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Executive Summary 

 

Purpose 

The purpose of this work is to examine the phenomenon of comorbidity between 

psychological distress and abuse of/dependence on legal and illegal psychotropic substances 

among patients receiving treatment in specialized centers. At the same time, it seeks to describe 

components of the diagnosis and treatment that these patients receive in specialized centers in 

different countries of the region of Latin America and the Caribbean.   

 

General Objective 

 

 To determine the prevalence of comorbidity between psychological distress and abuse 

of/dependence on drugs among patients in specialized centers treating abuse 

of/dependence on alcohol and illegal drugs in the participating countries of Latin 

America and the Caribbean. 

 

Specific Objectives 

 

 To compare the prevalence of psychological distress among patients in treatment centers 

for abuse of/dependence on alcohol and illegal drugs in the participating countries of 

Latin America and the Caribbean. 

 

 To compare the social and demographic variables of the use of alcohol and illegal drugs 

and police/court records. 

 

 To compare family structure and perceptions regarding the functioning of the family. 

 

 To describe the care provided to the patients participating in the study in the respective 

treatment centers. 

 

 To determine the possible association of independent variables with psychological 

distress in all patients interviewed.   
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Design and Methods 

 

The scenario  

Multicenter study in seven Latin American countries (Brazil, Chile, Guatemala, 

Nicaragua, Panama, Paraguay, and Uruguay) and one Caribbean country (Jamaica). The level of 

care is specialized centers for the treatment of drug abuse/dependence.  

 

Study approach 

This is a cross-sectional study in a clinical setting.  

 

Study population and sample size 

Adult patients (18 years of age or older), of both sexes, who were in treatment for drug 

abuse/dependence on legal or illegal psychoactive substances and being treated in specialized 

centers.  Sample size varied between 60 and 160  patients per participating center, with a total of 

1,073 individuals participating. 

 

Data collection procedure  

 Undergraduate and postgraduate university students were trained as research assistants to 

assist in data collection.  Eligible participating patients were asked for their consent. They were 

directed to complete a self-administered questionnaire and those who did not know how to write 

were interviewed.  The data were compiled in sites at the care setting with a prior guarantee of 

the privacy needed to ensure the participants’ confidentiality.   

 

Measures and instruments   

 The data were collected using the EU-LAC-CICAD admission form adapted with the 

proper permission. Psychological distress was assessed using the Kessler-10 Psychological 

Distress Scale (K-10) based on ten questions that can be used to classify the degree of stress in 

four major groups. The two highest degrees of stress (severe and very severe) were combined to 

establish a dichotomy in the variable, comparing that category with the two degrees of less stress 

(moderate and low). The scale’s significant sensitivity for detecting anxiety and depression has 

been established.  The tool known as Smilkstein’s Family APGAR was used to assess the 

perception of the family’s functioning.  
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Analysis 

A calculation was done of the simple prevalence of all the variables related to the first 

four objectives and the results were expressed as percentages.  For the fifth objective, an 

unadjusted analysis was done of the association among independent variables and psychological 

distress, calculating the prevalence ratios and the respective 95% confidence intervals.  The Chi-

squared or Fisher Exact Test was used, as relevant, and the respective p-value were reported.   

 

Limitations  

 

 The non-probabilistic selection of the study sites, which varied from country to country. 

 

 The use of a self-administered questionnaire as the principal data collection source.  

 

  The scale used to measure psychological distress was more sensitive for measuring 

depression and anxiety states in their more general forms, and other disorders, such as 

phobias and post-traumatic stress disorder, which would also be highly prevalent among 

the patients, were not detected. 

 

 The unweight estimates were obviously affected by the different sample sizes in the study. 

 

Results 

The samples consisted primarily of men between the ages of 18 and 86.  The drugs for 

which abuse or dependence led to treatment varied according to the different locations. Alcohol 

predominated in some locations while illegal drugs predominated in others.  In the majority of 

the sites, a current diagnosis of anxiety was being treated varied between 30% and 40%, but 

reached higher percentages in Montevideo, Uruguay 59.8%, followed by Brasilia, Federal 

District, Brazil 48.5%, and Greater Valparaíso, Chile 44.9%.  The lowest value was obtained in 

the parishes, Jamaica 5.4%.  A current diagnosis of depression varied between 20% and 30% in 

nearly all locations, but was higher in Brasilia, Federal District, Brazil 42.4%, followed by 

Montevideo, Uruguay 33.8%. The lowest value was obtained in the three provinces of Ciudad de 

Panama, Panama 6.6%.  In terms of the figures for prior diagnoses, the values were similar to the 

current values, with anxiety diagnosed with greater frequency in Montevideo, Uruguay 61.2%, 

Guatemala City, Guatemala 49.5%, and Greater Valparaíso, Chile 39.3%. The lowest value was 
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obtained in Parishes, Jamaica 8.9%. Prior depression was more frequent in Greater Valparaíso, 

Chile 45.8%, Montevideo, Uruguay 44.2%, and Brasilia, Federal District, Brazil 41.8%. The 

lowest value was obtained in the three provinces, Panama 16.2%. 

High and very high levels of psychological distress reached the following reported 

percentages by center, in decreasing order: Leon, Nicaragua 80.7%, Montevideo, Uruguay 

75.8%, Guatemala City, Guatemala 71.5%, the Brasilia, Federal District, Brazil 70.1%, Macae, 

Rio de Janeiro, Brazil 61.0%, Greater Valparaiso, Chile 48.6%, the Parishes, Jamaica 42.8%, 

three provinces in Panama 37.8%, Department of Managua, Nicaragua 33.9%, and Asuncion, 

Paraguay 26.7%.  In contrast, severe family dysfunction was highest in the three provinces in 

Panama 34.7%, followed by the two sites in Nicaragua 23.1% - 25.7%.  In the remaining 

locations, it varied between 10.0% and 19.0%, with the exception of Asuncion, Paraguay, where 

it was lowest 8.5%.  A history of problems with the police and the courts in relation to problems 

associated with drugs or alcohol was most frequent in the Department of Managua, Nicaragua 

61.7%, followed by Montevideo, Uruguay 58.6%, the Parishes, Jamaica 53.6%, and Brasilia, 

Federal District, Brazil 50.9%.  It varied between 25% and 50% in the remaining locations. 

With respect to the analysis of association, severe and very severe distress were 

associated, in the unweight analysis, with some conditions such as: women, young individuals, 

the indigent, those with little education, those with severe family dysfunction, persons treated in 

state centers, and persons with problems with the police/courts. 

 

Conclusions and Recommendations 

 

 Psychological distress detected among patients receiving care in specialized treatment 

centers for drug abuse or dependence in the participating countries varied widely. Levels of 

family functioning were not very high. Comorbidity between psychological distress and abuse of 

or dependence on psychoactive substances was high. With respect to the factors associated with 

psychological distress, these factors were seen more frequently among younger female patients 

using drugs (except for marijuana), those with lower educational levels and treated in state-run 

public centers, and persons who have a history with the courts and/or the police. Consistent with 

the scale’s high sensitivity to depression and anxiety, there was a strong association between 

psychological distress and a prior diagnosis of these two disorders.  
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Based on the above considerations, the principal recommendations are to: 

 

 Introduce training activities in the undergraduate and postgraduate curricula for health 

professionals (e.g., physicians, nurses, and psychologists) on the importance of 

psychiatric comorbidity and its detection in the drug abuse/dependence treatment setting.   

