolescents, have fallen substantially, and rates for
males over 30 have also decreased. However, between 1964 and 1990 the suicide rate per
100,000 adolescents aged 15 to 19 in Australia increased among males from 5.8 to 17.8 and
among females from 2.9 to 5.0. ?® Suicide is even more evident among adolescents in rural
areas ** and unemployed adolescents **.

Suicide is known to have multiple causes, including mental disorders, biological risk
factors, familial risk factors, and situational factors. %° Substance abuse has been found to play a
major role in suicide behaviour ?” It has been found to be associated with greater frequency and
repetitiveness of suicide attempts, more lethal attempts, more serious suicidal intent, and higher
levels of suicidal ideation. ?® Putnins has argued that high rates of suicide attempts among
adolescent substance abusers is (at least partly) a result of the disinhibiting effects of
substances that can immediately increase impulsivity, as well as a possible increase in
impulsivity created by long-term use of substances. ° However, Kaminer's review of the
literature on suicide among adolescents diagnosed as 'substance abusers or substance
dependent' (SA-SD) found that psychopathology, rather than the substance misuse, was more

likely to be the causal factor in suicidal behaviour among this group:
Psychopathology in addition to the SA-SD , such as depression or conduct disorder and personality disorder, is
frequently present. Precipitating events, such as an immediate loss of either an interpersonal or intrapersonal
nature, are common. . . All of these may share a causal role, and the substances of abuse may serve only as a
trigger. # (p. 27)

Whatever the causal chain, suicidal behaviour has been found to be common among
adolescents with substance-related problems, although figures vary widely among studies,
probably as a result of the various definitions of substance abuse/problems and sampling
differences. ?* For example, suicide attempts have been reported by:

. 81% of females and 61% of males in a sample of homeless youth (aged 13 to more than

20, mean age = 17) in Sydney, most of whom were heavy substance users *°
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. 50% of adolescents in a short-term residential drug-treatment program for adolescents *°

. 22% of young offenders in Juvenile Justice facilities in New South Wales * and 21% of
young offenders in Juvenile Justice facilities in South Australia ?°.

Hence, workers dealing with troubled adolescents need to be prepared that some of their clients

might have suicidal thoughts and might even attempt suicide while under care. *

3.5 The human immunodeficiency virus (HIV)

Among the numerous public health concerns associated with injecting drug use, the risk of
contracting the human immunodeficiency virus (HIV) has been of particular public concern. The
acquired immune deficiency syndrome (AIDS) is a disease caused by HIV. AIDS is a fatal
disease that causes the failure of the immune system and leaves the body unable to fight
infections and certain malignancies. Given that there is no known cure, prevention is the only
means of containing the disease. **

Infection with HIV can occur through a variety of means, including sexual contact with an
infected person, injection of infected blood, and perinatally from an infected mother to her
foetus. HIV-infected persons can remain symptom-free, thus ignorant of being infected and
possibly transmit the virus, for months or years.

The prevalence of AIDS in Australia is lower than in the USA and in some European
countries, similar to Canada, and higher than in the UK (Table 3.6). 3

Table 3.6: AIDS cases reported to the World Health Organisation, June 1995.

Country AIDS prevalence rate per
100,000

UK 24
Canada 3.8
Australia 4.5
France 8.5
Italy 8.9
Spain 14.2
USA 16.0

3.5.1 lllicit substance use as an HIV risk factor
To date, the majority of HIV/AIDS cases in Australia have occurred as a result of sexual
transmission of HIV among homosexuals. Heterosexual injecting drug users represent only
4.1% of cases of HIV infection in Australia in 1994, with a further 5.0% being
homosexual/bisexual injecting drug users. * However, the risk of HIV infection among injecting
drug users has already been demonstrated overseas. In the USA, 32% of the AIDS cases
reported to the Centers for Disease Control and Prevention (CDCP]) through June 1995,
involved injecting drug use. *® Considerable variation in HIV/AIDS prevalence among IDUs has
been found within countries by geographic location and race ¥, as well as among countries. *°
The prevalence among IDUs has been found to be as high as 50% in areas of Scotland *° and
approximately 60% in New York city. ¥

Relative to non-illicit substance users, illicit substance users have a higher risk of HIV
infection. *** Risk is high in this group because a proportion of illicit substance users inject
drugs and a proportion of these injectors share needles * *°; they are more likely to be
socialising with injectors, therefore at greater risk of becoming infected via sexual transmission
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7 and they are less concerned with taking precautions because they are greater sensation-
seekers *® and risk-takers *° than same-age non-illicit substance users.

Using the analogy of other sexually transmissible diseases as an indication of risk of HIV
infection by sexual transmission, injecting drug users in Australia have been found to have
significantly higher rates of sexually transmitted diseases than non-injecting drug users. % #*

To date, Australia has benefited from instigating effective strategies, such as education
campaigns, needle-exchange services and methadone-maintenance programs, to prevent the
spread of HIV by needle-sharing. *° However, Wodak has warned that the potential for an

HIV/AIDS epidemic among injecting drug users is still a reality that needs ongoing attention:
The prevalence of hepatitis B and C among Australian IDUs is comparable to rates reported in other countries and
indicates the potential for spread of HIV in this population over time. . . Complacency, familiarity, and loss of interest
are now the major impediments to consideration of additional policies for the prevention of HIV infection among

IDUs. ** (p. 17)

3.5.2 Intoxication as an HIV risk factor
The use of alcohol and other substances has been found to be related to sexual risk-taking. >
Intoxication itself can lead to a decrease in condom use, ** and Hochhauser has noted that
adolescents tend to use alcohol and other substances to reduce sexual anxiety. >* However, the
degree to which this relationship is because of intoxication at the time of sexual activity or to the
result of shared aetiologies is not known. *°

3.5.3 Adolescence as an HIV risk factor

Given that a) 20% of AIDS cases and 15% of AIDS deaths occurred in people aged under the

age of 29 from the beginning of the AIDS epidemic, about 1985, to 30 September 1992 *® and b)

AIDS has a long incubation period, it is likely that many AIDS patients contracted HIV as

teenagers. °’ Adolescents are at additional risk of contracting HIV relative to older people for

numerous reasons:

a) Adolescents have greater difficulty in negotiating safe sex than adults. % After
reviewing the literature on adolescent sexuality in the context of HIV/AIDS, Brooks-Gunn
and Furstenberg summarised the particular problems that are inherent in negotiating

safe sex among adolescents:
Adolescents face a set of particular challenges that make contraceptive use difficult; they may have vastly
different constructions of sexuality than do adults and different male/female sexual negotiation patterns.
Some of the characteristics (e.g., low personal efficacy, high sensation seeking, susceptibility to peer
pressure, low knowledge, and sense of invulnerability) shown to make the practice of safer sex more
difficult among adults engaging in high-risk behaviors are more typical - perhaps normative - among

adolescents. *° (p. 77)

Added to these difficulties is the possibility of a power imbalance. For example, if
a young person is having sex (paid or unpaid) with an older person, or has less sexual
experience than the sexual partner (heterosexual or homosexual), then that person is
likely to feel less able to assert the need for safe sex

b) Adolescents tend to be experimenting with their sexua—<lationships and they are less
likely to be in stable relationships than adults. ®* This situation encourages unsafe sex
on a number of grounds. For example, adolescents tend to not use any contraceptives,
let alone condoms, during their first twelve months of sexual activity. s, the greater
the number of sexual partners, the greater the chance of HIV infeGmon. In addition,
opportunistic sex is less likely to be anticipated than regular sex with a known partner,
so condoms are less likely to be at hand.

C) Adolescents have more problems obtaining, and being in possession of condoms than
adults because of the fear of being caught by parents or by persons who could tell their
parents about the purchase, or possession, of condoms. *

d) Adolescents tend to be greater risk-takers and experimenters than adults.
Furthermore, they are more likely to feel invulnerable and less likely to feel concerned
about the future. ®*®” Among some adolescents, there appears to be a belief system that
exacerbates this tendency:

63, 64
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In general, young people who engage in high-risk behaviour perceive greater support for their risk taking
behaviour from friends and perceive less risk from engaging in destructive behaviours. *° (p. 29)

e) The concrete thinking that is typical of adolescents can discourage understanding that
people with HIV are not always from common stereotypes: ‘junky, fag and pro' and not
always visibly symptomatic. ®® In fact a Canberra study found a tendency for some
young people to distance themselves from HIV/AIDS, feeling that it happens to others to
which they indicated hostility, homophobia, bigotry and/or punitiveness. *® Stereotyping
others has been seen as an ego-defensive distancing mechanism. "

Evidence for adolescence as a risk factor for HIV infection has been provided by studies
of risk behaviours among injecting drug users. Age was the only predictor of risky sexual
behaviour found by a Sydney survey of injecting drug users, with younger subjects engaging in
more risk-taking behaviour than older subjects. *>"* A comparison of under 23-year-old injecting
with older injecting drug users in Perth found that the younger injectors used more stimulants
and hallucinogens and fewer opiates and benzodiazepines, were more likely to inject all or most
of their drugs, less likely to have been in treatment, had more sex partners, were less likely to
have changed their substance-using behaviour because of AIDS, less likely to use alone,
shared needles less frequently (although a majority shared at least some of the time), had less
knowledge of HIV/AIDS, and were more pessimistic about the outcome of HIV infection. " The
authors concluded that most of these behaviours placed young injectors at greater risk of HIV
infection than the older injectors. The low contact with treatment services for education was
seen as contributing to their failure to realise the riskiness of their behaviour.

3.5.4 Youngillicit substance users as a means of transmission of the HIV virus to low
risk populations

Concern about HIV infection in young, illicit substance users, has been exacerbated by the risk
of dissemination of infection by sexual transmission to low risk populations. ***® In the USA,
more than half of heterosexual males and females with no other risk factors for HIV reported
that they had been infected through sexual contact with injecting drug users.[= fdence for this
concern is provided by a study of the risk behaviour of 303 injecting drug usk=lin England. **
The majority primarily used heroin and 60% were still in drug treatment. The study found a
combination of behaviours and attitudes that represented significant risk of transmission of HIV
infection to non-substance-using partners of injecting drug users for whom sexual contact was
the only risk factor. For example, there was a preference among the males for non-substance-
using female partners, one-third of those respondents with non-substance-using partners and
nearly half of the respondents with non-injecting partners had used others' injecting equipment
in the previous six months and 85% of those respondents reported that they did not use
condoms. Despite numerous such high risk behaviours, the sample reported unrealistic
optimism about their personal vulnerability to HIV infection. The risk of transmission of HIV to
the non-drug injecting population is a significant cause for concern.

3.5.5 HIV/AIDS awareness and HIV risk behaviours
Previous research has indicated that knowledge about HIV/AIDS in the general population and
among adolescents is generally good, but incomplete, and subject to misconception or
convenient distortion. "> “ Even high risk groups feel that there is little risk that they can be
infected by the HIV. Spooner and colleagues' interviewed illicit substance users aged 16 to 21
in Sydney. Among the participants who injected drugs, 22% of those who shared needles and
42% of those who reportedly did not share needles felt that they had no chance, or very little
chance, of becoming infected by the HIV. " Similarly, a study of 187 injecting drug users in
Stockport, England, most of whom were not regular users of health centres, and a quarter of
whom were aged under 20, found that most perceived themselves to be at low, or no, risk of
HIV infection. "

Even among those who know about the risk of HIV infection from sharing needles and
syringes and who wish to use these safely, there a number of impediments to safe injecting.
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Loxley and Davidson conducted focus groups to investigate the barriers to safe injecting among
injecting drug users in Perth. ” Obstacles that were identified by this research included the
availability and the cost of needles and syringes, problems with pharmacists' attitudes towards
injecting drug users, the fear of being identified as an injecting drug user by police, apathy
(‘couldn't be bothered"), interference with pleasure, lack of power in a situation and in social
relationships. Spooner and colleagues also identified police harassment as a significant barrier
to being prepared to injecting safely, particularly in rural areas. "® Such barriers to safe use
corresponds with research into the risk-taking behaviours of injecting drug users that has found
that, while access to clean needles and syringes is a factor in whether or not they are shared, it
is not sufficient to prevent sharing. *°

There has been some evidence that injecting drug users have been amenable to
changing their behaviour to reduce their risk of HIV infection, particularly about their substance
use, if not so much their sexual behaviour. " Abdul-Quader and colleagues 2 cite a number of
studies that have documented some form of risk reduction by approximately 60% of injectors.
These changes included stopping, or reducing, injecting drug use and cleaning needles and
syringes more effectively or more often. Sexual risk-reduction, on the other hand, has been
reported in only 5% to 31% of injectors. Unfortunately, Des Jarlais and colleagues have also
found that 36% of those who had initiated risk reduction did not fully maintain that reduction.
These authors concluded that initiation and maintenance of HIV risk-reduction behaviours are
separate and complex processes, requiring long-term, rather than 'quick fix', solutions.

In summary, the prevalence of HIV infection among injecting drug users is currently low
in Australia. However, sharing needles and syringes is a risk factor that has caused instances of
high rates of infection among a number of overseas drug-injecting communities. Furthermore,
young injectors have been found to practise safe sharing only episodically, and then, only when
convenient. In addition to numerous environmental and social obstacles to safe-injecting
behaviours, myths about being able to tell if someone has HIV have been major barriers to the
adoption of safe-injecting and safe-sex practices. Consequently, substantial concern about the
risk of an epidemic of HIV among young illicit substance users exists within the public health
field and services need to be aware of the need to promote safe sex and safe substance use
among adolescent clients.

3.6 Other blood-borne viral infections

With the considerable concern about HIV other blood-borne viral infections had been relatively
neglected until the 1990s. Of particular concern has been the transmission of the various forms
of hepatitis. The hepatitis C virus (HCV), for example, has serious, and potentially fatal, long-
term health effects in about one-quarter of those infected and treatment options are limited to
Interferon that is effective in less than 25% of cases, and liver transplant for advanced cases. &
A survey of 234 injecting drug users aged 12 to 20 found that:

Eighty percent of respondents who took part in this study were at risk of HCV (hepatitis C virus) infection from

unsafe injecting practices and relevant knowledge of HCV among the study group was at best, barely adequate.

