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Executive Summary

This report examines the prevalence of illicit drug use and related problems among
members of the homeless and transient population, aged 12 and older in the District of
Columbia Metropolitan Statistical Area (DC MSA). It also provides information on alcohol
use, criminal activity, physical health, mental health, employment, receipt of services, and
entitlement participation among homeless people. This research is part of the Washington,
DC, Metropolitan Area Drug Study (DC*MADS).

The goal of the DC*MADS Homeless and Transient Population Study was to provide
unbiased estimates for an “average” day in the DC MSA from February through June 1991.
Findings are based on 908 in-person interviews conducted anonymously from four
overlapping sampling frames: 477 interviews with residents in 93 shelters; 224 interviews
with patrons of 31 soup kitchens and food banks; 143 interviews with literally homeless
people from 18 major clusters of encampments; and 64 interviews with literally homeless
people from an area probability sample of 432 census blocks in the MSA. The institutional
response rate for shelters and soup kitchens combined was 82.6%. The response rate for
eligible individuals across the four frames was 86.1%.

Some of the key fmdings from the report include:

o There are from 9,031 to 11,743 homeless or transient people in the DC
MSA on an average day. Over 42% of these people, however, come into
contact with multiple parts of the service system and represent 14,744
person-contacts. This means that even in a single day there is a high
likelihood of double counting. It also means that 93% of homeless people
can be identified directly through the service system in a single day and
98% can be identified in the course of a month.

. Rates of any illicit drug use among homeless people were 80% over their
lifetime, 58% in the past year, and 34% in the past month. These rates
were influenced more by use of cocaine than by use of marijuana. The
rates of cocaine use were 65% in their lifetime, 48% in the past year, and
28% in the past month.

. Rates of alcohol use among this population were 93% in their lifetime,
86% in the past year, and 70% in the past month. The latter includes
28% who were drinking heavily (five or more drinks per day on a weekly
basis) while homeless during the past month.

. Approximately 28% of the homeless people had lifetime histories of
mental health treatment and 25% had experienced four or more mental
health problems in the past month (e.g., significant periods of arguing,
depression, anxiety, suspicion, suicidal thoughts or attempts). Only 5%
were currently receiving mental health treatment.

. Roughly half of the homeless population had been involved in one or more
criminal activities in their lifetime, and more than 30% had been arrested
at least once. Current drug users were more likely than nonusers of
drugs to have committed a criminal act in their lifetime (64% vs. 14%),
been involved in drug-related criminal activities in the past year (73% vs.
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8%), and to have been arrested one or more times in the past year (53%
vs. 8%).

. More than 70% of the homeless people had at least one major medical
problem in the past year, and 7% had four or more. This includes 12%
(20% of current drug users) with one or more drug-related illnesses such
as the acquired immune deficiency syndrome (AIDS), sexually
transmitted diseases (STDs), tuberculosis, or hepatitis. Along with these
problems and their rates of visiting hospitals (25%) and emergency rooms
(37%) in the past year, only 36% of the homeless population had any
public or private health insurance.

. Although 99% of the homeless population had been employed in their
lifetime, fewer than 39% had worked in the past month, and about 20%
described themselves as currently working full-time. Of the rest, about
8% reported themselves as currently too disabled to work, and another
11% had given up searching for employment. An estimated 27% reported
receiving some form of disability or unemployment insurance in their
lifetime, and the mean income from such sources was $43 per month.

o An estimated 97% of the homeless population in this study fell into one or
more of the special groups identified in the Stewart B. McKinney
Homeless Assistance Act of 1987. Some of the largest groups included
those who had experienced one or more major illnesses (70%), were
currently unemployed (54%), had problems with drug use (34%) or heavy
alcohol use (28%), had histories of mental treatment (28%), or were the
head of a family (23%), were veterans (22%), or were youths (5%). About
58% had one or more problems with alcohol, drug use, or mental illness.

. Methodologically, population coverage by frame indicates that shelters
alone cover a little over half of the total homeless population (56%) on an
average day. After adjusting for potential overlap, the addition of soup
kitchens raised the total coverage to 93%, the addition of encampments
raised it to 94%, and the addition of the streets provided 100% coverage.
Omitting the street frame, the coverage of the remaining three sites was
lower for selected groups such as youths (85%), heavy alcohol users (86%),
and the unemployed (90%), and it was higher for current drug users
(98%), veterans (97%), and families (95%).

. Adding homeless people to the NHSDA population of past year injection
drug use in the DC MSA would increase the latter from 0.2% to 0.25%
(25%). This difference is too small to change prevalence estimates
noticeably, but would result in a 25% increase in the population estimates
often used by providers for estimating the number of people in need of
treatment. Thus, while the addition of 1,402 past year needle users is
small relative to the total household population (3,174,498 people in the
MSA), it is large relative to the size of the treatment population.

Homelessness and drug use are associated with many problems that stress emotional,
psychological, and financial resources. This report provides estimates for some of these
problems among the homeless population in the DC MSA. It also describes the
methodologies used to develop these prevalence measures to serve as a model for future
studies on hard-to-reach and hidden populations.
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1.0 INTRODUCTION AND BACKGROUND

1.1 Purpose and Organization of This Report

The problems of homelessness and drug abuse are increasingly being seen in
communities across the Nation, most often in major urban areas (Interagency Council on
the Homeless, 1991). Like other large metropolitan areas, the District of Columbia
Metropolitan Statistical Area (DC MSA), shown in Figure 1.1, has been experiencing
problems with homelessness and drug abuse. In the 1990 U.S. census, more than 6,500
people spent the night in emergency shelters in the DC MSA, including over 4,400 in the
District. The census showed that, although Washing-ton, DC, is only the 19th largest city in
the U.S. (1990 population of about 606,900), it has the 4th largest shelter population and
the highest rate of shelter residents per capita (72.81 per 10,000; see Barrett, Anolik, &
Abramson, 1992). Regarding drug use, Milburn, Booth, and Miles (1990) found that 60% of
a random sample of DC shelter residents had used illicit drugs in their lifetime and 24%
had used drugs in the past month. These rates of drug use may not provide an accurate
prevalence estimate because shelter samples are not representative of the total homeless
population. For example, relying on shelter samples alone to estimate drug prevalence was
found inaccurate in a study of nine shelters in northern Virginia (Davidson, 1991).
Substance abuse, mental illness, and mental retardation considered together were
significantly more common among people on shelters’ “do not admit” lists than among
shelter residents (96% vs. 67%). To achieve greater representation, the current study
included homeless people from shelters, soup kitchens, major encampments, and a random
sample of census blocks from the entire DC MSA.

This report presents findings about the prevalence of illicit drug use and correlated
problems among members of the homeless and transient population, aged 12 and older, in
the DC MSA. It provides information on problems, services, and treatment related to drug v
and alcohol use, criminal activity, physical health, mental health, employment, and entitle-
ment participation among homeless people. This study is one of the special population-
based studies included in the Washington, DC, Metropolitan Area Drug Study (DC*MADS)
and was designed to be comparable with the 1990 and 1991 National Household Survey on
Drug Abuse (NHSDA) and with the other DC*MADS population-based studies.

The remainder of this chapter provides an overview of DC*MADS and its Homeless
and Transient Population Study. It describes related prior research on homeless people
and discusses special issues related to the definition and coverage of the homeless
population. Chapter 2.0 summarizes the methodology, response rates, and analytic
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approach. A detailed methodological discussion appears in Appendix A, including an
explanation of the weighting procedures; the actual geographic, institutional, and
individual samples used; the response rates; a description of the software used to analyze
the data; the rule for identifying estimates with low precision; and other issues.

' Chapter 3.0 describes the general characteristics of the homeless and transient
population in the DC MSA. Chapters 4.0 and 5.0 present estimates of the prevalence,
correlates, patterns, and consequences of drug use among the homeless population using
information and tables that parallel the 1990/1991 NHSDA. Chapter 6.0 looks at the
extent to which drug use is related to the symptoms and treatment of mental health,
physical health, criminality, and unemployment problems among the homeless population.
Chapter 7.0 concludes with an analysis of the implications of the current study for future
efforts to monitor drug use, for general research on the homeless population, and for local
governments. It includes an analysis of the overlap with the household and other
hard-to-reach populations in the DC MSA, estimates of selected Stewart B. McKinney
Homeless Assistance Act (1987) groups, and a discussion of the study’s limitations.

Other appendices contain supporting technical information for the study. Appendix B
presents standard errors of the estimates and the unweighted numbers of respondents for
each table in the report. Appendix C provides pairwise z-test comparisons of drug use for
each table in Sections 4.3 on demographic correlates and 4.4 on homelessness correlates.
Appendix D contains copies of the study’s questionnaires. Appendix E consists of a glossary
of the key measures and terms used throughout the report. Appendix F lists members of
the DC*MADS Advisory Group and other people consulted during the project.

1.2 Overview of the Washington, DC, Metropolitan Area

Drug Study

DC*MADS is an exploratory attempt to look at the nature and extent of drug abuse
among all types of people residing in a single metropolitan area during the same period of
time, with special focus on populations who are underrepresented or unrepresented in the
NHSDA. Many of these subpopulations represent people who tend to be at risk for drug
abuse and its consequences. The main objectives of DC*MADS are to:

. estimate the prevalence, correlates, and consequences of drug abuse
among the diverse populations residing in the metropolitan area, and

. develop a research model for similar data collection about drug abuse in
other major metropolitan areas.

DC*MADS consists of numerous studies that focus on different population subgroups
(e.g., homeless people, institutionalized individuals) or different aspects of the drug abuse
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problem (e.g., adverse consequences from drug abuse) in the Washington metropolitan area.
The studies include:

« Household and Nonhousehold « Current Drug Abuser Character-
Populations Study; istics Study;
o Homeless and Transient « Area Opinion Leaders Study;

Population Study;
Drug Abusing Subgroups Study;
« Institutionalized Study;
o Adverse Effects of Drug Abuse Study;
o Adult Criminal Offenders Study; and

« Juvenile Offenders Study; « Drug Use and Pregnancy Study.

« School Dropouts Study;

The data and findings for DC*MADS are supplemented with data from the 1990 and
1991 NHSDA (both of which oversampled the DC metropolitan area) and the 1991 Drug
Abuse Warning Network (DAWN) (see Glossary, Appendix E).