 Raise the awareness of professionals working in specialized alcohol and drug treatment 

centers regarding the existence and relevance of comorbidity; 

 Perform an operational diagnosis of each treatment center to evaluate its capacity to 

manage patients with comorbidity, factors making this easier or more difficult, needs and 

feasibility of overcoming them, linkage with different levels of the health system; 

 Carry out actions prior to introducing screening, such as training sessions and other 

relevant activities, in each specialized center;  

 Organize the coverage of care for the most frequent disorders (probably anxiety and 

depression), at the specialized treatment center itself, as much as possible without referral 

to other health agencies; 

 Organize referral to other professionals or other health system settings for the benefit of 

special cases of psychiatric disorders that exceed the ability of the alcohol and drug 

treatment center to respond; 

 Implement screening to detect comorbidities, determining specific responsibilities and 

steps: who does the screening, using what tool or instrument, who does the subsequent 

diagnostic assessment, etc.   

 National drug control commissions, together with universities, should conduct 

complementary follow-up research to consider aspects not demonstrated through cross-

cutting studies. 

 Pay particular attention to young males who present with crack abuse.  
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Preface 

 

This work focuses on the problem of comorbidity in patients who abuse or are dependent 

on legal and illegal drugs.  This question is very relevant for determining therapeutic success and 

has been increasingly discussed in the international literature because it is linked to the 

infrastructure and organization of health services set up to care for these problems. However, 

there are still very few studies on this subject in Latin America and the Caribbean. 

Based on this finding, Group IV of teachers and researchers in institutions of higher 

learning in the eight countries of the region, with technical support from the Inter-American 

Drug Abuse Control Commission (CICAD/OAS) and the Centre for Addiction and Mental 

Health (Camh) of Ontario, Canada, participated in the International Research Capacity-Building 

Program for Health-Related Professionals to Study the Drug Phenomenon in Latin America and 

the Caribbean, and constructed the project whose results are presented here. 

This study represents an effort to demonstrate in quantitative terms the existence of 

comorbidity, viewed through the presence of psychological distress in patients who abuse or are 

dependent on drugs and are receiving treatment in specialized centers in seven Latin American 

countries and one Caribbean country, with its implications for policies and programs. 

As there is limited data on this subject in the region, this report offers an initial wide-

ranging view by comparing different realities in eight countries with respect to psychological 

distress and the diagnosis and treatment of comorbidities. In addition, it opens up a field of 

investigation on possible associations between variables in different settings (individual, social, 

and health service related) and psychological distress (indicating anxiety and depression). 

In addition, the report contributes to adapting mental health care services in the sense of 

making them more comprehensive and effective.  The presence of qualified professionals for 

proper evaluation, diagnosis, treatment, and referral with respect to comorbidity is justified to the 

extent that these oft-overlooked realities are detected. The possibility of implementing detection 

mechanisms through screening can be justified with clinical epidemiological evidence.  Finally, 

the report may contribute to explaining the phenomena of comorbidity and its various associated 

factors.  

 

 
Ambassador Paul Simons 

Executive Secretary  
CICAD/SMS/OAS 
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Introduction 
 

The co-occurrence of disorders related to the use of substances (abuse/dependence) and 

other mental health problems is frequent. There is a high percentage of patients with mental 

disorders who use psychotropic substances and a high frequency of psychopathology unleashed 

by the abuse of illegal drugs and alcohol. The simultaneous presence of both disorders is known 

as comorbidity and significantly affects patients’ quality of life. For this reason, it is important to 

look for the presence of comorbidity, particularly because many of the mental health problems 

that may co-occur usually manifest themselves in the form of non-specific symptoms, as happens 

with psychological distress. 

The high rate of comorbidity between substance abuse disorders and other mental 

disorders, such as psychological distress, may be related to the complex interaction between the 

environment and individual factors. Such environmental factors include culture, family 

dysfunction, deteriorated interpersonal relations, unemployment, social exclusion, poverty, the 

type of legislation with regard to drugs, access to and quality of health services, and other 

factors. On the other hand, individual factors include genetic predisposition, coping strategies, 

personality, biological factors, and other factors. 

Therefore, the importance of expanding the field of research with respect to comorbidity 

associated with the abuse of alcohol and illegal drugs with psychological distress takes on 

particular interest when related to the above-mentioned factors. It is based on this context that the 

principal purpose of this multicenter study was to explore psychological distress as well as some 

aspects of the care patients receive for their mental disorders in drug abuse treatment centers in 

seven Latin American countries and one country in the Caribbean.   

 

Justification 

 

Comorbidity affects millions of people each year. The U.S. Surgeon General’s Report on 

Mental Health (2006), reported that “between 31% and 65% of those who had abused substances 

at some point in their lives also had a history of at least one mental disorder and close to 51% of 

those with one or more mental health disorders over the course of their lives had at least one 

episode of substance abuse disorders” (Colin, 2006). 

This situation extends from the individual to the family, to the workplace, school, the 

development of social and economic policies, and cultural implications, etc. Therefore, when 
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substance abuse and another mental disorder or psychological stress occur simultaneously, it is 

conceivable that functional incapacity and self-destructive behaviors increase and that the 

success of treatment becomes more problematic.  It is thus important to determine whether 

treatment centers for drug abuse and dependence provide for the detection and care of 

comorbidity.  Taking this into account, in Latin America and the Caribbean, there are few studies 

that address this question and still fewer comparative research studies exploring this 

phenomenon. 

 

Background on the Participating Countries 

 

The information presented below provides an overview of the socio-demographic 

characteristics as well as the development indicators of the seven countries where this study was 

conducted (Table 1). There are significant differences related to geographic areas and population 

volume, age distribution, life expectancy, and each country’s position according to the 

development indicators.  