(p. i)

From the estimates below, hepatitis is clearly more prevalent and more virulent than HIV.
83-86

Number of Australians currently infected: Hepatitis 150,000
B 100,000
Hepatitis 17,000
C
HIV

Estimated number of infections resulting from injecting drug use

per year: Hepatitis 10,000
C

Estimated number of infections resulting from all causes per
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year: HIV 600"

The annual incidence of infections among Australian IDUs: Hepatitis 1.0%
B 13.3%
Hepatitis 0.4%
C
HIV

HIV infection control has been relatively successful because a) action was taken quickly,
before the population was infected and b) HIV is relatively less infectious than Hepatitis B or
Hepatitis C °*. Consequently, much greater effort is required to control the epidemic of Hepatitis

C (and possibly Hepatitis B) among IDUs. 3 Wodak and Crofts sum up the situation:
HIV infection among IDUs in Australia appears to be under reasonable control at present. In contrast, the high
incidence and prevalence of hepatitis C among Australian IDUs is unacceptable. Although the morbidity and
mortality of HIV is greater than that of hepatitis B and hepatitis C, the far larger number of Australians currently
infected and becoming infected with hepatitis C suggests that the long term health, social and economic
consequences of hepatitis C infection may be comparable with the adverse consequences of HIV infections. Most
cases of hepatitis C infection now occurring in Australia result from sharing of injection equipment ** (p. 17)

Already, a small pool of HCV infection has been found among young drug injectors, suggesting
the need to act quickly to prevent a new epidemic among adolescents. ®’

3.7 Injuries

Another health risk with the use of illicit substances by adolescents is related to injuries.
Particular types of injury of concern with adolescent substance abusers are substance-related
violence ' % and road accidents *. While data on substance-related injuries tends to be
incomplete, there is substantial evidence that substance use, particularly alcohol use, is a major
contributer to violence and to road accidents. For example, approximately 30% of drivers killed
via crashes on Australian and overseas roads have a blood alcohol content over 0.05%. **

3.8 Reactions to street chemistry

Rarely cited, but a potentially devastating consequence of illicit substance use, is the
consequences of using substances that have been manufactured illegally. This issue is not
adolescent-specific, however, itis mentioned because it is relevant to adolescents. As reviewed
by Chesher, new 'designer drugs' have not been subjected to rigorous evaluative tests to ensure
that they are safe for human consumption. % Even those substances that have been found to be
safe in low, controlled doses, such as heroin and amphetamines, can be unsafe to use because
of the illicit nature of their manufacture and distribution. Firstly, attempts by legal authorities to
restrict the production of illicit substances have included bans on the availability of substances
that are required to manufacture those substances. To overcome these bans, other less safe
substances have been substituted **. For example, acute lead intoxication has been reported
following the use of amphetamines that were manufactured with lead acetate **. Second, illicit
chemists do not necessarily have the skill, nor the apparatus, to produce a quality-controlled
product. Finally, as the substance moves along the chain from manufacturer to street-seller, itis
generally cut with adulterants that can be more dangerous than the illicit substance itself. In
sum, the quality of illicit substances is not controlled, so a single use of an untested, incorrectly
manufactured or adulterated, substance could be have serious adverse consequences. Chesher
has provided a number of examples of deaths and severe adverse reactions resulting from the

use of new, untested 'designer drugs' that were created by 'street chemists'. For example:
In 1981 in Santa Clara County in California, a 'street' chemist set out to produce a derivative of the scheduled
opioid, pethidine, and decided to make MPPP (4-propuloxy-4-phenly-N-methylpiperidine). This analogue would
achieve two aims - to produce an active opioid with a higher potency than pethidine, and to produce a compound
which would escape the law.

3Most of these are attributable to male-to-male sexual contact.
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Owing, it is said, to impatience, the chemist hurried along the synthesis by increasing the temperatures
and shortening the reaction times, and produced a batch with an undesirable side product, 1-methyul-4-phenly-
1,2,3,6-tetrahydropyridine (MPTP), as it was found later, is toxic to dopaminergic neurones and produces, quite
rapidly, the full clinical syndrome of Parkinson's disease. % (p. 158)

Chiang and Goldfrank also discussed the effects of additives such as quinine, strychnine, talc,

starch, lignocaine, lactose, and other sugars:
These foreign particles in the blood stream can damage the heart valves directly, thus increasing the risk of
bacterial seeding of the valves. These agents also cause granulomatous formation in other organs such as the
lung, the kidney, the skin and the blood vessels. Significant amounts of quinine can cause cinchonism and
amblyopia, strychnine can cause opisthotonos and life-threatening seizures. ** (p. 83)

While a rare occurrence, the use of illicit chemical compounds can have serious health
consequences, even when used only once. The frequent user of illicit substances adds to that
risk with every occasion of use.

3.9 Mental health

While psychological distress (for example, low self-esteem and depression) have not been
found to be causally related to substance abuse, these conditions are often evident within
populations of substance abusers. The issue of dual diagnosis is discussed elsewhere in this
report. However, it is worth noting that symptoms of emotional distress that do not meet DSM-IV
criteria for mental disorders are prevalent and still need to be addressed by treatment agencies.
For example, increasing substance use has been associated with an increase in depression, a
decrease in self-esteem, and a deterioration of purpose in life among high school students *; a
study of adolescent substance abusers in treatment have found evidence of mild to moderate
depression among the sample. %’

3.10 Maturational lag

Adolescence is a time of cognitive and emotional maturation. ® However, when much of the
time is spent under the influence of substances, cognitive development is often hindered or
distorted. Adolescents with a history of significant substance use might act and feel grown up as
a result of their 'independent' substance-using lifestyle. * 1% On the basis of results from a

longitudinal study of youth, Bentler has concluded that:
Heavy drug use as a teenager in turn further interferes with the mastery of critical developmental tasks, such as
formation of a prosocial identity, gaining interpersonal and educational skills, and learning to take on family and
work role responsibilities. It also fosters precocious development, i.e., it accelerates development by leading to
premature adoption of adult roles of jobs and family, without the necessary growth and development typically
needed to ensure success with these roles. Thus drug users may develop a pseudomaturity that does not
adequately prepare them for the real difficulties of adult life. *** (p. 57)

Miller has also has discussed how adolescents who have been heavily involved in substance
use can have an inflated sense of their maturity. On the basis of experience with working with

adolescents in a drug-treatment agency, Miller discusses this issue: **
Clinicians working with adolescent drug abusers regularly witness an expression of a pseudo-maturity by the client.
The adolescent boasts a streetwise confidence, being able to handle themselves in any situation, a rule-breaker
who answers to nobody. In reality the client is highly conformist and limits their own experience. They are not true
risk-takers despite their hazardous lifestyle. These adolescents are not willing to explore new roles and experiences
in search of a personal identity but live vicariously by relating the dramas of streetlife and deviant youth mythology.
'Street images', fantasy and personal fables replace finding answers to the question: Who am I. (p .9)

This delay in the maturation process means that adolescents who have used substances
in a maladaptive manner might be unable to reason like a same-age peer, so workers are often

frustrated by an adolescent's apparent inability to 'act their age'. As Greenberg stated:
.. .these children, who although chronologically teenagers, must be coaxed into adolescence. The may need time
to play. . . staff must be sensitive to immature acting out as a natural working through of the transition from child to
adult. ' (p. 104)

There are numerous service implications of the maturational lag. Firstly, services need to
be aware of the developmental level of adolescent clients and how this might differ to the
developmental level of other same-age peers, as well as to the clients' own perceptions of how
grown up they are. Second, adolescent clients might need to be allowed to be children, for
example, to play without feeling foolish. Third, adolescent clients might need assistance with
developmental tasks so that they can catch up with other adolescents. This can involve
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numerous activities such as vocational assistance, intrapersonal and interpersonal skills
training, and support with taking on responsibilities. Finally, staff members of services need to
be patient: adolescent clients do not grow up overnight.

3.11 Crime

Substance absuse and involvement in criminal activities often co-exist. US research has found
that substance abuse has contributed to crimes such as murder, *** robbery, ** and serious
delinquent acts '°. The type of crime can vary with the main substance of choice. **’ Alcohol
use has been associated with crimes of violence both outside ' and inside *°° the home and
with serious youth crime *°. Prostitution is major source of income for some adolescents with
substance use problems, particularly injecting drug users. ®& % 1 An Australian study of
juvenile offenders in detention found that 'illicit drug use and the income need it generates
appear to be crucial determinants of offending frequency for both BandT (break and enters) and
MVT (motor vehicle theft).' 2 (p. 45)

Studies of the relationship between substance misuse and crime have resulted in
contradictory findings. **2 The relationship could be a) because they share common antecedents
114 b) because substance use leads to serious crime '*° ¢) because crime causes substance
use d) because of some form of reciprocal relationship, or e) because of some form of spurious
relationship ***. On the basis of qualitative research, Faupel and Klockars have proposed that
the substances-crime connection changes throughout the career of an 'addict’, so any simple
cause-effect scheme fails to capture the complexity of the issue. **” Whatever the relationship,
treatment programs need to acknowledge that recidivism is common and both problems are
often an issue for their adolescent clients. Moreover, communication between the treatment
system and the JJ system can be essential for continuity of treatment.

Hawkins and colleagues reviewed treatment approaches applicable for adolescents with
concurrent serious delinquency and substance-use problems and recommended the following
interventions: '8
: Cognitive behavioural interventions: Such adolescents tend to lack skills in impulse

control, anger management, problem solving, time management, assertiveness, and

coping with anxiety or stress. Programs that train these adolescents to assume personal
responsibility for their behaviours and to develop practical living skills have been found
to be promising.

Environmental support: After-care is recommended to enable adolescents who leave

residential treatment or control centres to maintain any benefits gained during treatment.

Case managers who see the adolescents before and after departure from the centre,

organise community resources to support the adolescents and conduct home visits and

family meetings can assist re-integration into society and maintain behaviours learnt in
the residential treatment/control setting.

Reviews of the literature on the reduction of recidivism by young offenders also support

cognitive behavioural interventions, and add the following recommendations: *** 2

. more structured and focused treatment (for example, behavioural, skills-oriented) and
multi-modal treatments are more effective than less structured and focused counselling
approaches

community-based programs are more effective than residential programs, unless those

residential programs are structurally linked with community-based interventions and

services

motivational interviewing could assist in encouraging young offenders to contemplate

their predicament and then perhaps engage in rehabilitation **

programs that improve family functioning and modify delinquents' social networks are

promising. Multisystemic therapy (MST) 2!, for example, has been found to be

efficacious with serious juvenile offenders. **? Multisystemic therapy is described as

follows:
Using interventions that are present-focused and action-oriented, MST directly addresses intrapersonal
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(for example, cognitive) and systemic (i.e. family, peer, school) factors that are known to be associated
with adolescent antisocial behavior. Moreover, because different combinations of these factors are
relevant for different adolescents, MST interventions are individualized and highly flexible. *?? (p. 571)

These recommendations for reducing delinquency are consistent with recommendations for
reducing substance abuse, detailed later in this report. Such concurrence is consistent with the
notion of delinquency and substance abuse being part of a problem-behaviour syndrome. 12324

2 Effect on the family
Drscussions about the family in relation to adolescent substance abuse typically only mention
how family dysfunction contributes to substance abuse. However, what is generally overlooked
is the fact that families also suffer as a result of substance misuse by an adolescent, in terms of
both physical and mental health. **

As such, families could need emotional support. Support can take many forms such as
counselling and support groups. Daroff, Marks and Friedman have discussed how parents have
formed organisations that provide mutual support, as well as take political and community action
to address problems at a broader level than the family level ** Service providers can be
involved in support groups for parents, acting as a catalyst and, if necessary, providing a
meeting point.

Furthermore, Daroff and colleagues discuss how parents, confronted by the knowledge
that their child is abusing substances, often first try to deny the problem, then feel guilt and
shame that it must be their fault and often respond inappropriately, thus worsening the problem.
126 parents often do not understand why their child is misusing alcohol and other substances.
Inappropriate responses include arguments, punishments, rejection and/or blaming somebody
else for the problem. So, advice, information, and skills-training can also be helpful for parents,
not just to help the adolescents, but to reduce parents' feelings of helplessness, frustration, and
resentment. There are many self-help books for parents that give advice, generally relating to

communication skills, such as the following:

In a straightforward way, tell your child about your concern and the reasons for it: taking drugs is harmful to one's
physical, mental and social well-being. Tell your child that you are opposed to any drug use and you intend to
enforce that position. WHAT YOU SHOULD TRY TO BE IS: Understanding ('l realize you're under a lot of pressure
from friends to use drugs."); Firm (As your parent | cannot allow you to engage in harmful activities."); Self-
examining ("Are my own alcohol and drug consumption habits exerting a bad influence on my child?’). WHAT YOU
SHOULD NOT BE IS: Sarcastic (Don't think | don't know what you're doing."); Accusatory ("You're lying to me.");
Stigmatizing ("You're a terrible person.’); Sympathy-seeking (‘Don't you see how much you're hurting me?‘g; Self-
blaming ('It's all my fault."). Such statements tend to make the child defensive and likely to tune you out. **

Also, understanding the facts about substance use can be helpful. As discussed by Daroff and
colleagues, adolescents pay more attention to parents if what they say is accurate, and
informative, it can even counter some of the fallacies perpetuated by peers. ?° Hence, there is a
role for providing parents with accurate information about substance types and substance
effects.

In summary, an adolescent substance abuser in the family can be stressful for other
family members (parents and siblings). These family members could need support for their own
emotional needs, as well as information and skills-training to assist them to respond
appropriately to the adolescent's situation.