1.3 Overview of the Homeless and Transient Population Study

The Homeless and Transient Population Study examined the nature and extent of
drug use among people living in nonconventional dwellings (e.g., vacant buildings, cars,
parks, streets, and emergency shelters) or at risk of becoming homeless in the DC MSA, as
indicated by their use of soup kitchens and food banks for homeless people. It examined
the reasons that people move in and out of homelessness, the roles of drug use and crime-
related activities, and the problems of mental health, primary care, and economics in this
movement. More specifically, this report:

. provides an overview of the prevalence of use of illicit drugs, alcohol, and
tobacco for the DC MSA homeless and transient population found in
shelters, soup kitchens, encampments, and street locations from February
to June 1991,

. examines demographic correlates of homelessness and illicit drugs and
alcohol use, including gender, age, race/ethnicity, marital status,
geographic location (DC, Maryland, Virginia}, education, and
employment;

. examines homelessness correlates of illicit drug and alcohol use, including
stage of homelessness, service use patterns, sampling location and insti-
tutional context;

. identifies the patterns, current context, and histories of drug use in the
homeless population;
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. analyzes current and past illicit drug use in relation to drug and alcohol
treatment, mental health problems and treatment, physical health
problems and treatment, illegal activity and incarceration, and unemploy-
ment and entitlement participation;

. examines methodological implications for coverage of the homeless and
household population relative to overall prevalence rates and studies of
illicit drug users; and

. looks at the methodological implications of the overlap among various
segments of the homeless and transient population, selected subgroups
targeted under the 1987 Stewart B. McKinney Homeless Assistance Act,
the household population, and other subpopulations studied in
DC*MADS.

Interviews were conducted with 908 homeless people on 64 randomly selected nights
during the winter, spring, and summer of 1991. They were randomly sampled from
individuals who spent the night in emergency shelters or hotels for homeless people, used
soup kitchens, were in major encampments, or were in a geographic sample of census blocks
in the 16 city and county municipalities that make up the DC MSA.

1.4 Prior Studies of Drug Use Among People Who Are Homeless

Drug use is recognized as a major problem affecting about one-third of the people who
are homeless and has been documented through survey and urinalysis data (Interagency
Council on the Homeless, 1991). In her review of 80 earlier studies, however, Fischer
(1989) found that the estimated rates of drug use ranged from 1% to 90%. This variation is
likely to stem from differences in the types of sites used, definitions of homelessness, and
variability in eligibility criteria for admission to shelters and access to services. Noted
below are highlights of findings from studies undertaken since Fischer’s review that have
focused on homelessness and alcohol and drug use.

. The New York City Commission on the Homeless (1992) found that self-
reported drug or alcohol use ranged from 3% among the women in single
shelters to 12% among the men in single shelters. Urine tests with a
smaller sample of volunteers, however, were 30% to 80% positive for illicit
drugs. Drug use was highest in the “warehouse” type of shelters and
lowest in the “specialized’ shelters.

. Spinner and Leaf (1992) found that, in a sample of New Haven shelter
residents, 54% reported using drugs in the past month and 7% identified
alcoholism or drug use as the major reason for their becoming homeless.

. Davidson (1991) found that the combined rate of substance abuse, mental
illness, and mental retardation was 67% among people served by nine
shelters in Northern Virginia but reached a nearly universal 96% rate
among those who were on the shelters’ “do not admit” list on the same
day.
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. Milburn and colleagues (1990) found that, in a 1988 random sample of
shelter residents in DC, 60% reported lifetime illicit drug use, 35% past
year use, and 24% past month use.

. Johnson and Barrett (1991) found that, in a sample of shelter, soup
kitchen, and single room occupancy (SRO) hotel users in Cook County,
60% reported lifetime use of illicit drugs, 35% past year use, and 20% past
month use.

o Koegel, Burnam, and Farr (1990) found that 66% of homeless people from
shelter and soup kitchen samples in Los Angeles had problems with
mental illness, substance abuse, or both (based on criteria of the
Diagnostic and Statistical Manual of Mental Disorders, Third Edition-
Revised, DSM-I11-R; see American Psychiatric Association [APA], 1987),
and that they appeared as likely to spend time in the streets as in
shelters.

. Gelberg and Linn (1989) found that, in a purposive sample of shelter and
street people in Los Angeles, 50% were current users of illicit drugs.

. Rossi (1989) found that, in a shelter and street sample in Chicago, 33.2%
had been in detoxification one or more times and 10.1% were unable to
work because of alcoholism.

o Breakey and colleagues (1989) found that 17% of the women and 22% of
the men interviewed in jails and shelters in Baltimore met the DSM-III-R
criteria for drug dependence or abuse.

. Burt and Cohen (1989) and Burt (1992) found that, in a national sample
of shelter and soup kitchen users, 37% of the men, 19% of the single
women, and 7% of the women with children had received inpatient
treatment for chemical dependency.

. Susser, Struening, and Conover (1989) found that 38% of the men enter-
ing New York City shelters for the first time had used a drug other than
marijuana 50 or more times.

. Vernez and colleagues (1988) found that 48% of the homeless people using
shelters, soup kitchens, or encampments in three California counties met
DSM-III-R criteria for drug dependence, with 22% being dually diagnosed
with a mental problem.

Several conclusions follow from this review. First, the rates of lifetime, past year, and past
month illicit drug use are higher in homeless subpopulations than in the household
population (e.g., in the National Institute on Drug Abuse’s 1990 NHSDA [NIDA, 1991b]:
37% of the population aged 12 and older indicated lifetime drug use, 13% past year drug
use, and 6% past month drug use). Second, samples from shelters only (i.e., samples that
do not include persons from soup kitchens or street/encampments) are likely to
underrepresent the extent of drug use among the homeless population. Third, there is wide

variability across geographic areas, institutions, and homeless population subgroups in the
extent of drug use.
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1.5 Special Methodological Issues

1.5.1 Definitions of Homelessness

A “literal” definition of being homeless has been in use since the early 1980s that
emphasizes an immediate lack of housing. Those who slept in nondomiciles (e.g., streets,
encampments, vacant buildings) or emergency shelters were considered homeless. A
methodological advantage of this definition is that the universe of homeless persons can be
quantified by examining where someone slept on a given night (Rossi, 1989). This “literal”
definition of homelessness has been used in prior studies, including the Robert Wood
Johnson Study in Chicago (Rossi, Fisher, & Willis, 1986) and the Food and Nutrition
Service's National Study (Burt & Cohen, 1988).

The “literal” definition of homelessness has disadvantages, however. The first is that
the line between people who are literally homeless and those who are precariously housed
and/or poor is thin and easily crossed (Rossi, 1989). Consequently, a literal point-in-time
definition often excludes people who may be of interest, including many who may reside in
low cost hotels or who once were viewed as fitting the stereotype of a homeless person.
Second, this definition may exclude people who use homeless services and are eligible for
assistance under the 1987 Stewart B. McKinney Homeless Assistance Act (see also Dennis,
1991; James, 1991). Third, the episodic nature of homelessness can make broader
definitions more useful for program planners and clinicians. Santiago and colleagues
(1988), for instance, found that changing their definition from “currently homeless” to
“homeless in the last 3 months” increased the number of people identified as homeless from
106 to 159 (50%) in a sample of 475 patients from the Kino Hospital Psychiatric Unit in
Phoenix, Arizona. This latter group is at risk of becoming homeless again and may be in
need of aftercare services that would be given to the “currently homeless.”

More recent definitions have included people who are literally homeless and who are
in transition into or out of homelessness as indicated by their use of services for the
“homeless” (Dennis, 1991; Dennis & lachan, 1992; Etheridge, Dennis, Lubalin, &
Schlenger, 1989; James, 1991; Taeuber & Siegel, 1991). The transitional population is
marginally or precariously housed and composed of many who have prior histories of
homelessness. Its members are identified by (a) use of soup kitchens, health care clinics,
and outreach programs for homeless people, or (b) pending departure from an institution
(e.g., hospital, jail) with no resources or place to go.

1.5.2 Population Coverage and Defining Sampling Frames

The two-tiered definition of homelessness (i.e., literal and transient) implies the need
to include soup kitchens, day programs, and institutions as sampling sites. Although
shelters and streets may suffice as sampling sites for identifying people who are literally
homeless, they would have missed half of the people surveyed in Chicago’s soup kitchens
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during the mid-1980s (Sosin, Colson, & Grossman, 1988). A second reason for including
this second tier is that experimental programs to reduce homelessness among people with
possible mental illnesses or other problems often start with people discharged from
hospitals or jails (Etheridge et al., 1989; Huebner & Crosse, 1991).

One of the more compelling reasons for sampling multiple types of sites is that
shelter surveys alone may underrepresent subgroups of potential interest and thus may
introduce a potential bias in information about homeless people (Dennis & lachan, 1991;
lachan & Dennis, 1991). A recent review (Dennis, 19911 found 13 other probability-based
homeless studies that attempted to address this potential bias by supplementing shelter
surveys with samples of people drawn from other locations (Breakey et al., 1989; Burnam,
Koegel, & Duan, 1990; Burt & Cohen, 1989; Farr, Koegel, & Burnam, 1986; Hamilton,
Rabinovitz, & Alschuler, Inc., 1986; Ringwalt & lachan, 1990; Roberston, Piliavin, &
Westerfelt, 1990; Rossi et al., 1986; Vernez et al., 1988).

1.5.3 Risk and Multiplicity Over Time

Because the homeless population is geographically mobile, sampling schemes should
take into account that multiple selections of the same individuals over time are possible
and that the potential exists for time-related trends to bias the data (i.e., drug use may
peak when people receive welfare checks or are paid at the beginning of the month).
Capture-recapture methods, which have been used successfully in other research areas,
have often been proposed to estimate populations over time (e.g., the number of unique
people who are homeless in a year); however, no applicable statistical model has yet been
demonstrated to be effective with the homeless population (Cowan, Breakey, & Fischer,
19881.

Determining the number of people who could be double-counted and the overlap
among multiple frames are common problems in designing a probability-based sample of
the homeless population. When an overlap cannot be defined away or overlap is suspected,
it is necessary to measure and adjust for the overlap in order to obtain accurate population
estimates. In studies of the homeless population, assessing the potential for double-
counting has been done by asking people about their sleeping quarters and/or service
utilization in the last 7 to 30 days (e.g., Burt, 1992; Burt & Cohen, 1989; Farr et al., 1986).
A common practice is to extrapolate this number to the last 12 months or a lifetime. A
problem with this technique is that the same individual may become homeless at several
points in a year. Intermittently homeless people may bias the resulting adjustments and
produce annual estimates of unique episodes, not unique individuals.



A second set of time-related problems relevant to sampling homeless people includes
the effects of seasonal changes on use of service systems (Dennis, lachan, Thornberry, &
Bray, 1991). Seasonality affects the number and distribution of homeless people and can
influence the optimal allocation of the sample. For example, because more people seek
shelter in cold weather, more observations are required from shelters than from the streets
in the winter, and conversely in the spring. Sampling over time can control for much of this
variation and allow seasonal trends to be examined (Iachan, 1989).
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2.0 OVERVIEW OF METHODOLOGY

This chapter provides an overview of the sampling, survey, and analysis methodology
used in the Homeless and Transient Population Study. A detailed discussion of
methodological issues is provided in Appendix A.