 

Table 1.  Principal demographic indicators (population in age extremes, life expectancy) and 
development (gross domestic product, human development index, and literacy) of 
the participating countries 

 
Country AREA 

(km2)* 
POP.
* 
(x106) 

POP. < 
15 years * 

POP. > 65 
years *  

LIFE 
EXPECT.** 
(RANGE) 

GDP*** 
(RANGE) 

HDI**** 
(RANGE) 

LITERACY
. 
(R)***** 

Brazil 8,514,877 189.3  28.0% 6.0% 72.4 
(92nd) 

1,612.5 
(8th) 

0.807 
(70th) 

90.0% 
(89th) 

Chile 756,096 16.6 25.0% 8.0% 78.6  
(35th) 

169.5 
(45th) 

0.874 
(40th) 

95.7% 
(64th) 

Guatemala 108,889 13.4 43.0% 4.0% 70.3 
(112th) 

39.0  
(76th) 

0.696 
(121st) 

69.1% 
(137th) 

Jamaica 10,991 2.8 30.0% 8.0% 72.6 
(88th) 

15.1 
(103rd) 

0.771 
(87th) 

79.9% 
(118th)  

Nicaragua 130,668 5.6 39.0% 4.0% 72.9 
(83rd) 

6.6 
(132nd) 

0.699 
(120th) 

76.7% 
(120th) 

Panama 78,200 3.4 30.0% 6.0% 77.5 
(57th) 

23.4  
(90th) 

0.832 
(58th) 

92.6% 
(80th) 

Paraguay 406,752 6.1 36.0% 5.0% 71.8  
(99th) 

16.0 
(101th) 

0.752 
(98th) 

93.5% 
(70th) 

Uruguay 177,508 3.3 24.0% 13.0% 76.4 
(47th) 

32.2 
 (80th) 

0.859 
(47th) 

96.8% 
(56th) 

*Area, population, and percentage of population under the age of 15 and older than 65. Source: Population Reference Bureau, 2008 (2007 data).  
**LIFE EXPECTANCY - Life expectancy in years, average for the period 2000-2008. Source: WHO, 2009. 

***GDP - Gross Domestic Product, in thousands. 2008 Data, Source: World Bank, 2009. 
****HDI - Human Development Index, 2008 data. Source: World Bank, 2009 
*****LITERACY - Estimated percentage for the population aged 15 and older. UNDP, 2008. 
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Table 2 shows that there are various ways of classifying the population according to race 

or ethnicity, by country.  In addition, the distribution of population differs from country to 

country among those studied. 

Table 2.   Classification and distribution of ethnic groups and/or races by categories, 
according to country 

 
 

*Source: Lizcano-Fernández, 2005.   
**Jamaica: “Afro-Jamaican” includes Afro-Jamaican (76.0%) and mixed Afro-Europeans (15.0%); the categories “Indo-Jamaican” and “Chino-
Jamaican” also include a mixed population of Afro-descendants. Paraguay: Includes Asian immigrants – Europeans, the Guaraní and Afro-
Paraguayan populations.  
*** Other official national sources for Nicaragua, Jamaica, Paraguay, and Uruguay. 

COUNTRY PRINCIPAL 
VARIABLES 

LOCAL TERMS  
FOR THE CATEGORIES * 

PERCENTAGE OF 
THE POPULATION 

Brazil Color (self-declared)   

  White 53.8% 
  Brown (Mixed) 39.1% 

  Black  6.2% 
  Yellow (Asian) 0.5% 

  Indigenous  0.4% 
Chile Race    

  Mestizo (Mixed) 52.7% 
  White  39.3% 
  Indigenous 8.0% 
Guatemala Ethnic groups   

  Ladinos (White & Mestizo) 46.0% 
  Mayas (Indigenous) 53.0% 

  Xincas and  Garifunas 10.0% 
Jamaica* Race   

  Afro-Jamaican** 92.0% 
  East Indian or Indo-Jamaican** 3.4% 

  Euro-Jamaican 3.2% 
  Chino-Jamaican** 1.2% 
  Syrians & others <1.0* 
Nicaragua* Race and ethnic groups  * 

  Mestizo  69.0% 
  White  17.0% 
  Black  9.0% 
  Garifuna  0.05% 

  Amerindian   4.95% 
Panama Ethnic groups   

  Mestizo  59.0% 
  White  10.0% 

  Black & Mulatto  5.0% 
  Indigenous   8.0% 

  Asian  4.0% 
Paraguay Races / Ethnic groups   
  Mestizo  95.0% 
  Others *** 5.0% 

Uruguay Race (self-declared) 
(Continuous household 
survey– 2006) 

  

  White  86.9% 
  Afro-descendant  9.1% 

  Indigenous  3.8% 
  Asian  0.3% 
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Each country’s general situation is presented below in terms of drug production, sales, 

and its strategies for controlling the drug phenomenon. Data are also shown on the principal 

studies conducted on drug use, as well as those on the prevalence of mental health disorders. 

 

Brazil 

In terms of production, marijuana (illegal drug used most) is both produced domestically 

and imported. There is widespread national production, particularly in a wide area of clandestine 

production in the northwest of the State of Pernambuco that supplies a sizeable percentage of 

domestic demand. Another percentage of the marijuana used in Brazil is sold on the basis of 

Paraguayan production. Of the 24 countries with the largest amounts of marijuana seized, Brazil 

ranked seventh in 2006, with 3% of seizures worldwide. Nonetheless, in 2007 it did not appear 

under this classification (UNODC, 2009). 

Brazil is an important country both for cocaine use and trafficking to other countries. 

However, production and local processing are insignificant. In 2008, Brazil ranked third (after 

the Dominican Republic and Argentina) in terms of the number of seizures of cocaine (but not 

the quantity of cocaine) in transit to Europe. Brazil ranks fifth in terms of the quantity of cocaine 

seized (UNODC, 2009) and about 17 tons of the drug were seized in 2007. Cocaine seizures in 

Brazil have increased in recent years. In addition, the cocaine found in the African countries 

generally comes from Colombia and Peru and frequently reaches that continent by way of Brazil. 

Brazil ranks tenth in the world in terms of the quantity of cocaine seized globally (it was twelfth 

in 2006). 

In recent years, there has been an increase in the number of ecstasy tablets seized in 

Brazil. In 2007, more than 210,000 tablets were confiscated, with an increase recorded in 

domestic production. The first clandestine ecstasy laboratory was found in 2008. In 2007, Brazil 

was included in the group of 22 countries with the highest number of seizures of ecstasy and 

other related substances.  

 Historically, the Brazilian government has dealt with the problem of illegal drugs with 

prohibitionist strategies. Earlier inter-ministry bodies (National Narcotics Council and the 

National Secretariat to Combat Drugs, linked to the Office of Institutional Security of the Office 

of the President of the Republic) were replaced by the National Anti-Drug Secretariat (SENAD) 

and the National Anti-Drug Council (CONAD). They establish national policies and regulations 

at the federal level. 
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Brazil’s general policy regarding mental health care, developed by the Ministry of 

Health, includes a network of mental health care facilities called Psychosocial Care Centers 

(Centros de Atenção Psico-Social or CAPS in Portuguese). Some of these centers, such as the 

CAPS-I and CAPS-II, were designed to treat major mental health disorders and are located very 

close to primary health care within the hierarchy of the Single Health System.  Others were 

designed specifically for persons in abuse or dependence situations (CAPS-AD, which 

corresponds to Centers for Psycho-Social Care - Drugs). The CAPS-AD operates at the primary 

care level even though they have specialized functions. Recent data show that there are close to 

200 CAPS-AD in the country; in the Federal District there are only two with their own base, one 

located in the satellite city of Guará-II, approximately 12 kilometers south of the center of 

Brasilia, and another in the satellite city of Sobradinho-II, approximately 25 kilometers to the 

north. A third center operates in the Health Center attached to the Regional Hospital of 

Ceilândia, the most populous city of the Federal District, located 30 kilometers southwest of the 

center of Brasilia. There are 15 centers in the State of Río de Janeiro. The city of Macaé is 

located north of the capital of the State of Rio de Janeiro and has close to 190,000 inhabitants. 