3.13 Effect on education
While failure in the school system has been identified as a predictor of substance abuse', it is
also a consequence of substance abuse. That is, once adolescents are abusing substances,
they are highly likely to do poorly in school, ** drop out of school early, and experience job
instability. 1% Intake data from an adolescent drug-treatment facility in Sydney revealed that
72% of clients (aged 12 to 20) did not complete Year 10. *°

Hall and colleagues reviewed the literature on the health and psychological

14 See Chapter 2 in this report.
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consequences of cannabis use and cautioned that cross-sectional studies tend to exaggerate
the adverse effects of cannabis use on educational performance because students with lower
educational aspirations or abilities are more likely to use cannabis (see review of causes of
substance use above). *° However, even after controlling for initial educational performance,
there appears to be a modest impact of cannabis and other illicit substance use on later school
performance.

3.14 Effect on employment

Just as substance abuse can affect educational performance, substance abuse can also affect
occupational performance. ¥ |n an investigation of problems created by substance use
among young offenders on parole, Alder and Read presented a vivid account of how heavy
involvement in substance use can interfere with the ability of adolescents to obtain and maintain

employment. *** In the words of one of the parole officers:
It virtually involves a choice of 'I'm going to get off drugs and work, or I'm going to stay on drugs and not work'. And
we've had kids who've tried to do both, and it doesn't work. (p. 24)

Furthermore, unemployment as a result of substance use, combined with a lack of access to

money can contribute to the drug crime connection:
Drug usage creates some side effects in terms of re-integration. People we have at the moment who are heavily
using marijuana for example, are not motivated to work; they are sleeping in the morning; they arrive at the unit
stoned so we have to say nick off, they have trouble complying with conditions attached to group programs; they
have trouble motivating themselves to work, they have trouble maintaining work; there is a need for more money
than other people have and if they're not employed they have to find other ways of obtaining that money, and that
can be by doing crimes or by selling drugs. (p. 29)

In summary, educational achievement (numeracy and literacy) and vocational training
and employment are adversely affected by over-involvement in substance use and programs
need to help young clients to deal with these deficits (as discussed in Chapter 2 of this report).

3.15 Adolescent perception of 'problem’

The above review has presented the major problems demonstrated via research associated with
the misuse of substances by adolescents. But what do adolescents themselves consider to be a
problem and when do they think they have a problem?

Spooner and colleagues asked 16 to 21-year-olkemicit substance users'® whether they
thought that their use of each of the substances they were using was a problem. ”® Overall, 21%
of the sample thought that their use of one or more of the substances they were using was a
problem. When asked why they thought it was a problem, the main responses were that they
were taking too much, using too often, or having problems with addiction. Other responses were
rarely given.

Focus group discussions, conducted as part of the same study, indicated that some
adolescents were taking substances at a frequency that was quite likely to be affecting their
ability to function productively in society, but that this was not viewed as a problem. Rather, the
participants' definition of a problem was (as found in the survey) that dependency was so great

that they could not stop using:
Yeah | can control by drug use - I've been straight for six days now. Before that | was full time off my face for about
five weeks. . . I'm just giving my body a break ‘cause | felt so awful. I'm going out on Saturday night and I'll start
using again then. It's nice to know that | can stop when | want to. (p. 50)

Clearly, this sample of youths had a very different (and narrow) notion of substance-related
problems relative to the discussion of problems presented above.

Bungey and Faulkner asked a slightly different question of their respondents: whether
their use of substances or their use of substances in combination with alcohol had created
problems for them in the previous twelve months. This question prompted the respondents to

5To participate in the study, participants had to have used an illicit substance other than, or in addition to,
cannabis, in the previous three months.
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report numerous problems: financial problems, arguments, fights, legal problems including
driving offences and getting arrested, losing friends, losing a job, working less, problems with
physical health, problems with emotional health, and overdose.

It appears that adolescents can identify specific problems about substance use, but do
not necessarily consider that their substance use is a problem. These findings are consistent
with international research. For example, Morrison and Plant asked substance users in
Edinburgh about substance-related adverse consequences and noted that a) some individuals
did not experience, or did not acknowledge, adverse consequences to substance use and b)
adverse consequences did not necessarily lead to contact being made with a drug agency. ***
Clearly some efforts need to be made to increase adolescent substance abusers' awareness of
the problems associated with their substance abuse, before they will contemplate changing that
behaviour.

3.16 Summary

By definition, substance abuse is associated with adverse consequences. From the review
above itis clear that these adverse consequences are multifarious and impact upon numerous
domains of adolescents lives, including their own health and welfare, as well as impacting upon
the lives of their families, and on the community. In fact, it has been asserted that the
concomitant problems of adolescents entering treatment have increased, making it harder for

treatment professionals to be effective:
These problems tax their patience and test the very limits of their experience, and indeed, their confidence.
Professionals who work with adolescents have had to deal with increasing threats of violence, threats of suicide, a
growing number of cases involving self-inflicted wounds and mutilation, the phenomena of cult and gang
membership, and other issues that were much less common even five years ago. ** (p. 322)

Treatment programs working with adolescents need to plan their interventions with
consideration for what damage has already been done by their client's substance use and train
their staff to be able to deal with the various problems that are likely to arise. The need to deal
with the various problems resulting from substance use is required not just for humanitarian
reasons, but to assist client outcomes. In his review of services needed for adolescents with
substance related problems, Brown stated that substance use should not be seen as the central
issue and targeting this alone while ignoring issues such as homelessness, unemployment, and

alienation from the family and society, is both ineffective and inappropriate.
... illicit drug use may be for some the predominant concern, but it should not be seen or treated as the central, or
solitary, issue. lllicit drug use is neither the ultimate nor immediate cause of most of the distresses among young
people encountered by the welfare system; nor has it proven effective to mark drug use as the sole target for
intervention in the lives of such young people, since at the same time they are often beset by problems of
homelessness, hunger, unemployment, limited social and recreational opportunities, and by estrangement from
their families, school, and other facets of conventional society. ***

)
Friedman and Glickman's study of the program charactics for successful treatment of
adolescent substance abuse support Brown's assertion. *** Friedman and Glickman found that
the provision of 'special services (vocational counselling, and school services, etc) accounted
for more variance in treatment outcome than did either the types of psychotherapy provided or
the size of the program'. (p. 678).
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4  The client group: adolescent substance abusers

4.1 Characteristics of adolescents

When dealing with adolescents with maladaptive patterns of substance use, it is

sometimes difficult to distinguish between dysfunctional behaviour that requires

intervention and normal adolescent behaviour. Furthermore, those responsible for
assessing and working with adolescents need to understand the capacities and normal
tendencies of adolescents to ensure that their service is developmentally appropriate and
that the expectations of the service are appropriate to their client's developmental stage.

For these reasons, an outline of current knowledge of adolescent psychosocial

development is presented.

'‘Adolescence’ can be defined as 'the psychological response to the biological event
of puberty within a particular social/environmental/cultural context'. * (p. 12) There are
certain tendencies that adults might find frustrating, but must acknowledge as normal for
adolescents. For example, adolescents tend to be risk-takers because they feel
invulnerable to the risks 2 or at least under-estimate risks %; have incomplete impulse
control; and have a here-and-now orientation. * Adult treatment programs tend to have a
long-term perspective that is irrelevant to adolescents.

Greenberg has discussed the issue of the need to consider adolescent tendencies
in drug-treatment programs. > Greenberg noted, for example, that:

o adolescents feel they will live forever, that they can take risks without
consequences and that there is no need to deal with any problems about their
substance use now because there will be plenty of opportunities in the future.
Adults, on the other hand, have come to realise their limitations. Greenberg has
suggested that adolescents need to be reminded of the seriousness of their
predicament

) adolescents have a limited attention span and this needs to be considered when
scheduling their daily activities

o adolescents have a different concept of time to adults; a month is much longer for
a young person than an adult. This has implications for scheduling their program

) adolescents lack experience in communal responsibility and need support to work

in an environment that expects this.

What accounts for these adolescent characteristics? Some explanation can be
found in the notions of developmental tasks, adolescent needs, and in various
psychosocial theories about human development.

4.1.1 Developmental tasks
Adolescence has been seen as a period of achieving a number of developmental tasks. *
%8 These tasks relate to the development of a sense of identity ° and include:

o relationships with peers

o emotional independence (including separation from parents)
J a vocation

o values

o a sex-role identity.

Miller has suggested that cognitive development could be added to the list of
developmental tasks. '° The nature of the specific developmental tasks of adolescents can
vary from one culture to another ** and across time. Success or failure in achieving these
tasks has been regarded as crucial for the adolescent's ability to function in society. °
According to Coleman's 'Focal Theory', adolescents focus upon each issue one at
a time rather than all at once. In so doing, adolescents reduce the stress involved with
dealing with each issue. ** Problems arise when adolescents do not have the opportunity
to control the pace of their development at a rate that they can cope with. **** Hence,
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programs that try to address a number of issues simultaneously need to consider the
ability of adolescent clients to deal with this.

Ideas about how service providers should be involved with these tasks has
changed. In particular, Snyder and Ooms discuss how services used to tend to try to assist

adolescents to break away from the family, whereas:

...more recently, a view has emerged from research in which the adolescent is seen as participating in

renegotiation of the parent-child relationship. He or she maintains ties with the parents and at the same time

functions with increased independence. The adolescent is seen as maturing in the context of his or her

family. ** (p. 3)

Substance use can influence the achievement of developmental tasks in a way that
can be incidental or detrimental. For example, alcohol consumption might be incidental to
socialising, or could damage socialisation when it is associated with obnoxious,
aggressive, or otherwise antisocial behaviour. Adolescent-service providers need to be
mindful of where adolescents are at with their developmental tasks and how they might be
able to assist with their achievement.

4.1.2 Adolescent needs

While adolescents might be busy trying to achieve developmental tasks, they also have
specific needs that, from their perspective, are important. Cavaiola and Kane-Cavaiola
have outlined five needs that help to characterise adolescence *:

1. a need for power

2. a need for autonomy and non-conformity

3. a need for freedom

4, a need for structure

5. a need for peer acceptance.

To this list, might be added a number of other needs such as:
6. a need for fun

7. a need for support and nurturing.

Programs that do not provide the opportunity for, or facilitate, adolescents to meet these
needs in a positive way could find their clients dropping out or coping poorly. This can be a
difficult task as some needs can conflict with others, particularly the need for structure
versus the need for freedom and autonomy. Further, adolescents tend to push for freedom
and autonomy, making the provision of structure a difficult task. However, if structure is not
provided, adolescents will often feel unsettled. In summary, workers have a difficult, but
necessary, task of considering the needs of adolescents when planning and implementing
programs.

4.1.3 Theoretical perspectives on adolescence

Heaven reviewed a variety of theories that are useful for understanding adolescence. For

example:

Behavioural theory developed by Skinner, Pavlov and others focuses on how behaviour is
shaped by environmental rewards and punishments

Social cognitive theory: Bandura emphasises the importance of observational learning,
modelling, imitation, and identification in human development

Cognitive-developmental theory: Piaget proposed a model whereby adolescents should
move from concrete operational thinking to formal operational thinking from the
age of about 12 years. That is, an increasing ability to think abstractly, to go
beyond the here and now and to understand things from other people's
perspectives

Biological theory: Gesell argued that much of human development is biologically
determined, however further research is needed to explain the links between
hormones and behaviour and mood.
No theory explains all adolescent behaviour, although each one gives some insight

into adolescent cognition and behaviour. It is important to consider what motivates
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adolescent behaviour: are adolescents deliberately being problematic or are their actions
reflecting what they have learnt or reflecting their cognitive developmental level? For
example, adolescents might be uncommunicative because they are being generally
resistant or because they find it hard to communicate about their substance use because
their abstract reasoning ability is not sufficiently developed for them to understand why
they are abusing substances.

4.1.4 Summary

This brief review of issues in adolescence has highlighted the many adolescent-specific
issues that need to be considered when planning programs or when assessing and
working with adolescents. Failure to do so could well result in adolescents dropping out of
treatment and feeling resentful of service providers for not understanding their perspective,
with a possible net result that their already problematic behaviour is exacerbated. In fact, a
study of the program characteristics for successful treatment of adolescent substance
abuse by Friedman and Glickman found that a perception by clients that staff members
allow and encourage free expression and spontaneous action was positively related to
treatment outcome. Friedman and Glickman suggested that this perception ‘could have
contributed to a more positive response by the clients to the program and enhanced their
motivation to reduce their drug use' *° (p. 677)

4.2 Adolescents in treatment: do they differ to adults in treatment?
Are adolescents who need professional help about their substance use any different to
their adult counterparts? A number of differences are mentioned in the review above. For
example, adolescents are less cognitively developed and less emotionally mature so staff
members need to have realistic expectations of adolescents' ability to look after
themselves.

Adolescent substance abusers are also less committed to changing their
substance-use lifestyle than adult substance abusers. This relates to Prochaska and
DiClimente's stages of change model *® and is important because motivation to change
has been found to be associated with outcome among adolescents *” and drop-out rates,
at least among adult clients. ' Consequently, staff members should not expect adolescent
clients to be motivated, but should develop the capacity to deal with reluctant or resistant
clients. Motivational interviewing might assist. *° Otherwise, allowing adolescents to enter
and leave a program without a sense of failure can assist each exposure to a program to
be a positive experience.

Studies of adolescents and adults in drug-treatment programs have found
numerous differences between the two groups. One study compared adolescents and
adults who underwent diagnosis at a drug-treatment agency in lllinois that provided
referral, residential, non-residential, early intervention, and prevention programs. 2 This
study found that, relative to adults, adolescents were significantly more likely to have:

o used amphetamines or hallucinogens

problems about substance use at school or work
ever drunk alcohol heavily

had problems relating to alcohol use
experienced family problems:

- a violent household

- physical abuse

- a substance-abusing family member

o had psychological problems:

- hallucinations

- trouble understanding, concentrating or remembering

- trouble with controlling temper or violent behaviour
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) attempted suicide

) ever been treated for emotional problems

and significantly less likely to have:

been married

been employed at admission

used heroin, methadone or cocaine

opiates use as the primary substance used

ever been addicted

o ever spent time in gaol.