2.1 Definition of Target Population

The study focused on people who were either literally homeless or at risk of
homelessness. An eligible person met one of the following conditions:

. someone who stayed overnight in an emergency shelter for homeless
people, runaways, or neglected or abused women;

. someone who stayed overnight in a house, apartment, or room paid for
with municipal emergency housing funds;

. someone who stayed overnight in a nondomicile, such as a vacant
building, public or commercial facility, city park or car, or on the street;

o someone whose regular place to stay was a nondomicile regardless of
where he/she stayed the prior night (e.g., people who traded sexual favors
for shelter or spent one night in a hotel or hospital); or

. someone who was using a soup kitchen or emergency food bank serving
the homeless population.

A screener was administered to potential respondents in the street and encampment
settings to exclude those who were not literally homeless. This screener was used at the
soup kitchen sites to allow a subgroup of literally homeless people to be identified, but it
was not used to exclude people. It was not necessary to use the screener among shelter
users.

People who were cognitively impaired and could not complete the interview were
excluded. Impairment was defined by extreme intoxification or scoring more than nine on
the Short Blessed Exam (Katzman, Brown, Fuld, Peck, Schecter, & Schimmel, 1983). The
Short Blessed Exam was an addendum to the main questionnaire for use when
interviewers suspected that respondents were too cognitively impaired to complete the
interview (see Appendix D).

2.2 Overview of Research Design

The research was designed to develop estimates of drug use and characteristics of the
homeless and transient population in the DC MSA on an “average” day between February
and June 1991. Four temporal samples of 16 days each were selected in the months of
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February, March, April, and June 1991, at a rate of 4 days per week. Spatially there were
one to two samples (with replacements) from each of the four sample frames: two samples
of shelters, one sample of soup kitchen meals, one sample of encampment clusters, and two
two-stage samples of street census tracts and blocks. The data in this report are based on
908 interviews, including:

. 477 interviews with residents in 93 shelters during 64 days randomly
sampled in February, March, April, and June 1991;

. 224 interviews with patrons of 31 soup kitchens and food banks during 16
days randomly sampled in June 1991,

. 143 interviews with literally homeless people from 18 major clusters of
encampments during 16 days randomly sampled in June 1991; and

. 64 interviews with literally homeless people from an area probability
sample of 432 census blocks sampled from the entire MSA during 48 days
randomly sampled in February, March, and April 1991.

The months and number of days vary among the sampling frames because the study
design was changed at the end of April 1991 to address several problems with the street
component. These problems included higher than expected risks to the safety of
interviewers, lower than expected numbers of completed interviews, and higher than
expected overlap between the street and alternative sampling frames. The initial design
used random samples of shelter and street people as a replication of the Chicago study
(Rossi et al., 1986). In the redesign, which was implemented in June 1991, the shelter
sample was maintained, but the random street sample was replaced with samples from
soup kitchens and encampments. The changes in the design and their implications for the
analysis are discussed in Appendix A.

The institutional response rate for shelters and soup kitchens combined was 82.6%.
The response rate for eligible individuals across the four frames was 86.1%. The street and
encampment components include screener data on 356 people to determine whether they
were literally homeless. Observational data were collected on all 1,378 people who were
approached across the four frames, including people who completed an interview, broke off
an interview, were not literally homeless, were too cognitively impaired to complete an
interview, or refused to do a screener or main questionnaire. The screener response rate
was 65.6%, and observational data were obtained on 99.9% of all individuals approached.

Table 2.1 summarizes the sample design, actual sample, and response rates for the
four frames. Appendix A provides detailed descriptions of the sampling design and
response rates, including an analysis of the potential for screener nonresponse bias in the
street/encampment frame.
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Table 2.1 Summary of Design, Response Rates, and Actual Sample

Component/Sampling Method of Random Probability Response Actual
Stage/Unit Sampling (Period) (Size Measure) Rate (%)! Sample
1. Shelter sample
la. Days? Stratified by week (2/91-4/91,6/91) Equal 100.0 64
Ib. Shelters Stratified by bed capacity Equal within strata 78.6 93
lc. Clients Simple systematic Equal 89.9 477
2. Soup kitchen sample
2a. Days? Stratified by week (6/91) Equal 100.0 16
2b. Meal sii:tings3 Probabilities proportionate to size {Avg # of people served) 96.9 31
2¢c. Clients Simple systematic Equal 75.2 224
3. Encampment clusters
3a. Days? Stratified by week (6/91) Equal 100.0 16
3b. Clusters? Certainty ‘Equal 100.0 18
3c. People approached® Certainty All 91.0 153
3d. Literally homeless® Certainty All 97.9 143
4. Street sample
4a. Days? Stratified by week (2/91-4/91) Equal 100.0 48
4b. Tracts Stratified by expected density Equal within strata/month 100.0 64
4c. Blocks Stratified by expected density Equal within strata/month 93.0 432
4d. People approached’ Certainty All 57.3 203
4e. Literally homeless® Certainty All 80.0 64
Total institutions (shelter and soup kitchen) 82.6 123
Total observations (people approached regardless of eligibility) 99.9 1,378
Total screener respondents (encampment and street only) 68.2 356
Total respondents 86.1 908

‘Excludes institutions that no longer served homeless people who were cognitively impaired; days, clusters, tracts, and individuals were sampled without
replacement; shelters, meals, and blocks were sampled with replacement; detailed breakdowns of the institutional and individual response rates are given
in Tables A.2 and A.3 of Appendix A.

‘Days were sampled from 4-week periods in February, March, April, and June 1991, with the shelter component using days from all 4 months, the soup
kitchen and encampment components only using days frem June, and the street component using days from February, March, and April. See text.

‘Because some programs served multiple meals, had multiple sittings for a meal, or made multiple stops with food wagons, the sitting (or stop) was used as
the primary sampling unit.

4Encampments were defined as contiguous census blocks and were grouped into clusters ranging in size from 1 to 160 census blocks.

‘Excludes people in uniform (e.g., police), engaged in work (e.g., taxi drivers, newspaper deliverers), and illegal activities (e.g., breaking and entering,
prostitution).

6Someone Who stayed in a shelter or in a nondomicile during the past night or who lacks regular and reliable access te a domicile (e.g., someone trading sex
for shelter).

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.



2.3 Overview of Survey Methodology

The interviews were anonymous and conducted in-person, with the exception of seven
in domestic violence shelters that were self-administered to ensure respondent privacy.
The interview was designed to last about an hour but varied with the extent of the
respondent’s drug use history and problems. The median interview length was 40 minutes,
with a range of 10 to 185 minutes, and 90% of the interviews were completed in 20 to 70
minutes. All respondents were given $10 at the end of the interviews to compensate them
for their time. Street and encampment respondents were offered juice, coffee, and pastries.
The shelter and soup kitchen providers were offered packages of toothbrushes, diapers, or
coffee and creamer to compensate them for allowing the on-site interviews to be conducted.
Observational data were collected on everyone who was approached, regardless of his/her
eligibility or level of participation. People who were intoxicated or cognitively impaired
were excluded, as explained earlier.

The study presented situations and problems different from those encountered in a
general household population survey. The interviewers had to exercise judgment and
sensitivity toward the homeless population and feel comfortable in an unusual data
collection environment. The ideal interviewer was one who had experience with both
survey interviewing and the homeless population. Because persons with both qualifications
were difficult to find, individuals who had experience with homelessness were preferred on
the grounds that their expertise with this population would facilitate entree, rapport, trust,
and credibility in the interviewer-respondent relationship. Local providers helped identify
individuals who provided services to homeless people, such as outreach workers, shelter
operators, or individuals who had been or were themselves homeless. Of the 24 data
collectors assigned to the street component of the study, 8 were shelter staff members and
14 were currently homeless.

Data collectors attended a 3-day training session on implementation of the sampling
and data collection procedures, conduct of the questionnaire, and interviewer-interviewee
interactions. Some of the issues addressed during training were:

. ways to interact sensibly and sensitively with homeless individuals;

. different approaches to people living on the street and those living in
shelters; and

. how to be prepared for potential problems related to security and safety.
The training sessions included instructions from a psychiatric social worker employed by a

local shelter and discussions of observations by the data collection staff on their personal
experiences with homelessness. All teams were observed in the field by their supervisors



and the research staff. They also attended Z-day follow-up and refresher training sessions
in March and May 1991.

Data collectors were provided with special supplies to prepare them for their data
collection tasks and to ensure their safety. These included an orange backpack, white
jacket, flashlight, hand-held foghorn, and cellular telephone. Each of the two street
supervisors used a rented van to transport interviewers to their assigned blocks.
Interviewers were sent out in teams of two to five people as a security precaution. Several
security problems occurred in the street component, including threats from drug dealers,
gangs, and other criminal elements in the community, but none of the threats originated
from a homeless person. A more detailed discussion and evaluation of the equipment and
data collection procedures is provided in Appendix A.

2.4 Definitions of Key Demographic, Homelessness, and Substance
Use Measures
Throughout this report, three sets of variables are used to describe homeless people.
They are (a) demographic characteristics, (b) homelessness characteristics, and
(c) drug/alcohol use. The demographic and drug/alcohol use variables are comparable to
those used in the 1990/1991 NHSDA (NIDA, 1991a). The homelessness correlates are
comparable to those used in prior research (Burt & Cohen, 1988; Dennis, 1991; Farr et al.,
1986; Milburn et al., 1990; Rossi et al., 1986) and by the Interagency Council on the
Homeless (1991). The actual number of respondents in each demographic and
homelessness category is given by frame in Appendix A. Weighted population estimates
are provided in Chapters 3.0 and 4.0, and corresponding tables with standard errors and
unweighted number of respondents are presented in Appendix B.

The demographic correlates of drug use in this analysis include sex, age,
race/ethnicity, marital status, location within the DC MSA, adult education, and current
employment. These terms are defined below:

Sex Categorized as male and female.

Age Categorized as 12 to 25 years, 26 to 34 years, and 35+ years. The
NHSDA categories of 12 to 17 years and 18 to 25 years were collapsed
because of small sample sixes.

Race/ Following the current U.S. Bureau of the Census classification,

Ethnicity persons were grouped into four racial/ethnic groups: white, black,
Hispanic, and other. Persons referred to as “white” are those who
reported that they are “white,” but “not of Hispanic origin.” Similarly,
persons referred to as “black’ are those who reported being “black,” but
“not of Hispanic origin.” Because relatively few respondents were
classified as “other,” separate prevalence estimates were not developed
for this group, although they were included in the overall prevalence
rates.
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Marital Categorized as single (never married), currently married (including
Status living as married), and divorced/widowed.

Location The DC MSA is categorized into three geographic locations: the
District of Columbia; Maryland (including the Maryland counties of
Calvert, Charles, Frederick, Montgomery, and Prince Georges); and
Virginia (including the Virginia counties of Arlington, Fairfax,
Loudoun, Prince William, and Stafford, and the Virginia cities of
Alexandria, Fairfax, Falls Church, Manassas, and Manassas Park).