Table 3 shows the principal studies conducted up to the year 2008 regarding the 

prevalence of the use of substances and mental health disorders in Brazil. Data available on use 

throughout life (in the table), in the last 12 months, and in the last 30 days (not shown in the 

table) were obtained through surveys,  and are consistent with other studies conducted in the 

country with more closely defined samples. In addition, the data on the prevalence of mental 

health disorders show great differences. 
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Table 3.   Studies conducted in Brazil on the prevalence of alcohol or drug use, and mental 
disorders 

 
TOPIC POPULATION SAMPLE RESULTS SOURCE & YEAR 

II  
Household 
epidemiological 
survey on use of 
psychotropic 
drugs in Brazil, 
2005 
 

General population in 
108 large cities 
(>200,000 inhabitants). 
Representative sample 
of each city. 

 
(12 – 65 years)    

(Lifetime prevalence) 
Any drug, except tobacco and alcohol: 
22.8%; Alcohol: 74.9%  
Marijuana: 8.8%;  
Inhalants: 6.1%  
Benzodiazepines: 5.6%  
Orexigenics: 4.3%; Stimulants: 3.2%  
Cocaine: 2.9%; Codeine: 1.9%;  
Hallucinogens: 1.1%; Crack: 0.7%  
Heroine: 0.1%;  
Anabolic steroids: 1.0%  

Carlini et al.  
Brazilian Information 
Center on 
Psychotropic Drugs, 
Department of 
Psychobiology.  
São Paulo – Federal 
University - 
UNIFESP.  
(2007)  
 
 

V 
Epidemiological 
survey on use of 
psychoactive 
drugs among 
primary and 
secondary 
education 
students in 27 
public schools in 
the capitals.  
2004.  
 

Students from grades 5 
to 11 in public schools, 
in 26 capital cities and 
the Federal District.  
Representative sample.  
 
 

48,155 students,  
 
(11-18 years) 
 

(Lifetime prevalence).  
Any drug, except tobacco and alcohol: 
23.0%; Alcohol: 65.2%  
Inhalants: 15.5%  
Energizers: 12.0%  
Marijuana: 5.9%;  
Benzodiazepines: 4.1%  
Amphetamines: 3.7%;  
Cocaine: 2.0%  
Anticholinergics: 1.2%;  
Anabolic steroids: 1.0%;  
Crack: 0.7%  
 

Galduróz et al., 
CEBRID. (2005).  

National survey 
on the use of 
psychoactive 
drugs amount 
children and 
adolescents who 
live in the street, 
in 27 capital 
cities.  
2003 

Children and 
adolescents (10-18 
years) who spend most 
of their time in the 
streets. 
 

2,807 children 
and adolescents 
 

(Lifetime prevalence)  
Alcohol: 76.0% 
Inhalants : 44.4% 
Marijuana: 40.4%; 
Cocaine and cocaine preparations: 
24.5% 
Psychotropic medications: 13.4% 
 

Noto et al., CEBRID 
(2004). 

Community-
based 
epidemiological 
study on mental 
disorders  

General population  No data 
available 

(Lifetime prevalence)  
Alcohol dependence: 7.6%-14.9% 
Major depression: 1.9%-12.8% 
Dysthymia: 4.9% 
Bipolar disorder: 0.6%-2.1% 
Non-affective psychoses: 0.3%-2.4%;  
Panic: 1.3% 
Dependence on illegal drugs: 1.0%. 

Saraceno et al. 
(2005) 

 

Chile  

Drug production is Chile is minimal. However, there is illegal cocaine traffic, particularly 

due to the country’s geographic proximity to Bolivia. Chile ranks seventh in terms of cocaine 

seizures by the authorities (UNODC, 2009) and about 11 tons of cocaine were confiscated in 

2007. It should be noted that cocaine seizures in Chile have increased in recent years. 

The Program for the Treatment and Rehabilitation of Persons with Alcohol and Drug 

Dependence was implemented in 2001. The program encompasses health services, including the 

primary care network, the Community Mental Health Centers, hospitals and therapeutic 
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communities throughout the country. It offers free coverage and treatment to the beneficiaries of 

the National Health Fund (FONASA) in four modalities that vary based on the characteristics, 

needs, and complexities of each case: a treatment plan as a first response; a basic ambulatory 

treatment plan; an intensive ambulatory treatment plan; and a residential treatment plan in 

therapeutic communities. This program is a joint effort of the Ministry of Health and the 

National Council for the Control of Narcotics (CONACE, currently called the National Service 

for the Prevention and Rehabilitation of Drug and Alcohol Use - SENDA), a division of the 

Ministry of the Interior and Public Safety. 

CONACE’s mission is to implement public policies on the drug problem and to prevent 

the use and trafficking of illegal substances in the country. It is made up of 14 state institutions 

that work with the social network to coordinate and implement prevention programs, deal with 

improper use, and inform the public regarding the drug phenomenon. Concurrently, it deals with 

smuggling through law enforcement and legislation. 

 The Drug Law, Law No. 20,000 of 2005, establishes criminal measures with respect to 

the smuggling of narcotics and psychotropic substances. It also addresses other related crimes. 

 Table 4 shows the principal studies conducted up to the year 2008 on prevalence of the 

use of substances and mental health disorders in Chile.  CONACE regularly conducts national 

studies of the general population and school-aged population based on probability samples. This 

has allowed for comparisons on lifetime prevalence, on consumption over the last 12 months (as 

shown in the table), and the last 30 days (not shown in the table). There are limited data on the 

prevalence of mental disorders.  

Table 4.   Studies conducted in Chile on the prevalence of alcohol and drug use, and mental 
disorders 

 
TOPIC POPULATION SAMPLE RESULTS SOURCE & YEAR 

8th National 
Study on Drugs 
among the 
General 
Population of 
Chile, 2008 
 

General population  
(12 - 64 years)  
 

17,113  
Random, 
simple  
 

(use during the last 12 months) 
Alcohol : 68.5% 
Marijuana: 6.4% 
Cocaine base paste: 0.7% 
Cocaine: 1.8% 
Total cocaine : 2.2% 
Crack - Use: 0.2% 
Ecstasy:  0.1% 

National Commission for 
Narcotics Control - 
CONACE 
(2008) 
 

 
 
National 
Mental Health 
Plan: 10 years 
of experience 
 

 
 
General population  
(>15 years)  
 

 
 
No data 
available 

(Lifetime prevalence) 
Major mental health disorders:  36 
%  
Agoraphobia: 11.1 %  
Major depression: 9.0 %  
Dysthymia:  8.0 % 
Alcohol dependence: 6.4%.   
 