In addition, adolescents tended to have started using substances at a younger age (mean

=12 years compared to 15 years) and to have been involved in criminal activities from a

younger age (mean = 12 years compared to 16 years) than adults. However, adults still

tended to have used substances for a longer period than adolescents (10 years compared
to four years).

A second study related specifically to clients of residential facilities. 2* This study
indicated that adolescent clients were more likely than adult clients to:

: have a disorganised family background
have had counselling at an earlier age, particularly after suicide attempts
respond to pressures to stay in treatment from parents or from fear of legal
detention
require education and parental and family support
not have suffered negative consequences of substance use.

West and Power found that younger patients in an alcohol-treatment program
tended to accept a lower level of personal responsibilty for their condition than older
patients. %

Bukstein and Kaminer reviewed differences between adolescent and adult
substance abusers and argued that they are sufficiently different to require separate
diagnostic criteria.  For example:

) heavy substance use in adolescence and problems relating to that use appear to
decline with maturity, rather than predict substance abuse or dependence in later
life. This does not support the notion that abuse in adolescence is simply the
precursor of abuse in adulthood

o the consequences of abuse are different for adolescents relative to adults. For
example, rates of alcohol-related problems such as deaths from drinking and
driving, and arrests for drunkeness and drink-driving are higher among 18-24 year
olds than among adolescents. Adolescents, on the other hand, have higher rates
of vandalism and other crimes that are more tangential to substance use

o the social, familial, and developmental, contexts of substance use differ, that is,
there are different reasons for use and constraints on use for adults and
adolescents. For example, adolescent alcohol abuse can occur in response to
increased independence from family controls and more opportunity to use alcohol.
With normal developmental maturation, and social responsibility, problematic use
tends to decrease.

The notion that adolescents tend to have problems with different substances
relative to adults is supported in the Australian context by data collected for the natonal
census of clients of treatment agencies (NCOCTA). ?* The census asked each drug-
treatment agency in Australia to provide details about each client they saw on one
designated day. The study was not directly set up to look at differences between adults
and adolescents, so the results cited here should be viewed with caution. For example,
adolescents were less likely to have been using residential services (29%) than adults
(47%) and this could relate more to the sampling frame and the availability of services than
to an effect of treatment-matching. Consequently, the samples might not be directly
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comparable. The agency staff members were asked which substance or substances the
client had been mainly having problems with. Staff was more likely to report that
adolescents had primary problems with amphetamines, cannabis, inhalants,
hallucinogens, and polysubstance use; and that adults had primary problems with alcohol,
opiates, and benzodiazepines (Table 4.1). Further, in the previous year, adolescents were
a little less likely to have injected opiates and more likely to have injected amphetamines
than adults (Table 4.2).

Table 4.1: Main substances of abuse for adolescents and adults (percentages)
Main substance problem Adolescents Adults
amphetamines 35 29
cannabis 27 5
inhalants 4 0
hallucinogens 1 0
polysubstance use 10 3
alcohol 36 50
opiates 22 35
benzodiazepines 1 5

Table 4.2: Injected the substance in the previous twelve months
Main substance problem Adolescents Adults
amphetamines 23 13
opiates 22 29

Adolescents also appear to be prone to lapse for different reasons to adults.
Studies of relapse rates and the situational features of initial lapse have found that
adolescent lapses tend to be triggered by social pressure to drink, not negative emotional
states, whereas adult lapses tend to be triggered by negative emotional states (situations
of anger or frustrations, social pressure to drink, or interpersonal conflict). > Such
differences are important to note for relapse-prevention training.

There are some inconsistencies among the studies. For example, De Leon's study
found that adolescents were more likely to have problems about alcohol use than adults,
whereas the NCOCTA indicated that alcohol was less likely to be the primary substance of
abuse for adolescents relative to adults. Different research methods probably created
these apparent inconsistencies. Overall, however, it appears that there are numerous
differences between adolescents and adults in treatment programs above and beyond
those differences that can simply be attributed to the developmental stage of adolescents.
Relative to adults, adolescents seem to have a different pattern of substance use, to have
come from more negative family situations, to be more psychologically affected by their
substance abuse, and to be less committed to changing their substance use. These
findings do make sense: the different patterns of substance use are consistent with
differences found in general population studies; the more negative family situations might
account, in part, for why their substance-related problems have become so serious so
early in their lives; the more detrimental impact of substance use is consistent with the
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notion that this abuse is occurring during a time of emotional and intellectual development;
the lower commitment to changing their substance use relates to the fact that many are
still reaping the benefits of substance use in terms of self-image, socialisation, and
alleviating problems.

Even if adolescents needing treatment are different from adults needing treatment,
does this mean that they require different programs? The need for adolescent-specific
programs is supported by anecdotal evidence. For example, Alder and Read's
investigation into the re-integration of young offenders with substance problems led them
to conclude that mixing adolescents and adults in drug-treatment programs was

detrimental to both groups:
From the treatment program point of view, it can be equally frustrating and disuptive to try to integrate young
people into an adult program. A member of program staff at Windana described an attempt to include young
people in the Windana program:

When we had four adolescents in our therapeutic program in Pakenham it was difficult to handle
because the adults were finding their growth was being restricted in all aspects; they (the adolescents) were
so immature that it was interfering from the work program to counselling...when you are talking to people in
their thirties, talking about their problems, the youth didn't have the patience to try and understand-they had
different problems...the adults were complaining so in the end we shifted the four of them 2 (p. 32)

In summary, adolescents in treatment are not just younger versions of adults in
treatment, their issues and needs are qualitatively and quantitatively different and
adolescent-specific services are best able to meet those needs.

4.3 Diverse clients: diverse issues and needsl

Just as adults are not all the same, adolescents are a mixed group. They vary as a result
of predisposition, environment, and experience. The subgroups discussed below are not
the only subgroups of adolescents that exist. Thousands of subgroups could have been
discussed such as injectors, sex-workers, anorexics, illiterates, and so on; the list is
endless. The main reason that these groups are singled out is because they tend to be
identified by drug-treatment staff members and researchers as groups with special needs.

While looking at subgroups can be useful, it must not be forgotten that all
adolescents are individuals. Knowledge about subgroups can help workers to identify
patterns of need, but stereotyping adolescents on the basis of gender, sexuality, or any
other characteristic, is not useful.

In summary, the discussion below is a guide to some of the main issues that relate
to service provision for some subgroups of adolescents. It should not be forgotten that
each adolescent is an individual and that assuming adolescents from any group are all the
same is rarely productive.

4.3.1 Males and females

It has been noted that male and female adolescents develop differently:
Boys and girls follow different patterns of change, shaped both by the biological imperatives and the social
conditioning. Boys appear to be more driven to achievement and aggression, while girls are more influenced
by interpersonal relationships and the need for support and approval. Boys seem to get into more trouble
with authorities, both in school and in their communities. #’ (p.25)

Such gender differences can have implications for male and female adolescents'
preferences in types of activities (such as group discussions versus competitive sports), as
well as how well they respond to the same activities.

The aetiology of substance use and abuse also differs according to gender. % For
example, aggressiveness coupled with shyness has been found to be a strong predictor of
later substance abuse among boys, but not girls. ° Consequently, treatment services
might need to be gender specific.

There has been a significant amount of research into treatment issues for adult
females. *>3* For example, compared with men, women have been found to be more
susceptible to the physical effects of alcohol ***®, have different predictors for relapse ¥,
have lower social status *®, and less autonomy, particularly with regard to injecting
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practices in the subculture of illicit substance use *°, and have lower self-esteem *°. Issues
that have been raised in connection with women with substance-use problems have
Lrslcluded domestic violence **, children *, childhood sexual assault **, and social stigma **
The degree to which the issues and conclusions of adult gender issues are
relevant to adolescents in drug-treatment programs in Australia in the 1990s is not known;
there has been very little investigation into this area. However, there is sufficient evidence
and there are anecdotal reports to justify concern about gender issues with adolescents.
Beschner and Treasure reviewed the literature on substance use by female adolescents,
and found that: *°
female adolescents in treatment had similar substance-use patterns to male
adolescents
female adolescents were outnumbered by male adolescents in the treatment
setting
females tended to enter treatment earlier than males
females had started substance use at about the same time or a little earlier than
males
females tended to be characterised by staff as one of the following stereotypes:
'slut’, 'intellectual junkie', 'abusive mother' or 'hypochondriac'
treatment staff tended to be out of touch or unsympathetic to female clients'
problems. For example, they tended to under-estimate the extent to which female
clients felt unable to express themselves, had negative perceptions of their own
bodies, felt too stupid or uneducated to be able to get a good job, and had suicidal
tendencies.
After reviewing the differential reasons for substance misuse by adolescent females and

their treatment experiences, the authors concluded:
From the available literature it appears that girls who do enter treatment have to contend with a number of
inequities, misperceptions, and biases. It is also becoming more apparent that many drug treatment
programs are not adequately structured or equipped to address the special social, psychological, and
medical needs of girls. (p. 207)

The relevance of Beschner and Treasure's research for Australian adolescents in
the 1990s is not known. However, Maher has expressed concern about young females in
mixed-gender residential settings on the basis of her ethnographic research methods in

Australia:
As Dimity, a young woman with extensive involvement in the juvenile justice system told me of her
experience in a mixed-sex residential program for adolescents.

'It's just that its really hard sometimes caus' there's a lot of macho bullshit. They're bigger than you
and they can stand over you. You feel intimidated by them and sometimes it's hard to bring up resentments
like how you're feeling caus' you think they're gonna smash you and stand over you and specially after a
while when you've let down all of the fronts you had up while you're on the streets. Like you're genuinely
scared and | used to get intimidated caus' they get really angry and violent and they act out on you ... like in
group with abuse stuff and that, | couldn't talk about that, or what I'm scared of. It's really hard to be how you
are caus' you feel like you have to be really big and strong. Like if you were scared of the dark they will all
really laugh at you. The boys hide their fears much better." *’ (p. 37)

Miller noted that females tend to outhnumber males in a residential drug-treatment
facility for adolescents until the age of 17, at which time there is a sharp drop in the
proportion of females. *° Miller was not sure why this pattern exists. He gave a number of
possible suggestions: females could seek treatment earlier than males; older females
could be more likely to go to other (for example, adult or female-specific) treatment
facilities or the large number of males aged 18 could be related to an increased motivation
to deal with substance-use problems because of the threat of an adult prison (rather than
Juvenile Justice facility), if caught re-offending. Another theory postulated by workers is
that older adolescent females get 'looked after' by older males.

There has been little discussion on the specific needs of adolescent male sustance
abusers. However, the distinctive needs of adolescent males are as important as the
needs of adolescent females. For example, Biddulph has argued that adolescent males
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particularly need male role models to assist in their social development. *® Issues for male
adolescent drug abusers require further research.

An issue of debate is whether drug-treatment programs, particularly residential
programs, should be mixed-gender or gender-specific. Most (if not all) of the published
debate so far are about adult programs. However, some of the issues raised in those
debates are worth consideration for adolescent clients. Traditional programs have been
described as having 'male, cognitive, emotional and interpersonal styles' *° (p. 52), as
reinforcing the stereotype of females as passive and dependent *° and, at times, providing
a setting that permits the sexual and physical harassment of females ** and disinclined to
cater to the needs of females with dependent children *2.

An evaluation of Jarrah House, a drug-treatment agency specifically for women in
New South Wales, found that the service was better able to attract, retain, and cater to,
women with children, women with histories of sexual abuse, women with histories of
maternal substance misuse, and lesbians, than mixed-gender services. While this
difference is important, it should be noted that the six-months treatment outcome was not
significantly better for the women from the specialist service than the women in the mixed-
gender services. While Jarrah House appears useful for attracting women who would
otherwise not have sought, or stayed in, treatment, many other women prefer services that
are not gender-specific. *2

Of special note is the issue of adolescents with children. Apart from the practical
issues such as accommodating parents and their children within a residential program, or
providing childcare in non-residential programs, there is also the issue of the adolescent
parents ability to care for children when having difficulty managing their own substance

use. As Trad stated:
Substance abuse impedes decision-making skills, lowers inhibitions and results in the relinquishment of
responsibilities, outcomes which may have dire consequences for infants exposed to these behaviours. *
(p. 421)

In summary, the main gender issues that adolescent services need to consider are:
that males and females have gender-specific needs

that females who are pregnant or have dependent children have special needs and
concerns

that males and females could have difficulty discussing certain issues (for
example, sexuality, childhood sexual abuse) in mixed-gender groups, so gender-
specific groups for males and females are recommended

that the opportunity to learn to interact with both genders in a therapeutic
environment could be too valuable to discard altogether, but that close/sexual
relationships among any clients should be avoided as much as is possible
because they can be disruptive to the group, as well as to the individuals involved
the fact that males outnumber females can be threatening for female clients,
particularly in a residential setting, and especially if the worker/s on duty is/are
male.

4.3.2 Younger adolescents
Younger adolescents (11 to 14) are developmentally very different to older adolescents

(15 to 19). Cavaiola and Kane-Cavaiola discuss this difference as follows >*:
Early adolescence covers approximately ages 14 to 15. These are ages of emotional lability, frantic and
phrenetic activity which seems relentless. The group rules and usually the most pathological member of the
group is looked up to as a leader. It is therefore, not unusual for teenagers to be quite cruel at these ages.
Anyone, who is 'different' because of physical, mental disability, ethnicity or culture, or physical appearance,
becomes the subject of ridicule...

Middle adolescence (ages 15-17) is characterised by more settling in, i.e., more introspective and
self-conscious behavior. Here adolescents are still peer oriented but the most pathological teenager is
usually no longer intimidating the group. Cruelty becomes less frequent as group members are now able to
tell one another to 'knock it off." Steady relationships and dating take on utmost importance. Constant
bickering, arguing with parents and siblings, most of the time will be critical and negative.