Adult Categorized as less than high school, high school graduate, and any

Education college. As in the NHSDA, individuals with general equivalency
diplomas (GEDs) were not treated as high school graduates. This
variable was not applicable for persons aged 12 to 17.

Current Categorized as full-time, part-time, unemployed, and other (retired,
Employment disabled, homemaker, student, or not in the labor force). This variable
was not applicable for persons aged 12 to 17.

Several tables in Chapter 7.0 examine the overlap between this population and other
nonhousehold and hard-to-reach DC*MADS populations. The latter include persons who
may reside in someone else’s household (doubled-up), group quarters, or institutions
(incarcerated, other), or who may be criminal offenders, school dropouts, treatment clients,
or pregnant women. The definitions are footnoted and summarized in the glossary in
Appendix E.

Three variables are used to summarize homelessness. First, the number of prior
episodes and length of the current episode are combined into a summary measure called
“stage of homelessness.” This measure is based on a typology developed by Farr, Koegel,
and Burnam (1986) and recently expanded by Dennis (1991). Second, the types of service
the person has used in the past month are summarized both overall and in terms of the
specific services used. Third, the actual location where the respondent was found and
sampled from is identified as the sampling location. The specific terms are defined as
follows:

Stage of Categorized as newly homeless (first time and less than 6 months),
Homeless- chronically homeless (first time and more than 6 months),
ness intermittently homeless (more than one episode of homelessness and

currently homeless), and at risk of homelessness (using a soup kitchen
but not literally homeless). In addition to currently using homeless
services, the majority of people at risk of homelessness also had
histories of being homeless (i.e., those who are transient and
precariously housed).

Past Month  Categorized by use of services in the past month (shelter, soup kitchen,

Service Use  both, or none). The “none” comes only from the street and encampment
samples.
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Sampling Categorized by the location where the interview took place (shelter,
Location soup kitchen, encampment, street).

Several tables in Chapter 7.0 examine selected McKinney Homeless Assistance Act groups
of homeless people, including those who were literally homeless, physically ill, heavy
alcohol drinkers, past month drug users, mentally ill, unemployed, veterans, youth (under
21), or families. The definitions are footnoted and summarized in the glossary in
Appendix E.

Measures of substance use include reports for cigarettes, alcohol, marijuana
(including hashish), cocaine (including crack), inhalants, hallucinogens (including
phencyclidine [PCP)), heroin, and nonmedical use of each of the prescription-type
psychotherapeutic drugs (stimulants, sedatives, tranquilizers, and analgesics). Separate
estimates were obtained for crack and stimulants. (Separate estimates for
methamphetamine [ice] use were not warranted because so few people reported even
lifetime use [n=6].)

To examine the extent of involvement in illicit drug use, two summary measures were
constructed: “any illicit drug use” and “any illicit drug use except marijuana.” The

prevalence of use of illicit drugs, alcohol, and tobacco was examined for three time periods:

Past Month Use of a substance one or more times in the month before the interview

Use (also referred to as current use>.

Past Year Use of a substance one or more times in the year before the interview.
Use

Lifetime Use of a substance at least once in the individual's lifetime.

Use

Data on heavy alcohol use in the past month were also collected. Heavy alcohol use
was defmed as having five or more drinks per occasion on 5 or more days in the past month
(i.e., drank heavily at a rate of at least 5 days/30 days). If the person had become homeless
in the past 30 days, a comparable criterion was used based on the number of days of heavy
drinking while homeless divided by the number of days homeless. For example, if a person
drank heavily (5 or more drinks per occasion) on 3 days during a 15-day episode of
homelessness, heavy drinking would be evaluated on the basis of 3 days/I5 days. Because
this rate is higher than weekly use (i.e., 3/15=6/30 > 5/30), the person would be considered
a heavy drinker.

Three types of illicit drug users and three types of alcohol users were examined in
this analysis to assess the correlation between drug use and other problems. For illicit
drug use, classifications were:
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Current People with any illicit drug use in the past month.

Drug Users

Past Drug People with lifetime illicit drug use, but no past month illicit drug use.
Users

Nonusers People with no history of illicit drug use.

of Drugs

For alcohol use, classifications were:

Heavy People who had five or more drinks on 5 or more days in the past
Alcohol month (or the prorated equivalent--5/30--while homeless).

Users

Other People with lifetime histories of alcohol use, but no heavy alcohol use
Alcohol in the past month.

Users

Nonusers People with no lifetime history of alcohol use.

of Alcohol

Chapter 5.0 provides the demographic and homelessness characteristics of the three
drug use groups. Chapter 6.0 explores the relationship between the drug and alcohol use
groups and co-occurring problems and behaviors (e.g., alcoholism, mental illness, physical
iliness, illegal activities, and unemployment). Although this study did not determine the
causal direction of these relationships, it does identify several relationships that may merit
further study.

2.5 Analytic Approach and Statistical Significance

2.5.1 Adjusting for Potential Multiplicity

The Homeless and Transient Population Study developed theoretically unbiased
estimates of the size and characteristics of the homeless population in the DC MSA for an
“average” day during the data collection period. The effects of potential multiple counting
were minimized by only working in a few areas on any given day, temporal stratification,
and random assignment of sampled units (e.g., shelters, soup kitchens, encampments,
blocks) to days. Even within this “average” day, however, a respondent could be in more
than one sample frame, as shown in Figure 2.1.

For example, a person could be sampled in a shelter, leave in the early morning and
be sampled again on the street, and/or go to a soup kitchen for breakfast. Twenty-eight
(3%) of the homeless people reported being interviewed more than once over the entire
period of data collection. Of those 28, however, 15 gave dates outside the actual period of



Figure 2.1 Potential Universe and Sampling Locations for Surveying the Homeless and
Transient Population
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Note: For the purposes of this schematic, encampments cau be thought of as a subset of the street frame.
Source:  NIDA 1991 DC*MADS Homeless and Transient Population Study.



data collection (possibly confusing this study with other research projects), and no one
reported being interviewed twice in the same day or even the same week. Nonetheless, it is
the theoretical potential for being sampled more than once that affects a person’s
probability of selection and, consequently, creates the need for a multiplicity adjustment to
the analysis weights.

Figure 2.1 shows that no one frame is sufficient to cover the population. Yet even in a
24-hour period, using multiple frames can result in multiplicity. The procedures used here
for adjusting for multiplicity are discussed in Appendix A, and the results are summarized
in Chapter 3.0. A brief summary of the adjustment method is given below.

Respondents were asked about the extent to which they had gone or were planning to
go into shelters or the street (4:00 to 5:30 A.M.) on the sampled day. They were asked how
often they use soup kitchens. The responses to these questions and the location of the
interview were used to classify people as having been (or as probably going to be) in a
shelter, soup kitchen, and/or street location (including the encampments). Respondents
were then categorized as having been in one of the seven possible combinations of places
where they could have been sampled in the assigned 24-hour period. Weights were
adjusted for people who could have been selected in more than one place by dividing the
weights by two for anyone who could have been sampled from two locations, and by three
for those who could have been sampled from three locations. On average, this procedure
evens out the weights across the two or three sources.

2.5.2 ldentifying Low-Precision Estimates

The sample for the DC*MADS Homeless and Transient Study was designed to
produce estimates representative of the homeless and transient population on an average
day between February and June 1991. Like any sample survey, the estimates shown in
this report are subject to two types of error: nonsampling error and sampling error.
Nonsampling error results from factors such as nonresponse, misreporting of data by the
respondent, and miscoding of responses. Although the extent of nonsampling error cannot
be precisely measured, attempts can be made to reduce it through quality control
procedures and other means. Appendix A describes the quality control procedures that
were used to reduce nonsampling error in this study.

Sampling error results from collecting data from a subset rather than from everyone
in the population. Also known as sampling variability, sampling error is the variation
among a set of estimates that would be observed if repeated samples of the same type were
drawn from the same population. The magnitude of sampling error depends on (a) the
inherent variability of the measured attribute in the population; (b) the sample size; (c) the
extent of homogeneity of the sample on the variable in question (based on factors such as
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similarity of respondents within sample clusters and dissimilarity between clusters); and
(d) the type of sampling and estimation procedures used. Sampling theory provides a basis
for calculating the degree of sampling error; two commonly reported measures are the
standard error (SE) and the relative standard error (RSE), i.e., the SE expressed as a
percentage of the estimate. SEs for the estimates in this report are presented in

Appendix B. SEs are used to compute confidence intervals for estimates and also enter into
the calculations required to test the statistical significance of the difference between two
estimates. Appendix C shows the results of difference tests for pairs of estimates in the
main tables of this report.

Estimates subject to a high degree of sampling error are considered to have low
precision. Low precision has been defined in many ways with no common definition used
across various sample surveys. Thus, as in specifying an alpha level for conducting tests of
significance or constructing confidence intervals, there will always be some subjectivity in
defining low precision.

The precision criterion applied to the estimates in this report was originally
developed for the 1991 National Household Survey on Drug Abuse and is based on the RSE
of the natural logarithm of the estimate. This criterion, which is discussed in detail in
Appendix A, is somewhat conservative and tends to require relatively large sample sizes to
obtain an acceptable level of precision. When this criterion is used, low precision may occur
if prevalence rates are close to zero or 100 percent or when the number of respondents in a
particular subgroup is small. Application of this precision criterion to the DC*MADS data
results in a large number of estimates being identified as low in precision. These low-
precision estimates are shown and flagged with an asterisk (*). Flagged low-precision
estimates are presented in recognition of the exploratory nature of the DC*MADS studies
and because of their potential utility to investigators involved in related areas of research.
The reader should exercise caution in using these estimates and is encouraged to use the
SEs in conjunction with the estimates.

There is one exception to the presentation and flagging of low-precision estimates.
Estimates based on data from fewer than 30 respondents tend to exhibit more extreme
sampling variability and are not shown in this report. These estimates have been
eliminated either by collapsing table cells into larger groups or by not displaying the
affected categories. Consequently, certain categories for some variables, such as the “other”
category in race/ethnicity, are not shown in the tables.
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2.5.3 Testing for Statistical Significance

For Chapter 4.0, pairwise z-test comparisons were made using SUDAAN (Research
Triangle Institute [RTI], 1990) software for rates of marijuana, cocaine, other illicit drug,
and alcohol use between each of the key demographic and homeless subgroups. With
SUDAAN, these z-tests examine the magnitude of the difference between the rates while
taking into account the size of the sample cluster effects resulting from the sample design
and the variation among sample members. A difference in rates of use is defined as
“statistically significant” when there is a 0.95 or greater probability that the two
populations being compared actually have different prevalence rates. Differences that are
statistically significant at the 0.05 level (0.95 nondirectional probability) are noted in the
text as p<.05. The results of all pair-wise drug use and alcohol comparisons are reported in
Appendix C.