 
 
Minoletti, A. Castro, L.  
et.al. (1999). Mental 
diseases in Chile. Mental 
Health Unit. Ministry of 
Health. Santiago. Chile.  
Ministry of Health of 
Chile. National Mental 
Health Policies and Plan. 
(2005) 
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Guatemala 

According to information from the International Narcotics Control Board (INCB-UN, 

2003), the corridor of Central America, Mexico, and the Caribbean is a cocaine and heroin traffic 

route that starts in Colombia and ends in North America.  The Guatemalan government has 

worked to develop policies to suppress drug trafficking by land and sea.  Since January 2009, the 

National Policy to Combat Addictions and the Trafficking of Illegal Drugs is being implemented 

in the country.  This step represents the continuation of efforts to adapt national policy to the 

agreements signed by the country under the 1961 United Nations Convention on Drugs, renewed 

by the protocols of the 1970s.  In 1994, a national government agreement was promulgated by 

the Executive Secretariat of the National Commission to Combat Addictions and the Trafficking 

of Illegal Drugs (SECCATID). 

As a result of the existence of a drug trafficking corridor, the population’s exposure to 

drugs has increased in recent years.  Through SECCATID, the Guatemalan government has 

executed control measures directed to reducing the use and abuse of legal and illegal drugs in 

schools and high schools, universities, prisons, and specific areas of cities, such as the “El 

Gallito” neighborhood, the most well-known area for drug sales in Guatemala City. 

In Guatemala, the Ministry of Public Health and Social Assistance is responsible for 

evaluating the quality of services and institutions offering treatment for drug-related problems in 

the country. These activities are carried out through the Department for the Regulation, 

Accreditation, and Control of Health Facilities (DRACES).  However, official sources indicate 

that verification of quality is not yet carried out adequately. 

According to the Multilateral Evaluation Mechanism (MEM, CICAD-OAS, 2006), 

Guatemala has 91 treatment centers for alcohol- and drug-related problems, only one of which is 

public (state), and 90 are private.  There are five private clinics for detoxification and 85 private 

treatment and rehabilitation centers. The role of the only public institution is early detection of 

drug problems, as well as training and referral to other centers. The country has not released 

documents with reports on the number of patients in treatment or admissions during the period 

from 2004 to 2006.  It is thus impossible to estimate the demand being served.  

The WHO Mental Health Atlas (2006) states that there are limited data in Guatemala on 

the prevalence of mental disorders. In patients in outpatient treatment in a city, one study cited 

by that document estimates that the percent treated for depression is 25.5%; the percent treated 

for chronic psychosis is 21.9%; the percent treated for somatoform disorder is 11.4%, and the 
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percent treated for anxiety is 8.3%.  Also cited is another study that found a 35.1% prevalence of 

depression in 339 adolescent students. 

Studies have also been conducted on specific populations under the direction of the 

Commission. Table 5 shows some of the research done up to the year 2008, the results of which 

are similar to those found in other studies of Central America.  Some historical facts more 

specific to Guatemala have led to research studies, such as alcoholic beverages used in cultural 

practices among the indigenous Maya population (Kanteres et al., 2009), mental problems 

resulting from the civil war (Sabin et al., 2006), and the recent problem of the use of injected 

drugs and the spread of the HIV virus (Shehane et al., 2008). 

 
Table 5.   Studies conducted in Guatemala on the prevalence of alcohol and drug use, and 

mental disorders 
 

TOPIC POPULATION SAMPLE RESULTS SOURCE & YEAR 
1st National 
household 
survey on 
consumption of 
addictive 
substances.  

General population.  
 
 (12 - 65 years) 

4,899 (Lifetime use) 
Alcohol: 52.0%  
Benzodiazepines without 
prescription: 8.4% 
Stimulants without prescription: 
2.8%. 

SECCATID, National 
Statistics Institute, 
Narcotics Affairs Section, 
NAS – Embassy of the 
United States in 
Guatemala. CICAD 
(2007).   

     
Evaluation of 
progress in drug 
control. 2005-
2006  

General population.  
 
(12 – 64 year) 

Not made 
explicit 

(Lifetime use) 
Alcohol: 53.4% 
Benzodiazepines & other  
sedatives: 8.5% 
Marijuana: 2.8% 
Stimulants: 2.8%. 

SECCATID- CICAD - 
MEM (2006). 

     
Consumption of 
Drugs among 
6th Grade 
Students in 
High Schools in 
Guatemala.  

Students 
(Adolescents) 
 

Not made 
explicit 

(Lifetime use) 
Alcohol: ♂= 53.9%; ♀= 47.9%  
Benzodiazepinae: ♂= 11.1%; 
♀= 17.2%  
Marijuana: ♂ = 9.4%; ♀ = 2.9% 
Stimulants: ♂= 5.5%; ♀ = 5.1% 
Inhalants: ♂= 3.8%; ♀= 1.4% 
Cocaine paste: ♂= 1.4%; ♀ = 
0.5%;  
Ecstasy ♂= 1.8%; ♀ = 1.4% 
Hallucinogens: ♂= 1.6%; ♀ = 
0.7%;  
Morphine & Opioids: ♂= 1.5%; 
♀ = 0.7%  

SIDUC-CICAD 
(2002).  
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Jamaica 

Jamaica is the Caribbean country that produces the most cannabis. Like other countries in 

the region, its geographic location has made it a point of transfer for cocaine from South 

America headed to North America and Europe.  

The Jamaican government has promulgated a series of laws on drug control as part of 

national policy, which has been changing in recent years. Since the enactment of the first 

national legislation on drugs (Law on Dangerous Drugs and accompanying regulations – 1948; 

Food and Drug Law – 1964; Food and Drug Regulations - 1975), the country has made the 

transition to more specific legislation to combat drug abuse, illegal sale, and production 

(Chemical Precursors Law - 1999). In 1998 it created the law on suppression of maritime drug 

traffic, special legislation focused on the country’s vulnerability as an island. In October 1983, 

the then- Prime Minister created the National Council on Drug Abuse (NCDA) and assigned it a 

portfolio within the Ministry of Science, Technology, and Energy. 

That Ministry disappeared in 1984 and responsibility for the NCDA was transferred to 

the Office of the Prime Minister. The Drug Abuse Secretariat was created in September 1984 to 

collaborate with the NCDA in carrying out the administrative tasks necessary to achieve its 

objectives. The Secretariat is a project financed by the Jamaican government, through the Office 

of the Prime Minister. The NCDA was transferred from the Office of the Prime Minister to the 

Ministry of Health in 1994 and operates on a basis compatible with the Civil Service system. It is 

headed by an Executive Director, who is responsible for general coordination and for monitoring 

all programs and projects under the jurisdiction of the NCDA. The Secretariat maintains the link 

between the population and the Council and also coordinates various project activities. 