Late adolescence (ages 17-19) is characterised by more settling down. This is where the 'tasks'

4-8



become more focused upon. At this point, decisions regarding careers, relationships, issues of separation

are in the forefront. Those adolescents who do not progress become Peter Pans, so to speak. They never

really grow up. In late adolescence, one begins to realize that life does not hold limitless possibilities. (pp.

16-7)

Blume and colleagues have noted that the cognitive developmental skills that are
required for participation in a skills-training program taught in a group format are less likely
to be developed in adolescents under the age of 14 years. *° They suggested that major
modifications to such a program would be required for younger adolescents.

Anecdotal reports have suggested that problems have arisen from mixing the
younger adolescents with older adolescents. For example, younger adolescents do not get
as much opportunity or support to be a kid when activities are centred on self-
responsibility, older adolescents are more vocal and assertive about what they want to do,
and dominate younger adolescents, and younger adolescents try to emulate older
adolescents and this is not always a good thing. Consequently, some adolescent
programs have raised the entry criteria to exclude younger adolescents, others do not
accept younger adolescents when the program is dominated by older adolescents.
Programs need to cater for the developmental level of the adolescents. This could mean
separating younger adolescents from older adolescents.

4.3.3 Adolescents from a non-English speaking background

While nearly one quarter (23%) of the total population in New South Wales in 1991 was
born overseas, 16% of the 12 to 25 year old population in New South Wales was born
overseas. *° Two-thirds (68%) of young people born overseas were born in non-English
speaking countries, the most common being Vietnam (12%), Lebanon (8%), Hong Kong
(8%).

There is either limited or no reliable information on harmful substance use by
people from non-English speaking populations in Australia, let alone adolescents from
these populations. °” People with non-English speaking backgrounds (NESB) have been
targeted as a priority group in many health strategies because of concern about such
issues as under-use of services due to lack of knowledge of services and
inappropriateness of services for all cultures. *® Longshore and colleagues have also found
that ethnic minorities are less likely to perceive a need for treatment, perhaps because of a
cultural belief that professional help for personal problems should not be sought, and
holding negative stereotypes about drug-treatment services. *°

An impression gained from consultations with service providers and adolescents
was that problems with adolescents from non-English speaking backgrounds have not
been so much the lack of cultural appropriateness of the program because most NESB
adolescents regard themselves as 'Australian’. The problems have mainly centred on
racist attitudes of other adolescent clients. Such racism is often exacerbated by the ‘dog
eat dog' and scapegoat mentality of adolescents who have lived on the street or been
detained in juvenile detention centres. Workers have reported great difficulty in dealing
with the racial issue.

A particular issue at the current time relates to Indo-Chinese adolescents. There is
a trend of increasing numbers of Indo-Chinese adolescents in juvenile detention, most of
whom have been primarily detained for substance offences ®°, as well as anecdotal reports
of increasing prevalence of heroin use in Sydney's western suburbs by Indo-Chinese
adolescents. These trends suggest that adolescent drug-treatment programs could need
to consider their attractiveness and appropriateness for Indo-Chinese adolescents who
might differ from other adolescents not only because of their cultural background, but also
because of issues about trauma from being in refugee camps and because of the high
prevalence of gangs and heroin smoking in their community.

Cultural issues for each client should be identified within the assessment process
and throughout treatment, particularly as interventions such as family therapy and confilict
resolution might need to vary according to the cultural background of the client. ®* The
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client can be a significant source of information on cultural issues as they relate to him/her.
Ethnic-specific organisations, where they exist, can be another source of information and
support for organisations and their clients. Such organisations might be able to run in-
service training for staff, provide advice to managers and case-managers on ethnic issues
and provide support to individual clients.

4.3.4 Gay and leshian adolescents

Gay and lesbian adolescents with substance-use problems are often faced with other
pressures related to their sexuality. These pressures include (among others) stress related
to 'coming out' and possible pressure to use alcohol and illicit substances (particularly
designer drugs) at gay venues and dance parties. Coming out can result in a low self-
image and feelings of isolation as a result of family and peer rejection, homophobia, and
trying to develop a new identity and lifestyle. As such, gay and lesbian adolescents,
E)Sarticularly those with substance-use problems, are seen as an at risk group for suicide %

4.3.5 Indigenous Australian adolescents

As with each of the subgroups of adolescents discussed in this section, there is substantial
heterogeneity within the subgroup of indigenous Australian adolescents. For example,
indigenous Australian adolescents in outback settlements, rural towns, and central
Sydney, cannot be assumed to be the same and most of the research with indigenous
Australian people appears to have been conducted outside the capital cities.
Remembering this, a brief, non-comprehensive review of relevant literature is presented to
draw attention to issues that are specific to, or prevalent among, substance-abusing
indigenous Australian adolescents.

Brady has conducted and written up a significant amount of ethnographic research
with indigenous Australian populations, particularly non-urban populations and with a
particular interest in substance abuse by those aged 12 to 25. ® Brady has stressed that
indigenous Australian adolescents are, in many ways, similar to adolescents from other
cultures. For example, solvent use and excessive alcohol use tend to be a result of the
desire to be part of the peer group, because the experience is pleasurable, and because of
parental role-models. ¢

However, a number of differences exist between indigenous and non-indigenous
Australian adolescents, that contribute to substance abuse. Hunter discusses how the
degree of disadvantage faced by indigenous Australian adolescents contributes to their
substance-related problems. ® Relative to non-indigenous Australian adolescents,
indigenous Australian adolescents are more likely to experience unemployment, less likely
to possess work qualifications, more likely to live in public housing, and more likely to be
placed in a juvenile detention centre.

Numerous, predominantly US, models exist to explain substance abuse among
indigenous populations. ® However, no model has been agreed upon and the applicability
of the models to indigenous Australian adolescents is not known. From a local perspective,
Brady argues that indigenous Australian substance abuse is explained by different

antecedents to non-indigenous Australian substance use:
These relate to dispossession, colonisation, low socio-economic status and rapid social change. These are
all eminently social factors. In other words, in contrast to our understanding of drug abuse in Western
society, the reasons for Aboriginal drug abuse are seen to be primarily external, imposed factors rather than

individual traits. " (p. 1)
Brady argues that notions of autonomy and relatedness, integral to indigenous
Australian culture, appear to have exacerbated problematic substance use by indigenous

Australian adolescents:
Aboriginal social life, in the areas where | undertook my research, is marked by an emphasis on the
autonomy of the individual, while at the same time it stresses notions of relatedness between people -
connections that require constant outward expression through generosity, compassion and concern...Young
people are treated as autonomous individuals, and learn from an early age that they have a wide range of
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freedoms - a much wider range than would be tolerated by most white Australians...

Drinkers of alcohol and sniffers of petrol (both groups predominantly male) are able to transform
the notion of personal autonomy, and the emphasis on generosity and indulgence, to their own ends. At their
disposal are communities of people who have been socialised into the belief that to refuse the direct request
of a relative is tantamount to admitting that they do not care for them, and that to remonstrate or dissuade
them from their drug use is to interfere with their right to do what they please with their own bodies. ™ (pp.
73-4)

Among some indigenous Australian communities, adolescent substance misuse is
perceived to have gone beyond their control. In regard to volatile substance abuse, Brady

wrote:

A major social ramification of sniffing has been that the behaviour of these young people has caused a crisis
of faith among Aboriginal people in their society's ability to deal with problems. Young people who sniff exert
considerable power over others, both because they are in an altered state which is bewildering and
frightening to the uninitiated, and because in this altered state they often run wild, breaking windows,
causing affray and screaming out...At a loss to deal with the unwillingness of young sniffers to listen to their
parents, many adults leave their children to their own devices and hope that outside help and programs, or
even institutionalisation, will solve the problem. & (p. 24)

Thus there is a pressing need for services that can be effective with indigenous
Australian adolescents who use substances in a problematic manner. Hunter argues that
while indigenous Australian adolescents can be among the most in need, they are a

difficult group for services to assist:
The reticence of health professionals towards working with intoxicated young aborigines must be
challenged. While at times threatening, often ungrateful, and likely to repeat and return, it is these aborigines
who are most vulnerable and in greatest need. *® (pp. 91-2)

There are arguments for and against the provision of indigenous Australian-specific
services that are beyond the scope of this report. Given the reality that indigenous
Australian adolescents will present to mainstream services, how can these services be
made attractive, appropriate, and effective for indigenous Australian adolescents? Workers
from the Aboriginal and Torres Strait Islanders' Commission with responsibility for
substance-use issues were interviewed as part of an investigation into the needs of
substance-affected adolescents in the Australian Capital Territory. "* These workers
recommended:

having indigenous Australian as well as non-indigenous Australian workers on

staff, and an indigenous Australian liaison officer

ensuring the environment was accessible to indigenous Australian adolescents, for

example, by having indigenous Australian posters on the walls

training of non-indigenous workers to increase awareness of racism and

knowledge of appropriate strategies for dealing with racism.

In addition to the above recommendations, one of the key strategies of the National
Aboriginal Health Strategy Working Party: that 'people suffering problems of addiction
should not, wherever possible, be removed from their community environment to obtain
treatment’. "2 (p. 203) This principle is counter to the notion of residential treatment for
indigenous adolescents. However, residential treatment for a short period which
incorporates maintaining links with the adolescent's community might be appropriate and
effective. *°

Burns and colleagues also recommend, at least in the context of preventing petrol
sniffing in rural areas that, encouraging indigenous Australian communities to use family
relationships to dissuade adolescents from petrol-sniffing can be effective in addition to
focusing on education, training, employment, and recreation. "

Indigenous Australian workers can assist with increasing the cultural
appropriateness of interventions, or assisting indigenous Australian adolescents to benefit

18 personal communication with health worker working with indigenous Australian adolescents in Redfern,
1994.
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from the program. For example, different communication methods or interpretations of
messages can be mediated via the indigenous Australian worker " ”. Indigenous
Australian workers might also provide more appropriate role-models for indigenous
Australian clients than other staff. However, care needs to be taken when employing
indigenous Australian workers to ensure indigenous Australian clients feel that their
confidentiality is protected. The concept of shame can make it more difficult for indigenous
Australian adolescents to present problems to a person of their own community.
Furthermore, indigenous Australian adolescents might be reluctant to talk with indigenous
Australian people from particular families. ¢ Consultations on these issues needs to be
done on a local level to ensure any indigenous Australian staff is acceptable and effective
with indigenous Australian adolescents likely to use the program.

In summary, many indigenous Australian adolescents are in great need of
assistance about substance-related problems and agencies need to be active in
implementing strategies that make their services attractive and effective for indigenous
Australian adolescents. Worker-training in indigenous Australian issues, and close liaison
with indigenous Australian communities and indigenous Australian workers, can assist with
this process.

4.3.6 Adolescents with a dual diagnosis

Psychopathology is often encountered by services dealing with adolescents with
substance-use related problems. " " Furthermore, studies of adolescents in the
community, "® particularly homeless adolescents ", have found significant concurrence of
substance-use disorder with other psychiatric disorders. This combination of a diagnosis of
substance abuse with another psychiatric condition is referred to as 'dual diagnosis'.

Mood disorders (unipolar depressive disorder, bipolar disorder) and conduct
disorder (antisocial personality disorder continuum) have been found to be the most
common psychiatric disorders among adolescents in treatment for substance-use
problems. # Other disorders include anxiety disorders, dissociative disorders, attention
deficit hyperactivity disorder, personality disorders (especially cluster B), schizophrenia,
and eating disorders (bulimia). ® 8 As adolescence is a time when some serious, but
treatable, mental disorders might initially present (eg schizophrenia and bipolar mood
disorder), accurate diagnosis is crucial. %3

Following assessment, the case plan varies according to the type of disorder: what
is appropriate for a client with an affective and adjustment disorder might not be
appropriate for a client with a conduct disorder.  In fact some clients with a dual
diagnosis might need no, or minimal, input from specialist mental health services. For
example, many of the personality disorders could respond better to a structured
environment within a drug-treatment program with firm limits and boundaries and clear
behavioural expectations and consequences for breaches. ® Given that a) conduct
disorder and substance abuse share common symptoms, and b) the recommended
interventions for both disorders are very similar, it might be better to describe adolescents
who meet criteria for both of these disorders as having a problem-behaviour syndrome,
rather than a dual diagnosis.

As discussed by Howard, dual diagnosis clients often 'fall between the cracks' and
receive less than adequate responses from both mental health services and those
designed for substance dependence. ® There are several possible reasons for this
situation. The use of neuroleptics can conflict with an all 'drugs-free’ milieu, some
behaviour of mentally disordered clients could respond poorly to confrontive techniques,
and the complicated management of such clients might be beyond the expertise of
agencies with little, or no, mental health professional back-up. In addition, substance-using
clients are often regarded and treated very negatively in mental health settings; frequently
described as manipulative, difficult, likely to abuse any medications given, dangerous, and
non-compliant. &
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It can be difficult to distinguish psychiatric symptoms from the consequences of
substance use, so it is recommended that services delay assessment until at least a
couple of weeks after substance use has ceased and that adolescent services be
equipped to deal with clients with dual diagnoses.

Furthermore, treatment goals and plans need to be set with consideration for the
abilities and special difficulties of adolescents with dual diagnoses. Research with adult
clients indicates that the fewer problems clients have upon admission, the more likely they
are to benefit from the program. For example, personality disorders, especially antisocial
personality, have been found to be associated with poor treatment outcome among adult
opiate addicts. %

Dual diagnosis patients cannot be ignored and specific treatment for both
conditions is required. nswer to the question of what to treat first, EI-Guebaly
recommends observatio—df the client while substance-free for 2 to 4 weeks, then
concurrent treatment for both problems on a long-term basis. 8

7 Survivors of trauma

» finding that childhood abuse and/or neglect is a risk factor for substance abuse and
self-mutilation has been discussed above. Many adolescents who come to the attention of
health and welfare workers, particularly residential treatment programs, have also survived
other traumas throughout their childhoods and adolescences; sometimes as a result of
their substance-use lifestyles, rather than as a cause. * °* Traumas might result from
severe acute, or prolonged, stressors such as rape * or imprisonment *. Other traumatic
experiences commonly reported in adolescent treatment programs include being witness
to extreme violence (in the home or in a war situation), and refugee experiences.