Statistically significant differences may not be found even though the rate for one
group may be from 50% to 100% higher or lower than for the comparison group if the rate of
use is low. For example, if the rate of use for one group is 1% and the rate of use for the
comparison group is 1.5%, it is unlikely that the difference between these two groups would
be statistically significant. The magnitude of the difference between these two groups is so
small (0.5%) that it is difficult to detect whether the two groups truly differ in their rate of
use or if the difference is due to sampling error. Statistically significant differences have
been suppressed when one or more of the estimates have low precision. Such a comparison
might otherwise be unreliable or misleading. A detailed discussion of testing for statistical
differences is included in Appendix A.
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3.0 POPULATION CHARACTERISTICS

This chapter describes the population characteristics of the homeless and transient
population, aged 12 and older, in the DC MSA during an average day between February
and June 1991. It includes discussions of the population’s size and distribution,
demographic characteristics, histories of homelessness, service use, and geographic
movement. For selected characteristics, similar information is described for the household
population using 1991 NHSDA data from the DC MSA. Overlap with the other DC*MADS
populations and McKinney Act groups are discussed further in Chapter 7.0.

3.1 Size and Distribution of the Homeless and Transient
Population

There are many ways to define homelessness. At one extreme it can be defined as the
literal lack of shelter on a given night. Other definitions are broader and include those who
are at risk of becoming homeless because they have no regular place to stay, have recently
been homeless, or are currently using services for homeless people (e.g., the McKinney Act;
authors and studies cited in Chapter 1) . Still other definitions of homelessness have sought
to include people who are doubled up or living on a fraction of the U.S. Department of
Health and Human Services (DHHS, 1991) Poverty Income Guidelines ($11,140 for the
average family of three in the DC MSA) because they may be one crisis away from
becoming homeless.

This study found that, on an average day in the DC MSA in 1991, there were
approximately 8,356 people who were literally homeless and 10,387 who were currently
homeless or at imminent risk of becoming homeless. Data from the 1991 NHSDA DC MSA
sample showed that there were approximately 112,640 people in the household population
living on less than 25% of the DHHS poverty guideline (an average of $2,785 for a family of
three) and 317,450 people in the household population living below the DHHS poverty
guideline. This study focuses on the 10,387 people who were literally homeless or at
imminent risk of becoming homeless.

The 95% confidence interval of the estimate presented here ranged from 9,031 people
to 11,743 people. Approximately 56.3% of the homeless people used shelters for at least
part of the night; 65.2% visited at least one soup kitchen or food bank mobile unit, and
20.5% spent at least part of the early morning hours (4:00 to 5:30 A.M.) on the street or in a
nondomicile (e.g., vacant building, under a bridge, in a park). All but 6.8% used a shelter
and/or a soup kitchen in a typical 24-hour period. Of those who were not in shelters,
approximately one out of three (16. 1% out of 43. 7% spent the night in nondomicile or street
locations, and nearly two out of three (27.6% out of 43.7%) stayed in some kind of domicile
even though they were using a soup kitchen. Of this latter group, 66.4% had spent less
than a night in a domicile or had lifetime histories of being literally homeless.
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Figure 3.1 summarizes the estimated sizes of the main segments of the homeless
population and shows how they overlap in a 24-hour period. Without adjusting for this
overlap, the estimate of the homeless population in the DC MSA would have increased by
42% from 10,387 unique people to 14,744 person-contacts. This finding is important for two
reasons. First, many researchers have tried to use a I-day blitz to avoid duplication. Based
on these data, such efforts must now be considered upwardly biased. Second, service
providers should use the higher number of person-contacts when estimating need (e.g.,
someone who needs both a shelter bed and to be served in a soup kitchen consumes two
slots of services). More details on the overlaps and descriptions of how their sizes were
estimated are provided in Appendix A.

The U.S. Bureau of the Census (1992) estimate of 6,541 shelter residents in the
DC MSA on March 19, 1990, is just within the 95% confidence interval of the estimate
presented here for an average day in the first half of 1991 (i.e., 4,964 to 6,724). The lower
estimate here of 5,844 shelter residents in 1991 may be due to the inclusion of summer data
in the DC*MADS sample (i.e., more people staying outside in warmer weather), or the
result of reduced shelter capacity in DC after the repeal of the “right to shelter” ordinance
in November 1990.

The census’ count of people in purposively selected street locations (U.S. Bureau of
the Census, 1992) is not directly comparable to the estimate here for the randomly selected
street locations either methodologically (i.e., the census used “purposive” sampling design
whereas DC*MADS used a “representative” sampling design) or in the resulting estimates
(345 people counted by the census vs. 2,129 estimated people screened homeless in
DC*MADS). The main difference is that the DC*MADS study sampled from street areas
randomly sampled from the entire MSA, while the census used only areas identified by
local officials.

The DC*MADS data suggest that, by not sampling or counting from soup kitchens
and/or randomly sampled street areas, the census may have missed approximately a third
of the homeless population in the DC MSA as defined in this study. The DC*MADS data
also suggest that the census could have covered all but 6.8% of the total homeless
population on an average day (missing just those who resided only on the street) by
sampling people solely from soup kitchens and shelters.

3.2 Demographic Characteristics

Table 3.1 presents the demographic characteristics (see Section 2.4) of the homeless
and transient population. Separate estimates are provided for each of the four sampling
frames (i.e., shelter, soup kitchen, encampment, and street) to show how they are related to
the multiplicity-adjusted total population estimate that is used throughout the report. The
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Figure 3.1 Size and 24-Hour Overlap of the Three Subpopulations of Homeless People
inthe DC MSA

Any Shelter = 5,844 (56.3%)

&

N

KO S ‘Soup Kitchen Only
{0: N 27.6%

Any Street = 2,129(20.5%) .
Any Soup Kitchen = 6,771 (65.2%)

Estimated Number of Unique People = 10,387 (100%)
Potential Person-Contacts in 24 Hours = 14,744 (142%)

Note. The total size of the homeless and transient population on an average day in February through June 1991
was 10,387 with 95% confidence intervals of 9,031 to 11,743. The estimated size and 95% confidence
intervals for each segment are given in Table A.5 of Appendix A.

Source:  NIDA 1991 DC*MADS Homeless and Transient Population Study.
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Table 3.1 Weighted Demographic Characteristics of the Homeless and
Transient Population in the DC MSA, by Sample Type and

Overall

Demographic soup Encampment
Characteristicl Shelter Kitchen Cluster Street  Total?
Total 100.0 100.0 100.0 100.0 100.0
Sex

Male 64.8 86.3 87.7 86.5* 75.9

Female 35.2 13.7 12.3 13.5* 24.1
Age group

12-25 years 17.0 13.0 6.6 17.2% 15.0

26-34 years 35.3 36.2 31.8 44 8* 36.8

35+ years 47.7 50.8 61.6 38.0* 48.2
Race/ethnicity3

white 15.2 16.6 25.3 5.6* 16.5

Black 76.5 77.9 65.4 84.1% 75.8

Hispanic 7.4 4.6 4.0 0.8* 5.9
Marital status

Single 55.8 57.1 55.0 75.5* 59.7

Married 8.6 8.6 11.8 1.3* 8.3

Divorced/widowed 35.6 34.3 33.2 23.3* 32.1
Location*

DC 74.4 69.6* 91.6 88.7* 71.0

Maryland 8.6 17.1* 2.1 9.4* 14.0

Virginia 17.0 13.3* 6.3 1.8* 15.0
Adult education58

Less than high school 32.9 45.4 36.0 48.6* 40.1

High school graduate 42.3 36.2 38.2 41.3* 39.3

Any college 24.8 18.4 25.8 10.1* 20.6
Current employment$

Full-time 24.0 24.0 115 6.4* 21.5

Part- time 145 11.7 14.0 4.9% 12.2

Unemployed 41.1 58.9 53.6 82.5* 54.1

Other ! 20.4 5.4 20.9 6.2* 12.2
Total population [row %]® (56.3) (65.2) (1.7) (20.5) (100.0)
Population estimate® 5,844 6,771 174 2,129 10,387

*Low precision.

1Except for population estimates, data entries are percentages. Unweighted demographic
characteristics and numbers of respondents are reported in Table A.4 in Appendix A;
standard errors are given in Table 3.1SE in Appendix B.

ZPercentage adjusted for multiplicity between samples.

3The category “other” for race/ethnicity is not shown because there were too few cases (n=39).
4The District of Columbia Metropolitan Statistical Area (DC MSA) is defined in Section 1.1.
5As with the NHSDA, general equivalency diplomas (GEDs) are not considered in this measure.

6Persons aged 12 to 17 (n=13) are excluded from the estimates of adult education and current
employment.

‘Retired, disabled, homemaker, student, or “other.”

8Columns are not mutually exclusive for population estimates, which are based on all available

data (see Table A.14). Encampments are a subset of the street frame. Because of the two- and
three-way overlap in the sampling frames (see Figure 3.1), the unadjusted shelter, soup Kitchen,
and street columns add up to 14,744 person-contacts.

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.
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population estimates at the bottom of the table are based on the combined data shown in
Figure 3.1 (see Table A.14) and are not mutually exclusive across columns. Highlights
include the following:

. The homeless and transient population was predominantly male (75.9%),
with the percentage of males in shelters (64.8%) being lower than in
encampments (87.7%), street locations (86.5%), or soup kitchens (86.3%).

. Nearly half (48.2%) of the population were 35 years of age or older. The
highest percentage of persons over age 35 was found in encampments
(61.6%), followed by soup kitchens (50.8%), and shelters (47.7%).

- o The population was predominantly black (75.8%). People in
encampments were more likely to be white than those in the soup kitchen
or shelter components (25.3% vs. 16.6% and 15.2%).

. The majority (59.7%) of the population was single, with an additional
32.1% describing themselves as being divorced or widowed and 8.3%
describing themselves as married or living as married.

. The majority of the MSA’s total homeless and transient population was
located in DC (71.0%). This pattern was also observed within each of the
four types of sampling locations.

. An estimated 40.1% of the homeless population had less than a high
school degree, 39.3% had a high school education, and 20.6% had some
college experience.

. An estimated 21.5% of the population was employed full-time. This
ranged from only 6.4% of the street respondents to 24.0% in the shelter
and soup kitchen samples.

To put these estimates into perspective, Table 3.2 presents a comparison of the
preceding demographic characteristics for the homeless and household populations in the
DC MSA. The household population’s percentages are estimated from the DC MSA
oversample by the 1991 NHSDA. The last column in Table 3.2 gives the relative rate of
homeless people in each subgroup per 10,000 people in the same subgroup in the household
population. Relative to the household population, homeless people are significantly (p<.05)
more likely to be male, between the ages of 26 and 34, black, unmarried, living in DC, less
educated, and unemployed.