The NCDA’s initial mission focused on educating the population about the dangers of 

drug use and preventing the indiscriminate use of drugs. Since then, the Council has revised its 

role and expanded its functions to include the study of drug abuse-related legal, medical, and 

security aspects as well as research. As a result, projects have been developed to address all the 

key elements and a national policy has been implemented in the area of preventing drug abuse 

and reducing supply and demand. It should be noted that the National Council implemented the 

Law on Drug Abuse in 1991.  

The NCDA has agreements with and supports the following treatment and rehabilitation 

centers: the Evaluation and Detoxification Center and District 21 (both at the University Hospital 

of the West Indies), Patricia House (Richmond Fellowship), William Chamberlain Rehabilitation 

Center, Chemical Addiction Unit (Cornwall Regional Hospital), and the “Teen Challenge 
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Jamaica” project. In general, there are six governmental or public sector centers; nine NCDA 

community clinics for drug abuse, persons with HIV, and trauma; twelve community institutions, 

and four non-governmental organizations for the treatment of drug abuse on the entire island. 

The NCDA also supports institutions that are active in prevention, and also supports those living 

with HIV and traumatized families. 

In 2000, the Drug Tribunal implemented an initiative to help in the treatment and 

rehabilitation of delinquents. In addition, a series of prevention programs directed to adolescents 

and university students have been put into practice: Education Program for Prevention (PEP), the 

"Squeaky” Initiative, Drug Education Resistance (LEA), “Lignum Vitae” Program, “Rosebud” 

Program, and the Teacher Peers Program. 

With respect to the prevalence of drug use, improper use, and abuse in Jamaica, the 

NCDA (2008) reported that there were a total of 1,594 admissions (age: 10 and up) between 

2004 and 2008 in six residential treatment and rehabilitation centers. The NCDA (2008) also 

reported that during that period the drugs responsible for most demand for abuse/dependence 

treatment were marijuana, alcohol, “spliff” (preparation of marijuana mixed with cocaine, which 

is smoked), and cocaine. Specifically among women, the substances responsible for the highest 

demand for treatment were crack, marijuana, alcohol, and benzodiazepines. 

Table 6 shows some studies conducted up to the year 2008 on the consumption of legal 

and legal drugs, on mental health, and on comorbidity.  

With respect to mental health, Francis, P (2007) cites De La Haye, who reports that in 

2006 approximately 13,000 people were treated for mental illnesses in local health centers and 

that studies have found that depression and substance abuse are the most common forms of 

mental illness throughout the island, with a prevalence rate of 1.2% for schizophrenia.  

Jamaica is one of the few countries that have conducted studies on comorbidity. De La 

Haye (2006), also cited in the epidemiological survey of the catchment area (1980), shows that 

45% of those who are dependent on alcohol and 72% of illegal drug users had another associated 

psychiatric disorder.  
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Table 6.   Studies conducted in Jamaica on the prevalence of the consumption of alcohol and 

drugs, mental disorders, and comorbidity 
 

TOPIC POPULATION SAMPLE RESULTS SOURCE & 
YEAR 

National household 
survey on drug 
abuse. 

General 
population 
 
 (12-55 years) 

2,380 (Lifetime prevalence) 
Alcohol: 44.5%;  
Marijuana: 12.1%;  
Analgesics: 32.1% 
Crack / Cocaine / Heroine: 2.7% 
Inhalants / Amphetamines / 
Benzodiazepines / steroids: 0.11%  
Other illegal substances: 12.2%. 
20% of patients with serious mental 
illness abuse/dependence on alcohol and 
drugs. This “dual” disorder (comorbidity) 
most often presents among the homeless, 
prisoners, and patients hospitalized for 
mental problems. 
  

NCDA (2001) 

Study of 
comorbidity among 
drug 
abuse/dependence 
patients in Jamaica. 

Patients with 
history of 
substance abuse 

158  Percentage of patients with comorbidity 
involving psychiatric disorder: 31.6%.  
General categories (within that 31.6%):  
Psychotic disorders: 48.8%  
Mood disorders: 40.0%  
Behavioral disorders: 10.0%  
Anxiety disorders: 2%  
Specific disorders (within that 31.6%):  
Depression: 26.0%  
Schizophrenia: 24%  
Cannabis-induced psychosis: 24%  
Bipolar disorder: 14%  
Behavioral disorders: 10%  

De La Haye  
(2006) 

 

Nicaragua  

According to the report of the National Antidrug Commission of the Antidrug Plan 

(CNLCD, 2005), Nicaragua has become a strategic location for drug trafficking. This is due to its 

geographic position in the center of the Americas, at a midpoint between the principal production 

area (South America) and the principal consumption area (North America). Notable factors in 

Nicaragua’s vulnerability to international drug trafficking include borders with neighboring 

countries with many blind spots, and a broad maritime area on both the Pacific and Atlantic 

oceans, facilitating incoming and outgoing drug traffic. Another facilitating factor is the lack of 

technical resources to protect its borders.  

According to the Multilateral Evaluation Mechanism (CICAD-OAS, 2005), the country 

has no system for detecting and quantifying the area planted with illegal crops. This may be 

related to the lack of a formal system for eradicating illegal crops. Neither areas with marijuana 

planted indoors nor illegal laboratories for organic and synthetic drug production have been 

detected.  
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Nicaragua has signed and ratified a series of international conventions and treaties on the 

topic of drugs. There is specific legislation on the subject in Law 285. Recently, in 2008, a New 

Penal Code (Law 641) was drawn up based on the recommendations made by the Multilateral 

Evaluation Mechanism (MEM) with respect to money laundering crimes. 

Table 7 presents some of the studies conducted up to the year 2008 in Nicaragua. Two of 

them, conducted among the general population, show data comparable to studies conducted in 

other countries. The third study refers to the prevalence of mental disorders in a city. 

 

Table 7.   Studies conducted in Nicaragua on the prevalence of alcohol and drug use and 
mental disorders 

 
TOPIC POPULATION SAMPLE RESULTS SOURCE & YEAR 

National Survey on 
Drug Consumption  
  

General population 
 (12 -65 years) 

  4,899 (Lifetime prevalence) 
Marijuana:- 7.9%;   
Cocaine: 2.5%;  
Crack:  1.3%;  
Inhalants: 0.6%;  
Cocaine paste:  0.5%;  
Hallucinogens: 0.3%;  
Heroine: 0,05%;  
Morphine: 0,04%; 
Ecstasy: 0,02% 

OAS, CICAD, GEG, 
MEM. (2006).   

     
Prevalence of drug 
use among 
secondary school 
students. 
 

School-aged 
population 
(12 – 17 years) 

5.412  (Lifetime prevalence) 
Alcohol: 47.6% 
Marijuana: 5.2%;  
Cocaine: 2.3%; 
Crack: 1.2%; 
Inhalants: 2.0%; 
Benzodiazepines: 12.3% 
Hallucinogens: 0.6% 
Ecstasy: 0.5%;  
Heroine: 0.3% 

SIDUC - OAS. 
(2003). 

     
Prevalence of 
mental health 
disorders in adults 
in Sutiava (Leon, 
Nicaragua). 