Van der Kolk and Saporta review the literature on biological responses to trauma
and noted that 'traumatized people are prone to have a poor tolerance for arousal, to
respond to stress in an all-or-nothing way, and to feel emotionally numb' ** (p. 26-7)
Specific symptoms of post-traumatic stress disorder (PTSD) include ‘intrusive re-
experiences of elements of the trauma in nightmares, flashbacks, somatic reactions’ (p.
30), anxiety disorders and, for victims of child abuse, chronic problems with aggression
against others and themselves.

Stewart reviewed and discussed the issue of adolescent survivors of trauma with in
drug-treatment programs. ** For example, such adolescents have tended to drop out of
treatment due to fear of re-experiencing the original trauma, to have trouble trusting adults
as adults have generally been the perpetrators of traumatic experiences, to feel hopeless
about the world and their own place in the world, and to feel as though they have no
control as they are victims. Stewart discussed treatment needs of traumatised
adolescents, including 'coping and stress-reduction strategies...combined with cognitive
and insight-oriented therapy' (p. 418) within an environment that provides structure and a
sense of safety. Van der Kolk and Saporta argued that some issues can be too painful to
discuss without medication, so that referral to a psychiatrist could be indicated in some
cases.

The pace and timing of dealing with traumas can significantly influence outcomes.
Jarvis, Copeland and colleagues's reported that women sexual abuse survivors
consistently emphasised the need to control the pace of their own disclosure. *°
Furthermore, Howard has cautioned against tackling issues such as childhood sexual
assault that cannot be adequately addressed by the program. °® In particular, Howard
suggested that a 2-week detoxification program is too short to deal with such emergent
issues and referred to recent reports °’ that have recommended that ‘family of origin'
issues be dealt with later in recovery. While it is not possible, or appropriate, to stop
disclosure of traumatic events, argued Howard, the task is to help the client hold onto the
issue for the timebeing, until the problem can be dealt with properly.

In sum, some adolescent clients could be experiencing post-traumatic stress
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disorder, and their behaviour could suggest that they are not cooperating or responding to
treatment. Screening for significant stressors might assist identification of such individuals
and the need for referral to specialist services. Disclosures of significant stressors should
not be ignored, nor should they be dealt with by untrained staff as this could, inadvertently,
exacerbate the problem.

4.3.8 Juvenile Justice referrals

A history of problematic substance use is highly prevalent among young offenders in
contact with the Juvenile Justice (JJ) system. * %° At present, referral from a JJ service is
one of the most common sources of referral to adolescent residential drug treatment in
New South Wales. The preponderance of adolescents from JJ has had a number of
implications for service providers.

Firstly, JJ clients tend to have multiple problems and to be difficult to deal with.
Most incarcerated young offenders come from chaotic social backgrounds, are without
education or family support, and psychological morbidity and problem behaviour are
common. ' JJ staff, as well as drug-treatment staff, has reported increasing problems
with violence with JJ adolescents. Consideration needs to be given to security (for staff
and for clients) and the organisation's ability to manage violent or otherwise antisocial
clients.

Additionally, adolescents who are accustomed to institutional life can be anti-
authoritarian and know how to manipulate groups and individuals to their own advantage.
Workers who are naive to such manoeuvres can be controlled by such adolescents. This
is a situation that is stressful for the worker and that can be damaging for other clients.

Second, motivation to deal with substance problems can be low, or ambivalent,
among JJ adolescents if they only agree to placement in a drug-treatment setting as a
preferred option to placement in a JJ facility. This lack of motivation can sabotage not only
their own treatment, but the treatment of other clients. On the other hand, being ‘'made to
go to treatment’ sometimes gives young offenders an excuse to get help with their
substance-use problems, without having to admit to wanting that help.*’

Finally, recidivism can be as much an issue as the relapse to problematic
substance use. In fact, given the association between crime and substance use 101
dealing with one issue and not the other is unlikely to be effective in the long term.

In summary, JJ adolescents are an important, but difficult client group for
adolescent drug-treatment services. Specific issues such as conduct disorder, motivation
to change, institution-mentality, and recidivism, have implications for issues such as
worker-selection and worker-training, behavioural control, worker safety, and program
planning.

4.3.9 Homeless adolescents
Numerous reports have been written in relation to homeless adolescents. %% The sheer

volume of reports on adolescent homelessness reflects concern in Australia with this

phenomenon. A majority of homeless adolescents report heavy substance use % 1%

many have reported experiencing substance-related problems %, and other health
problems are common *°. As recorded in the Burdekin Report, substance use has

particular utility for homeless adolescents:
There are a number of psychological, developmental and social factors that contribute to drug use. It
functions in a very specific way...It relieves emotional and psychological distress. Basically it provides
emotional anaesthesia. It can operate to maintain the present-centredness that blocks out the past and it
helps avoid thinking about the future.
Experimental use of a wide variety of substances is common behaviour...but it also provides
excitement and is a form of risk-taking. It operates to prop up a low self-esteem in the short-term through the

YRichard Miller, Clinical Coordinator, Ted Noffs Foundation, personal communication, 1995.
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provision of good feelings and then when the potential damaging effects (become apparent, they) are just
not viewed as relevant. ‘It doesn't matter because I'm not particularly worthwhile anyway'.

Drug use facilitates peer cohesion, sociability and bonding and thereby it decreases the social
isolation that they experience. It also alleviates boredom and the monotony of an existence where the
individual is cut off from the mainstream society through basic lack of financial resources to participate in it.
It provides emotional anaesthesia and disinhibiting effects, thereby allowing prostitution and other means of
getting an income to be done a lot more easily. So...drug use can be seen as an integral part of the street
lifestyle and it is a response to psychological needs and the social context in which they live. ** (p. 238)

A study of the substance-related issues and service needs of homeless
adolescents was conducted in Brisbane and included consultations with homeless
adolescents, as well as with workers. '® The study report describes the situation and
needs of homeless adolescents, and concludes with a list of 18 recommendations for
services. One of the over-riding issues is the need for homeless adolescents to feel that
others (workers and peers) understand and emphathise with their situation. Homeless
adolescents appear to be accustomed to hardship and being looked down upon. Service
provision needs to consider not just the practical needs of accommodation, but the
emotional need of having somewhere to belong and somebody who cares.

4.3.10 Rural adolescents
Rural areas can vary significantly in terms of their geographic, demographic, and social,
characteristics. As described by Sturmey, rural areas include coastal areas characterised
by tourism and movement of young people in and out of the area; traditional farming
communities, mining communities, indigenous Australian communities, pastoral-based
service towns, and pastoral properties. '® There is much variation in factors such as
income, opportunities, lifestyle, and access to services between, and within, rural areas.
Studies of the sociology of small towns, reviewed by Sturmey, have indicated that
strong ties to the community, high density networks, high pressure to conform, high
interest in other people's lives (gossip), and a narrow range of perspectives result in a
conservatism that could adversely impact upon substance use, and the treatment of
related problems. ' For example, drinking alcohol might be the main source of socialising
and recreation for a community, and fear of being stigmatised could impede help-seeking
behaviour if that drinking gets out of control.
Sturmey made a number of recommendations for drug-treatment service provision
in rural areas, some of which are listed below °:
. smaller towns need to be serviced via the provision of more local, multi-skilled,
generalist workers or visiting specialists
multi-purpose centres are a practical means of service delivery
the acceptability of a service requires community consultation and support, as well
as workers with suitable professional and personal qualities
professionals in rural areas require ongoing professional supervision and training;
in particular, generalist workers require training and support in substance issues.

4.3.11 Conclusion

Adolescent substance abusers are a heterogeneous group with various problems, issues,
and needs. It is impractical to have specific services for each and every specific group.
Furthermore, 'special' programs for 'special' people can be counter to the notions of
treating people as individuals and of mainstream society accepting and understanding the
diverse range of people who make up our society. Service providers need to adopt a dual
strategy of a) utilising what is already known about subgroup issues to be proactive in
ensuring their service is accessible, appropriate, and effective for all adolescents and b)
talking to adolescent clients; asking them about their individual needs and involving them
in service planning, implementation, and evaluation. Liaison with professionals and/or
community members with knowledge of particular subgroups can also assist in ensuring
that an organisation is equipped to deal with a subgroup and, if necessary, assist with
individual adolescent clients.
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4.4

Conclusions

The preceding chapters describe the epidemiology, aetiology, and consequences, of
problematic adolescent substance use. Adolescents who use substances in a seriously
dysfunctional manner are a minority of the population who, through the cumulative impact
of a variety of factors, find that many domains of their lives are affected by, and affect, their
substance-use behaviour. Services aimed at reducing the harmful consequences of
substance use among adolescent clients need to think broadly, addressing each of the
factors that contribute to the harmful substance use; supporting factors that discourage or
prevent harmful substance use; as well as rectifying the multitude of other problems that
are also evident.
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10 Synthesis: implications for service planning and

delivery

In this chapter, the principles that appear to be most important for services that aim to assist
adolescents to manage their substance use is collated.

10.1 Program delivery model

No single service delivery model has been shown to be superior in adolescent drug treatment.
The feedback from workers indicates that a variety of models are required to deal with the
variety of adolescents with substance-use problems. It is beyond the scope of this project to
develop a formula for calculating exactly what mix of services is required for any geographic
area. Nor is there sufficient information on which to create such a formula. Rather, it could be
pertinent to discuss 'treatment matching'. Reliable guidelines for matching adolescent clients to
treatments, based upon sound research, do not exist to date. ' 2 However, on the basis of the
combined opinions of clinicians, researchers, and managers of adolescent treatment programs,
Schonberg has outlined how client assessment data can be used to match clients to treatment; ®

Pretreatment services primary prevention

early intervention

intensive: 9 to 20 hours per week
day treatment partial hospital: more than 20 hours
per week

1
2
Outclient treatment: 1. non-intensive: less than 9 hours per week
2
3

=

Residential treatment medically monitored intensive inpatient: 24-hour a

day medical monitoring and treatment for 7 to 45

days

2. intensive residential: professionally or medically
directed therapeutic community style treatment, 6
to 24 months

3. residential psychosocial care: professionally
directed therapeutic community style treatment,

heavily reliant on peer pressure, 6 to 24 months

4, halfway house: minimal treatment within the house,
supervised

5. group home/group living: no treatment and minimal
supervision.

This list of forms of treatment is not an exhaustive list of the range of services that can
assist adolescents to manage their substance use. For example, other types of service are
drop-in centres and short-term (2-week) residential programs. An extract from Schonberg's table
on treatment matching is presented in Table 10.1 to highlight how a range of factors need to be
considered when considering the type of program that is required for a client. The treatment
options presented in Table 10.1 have been selected because they are the main treatment
options available in Australia.

While Schonberg's schema could be useful, it makes no mention of the adolescent's
wishes or readiness to change. While an objective assessment might indicate the need for
residential treatment, the adolescent might only be willing to attend a drop-in centre to get
practical assistance with some specific problems. The adolescent's perspective must be
respected. However, while attending the drop-in centre, an opportunity exists for workers to
encourage the adolescent to seek further help with substance-use problems.

Unfortunately, however, with the current lack of assessment procedures and service
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options, such careful treatment matching is rarely applied. Adolescents tend to go to services
that happen to be close or that happen to have a space, rather than the service that would best
suit their specific needs.

Table 10.1: Indicators for treatment matching (adapted from Schonberg, 1993)
Toxicity / Medical | Intrapersonal | Interpersonal | Environmental Type of
withdrawal treatmen
t
Problems Problem | Fewer Identified Environmental/co | Outpatie
resulting S effective deficiencies ntextual factors nt
from use; resulting | coping skills; | in affect the treatmen
no current from less relationships individual, but do t
use, or low | use; no competent with not warrant
to current emotional/co | significant removal from
moderate use, or gnitive others, and current living
use without | low to functioning; history of situation; needs to
anticipated | moderat | still able to AOD and/or be supported by
withdrawal | e use function in a other risk- minimal treatment
without non- related
anticipat | structured behaviours
ed setting that increase
withdra the potential
wal for
developing
PSUD
(psychoactiv
e substance
use
disorder);
able to
function in a
non-
structured
setting
Detoxificati | No Dysfunctional | Dysfunctional | Environmental/co | Residenti
on services | special coping skills; | relationships | ntextual factors al
not medical | emotional/ and dictate individual psycho-
required services | cognitive/ behaviours must be removed | social
required | psychiatric which do not | from adverse care
on site impairment; pose an influences of the
requires immediate current living
supervision threat to self | situation
in structured | and/or
setting, others, but
activities of which require
daily living behaviour
(ADL) management
services and | within a
other structured
psychosocial | setting that
rehabilitation | provides
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Table 10.1:

Indicators for treatment matching (adapted from Schonberg, 1993)

Toxicity / Medical Intrapersonal | Interpersonal | Environmental Type of
withdrawal treatmen
t
supervision,
ADL, and
other
psychosocial
rehabilitation
Detoxificati | Medical | Dysfunctional | Dysfunctional | Environmental/ Intensive
on services | conditio | coping skills; | relationships | contextual factors | residenti
not ns that emotional / and dictate individual al
required can be cognitive / behaviours must be removed | treatmen
handled | psychiatric which do not | from adverse t
with impairment; pose an influences of the
outpatie | requiring immediate current living
nt long-term threat to self | situation
medical | residential and/or
manage | treatment others, but
ment including require 24-
and/or psychiatric hour
which and ADL structured
do not care that
require includes ADL
life services, but
support/i may not
ntensive require
treatme psychiatric
nt services;
services behaviour
manageable
within a
structured
setting
Detoxificati | No Adequate Ability to Environmental/ Half-way
on services | special coping skills; | establish contextual factors | house
not medical | has prosocial dictate individual
required services | moderate to relationships | must be removed
required | high level of that support from current living
on site emotional/co recovery; situation or other
gnitive able to self- adverse
functioning, regulate circumstances
but requires behaviour
some with minimal
supervision structure /
supervision.