These data provide a means to depict the extent to which the ratio of homeless people
per 10,000 people in the household population varies geographically. A comparison of the
ratio of homeless to household people in each location shown in Table 3.2 suggests that the
variation is large. The number of homeless people per 10,000 people in the household
population is 132.7 in DC, 10.6 in Maryland, 12.5 in Virginia, and an average of 32.7 for the
entire MSA.
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Table 3.2 Comparison of Demographic Characteristics Between the
Homeless and Household Populations in the DC MSA

Homeless/
Homeless Population! Household Population’Household
Demographic (Rate per
Characteristic3 Percent Population Percent Population 10,000)
Total 100.0 10,387 100.0 3,174,498 32.7
Sex
Male 75.9 7,887 47.7 1,515,402 52.0
Female 24.1 2,500 52.3 1,659,096 15.1
Age group
12-25 years 15.0 1,558 235 745,271 20.9
26-34 years 36.8 3,818 22.9 727,986 524
35+ years 48.2 5,009 53.6 1,701,241 29.4
Race/ethnicity?
White 16.5 1,709 61.9 1,963,589 8.7
Black 75.8 7,840 27.2 861,881 91.0
Hispanic 5.9 605 5.2 164,115 36.9
Marital status
Single 59.7 6,035 335 1,064,879 56.7
Married 8.3 836 50.1 1,691,309 6.3
Divorced/widowed 321 3,244 16.3 518,311 62.6
Location®
DC 71.0 7,373 175 555,606 132.7
Maryland 14.0 1,455 43.1 1,369,491 10.6
Virginia 15.0 1,560 394 1,249,401 12.5
Adult education®?
Less than high school 40.1 4,111 12.9 370,763 110.9
High school graduate 39.3 4,035 27.2 785,790 51.3
Any college 20.6 2,113 59.9 1,727,373 12.2
Current employment’
Full-time 215 2,182 65.4 1,886,793 11.6
Part-time 12.2 1,239 9.1 261,005 47.5
Unemgloyed 54.1 5,498 4.1 118,527 463.9
Other 12.2 1,237 214 617,601 20.0

1Estimates adjusted for multiplicity between samples.

2Household population, aged 12 and older, from the 1991 National Household Survey on Drug
Abuse (NHSDA) DC MSA oversample.

3Data entries are percentages. Standard errors are given in Table 3.2SE in Appendix B.

4The category “other” for race/ethnicity is not included due to few cases (n=39).

5The District of Columbia Metropolitan Statistical Area (DC MSA) is defined in Section 1.1.

6As with the NHSDA, general equivalency diplomas (GEDs) are not considered in this measure.

TPersons aged 12 to 17 (n=13) are excluded from the estimates of adult education and current
employment.

8Retired, disabled, homemaker, student, or “other.”

Source: 1991 MDA DC*MADS Homeless and Transient Population Study and 1991 NIDA
National Household Survey on Drug Abuse: DC MSA.
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The data also permit examination of the geographic variation in the ratio of homeless
people in streets to those in shelters (General Accounting Office, 1988). Using the
combined population estimates and geographic location information in Table 3.1, the street-
to-shelter ratios were calculated by dividing the number in the street population by the
number of shelter residents. For the three main geographic locations, these were:

Street Population

Street Shelter per 100
Location Population Residents Shelter Residents
DC 1,889 4,448 42.5
Maryland 200 503 39.8
Virginia __39 993 39
Total 2,129 5,844 36.4

These ratios indicate that homeless people in the Virginia portion of the DC MSA were less
likely to be on the street than homeless people in other parts of the MSA. This variation is
reduced when the 20% overlap of people in the streets and shelters is considered (see Figure
3.1). However, after adjusting for the overlap, large differences remain in the size and
relative distribution of the homeless population throughout the MSA.

3.3 Chronicity of Homelessness and Patterns of Service Use

Table 3.3 presents the history and chronicity of homelessness by the number of times
people had been homeless, the age they first became homeless, the length of the current
episode, and the summary measure called “stage of homelessness” that was discussed in
Section 2.4. Estimates are presented for the four sampling frames and the total population,
with an adjustment for overlap between the frames. Highlights include the following:

. An estimated 47.3% of the total population and 60.1% of those in the
encampment sample had been homeless two or more times.

. An estimated 33.9% first became homeless before age 26, and an
additional 32.0% did so between the ages of 26 and 34.

. The majority of the population (68.4%) had been homeless for 6 or more
months in their current or most recent episode of homelessness.

. In combination, 17.7% were newly homeless, 23.4% were chronically
homeless, 39.4% were intermittently homeless, and 19.6% were at risk of
becoming homeless. Of this at-risk group, 66.4% had prior histories of
homelessness.
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Table 3.3 History and Chronicity of Homelessness, by Sample Type

and Overall
History/Chronicity soup Encampment
of Homelessness! Shelter  Kitchen Cluster Street Total2
Total 100.0 100.0 100.0 100.0 100.0
Times homeless
None - 10.3 -- -- 7.0
1 59.0 36.3 39.9 50.1* 45.8
2 or more 41.0 53.5 60.1 49.9* 47.3
Age first homeless
Never homeless 10.2 - -- 6.9
Under 26 31.0 325 34.6 48.0* 33.9
26-34 38.0 29.4 31.1 33.1 32.0
35+ 31.0 27.9 34.2 18.9 27.2
Length of this/last episode
Never homeless 10.1 -- -- 6.8
Less than 6 months 44.6 33.6 31.9 13.4 34.8
6 or more months 55.4 56.3 68.1 86.6 584
Stage of homelessness®
Newly homeless 30.0 11.5 12.4 6.8 17.7
Chronically homeless 29.3 16.4 28.2 49.8* 23.4
Intermittently homeless 40.7 41.7 59.4 43.5* 39.4
At risk of homelessness - 30.4 - - 19.6
Total population [row %]4 (56.3) (65.2) a7 (20.5) (100.0)
Population estimate’ 5,644 6,771 174 2,129 10,387

-- Not applicable.
*Low precision.

1Except for population estimates, data entries are percentages. Unweighted data are given in
Table A.5 in Appendix A; standard errors are given in Table 3.3SE in Appendix B.

2Percentage adjusted for multiplicity between samples.

3See Section 2.4.

*Columns are not mutually exclusive for population estimates, which are based on all available
data (see Table A.14). Encampments are a subset of the street frame. Because of the two- and
three-way overlap in the sampling frames (see Figure 3.1), the unadjusted shelter, soup kitchen,
and street columns add up to 14,744 person-contacts.

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.
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Table 3.4 presents the patterns of service use for persons in each of the four samples.
An estimated 98.8% of the total population had used either a. shelter or soup kitchen in
their lifetime, with 97.7% doing so in the past month and 93.2% doing so in the past day.
Even when considering the encampment and street components, respectively, the large
majority had used services in their lifetime (92.8% and 89.7%) and the past month (78.3%
and 81.7%), and many had done so in the past day (61.2% and 46.3%).

In addition to shelters and soup kitchens, approximately 32.5% of the people had
been in contact with an outreach program such as Health Care for the Homeless, with
24.8% having been in contact with an outreach program in the past month (not shown in
Table 3.4). Since there are few of these programs in the DC MSA, this represents a
relatively high degree of participation but would have added only 0.5% to the estimate of
past month service users.

3.4 Geographic Movement

Table 3.5 presents the geographic distribution of people who were literally homeless
at the current time, on the prior night, and prior to the current episode of homelessness.
The table includes a fourth column for the location of the last time the homeless person was
in school (a range of 1 to over 40 years). Entries are column percentages calculated
independently for the current location and each prior event. Key findings include:

) The majority (76.6%) of the homeless population were in DC, with 95.4%
concentrated in 8 of the 16 municipalities in the MSA.

) The aggregate homeless population movement between municipalities on
a night-to-night basis was rarely more than 1%.

o An estimated 12.4% of the population became homeless outside the MSA.

. The majority (55.1%) of the homeless population had last attended school
in the MSA.

The number of currently homeless people was approximately proportionate to the
places where people last attended school, excluding the newcomers to the area. These
findings indicate that the majority of homeless people in the DC MSA became homeless in,
and have been long-time residents of, the municipalities in which they currently reside.



Table 3.4 Service Use Patterns of the Homeless and Transient
Population in the DC MSA, by Sample Type and Overall

soup Encampment

Service Use Patternl Shelter Kitchen Cluster Street Total?
Lifetime service use®
Any service 100.0 100.0 92.8 89.7* 98.8
Shelter only 27.5 - 7.9 5.3% 11.9
Soup kitchen only 20.9 10.0 o.cx 14.6
Shelter arsdugkitchen 72.5 79.1 75:0 80.8* 72.2
None - - 7.2 10.3* 1.2
Past month service use3
Any service 100.0 100.0 78.3 81.7* 97.7
Shelter only 50.4 - 8.2 6.0* 21.3
Soup kitchen only - 41.0 32.7 10.8* 29.3
Shelter amsdugkitchen 49.6 59.0 37.5 64.9*% 47.0
None - -- 21.7 18.3” 2.3

Past day service use
and street presence?

Any service 100.0 100.0 61.2 46.3 93.2
Shelter only ~Q 7 - - 25.4
Soup kitchen only 30.2 oL - . 27.6
Shelter and soup kitchen _ 26.5
Shelter and street 7.3 3.8 14.0* 2.6
Soup kitchen and street 2.8 9.0 33.2 25.3* 9.3
All three 2.2* 4.2 6.9 1.8

None (street onlv) — _ 58.8 53.7* 6.8

Total population [row %)% (56.3) (65.2) (1.7) (20.5) (100.0)
Population estimate® 5,844 6,771 174 2,129 10,387

-- Not applicable.
*Low precision.

1Except for population estimates, data entries are percentages. Unweighted distribution and number
of respondents are reported in Table A.6 in Appendix A; standard errors are given in Table 3.4SE
in Appendix B.

2Percentage adjusted for multiplicity between samples.
3The “none” come only from the encampment and street samples.

4Whether the person was in one, two, or three of the sampling frames during the 24-hour sampled
day (see Figure 3.1 and Table A. 14)

5Columns are not mutually exclusive for population estimates, which are based on all available
data (see Table A.14). Encampments are a subset of the street frame. Because of the two- and
three-way overlap in the sampling frames (see Figure 3.1), the unadjusted shelter, soup kitchen,
and street columns add up to 14,744 person-contacts.

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.
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Table 3.5 Geographic Location of the Literally Homeless Population in
the DC MSA at the Current Time, on the Prior Night, Prior to
the Current Episode of Homelessness, and When Last in
Elementary/High School

Prior Events (%)

On the Prior to

Geographic Current Prior Current Last Time
Location! Location Night Episode in School
Total2 100.0 100.0 100.0 100.0
DC MSA3 100.0 98.8 87.6 55.1
Alexandria, VA 3.2 4.3 3.7 2.4
Arlington county, VA 1.1 1.6 1.1 0.3
DC 76.6 78.6 60.5 39.2
Fairfax City/County, VA ig 3.4 3.2 2.4
Manassas City/Park, VA . 0.1 0.3 0.2
Montgomery County, MD 4.6 3.2 5.0 2.0
Prince Georges County, MD 5.2 4.2 10.7 5.7
Other parts of the MSA 4.6 3.4 3.1 2.8
Outside the DC MSA _ 1.2 12.4 44.9

-- Not applicable.
** Rounds to zero.