Adult population  
(18 – 64 years)  

584  
 
(219 families)  
 

(Prevalence)  
Overall: 27.9%; 
Male: 30.8%;  
Female: 26.3% 
Neurosis: 5.0%   
Depression: 6.2%,  
Reactive mental crisis: 3.3%, 
Alcoholism: 5.8% , 
Organic mental 
syndrome:3.9%, 
Psychosis: 0.5% 
Other: 0.7% 

Penayo et al. 
(1992).  

 

 

Panama 

Panama’s geographic location is strategic and essential to trafficking routes between 

South America and the principal consumer countries. It is one of the principal transshipment 
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countries for cocaine, and the principal money-laundering center for narcotics. This latter aspect 

is facilitated by its geographic positions and the fact that it is a free port. Nonetheless, domestic 

coca production is insignificant. Panama has, however, made progress in implementing control 

policies, primarily the monitoring of drug-related financial transactions, despite the difficulties 

associated with potential corruption problems (CIA World Fact Book, 2008). 

Health care related to drug abuse and dependence is the responsibility of the National 

Institute of Mental Health through its Chemical Dependency Program, as well as non-

governmental organizations (NGOs), including Hogares Crea, Teen Challenge, and 

Rehabilitation for the Marginalized (REMAR) and others.  In general terms, there are 24 NGOs 

that focus on this topic, with 14 of them offering treatment for addicts and the remaining NGOs 

primarily developing preventive activities. Recently, the Ministry of Youth, Children, Women, 

and the Family (MINJUNMFA), now called the Ministry of Social Development (MIDES), 

closed the only state-run rehabilitation centers due to economic restrictions. Thus, Panama has 

no state-run specialized institutions with rehabilitation programs for persons who abuse or are 

dependent upon illegal substances. Nonetheless, the Ministry of Health continues to provide 

health care for drug users through mental health teams in health centers, so patients receive 

individual care as well as group therapy for themselves and their families (in some centers) In 

this regard, the Health Center of Parque Lefevre, the Nicolás A. Solano Hospital of La Chorrera, 

the Chiriquí Health Region, and the National Institute of Mental Health have structured specific 

programs to address this situation.  

The National Institute of Mental Health, through its Chemical Substances Dependency 

Program, has managed a total of 60 patients per year, in addition to aftercare and consultations 

for patients released from the program and their families. Treatment for drug use, abuse, and 

dependence is in the hands of the NGOs. Previously, these centers were attended by young 

people (about 12) without training. There is a lack of specialists to provide care for youth with 

this type of problem. The government then delegated responsibility to Hogares Crea, an 

institution that receives a subsidy from the U.S. government amounting to $60,000 per year. The 

Ministry of Social Development is responsible for supervising activities.  

 Table 8 shows some of the most important studies conducted up to the year 2008 in 

Panama. Results from repeated surveys in schools have shown an increase in drug use and the 

surveys have been utilized in responding to the demand. The Office of the First Lady of the 

Republic heads up a program called “We Are Winners,” in coordination with CONAPRED. The 

program seeks to prevent drug use among students in grades 6, 7, and 8 and is carried out by the 
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Ministry of Education. There are no national data on the prevalence of mental health disorders or 

comorbidity.  

Table 8. Studies conducted in Panama on the prevalence of alcohol and drug abuse 
 

TOPIC POPULATION SAMPLE RESULTS SOURCE & 
YEAR 

Use of substances 
by the population of 
Panama. 

General population No data 
available 

(Lifetime prevalence) 
1st illegal drugs: Cocaine  
2nd illegal drug: Marijuana  
Only 6.6% of cocaine addicts are 
in treatment centers, compared to 
19.4% of marijuana addicts 
 

Study conducted 
by the Economic 
Commission for 
Latin America and 
the Caribbean 
(ECLAC) 
 

     
National survey of 
students on drug 
abuse and factors 
associated with drug 
use. 
  

Secondary level 
students, in public 
and private schools. 
 

No data 
available. 

(Lifetime prevalence)  
1st substance: alcohol  
2nd substance: tobacco  
3rd: marijuana 
4th: Benzodiazepines   
5th: Stimulants  
6th: Ecstasy  
7th: Pegón 
 
 

National 
commission on 
preventing drug 
abuse of Panama 
(CONAPRED) 
and CICAD/OAS 
(2003). 

     
National household 
survey on drug use 
and associated 
factors. 
 

General population  
In nine cities with 
30,000 inhabitants 
and more 

Representative 
sample  (12 - 
65 years)   

(Lifetime prevalence)  
1st substance: alcohol  
2nd substance: tobacco  
3rd: Benzodiazepines without 
medical prescription  
4th: Stimulants without medical 
prescription  
1st illegal drug: marijuana  
2nd illegal drug: cocaine  
3rdh crack  
4th: Ecstasy  
5th: Inhalants 
 

National 
commission for 
preventing drug 
abuse of Panama 
(CONAPRED) 
(2002) 

 

Paraguay 

International trafficking is one of Paraguay’s most significant drug-related problems. 

Cocaine enters the country from Colombia, Bolivia, and Peru and drugs are trafficked via 

Paraguay to Argentina, Brazil, Europe, Africa, and the Middle East. The data on recent seizures 

and police operations indicate that restrictions related to Brazil’s use as a drug trafficking 

corridor have led to an increase in that traffic in Paraguay. In this case, only small amounts of 

cocaine enter by land in Brazil. 

Marijuana is the only illegal drug grown in Paraguay; it is grown throughout the year and 

production has increased recently, including in nontraditional growing areas. The National Drug 

Secretariat (SENAD) destroyed 1,000 hectares of marijuana crops in 2005 (enough to produce 

three tons of the drug). It is estimated that there are 5,500 hectares of marijuana crops. The 
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SENAD estimates that nearly 85% is sold for the Brazilian market, 10-15% is for other Southern 

Cone countries, and only 2%-3% is for domestic consumption. It is not sold to the U.S. 

In that Paraguay is an important country in international drug trafficking, the SENAD has 

created the Major Offenders Unit (Unidad de Violadores Principales - UVP). This unit has 

increased the number of cocaine seizures and has been working with international organizations 

to interrupt the drug trafficking networks. Paraguay is a member country of the United Nations 

Convention against Drugs (1988) and the United Nations Convention on Narcotics (1961), and 

has signed the 1972 Protocol amending the earlier conventions, as well as the 1971 Convention 

on Psychotropic Substances. The Government of Paraguay has also ratified the United Nations 

Convention against Transnational Organized Crime. It has also signed regional agreements like 

the Inter-American Convention against Corruption, the Inter-American Convention against 

Terrorism, and the Hemispheric Drug Strategy of the OAS/CICAD. 