10.2 Program philosophy
A program philosophy can be seen as a general principal that underlies program planning.
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Principles that were repeatedly promoted throughout the course of this study were that
programs need to have an approach that:

. is holistic or comprehensive
. encompasses harm-reduction
. is appropriate for adolescents.

Treatments that looked only at the issue of substance use were seen to be ethically
negligent and ineffective. All components of this study: the literature review, consultations with
service providers and with the target group highlighted the breadth and extent of concurrent
problems that adolescents with problems with substance use face. Whether it be practical
problems such as accommodation or legal problems; or long-term pre-existing problems, such
as childhood sexual abuse or family dysfunction, adolescents cannot be expected to manage
their substance use while other issues are not resolved, particularly when the presence of those
other issues could contribute to relapse.

Just as programs need to address the range of problems facing adolescent clients (that
is, be holistic), they also need to have a comprehensive range of appropriate strategies to deal
with those problems. For example, advocacy, support, and referral, might assist some practical
problems, counselling may assist some emotional problems, and skills-training might assist
some learning deficits. No single strategy can address all of the problems.

The concept of harm-minimisation has infiltrated the thinking of services, as well as
adolescent clients. While abstinence is still a valuable treatment goal, most adolescents are not
ready to completely change their lives, friends, and self-image. Furthermore, given the volatility
of adolescents, a long-term goal of abstinence could be unrealistic. Even if abstinence is a goal,
attention needs to be paid to harm-minimisation interventions to assist adolescents if they lapse.

Adult services tended not to be appropriate for adolescents. Adolescents differ in
maturity, their experience base, and their immediate needs compared to adults. Service
planning must incorporate an appreciation of how adolescents differ from adults.

10.3 Program issues

A number of issues that apply to all adolescent services were raised by the information sources
of this study. Firstly, adolescents are not adults. They need time to play, to mature, to address
their developmental needs and they need to be nurtured and cared for. They cannot be
expected to be as self-suffient as an adult, nor to be able to take on as much responsibility. On
the other hand, adolescents are not children and they resent being treated like children. This
delicate balance is difficult for any parent dealing with an adolescent child; it is more difficult for
a worker dealing with an adolescent with developmental, emotional, behavioural, and other
issues.

Second, treatment is a process, not an event. Clients learn and change as they are
ready and able to do so, and they are highly likely to go backwards, as well as forwards, as they
progress. Services that assume that the effect of a single intervention or period of treatment
fixes all of the client's problems for the rest of their lives are setting themselves and the client up
for failure. Adolescents need help throughout adolescence and often into early adulthood. After-
care and continuity of treatment throughout the service system are essential for retaining any
progress that has been made, and for building upon that progress.

Third, substance use serves a function for adolescents. Where substance use is to deal
with boredom, providing and encouraging positive drug-free activities can be useful. Where
substance use is used to deal with emotions or problems, other methods for dealing with
emotions or problems can be trialled. Activities that teach anger control, problem-solving skills,
social skills, communication skills, and so on, can be helpful, depending upon the specific
deficits of each client. Where substance use defines an adolescent's self-image, other non-
substance-dependent personae can be trialled in a safe environment. If nothing is given to fill
the void left by the cessation or reduction of problematic substance use, clients are highly likely
to fill that void with what they have always filled it: problematic substance use.

Fourth, service providers consistently reported that rules and boundaries were among
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the most important components of a program for client outcome, even though the clients
complained about them. This observation was verified by the target group consultations, during
which adolescents constantly complained about rules and boundaries. Services varied in the
strictness of rules and the amount of freedom that clients were granted. As would be expected,
residential services had much more detailed rules and stricter rule enforcement than non-
residential services. An impression from the consultation process is that adolescent participation
in the development, implementation and review of rules can result in more compliance with rules
and greater understanding of what the rules are for. That is, it might be preferable if rules and
entitlements be negotiated with clients at each particular service. Furthermore, rules should be
dynamic, changing as the clients change.

Fifth, it is important to not label adolescents who use substances in a maladaptive
manner. Admission to a 'drug-treatment agency', and being labelled as an 'addict’ can create or
can perpetuate a substance-related self-identity. Given that holistic services have been
advocated, there is no reason why 'adolescent drug-treatment agencies' cannot be called
something like 'adolescent life-management programs', even if those programs do cater for
adolescent substance abusers/dependents.

Finally, networking and collaboration among services is particularly essential for
adolescent services because a) no single service can contain everything that an adolescent with
substance-use problems is likely to need at any one time, let alone over time, b) case
management is impossible without a system of cooperation and c) adolescents have a tendency
to move from service to service. At present there is no common protocol for assessment, no
arrangement for collaboration, and insufficient cooperative effort, for individual clients. As clients
drift from service to service, information has to be re-collected and adolescents tire of having to
repeatedly tell their story.

10.4 Program objectives

Gone are the days when abstinence was the only treatment goal and the only indicator of
success for a drug-treatment program. In line with the harm-minimisation model, focus has
shifted from abstinence to reducing specific harmful or risky behaviours such as needle-sharing
or problematic patterns of use. In line with the holistic focus, attention is also placed upon
addressing the range of health and welfare problems of adolescents with substance-use
problems such as increasing their educational level, vocational experience and living skills, and
decreasing their involvement in criminal/antisocial activities.

It is not appropriate to list the desirable or essential objectives an adolescent drug-
treatment program should have. What is important is that treatment objectives are based upon
a) thorough assessment (as per Chapter 5), b) knowledge of what is valuable for adolescent
drug treatment, c) consideration for what is achievable, particularly in light of the client's
readiness to change, and d) the informed opinion and wishes of the client. From these sources
of information, a case plan with client-specific objectives can be set. Using generic planning
principles, goals, objectives and strategies need to be specified. Long-term goals might include
keeping out of juvenile detention, living happily with the family, and/or not being out of it every
day. However, program objectives should be concrete and achievable in the short term. For
example, objectives could include improving specific skills (for example, decision making,
communication, assertiveness, and relapse prevention) and/or finding accommodation. Some
medium-term goals can be stated and reviewed as progress is made towards achievement of
the short-term objectives.

10.5 Program content

Itis unlikely that any program can include all of the components that are necessary to deal with
all of the problems facing adolescents with substance-related problems. Furthermore, programs
differ in the necessary or desirable program components as a function of factors such as their
target client group and the existence of other services in the vicinity. Following is an outline of
the range of components that might be considered ideal in a service that aims to deal with all of
the issues that are likely to arise with adolescent clients.
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Strategies relating to family and peers are essential for ensuring ongoing support outside
the community, as well as for addressing immediate issues. Programs that foster the
development of positive interactions and relationships with non-substance-abusing peers can
help with the development and maintenance of a new identity and social life that do not revolve
around substances.

Family programs could be directed towards resolving family conflict, improving family
functioning, and/or facilitating the family to support the adolescent. With regard to the latter goal,
a broad definition of ‘family’ is particularly recommended, as a surrogate family could be the
source of support. For those in a significant relationship, therapy for couples might be more
appropriate.

Physical and other recreational activities are necessary for a number of reasons. Many
adolescent clients have been living a lifestyle that makes them think that they are grown-up, but
they are usually still at the developmental level of chronologically younger adolescents. They
have missed out on having fun and it is a good way to remind them that they are still 'kids' and
to instil a (perhaps lost) sense of hopefulness. Positive non-substance-induced experiences are
also seen by adolescents as useful in a therapeutic way; many have forgotten, or never knew,
how to feel good without substances.

Services for dealing with the range of issues that accompany substance misuse, whether
they be causal, consequential, or correlational (for example, child sexual abuse, psychological
problems, or medical problems) need to be available, either directly or via referral. It has been
suggested that accompanying an adolescent to a referral is preferable because many
adolescents are uncomfortable about going to a new service and often do not turn up.

Practical assistance (for example, organise or provide accommodation) can be provide
incentive for adolescents to seek help as they are generally more concerned about practical
needs than lifestyle change; this can remove barriers to treatment-seeking or to the
effectiveness of treatment; and can also be a means of developing rapport and trust so that the
worker is in a position to encourage lifestyle change.

Mechanisms/strategies for behaviour modification (for example, a reward or levels
system) could be necessary, particularly given that many adolescent clients already have a
criminal history and/or behavioural disorder.

Skills-development programs (for example, social skills, communication skills, living
skills) and cognitive restructuring can enable adolescents to function effectively in life without
resorting to substance use; these are particularly necessary for helping adolescents who have
missed the opportunity to develop skills and/or have developed dysfunctional thinking patterns
as a result of their substance use. Such programs should follow a written protocol and have
structure.

Educational and vocational programs can give adolescents a sense of control and
purpose during, and after, the program.

Counselling is useful if it is conducted by a skilled counsellor.

Outreach is useful for attracting adolescents into a program before they are coerced to
do so. Outreach is also a useful mechanism for networking among services and providing an
opportunity for training generalist youth workers in adolescent substance abuse issues.

Graduated withdrawal and structured, scheduled after-care, are seen as essential, not
optional, parts of a program.

Monitoring and evaluation are essential for assisting program managers to improve or to
maintain the appropriateness and effectiveness of their services.

Many of the above recommendations are consistent with those of a report on services
required for adolescents with substance-related problems. * Most interventions can be
implemented in a group context with greater cost-efficiency as well as greater effectiveness, as
the group provides a number of benefits such as opportunities to practise and receive feedback
on skills learnt.
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10.6 Program duration

Adolescents with substance-use problems need ongoing assistance, not just a discrete
program. This ongoing assistance might include patrticipation in a series of discrete programs.
However, no single program inoculates them against further need for help. Just as any
adolescent needs parental guidance, so too do adolescents with substance-use problems, even
more so.

10.7 Adolescent participation

Adolescents want and need to participate in the program rather than being just told what to do.
Their involvement in setting rules, program development, their own treatment plan, and so on,
ensures they have commitment to the program and this assists the program to meet their needs.

10.8 Accessibility
Preference has been expressed by service providers and the target group for a lot of small
services, geographically dispersed so that a) adolescents can be close to their community and
family supports and services that will support them after contact with the program finishes and
b) services do not have a large institutional feel or approach. Itis particularly important that rural
adolescents have access to programs that can either directly deal with their substance problems
or link in with distant treatment programs.

Consideration should also be given to service provision during the evenings, the middle
of the night and weekends on a casual or crisis basis. Services that do not respond to
immediate needs can lose an opportunity to engage adolescents in treatment.

10.9 Appropriateness for all

There seems to be little support for a principle of specific programs for specific groups,
particularly as there are so many overlapping subgroups of adolescents that such a principle
would be impractical. While no program can be all things to all people, training of staff members
and program policies need to ensure that programs can be as attractive and appropriate as
possible to all potential clients.

In particular, consultations with the target group for this project indicates a preference for
mixed-gender services. Adolescent service providers consulted for this project noted that males
and females together result in numerous problems, such as relationships that interfer with
recovery, or with the group dynamic, and reluctance of clients to raise certain issues in groups.
However, most adolescent service providers advocated including gender-specific groups in their
programs, but not keeping males and females segregated. The main reason for wanting mixed-
gender programs is the need to socialise the clients in an environment as similar to the outside
world as possible.

On the other hand, there could be some basis for some specialised programs. In
particular, specific services for those aged under 16 years are recommended as younger
adolescents can require more nurturing and structure and be capable of less independence than
older adolescents. Also, given the cultural intolerance that has been found to be typical among
adolescent clients, gay and lesbian adolescents, indigenous Australian adolescents and
adolescents from other 'cultural minorities' could benefit from specific programs that foster pride
in their identity and in which discrimination and harrassment is not practised by other clients.

Attention needs to be given to who should be allowed into a program where the group
dynamic is important. Will mixing with a current group be detrimental to the newcomer? Will
admitting a particular person be detrimental to the current group? These questions need to be
answered before admitting a client so that the program does no harm to the newcomer and the
program is maximally effective for the current group.

10.10 Attractiveness
Services tend to be unattractive to adolescents: adolescents are fearful of most services, the
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staff members and what they will do to them. This acts as a barrier to seeking treatment and,
once in, adolescents do not want to stay in services that they do not like or do not feel
comfortable in.

One component of appeal is the physical environment. Services often lack the funds to
provide sufficiently large, light, well-appointed facilities in good locations. However, the physical
environment needs to be appealing to avert depression and to encourage retention.

Another component of attractiveness is atmosphere. Adolescents appear to prefer a

relaxed, informal, yet vibrant, ambience. As found by Brown:

A dominant theme among the advice and experience of youth workers, drug agency personnel and others, was the
need to cultivate in an agency an informal appearance and atmosphere which would project a relaxed and
welcoming tone to young people. Indeed, many workers at those drug agencies which did not attract a significant
number of young people, ventured that the formal, clinical appearance and character of their agency - which may
well lend credibility in the minds of older clients - were very likely a potent deterrent to young people...Likewise
many workers stressed that emphasis upon making and keeping appointments should be replaced with a working
format which allows young people to visit without notice to obtain some service. This is a feature common to those
drug agencies and youth agencies which attract large numbers of young people. * (p. 39)

To attract clients, services also need to be perceived as relevant, credible and
confidential.

10.11 Staff

Staff members need a variety of backgrounds as there are a variety of needs that no single type
of person would be likely to meet. That is, for example, the cultural, professional and gender mix
of a staff team should reflect the client group's needs and backgrounds. Whatever their
backgrounds, staff need to be adequately trained and supervised and psychologically mature
and stable. Furthermore, adolescents are particularly concerned that the staff members care
about them; supportive staff are crucial to the clients' progress.