IData entries are percentages calculated independently for the current location and each
prior event. Unweighted number of respondents and standard errors are given in Table 3.5S8E
in Appendix B .

2This table excludes 19.6% of the population who were interviewed at soup kitchens and defined
as “at risk” of homelessness rather than “literally” homeless. Column estimates are
independent of each other and reflect movement in and out of the MSA and the individual

municipalities.
3The District of Columbia Metropolitan Statistical Area (DC MSA) is defined in Section 1.1.

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.
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4.0 PREVALENCE OF USE OF ILLICIT DRUGS,
ALCOHOL, AND TOBACCO

This chapter presents findings on the lifetime, past year, and past month prevalence
of use of illicit drugs, alcohol, and tobacco during 1991 in the DC MSA’s homeless and
transient population. The subsequent sections analyze some of the demographic and
homeless correlates of illicit drug and alcohol use. Any illicit drugs include marijuana or
hashish, cocaine (including crack), inhalants, hallucinogens (including PCP), and heroin, as
well as prescription-type psychotherapeutic drugs (stimulants, sedatives, tranquilizers, and
analgesics) used for nonmedical purposes.

4.1 Prevalence of Drug and Alcohol Use During Lifetime,
Past Year, and Past Month Periods

Table 4.1 presents the percentages and estimated numbers of homeless people, aged
12 and older, in the DC MSA who used any illicit drugs, several specific drugs, alcohol (or
were heavy alcohol users), and/or tobacco during the past month, the past year, and their
lifetime. Highlights include the following:

. The rates of any illicit drug use were 80.0% among the homeless
population in the lifetime, 57.7% in the past year, and 34.3% in the past
month.

. The lifetime rates of use of individual drugs were 75.8% for marijuana,
65.1% for cocaine, 46.6% for hallucinogens, and 40.3% for nonmedical use
of psychotherapeutics.

. In the past year, the most commonly used drugs were cocaine (48.4%),
marijuana (37.5%), nonmedical use of psychotherapeutics (11.9%), heroin
(9.2%), and hallucinogens (6.3%).

. In the past month, the most commonly used drugs were cocaine (27.5%),
marijuana (16.3%), nonmedical use of psychotherapeutics (4.1%), and
heroin (3.0%).

. The rates of crack cocaine use were 54.5% among the homeless population
in the lifetime, 44.8% in the past year, and 25.7% in the past month.

. Although the lifetime rate of hallucinogen use (including PCP) was 46.6%,
past month use was only 1.0%.

. An estimated 93.4% of the homeless population reported drinking alcohol

in their lifetime, 85.6% reported drinking it in the past year, and 69.8%
reported drinking it in the past month.
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Table 4.1 Prevalence and Estimated Numbers of Users of Illicit Drugs, Alcohol, and/or Tobacco Among
the DC MSA Homeless and Transient Population, by Time Period

Time Period
Lifetime Past Year Past Month
Number Number Number
of of of

Substance! Percent  Users Percent  Users Percent Users

Any illicit drug2 80.0 8,308 57.7 5,991 34.3 3,567

Marijuana/hashish 75.8 7,831 375 3,850 16.3 1,678

Cocaine (any type) 65.1 6,733 48.4 5,009 27.5 2,848

Crack cocaine 545 5,634 44.8 4,631 25.7 2,656

Other cocaine 54.8 5,662 19.6 2,013 5.8 600

Inhalants 24.4 2,521 2.1 218 0.2 18

Hallucinogens 46.6 4,784 6.3 644 1.0 106

Heroin 28.5 2,937 9.2 944 3.0 313
Nonmedical use of an

psychotherapeutics 40.3 4,181 11.9 1,234 4.1 430

Stimulants 29.7 3,069 4.3 439 2.5 257

Other psychotherapeutics 32.0 3,245 10.0 1,008 3.1 314

Any illicit drug, excluding marijuanat 72.3 7,505 52.3 5,431 29.3 3,040

Any alcohol 934 9,704 85.6 8,847 69.8 7,217

Heavy alcohol use® _ _ _ B 27.5 2,721

Cigarettes 91.0 9,443 82.7 8,368 78.6 7,949

-- Not applicable.

1Unweighted number of respondents and standard errors are given 4Use of cocaine (including crack), inhalants, hallucinogens (including

in Table 4.1SE in Appendix B. PCP), or heroin, or nonmedical use of psychotherapeutics at least once.
2Use of marijuana or hashish, cocaine (including crack), inhalants, 5Having five or more drinks on 5 or more days a week while homeless
hallucinogens (including PCP), or heroin, or nonmedical use of in the past month; not asked for lifetime or past year (see Section 2.4).

psychotherapeutics at least once.

3Nonmedical use of any prescription-type stimulant (including
methamphetamine), sedative, tranquilizer, or analgesic; does
not include over-the-counter drugs.

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.




. In the past month, an estimated 27.5% of the homeless population had
been drinking heavily.

. An estimated 91.0% of the homeless population had smoked cigarettes in
their lifetime, 82.7% had smoked in the past year, and 78.6% had smoked
in the past month.

Although drug use was found to be prevalent in the homeless and transient population,
65.7% did not use drugs (excluding tobacco and alcohol) in the past month. That is, more
than half of the lifetime users and almost 4 out of 10 past year users reported no past
month or current use. Figure 4.1 illustrates this pattern for the use of any and several
specific drugs.

Of the estimated 10,387 individuals aged 12 and older who were homeless or y
transient on an average day in the DC MSA between February and June of 1991,
approximately 3,567 were currently using illicit drugs and 2,656 were using crack. Illicit
drug use was not reported in the past month by another 4,741 homeless people with
lifetime histories of drug use, 2,424 of whom had past year histories of drug use.

Reports of alcohol and cigarette use were more common than reports of illicit drug
use. Of the estimated 9,704 homeless people who had ever drunk alcohol, 7,217 had done
so at least once in the past month, and 2,721 of these had five or more drinks per day on at
least a weekly basis. In this population, there were more illicit drug users and almost as
many cocaine users as heavy drinkers. Of the estimated 9,443 people who had ever smoked
cigarettes, 7,949 continued to do so in the past month.

Appendix A includes a comparison of the rates of any illicit drug use, marijuana use,
cocaine use, and alcohol use in the homeless and household population. Within each major
grouping based on age, sex, race/ethnicity, marital status, and educational level, the
homeless population surveyed in DC*MADS had higher prevalence rates for illicit drug use
and heavy alcohol use than did the Washington area household population surveyed in the
1991 NHSDA DC oversample. However, comparisons of overall drug and alcohol use rates
can be misleading, because, as illustrated in Table 3.2, the two populations differ along
several sociodemographic dimensions that have been shown to be related to drug use.

4.2 Components of Dependence Related to Past Year Drug and
Alcohol Use
Table 4.2 presents combined alcohol/drug use and a subset of the NHSDA components
of dependence associated with drug and alcohol use, derived from criteria used in the
DSkl _Hhi-R (Anmeriand Psyanolbgieal Agsagiationl ¥987)i n e d a s using
drugs within a couple of hours of using alcohol. The components of dependence include
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Figure 4.1 Recency of Illicit Drug and Alcohol Use among the DC M SA Homeless
and Transient Population

100

Percentage

1 in  Lifetime

NS Used in Past Year

B Uscd in Past Month

Alcohol Use in Past Month

Note: See Table 4.1 or Section 2.4 for definitions.

Source: NIDA 1991 DC*MADS Homeless and Transient Population Study.
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Table 4.2 Past Year Use of Any lllicit Drug, Marijuana, Crack Cocaine,
and Other Drugs with Alcohol, and Components of Dependence
in the Past Year Attributed to Use of These Substances Among
the DC MSA Homeless and Transient Population

Components of Dependence!
Past Use with Larger Withdrawal Tried to

Substance? Year Alcohol3® Amounts Symptoms Cut Down

Any illicit drugt 57.7 47.5 34.2 21.0 43.2
Marijuana 37.5 24.2 5.9 1.0 8.5
Crack 44.8 36.1 28.1 16.0 34.5
Other drugs 29.7 18.4 7 .8 6.7 11:s

Any alcohol use 85.6 - 30.8 17.3 40.7

-- Not applicable.

1Questions asked were: (1) For which drugs, if any, have you needed larger amounts to get the same
effect, or, for which drugs could you no longer get high on the same amount you used before? (2) For
which drugs, if any, have you had withdrawal symptoms; that is, you felt sick because you stopped
or cut down use of that drug? (3) For which drugs, if any, have you tried to cut down your use?

2Data entries are percentages. Unweighted number of respondents and standard errors are given
in Table 4.2SE in Appendix B.

3Question asked was: Which drugs, if any, did you use at the same time or within a couple of hours
of when you drank beer, wine, or liquor?

4yse of marijuana or hashish, cocaine (including crack), inhalants, hallucinogens (including PCP),
or heroin, or nonmedical use of psychotherapeutics at least once.

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.
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needing larger amounts of drugs or alcohol to get the same effect, having withdrawal
symptoms as a result of reducing or stopping consumption, or trying to cut down on use.
For reference, the first column repeats the estimates for use of any illicit drugs, marijuana,
crack, other drugs, and alcohol in the past year. Some of the highlights include the
following:

. Almost half (47.5%) of the homeless and transient population used alcohol
and drugs in combination during the past year.

. An estimated 34.2% needed to use larger amounts of drugs to achieve the
same effect, and 21.0% experienced withdrawal symptoms. An estimated
43.2% tried to cut down their use of illicit drugs in the past year.

. Crack cocaine was the drug that people most often reported using with
alcohol (36.1%), needing larger amounts to get the same effect (28.1%),
having withdrawal symptoms (16.0%), and trying to cut down on their use
of (34.5%).

. An estimated 30.8% required more alcohol to get the same effect, and
17.3% reported some withdrawal symptoms. Approximately half of the
past year alcohol users (40.7%) tried to cut down on the rate of their
alcohol use.

4.3 Demographic Correlates of Drug and Alcohol Use

In this section, estimated drug use prevalences are analyzed according to sex, age
group, race/ethnicity, marital status, location of the interview (DC, Maryland, Virginia),
adult education, and current employment. Pairwise z-tests are used to contrast prevalence
estimates for each demographic subgroup, and significant differences are noted (also see
Appendix C). In Tables 4.3, 4.4, 4.5, and 4.6, rates of any illicit drug use, marijuana use,
cocaine use, and alcohol use, respectively, are compared for demographic correlates.
Highlights include the following:

. Males were significantly more likely than females to have used any illicit
drugs, cocaine, and/or alcohol in all time periods. They were also more
likely to have used marijuana in their lifetime and during the past year,
as well as to have been drinking heavily in the past month.