Burn-out is a major issue in the area of drug treatment. To avoid burn-out, staff members
need to be supported structurally by realistic program demands, and personally by their
supervisor and other staff members. Prevention of burn-out is important not only on
humanitarian grounds, but also for program effectiveness. Adolescents need to be able to rely
upon staff members to be there and an abrupt departure tends to be interpreted as a betrayal. * E

10.12 Quality assurance

Adherence to quality assurance standards is fundamentally important for any health and welfare
service. For example, documented policies and procedures are crucial to the delivery of a
quality service. A policy and procedures manual that outlines all program (for example, mission,
philosophy), occupational (for example, staff appraisal, leave conditions, duty of care) and client
(for example, client rights) policies is essential. Furthermore, the program needs to be planned,
clearly documented, and implemented with fidelity. As quality assurance standards have been
developed elsewhere, they have not been discussed in this report. °

10.13 Study limitations

The majority of the data upon which this chapter's synthesis of knowledge of best practice is
based is clinical opinion. For example, while this study found support for residential treatment
programs ng service providers and among the client group, there is still no conclusive
evidence tithis high cost option is superior to a longer term, but lower intensity intervention
such as supported accommodation or drop-in centres. %) The dearth of randomised-controlled
trials means that service providers plan on the basis of (at best) educated guesses, not upon
proven facts.
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9 Consultations with the target group

9.1 Introduction
The objectives of the consultation with the target group were to collect information on their:

a) experience of drug-treatment services (what they did, and did not, like, what worked,
what did not) and
b) ideas on what they would, and would not, like in a new service.

9.2 Study group
The target population of the consultation was youth aged 11 to 20 with a past or current
psychoactive substance-use disorder, as defined by the DSM-IV * in New South Wales who had
ever needed (or were likely to need) assistance to manage their substance use. The study
population was a little broader than the target population, in that a DSM-IV diagnosis of
substance abuse or substance-dependence was not required, but participants needed to have
had significant problems in relation to their substance use.

As the study was intended to be a small, descriptive study, the target sample size was
small (about 30 youths) and reflected practical constraints, rather than power calculations.

Consultations were monitored to ensure input from:

females and males

youths with problems relating to a range of substance-use problems for example,

:alcohol, cannabis, amphetamine, heroin, injecting drug use

youths with a range of treatment experiences, for example, residential and

nonresidential

youths with a range of backgrounds:

- youths of non-English speaking background (NESB)

- indigenous Australian youths

- youths from rural areas

- gay and lesbian youth

- young offenders

- pregnant youths

- youths responsible for children

- youths who had engaged in prostitution.

To be part of the study, youths needed to be not severely intoxicated at the time of
interview.

9.3 Data collectors

More than half of the data collection was conducted by workers from adolescent services. Some
workers from the project's advisory group volunteered to assist with data collection and service
providers contacted by the survey of services were invited to assist with the consultations with
the target group. These workers were encouraged to collect data in a manner that was
appropriate for their agency and their clients (see below). The study research officer (Catherine
Spooner) also conducted discussions with groups of youths at agencies.

9.4 Data collection

Various methods of data collection were used at the discretion of the person collecting the data.
The method used was that which was judged to be most practical with the clients and structure
of each service.

One method of data collection was focus group discussion because a) some youths are
illiterate or have poor literacy skills so that self-completion questionnaires might not be viable for
a proportion of the target group (hence introducing selection bias, as well as poor expression of
concepts by those who do participate) and b) the group dynamic was expected to generate
more discussion (ideas) than individual interviews or self-completion questionnaires. > Some
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group discussions were combined with a self-completion questionnaire (participants completed
the questionnaires before the group, then discussed their answers). For one group, butcher's
paper was used to record responses generated via brainstorming answers to questions.

Other means of data collection were used, depending upon the preferences of the data
collector: a) one-to-one structured interviews and b) self-completion questionnaire with a data
collector present to answer questions. Regardless of the data collection method, all participants
were asked the same questions (as much as possible).

95 Instruments

Interview format/questionnaire
Participants were asked the following questions:
. what do they want (as against 'need’)

what factors inhibit or encourage them to:

- seek professional help

- choose a patrticular service

- stay with or leave a service

what does their ideal service look like?
Part|C|pants were invited to discuss their own ideas and experiences, as well as to relate the
experience of adolescents they knew (that is, broaden the range of experiences discussed and
allow the third person to be used, if the participants wese reluctant to admit their own
behaviours/thoughts).

Tape recorder
A tape recorder was only used for one group discussion. However, the documentation of
answers before and/or during discussion made the tape-recording of answers unneccessatry.

9.6 Data collation and analysis

Detailed computer analysis of the discussions was not conducted because a) specific questions
were being asked and content analysis of the answers was straightforward, computerised
gualitative data analysis is very time-consuming and c) there were limited resources available
for data analysis. The answers to the research questions that had been recorded on the
guestionnaires (or butcher's paper) were entered into a word-processing package (WordPerfect
5.1). Content analysis was then conducted to ascertain main themes or categories of
responses.

9.7 Results

9.7.1 Sample description

Data on every youth consulted was not obtained: in some group discussions, only the group
responses were recorded, not details of each participant. Consequently, this sample description
is approximate.

Approximately 38 mixed-gender youths were consulted, including youths: with problems
relating to the use of a range of substances; with a range of treatment experiences; from non-
English speaking, indigenous Australian, rural, and/or gay/lesbian/bisexual backgrounds; and
who were young offenders, illiterate, pregnant (at least one with a child) and/or had engaged in
prostitution. The age of participants ranged from 13 years to just above 20 years.

The specific substances that participants (for whom there is individual data) stated that
they were having problems with were mainly cannabis, alcohol, heroin, and amphetamines.
Smaller numbers mentioned inhalants, prescribed drugs, hallucinogens, and cocaine. The
specific problems they were having in relation to their substance use were uncontrolled use,
family problems, mental, and physical, health problems, legal problems, financial problems, and
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general interference with life.
9.7.2 Responses

The decision to seek professional help
Participants stated that they had sought treatment because:
of criminal involvement (‘alternative to prison’)
they had hit rock-bottom
of the suggestion or coercion of others, particularly family or friends
of difficulty with managing a small child.
Participants had been put off seeking treatment as a result of:
. not wanting to stop using substances
not wanting to be 'straight’
not thinking there was a need to do so ('l didn't think | had a problem")
their negative perception of treatment, for example, that it would be 'full of junkies', that
they would 'get bashed up’, or that they would 'be the only kid'".
Participants reported that they had heard of other adolescents not going to treatment when they
might need it because they:
: lacked motivation
did not want to associate with straight people
did not feel they had a problem
thought it would be too hard
could not get into treatment.

The decision to use a particular service
When asked what made them choose the particular service they had used, there rarely
appeared to be any real choice. A service was either recommended by a person in authority
(counsellor, family, court), or it was the only one available. A few made a conscious choice
because of a positive perception of the service.

Many actively chose not to use a particular service, stating that they heard or knew that it
was too strict. A particular deterrent was a non-smoking policy.

The decision to stay with, or leave, a program
Participants were asked:
'‘Once in a program, what was good about that program that encouraged you to stick with it?"'
Responses included:
. support from staff, other clients, and family; related to this were comments such as:
- being able to talk and being listened to
- being pushed just the right amount
- groups
- safety to deal with emotions
the physical environment (for a residential program in bushland outside Sydney)
fear of using
a sense of hope of getting it together
learning about themselves
seeing other people clean (ex-user staff, residents, people at NA meetings)
activities: the beach, gym, football, bushwalks.
When asked what other things services could have done to encourage them to stay, few
responses were given:
. make the service more interesting
more freedom
more outside contact so they could learn from experience
allow smoking.



When asked what had ever made a participant want to leave a service, responses included:
: problems with the rules (chores, no tape-player, no smoking)

dislike of being separated from family and friends and feeling confined

conflict with, or dislike of, staff and/or residents

thoughts about using

difficulty with dealing with issues in therapy

physical environment (‘closed, no feeling, needs more colour’).
Reasons cited for other young people dropping out were:
: wanting to use substances

disliking rules and being told what to do

wanting to be with friends

social dynamic with other residents

being far away from home

boredom.

Treatment access and appropriateness for all groups
Participants were asked to describe themselves in terms of gender; language background;
sexuality; age; and whether or not they were indigenous Australian, pregnant, from a rural area,
or had a other problems, such as psychiatric problems. They were then asked whether they had
trouble getting access to treatment or had problems with a treatment service because of any of
these individual characteristics.
Very few had personally experienced such problems, or knew of others who had done
so. However, some problems were mentioned:
. there is a lack of services in rural areas
service had been denied because a person was too young; youths who were aged
under 16 had been seen to 'not fit in' with the older adolescents.
gay and lesbian adolescents and adolescents from non-English speaking backgrounds
(NESB) had been hassled by other clients
participants with psychiatric problems complained about problems with access and with
receiving respect by services.

Treatment experiences
Participants were asked which activities or things about services had helped them to
deal with their substance problem. Most responses fell into one of two categories:
positive drug-free experiences, particularly outings
talking about issues and being supported.
When asked what would have made services better for them, participants mentioned:
. more freedom (including the freedom to smoke)
more fun, less boredom
more ability to deal with their problems other apart from their substance use problems,
and with clients from different backgrounds
workers with less 'smart-arse' attitudes
a nicer physical environment.
Parts of services that participants described as not helpful were:
some specific program components, for example, TAFE, conflict groups ('sometimes’),
art therapy
being told things they already knew
the lack of freedom.

Suggested service design

Participants were asked:

'If you were to design a service that you would want to go to, you would want to stay at and
would help you with drug problems, what would be the main things that it would have?'
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most felt the program should be in the country; some felt that it should be in the city
residential programs were mentioned, there was no mention of non-residential programs
within the service, there should be:
- detoxification services
- occupational and school educational components
- recreational activities
- a half-way house
- graduated withdrawal from the program
- a support group for when clients leave, including NA and AA, job assistance
program philosophies or principles that should be incorporated into the program are that
they should:
- show that there is a better world
- help clients work it out for themselves instead of telling them what to do
- be non-discriminatory, exercise no prejudice
- be confidential
- have a harm-minimisation philosophy
Staff should:
- be easy-going
- be ex-users
- care
- be young
there should be more freedom, particularly to smoke
most advocated mixed-sex programs, a few did not
there should be more adolescent involvement in the program and in setting their own
goals
expectations on clients should not be too high
there should be more outside contact.
Part|C|pants thought that the program should not have:
: substances
non-smoking policy
workers that do not understand adolescents
strict rules
no outside contact
TAFE, morning groups
mixed-gender/girls.

9.8 Discussion
The sample of the consultation process included a cross-section of young people with problems
with managing their substance use and treatment service users. Questions about what they
needed and wanted in treatment services were often difficult for the participants to answer
because they either never wanted treatment in the first place or their experience of treatment
was so limited that they did not have a broad repertoire of experience from which to draw. A few
main issues, however, did recur and appeared to be important for the target group:
Freedom and rules
There were consistent complaints about rules: that there were too many, that they were
not necessary, that they did not allow adolescents the chance to make their own
decisions and mistakes.
Adolescent involvement:
Adolescents wanted to set their own goals and have input into the program. This also
relates to the issue of rules mentioned above.
Fun and recreation
Fun and recreation were seen as important to alleviate boredom and allow the clients to
be kids; lack of fun was a significant factor in dropout. However, it was also seen as
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important because it provided drug-free positive experiences that gave the message that
life could be fun without substance use.

Readiness or willingness to be straight
A major barrier to motivation to change was that substance using was functional: it was
fun and integral to self-identity and peer acceptance. The youths consulted appeared to
perceive treatment as being synonymous with loss and total abstinence. Allowing clients
to set their own goals and to make small changes that they are ready to make could
reduce this barrier for those who are not yet wanting to make major life changes. In fact,
some youths specifically advocated the concept of harm-minimisation.

Staff characteristics
Program staff members are an essential component of the treatment experience,
perhaps more important than program content. They are important as role-models,
therapists, and friends, to adolescent clients. Participants tended to favour ex-users
because of their knowledge and understanding of what the client was experiencing as
well as their ability to inspire hope (‘they did it, so can I'). Some patrticipants, however,
clearly stated that workers should be professional, indicating that being an ex-user is
perceived as important, but not the only necessary criteria.

Perceptions of treatment services
Treatment services suffer poor reputations among the participants. Treatment services
need to not only be more attractive to adolescents, but they need to promote themselves
to negate their current reputation.

The physical setting
There was some disagreement about whether services should be in the city or in the
country, suggesting that both have benefits. Wherever they are, participants stated that
they should be nice environments, eg have indoor and outdoor space, and not be in run-
down old houses. Unfortunately, few services have sufficient space and most are
located in run-down old houses.

Lack of access to services
Even the participants spoken to who had already used services noted a lack of services,
particularly in rural areas.

Client-mix
Dynamics among residents were seen to be sometimes therapeutic, sometimes bad
enough to cause a client to drop out. Services need to establish mechanisms to address
this issue, as a bad treatment experience can be more harmful than no treatment. For
example, services might need to segregate younger adolescents from older
adolescents; or set a narrow age entry criteria so that younger adolescents are not 'led
astray' by older adolescents.

Program content

The participants spoken to tended not to advocate specific program strategies

such as skills-training, probably reflecting a lack of experience of a range of

intervention options. They did, however, favour a) recreational programs as a

means of exploring non-substance-related means of using leisure time and b)

empathic counselling.

All of the issues raised by the participants had also been raised by service
providers. However, the data from the target group consultation were much less rich than
the data from service providers, probably reflecting a narrower range of experience and
greater concern about a more limited number of issues. In particular, the participants were
concerned about having a say in their treatment, having some autonomy, and being
understood and respected. These are rights that adults expect and take for granted, but
that do not seem to be granted to adolescents in treatment, at least not to the degree that
adolescents would like. The balance between setting limits and boundaries and giving
freedom and rights continues to be a major issue for adolescent service provision.
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