. People who were 26- to 34-years-old were significantly more likely than
those in other age groups to use any illicit drugs, marijuana, cocaine,
and/or any alcohol in their lifetime and the past year. They were also
significantly more likely than those in other age groups to have used
cocaine or any illicit drugs in the past month.

. Blacks were significantly more likely than whites to have used any illicit
drugs, marijuana, and/or cocaine during their lifetime and any illicit
drugs or cocaine in the past year. During the past month, they were also
significantly more likely than whites to have used cocaine or to have been
drinking heavily.
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Table 4.3 Any lllicit Drug Use Prevalence Among the DC MSA Homeless
and Transient Population, by Demographic Characteristics and
Time Period

Time Period of Any lllicit Drug Use (%)

Demographic

Characteristic! Lifetime Past Year Past Month
Total 80.0 57.7 34.3
Sex

Male 83.0 63.4 38.5

Female 70.7 39.6 21.2
Age group

12-25 years 75.4 45.3* 21.4

26-34 years 91.1 69.8 44.0

35+ years 73.0 52.3 31.0
Race/ethnicity?

White 66.4 42.3 28.1

Black 85.2 64.2 375

Hispanic 52.5” 27.3* 17.6*
Marital status

Single 83.3 59.2 35.1

Married 70.6* 52.3* ,  32.6*%

Divorced/widowed 75.8 56.6 33.6
Location3

DC 83.6 62.3 39.2

Maryland 81.0* 59.6 36.0*

Virginia 62.3 34.4 9.9
Adult education®5

Less than high school 76.3 56.2 36.8

High school graduate 84.8 60.6 30.4

Any college 80.4 66.6 37.6*
Current employment®

Full-time 80.7 66.3 38.0*

Part-time 849 61.9* 41.6*

Unemgloyed 83.3 55.7 35.4

Other 61.8* 45.9 17.1*

*Low precision.

1Standard errors are given in Table 4.3SE in Appendix B and pairwise z-tests are given in
Table 4.3P in Appendix C.

2The category “other” for race/ethnicity is not shown because there were too few cases (n=21).

3The District of Columbia Metropolitan Statistical Area (DC MSA) is defined in Section 1.1.

4As with the NHSDA, general equivalency diplomas (GEDs) are not considered in this measure.

5persons aged 12 to 17 (n=13) are excluded from the estimates of adult education and current
employment.

GRetired, disabled, homemaker, student, or “other.”

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.
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Table 4.4 Marijuana Use Prevalence Among the DC MSA Homeless and
Transient Population, by Demographic Characteristics and
Time Period

Time Period of Marijuana Use (%)

Demographic

Characteristicl Lifetime Past Year Past Month
Total 75.8 37.5 16.3
Sex

Male 78.6 41.5 17.5

Female 66.7 24.5 12.6
Age group

12-25 years 69.8 30.7* 9.5

26-34 years 88.1 49.6 20.0

35+ years 68.2 30.2 15.6
Race/ethnicity?

White 66.1 32.8 16.0*

Black 79.8 40.1 17.0

Hispanic 49.1* 22.3* 11.6*
Marital status

Single 79.9 41.8 20.3

Married 62.8* 22.9* 3.7*

Divorced/widowed 70.7 32.9 119
Location’®

DC 78.9 41.0 16.3

Maryland 77.2% 39.6* 27.0*

Virginia 59.6 18.7 6.6
Adult education%5

Less than high school 70.9 37.6 18.1

High school graduate 81.6 38.1 13.4

Any college 76.2 38.1* 19.5%
Current employment®

Full-time 79.0 50.0 24.3*

Part- time 85.3 40.6* 10.9*

Unemgloyed 76.7 35.1 16.8

0*ther 58.7* 28.1 8.5*

*Low precision.

1Standard errors are given in Table 4.4SE in Appendix B and pairwise z-tests are given in
Table 4.4P in Appendix C.

2The category “other” for race/ethnicity is not shown because there were too few cases (n=21).
3The District of Columbia Metropolitan Statistical Area (DC MSA) is defined in Section 1.1.
4As with the NHSDA, general equivalency diplomas (GEDs) are not considered in this measure.

5Persons aged 12 to 17 (n=13) are excluded from the estimates of adult education and current
employment.

6Retired, disabled, homemaker, student, or “other.”

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.

4-8



Table 4.6 Cocaine Use Prevalence Among the DC MSA Homeless and
Transient Population, by Demographic Characteristics and
Time Period

Time Period of Cocaine Use (%)

Demographic

Characteristic? Lifetime Past Year Past Month
TOTAL 65.1 48.4 27.6
Sex

Male 68.2 52.8 32.0

Female 55.4 345 13.3
Age group

12-25 years 49.4%* 30.7* 12.6

26-34 years 80.7 60.5 35.6

35+ years 58.1 44.7 26.0
Race/ethnicity3

White 46.1* 317 15.9

Black 72.4 65.2 31.6

Hispanic 35.9* 18.0* 13.3*
Marital status

Single 67.0 49.2 271.7

Married 58.5* 45.6* 26.2"

Divorced/widowed 61.8 47.4 27.4
Location3

DC 69.2 63.1 32.7

Maryland 67.9* 49.2” 24 2%

Virginia 43.1 25.7 6.1
Adult education®5

Leas than high school 60.4 47.5 30.4

High school graduate 68.9 49.6 21.8

Any college 68.9* 49.5* 33.4*
Current employment®

Full-time 66.3 55.7 30.2*

Part- time 70.4* 53.9* 40.2*

Unemgloyed 66.3 47.0 27.6

0 et 52 5% 35.3 11.3*

*Low precision.

1Standard errors are given in Table 4.5SE in Appendix B and pairwise z-tests are given in
Table 4.5P in Appendix C.

2The category “other” for race/ethnicity is not shown because there were too few cases (n=21).
3The District of Columbia Metropolitan Statistical Area (DC MSA) is defined in Section 1.1.
4Ag with the NHSDA, general equivalency diplomas (GEDs) are not considered in this measure.

5Persons aged 12 to 17 (n=13) are excluded from the estimates of adult education and current
employment.

6Roatired, disabled, homemaker, student, or “other.”

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.
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Table 4.6 Alcohol Use Prevalence Among the DC MSA Homeless and
Transient Population, by Demographic Characteristics and
Time Period

Time Period of Alcohol Use (%)

Heavy

Demographic Alcohol
Characteristicl Lifetime Past Year Past Month Use?
Total 93.5 85.6 69.8 27.5
Sex

Male 95.3 89.6 77.2 31.6

Female 87.7 72.7 46.3 147
Age group

12-25 vyears 84.0 76.1 49.0%* 15.2*

26-34 years 97.7 91.0 77.0 26.0

35+ years 93.1 84.4 70.9 32.7
Race/ethnicity3

white 95.2 78.7 49.8* 16.5

Black 95.0 88.8 75.4 30.8

Hispanic 66.2* 60.0* 47.8* 21.3"
Marital status

Single 94.3 88.6 72.6 26.4

Married 74 .4* 55.7* 45.5 22.2%

Divorced/widowed 96.3 86.7 69.5 29.5
Location®

DC 95.7 89.7 75.5 30.0

Maryland 90.9 84.5% 67.5* 28.3*

Virginia 85.1 67.5 45.1 154
Adult education58

Less than high school 88.5 81.0 65.7 23.9

High school graduate 96.4 89.4 72.1 30.9

Any college 98.1 88.4 75.2 29.4*
Current employment®

Full-time 96.5 89.8 75.1 24.0

Part-time 96.4 91.5* 77.4 30.2*

Unem,?loyed 91.4 84.2 69.1 31.0

Other 96.1 80.4 57.4* 20.1*

*Low precision.
IStandard errors are given in Table 4.6SE in Appendix B and pairwise z-tests are given in
Table 4.6P in Appendix C.

2Defined as five or more drinks per day on a weekly basis while homeless in the past month (see
Section 2.4).

3The category “other” for race/ethnicity is not shown because there were too few cases (n=21).
*The District of Columbia Metropolitan Statistical Area (DC MSA) is defined in Section 1.1.
5As with the NHSDA, general equivalency diplomas (GEDs) are not considered in this measure.

6Persons aged 12 to 17 (n=13) are excluded from the estimates of adult education and current
employment.

7Retired, disabled, homemaker, student, or “other.”

Source: 1991 NIDA DC*MADS Homeless and Transient Population Study.
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. Single people had significantly higher lifetime rates of marijuana use
than those who were divorced/widowed; however, there were few other
differences by marital.status.

o Virginia residents were significantly less likely than DC residents to have
used any illicit drugs, marijuana, cocaine, and/or alcohol. They were also
less likely than residents of DC to have been drinking heavily in the past
month.

. Those with less than a high school education had significantly lower rates
of lifetime and past year alcohol use than those with a degree or any
college. The differences in the past month, however, were not significant.

. People who were currently employed were significantly more likely than
those who were out of the work force (e.g., retired, disabled, homemaker,
student--shown as “other” in the table) to have used any illicit drugs,
cocaine, and/or marijuana in the past year.

In summary, illicit drug use was significantly higher (p<.05) in all periods among
males, people aged 26 to 34, and/or blacks. It was significantly lower among people
interviewed in Virginia and “other” people who were not in the labor force. Alcohol use was
widespread and significantly higher (p<.05) among men, people aged 26 to 34 (lifetime and
past year), blacks (past year and past month), and those who were high school graduates
and/or had spent any time in college (past year only). Although the rates are several times
higher within every demographic subgroup, this overall pattern corresponds to that found
in the NHSDA for the entire U.S. (Flewelling, Rachal, & Marsden, 1992; NIDA, 1990).

4.4 Homelessness Correlates of Drug and Alcohol Use

Tables 4.7, 4.8, 4.9, and 4.10 present the prevalence of any illicit drug use, marijuana
use, cocaine use, and alcohol use, respectively, within several subgroups of homeless people.
As described in Section 2.4, the three aspects of homelessness examined in each table are
the: (a) stage of homelessness, (b) use of services in the past month, and (c) location where
the homeless person was interviewed. Highlights from these tables include the following:

. Intermittently homeless people were significantly more likely than newly
or chronically homeless people to have used any illicit drugs and/or
cocaine in the past month. They were also more likely (a) than the newly
homeless to be drinking heavily, (b) than the chronically homeless to be
past year cocaine users, and (c) than those at risk of homelessness to be
lifetime marijuana users.

o Homeless people who used both shelters and soup kitchens in the past
month were significantly more likely than those who used only shelters to
use illicit drugs, marijuana (lifetime and past month only), and/or cocaine.
They were also significantly more likely to be alcohol users in the past
year and heavy drinkers in the past month.
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Table 4.7 Any 