In 2004, the Inter-American Convention on Mutual Assistance in Criminal Matters began 

to operate in Paraguay. In this respect, Paraguay has specific bilateral agreements with Brazil, 

Argentina, Chile, Venezuela, and Colombia. There is also an extradition treaty with the United 

States. The bilateral agreement with the U.S. (1987) on cooperation in the area of drugs was 

ratified in 2005. In May of the same year, the government approved the structural reorganization 

of the SENAD in order to secure speedier resolution of drug problems. An intelligence unit, in 

working closely with the community, began to function a month later, its purpose being to 

improve the information needed to facilitate the organization’s operations. 

Both the forensic laboratories and the canine drug detection training program have been 

able to improve the SENAD’s operational capacity. Canine detection units have been operating 

at the International Airport of Asunción and at selected points on the Paraguayan-Brazilian 

border, although border surveillance is very difficult. In addition, in 2005 the country began to 

sell confiscated property, including planes, and these funds have been used to help make up for 

the limited budget allocated to drug control. 

As for the organization of mental health care, most of the government’s financial 

resources are directed to the Psychiatric Hospital. In Paraguay, social security does not provide 

broad coverage and only a minority has free access to psychotropic medications. A total of 26 

mental health care centers serve 263 people for every 100,000 inhabitants.  

 Table 9 shows the results of studies on the subject of drugs conducted up to the year 2008 

in Paraguay.  Drug use data is comparable to other data from South America. A pioneer study on 

comorbidity was conducted by Miguez et al. (1992), based on the Diagnostic & Statistical 
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Manual of Mental Disorders–3rd Edition Revised (DSM-III-R) and using the Self-Regulation 

Questionnaire (SRQ) tool. That study showed a prevalence of depression of 21%. 

 
Table 9.   Studies conducted in Paraguay on the prevalence of alcohol and drug consumption, 

and mental disorders 
  

TOPIC POPULATION SAME RESULTS SOURCE & 
YEAR 

Study on toxic habits in 
Paraguay (Household 
survey on the use and 
abuse of psychoactive 
substances and the 
presence of depression 
in the Paraguayan 
population) 
 

General population in 
ten large cities (>20,000 
inhabitants). 
Representative sample 
in each city. 

        
2,484 
 
(12 – 45 years) 

(Lifetime prevalence) 
Alcohol: 79.5%  
Benzodiazepines: 5.7%  
Stimulants: 4.6%;  
Inhalants: 1.9%  
Marijuana: 1.4%; 
Barbiturates: 1.4%  
Cocaine: 0.3%;  
Opioids: 0.2%  
Depression  (SRQ/WHO; 
DSM-III-R): 21.0% 
 

Míguez et al. 
( 1992)  

Prevalence of drug use 
among students in 
Paraguay. 

Students in secondary 
education institutions in 
Asunción (Paraguay) 
  

Data not available Alcohol: 63.0%       
Marijuana: 4.2% 
Cocaine: 1.0% 
 

CICAD 
(MEM)  
(2005) 

Prevalence of alcoholic 
beverages in secondary 
education institutions in 
Asunción - Paraguay. 
2006 

Students in secondary 
education institutions  
(14 - 18 years) 

1,114  
(Public and 
private 
institutions) 

  López  et al.,  
(2006) 
 

 
 
Uruguay 

In the Southern Cone countries (Argentina, Chile, Brazil, Paraguay, and Uruguay), 

cocaine seizures have increased significantly, from 10 tons in 2000 to 28 tons in 2007 (UNODC, 

2009). This figure evidences the increasing importance of cocaine trafficking in these countries, 

both to meet domestic demand and for re-export to markets such as Europe and Africa. 

In Uruguay, the National Drug Board (JND) is the institution responsible for establishing 

national policies on the drug phenomenon. The JND provides guidelines for implementing 

prevention, treatment, rehabilitation, and punishment policies (Decrees 463/1988, 346/1999, 

170/2000). These functions are carried out by the agencies with specific responsibilities in their 

respective areas, based on laws and regulations. The National Drug Plan developed by the JND 

defines Uruguay’s national drug policy. Some of the most important programs and actions that 

have been developed include: “Destroy drugs,” the Anti-Smoking Alliance, the Technical Drug 

Unit (Ministry of the Interior). Creation of the Portal Amarillo center is very important, as it has 

become the referral center for an integrated specialized health care network operating at the 

primary care level in the public health sector, with interdisciplinary mental health teams and a 
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strong emphasis on continuing education activities on the subject of drugs, seeking to improve 

integrated actions. 

 

In order to more accurately quantify the existing demand for care, in November 2006 the 

Uruguayan Drug Observatory conducted the “First Census in Montevideo of Treatment and 

Users in Treatment.” The data obtained showed that in the country’s capital (Montevideo) 65% 

of the demand for care was met by private treatment centers and 35% was met by public 

treatment centers (in 2006, 9,159 people with problems related to the use of illegal substances 

were treated in Montevideo). Regarding the treatment centers, of the 20 organizations surveyed, 

16 were in the private sphere (80%). However, it should be kept in mind that overall demand for 

care in the public sphere is greater than in the private sphere.  

In addition, in terms of the different treatment modalities, ambulatory services are 

predominant. However, 14 of the 20 centers also have inpatient programs. Most of the 

professional teams working in these centers include psychiatrists and clinical psychologists. On 

the other hand, less than 10% are nurses, nursing assistants, and social workers. Eighty-five 

percent of the centers stated that they do referrals and most of them do follow-up (both in person 

and by phone). According to the report, patients’ average treatment period is about one year.  

Regarding the profile of users who go to these centers (figure provided by the experts 

interviewed), approximately 80% are men; there is a low percentage of minors (except at the 

Institute for Children and Adolescents of Uruguay). Requests for treatment focus on problems 

with use of alcohol, marijuana, cocaine paste, and cocaine (although this varies significantly by 

type of institution). In most cases, patients use multiple drugs and most of them state that they 

sought treatment voluntarily and/or at the urging of their families.  

      In addition to the treatment centers, Uruguay has therapeutic communities, the basic 

purpose of which is rehabilitation and social reintegration. In 2005, the Ministry of Public 

Health, in coordination with the National Drug Board, created the Portal Amarillo, the National 

Drug Network Center for Information and Referral, which provides care and treatment to those 

who use and abuse substances. It has 20 slots for residential treatment and cares for 250 people 

and their families each week. 

Table 10 shows studies conducted up to the year 2008 in Uruguay on the subject of 

drugs. The JND regularly conducts surveys that have made it possible to monitor drug use and 

abuse trends. Studies have also been done on the prevalence of mental health disorders.  
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Table 10.  Studies conducted in Uruguay on the prevalence of alcohol and drug use and mental 
disorders 

 
TOPIC POPULATION SAMPLE RESULTS SOURCE & YEAR 

Ongoing household 
survey on drug use. 

General population (12 
- 65 years), living in 
cities > 10,000 
inhabitants.  
Representative sample 

7,000  (Lifetime prevalence): 
Alcohol: 78.6%  
Benzodiazepines: 22.0%  
Marijuana: 12.2%  
Antidepressants: 7.0%  
Cocaine: 4.0%  
Cocaine base paste: 
0.8% 
 

National Drug Board. 
Uruguayan Drug 
Observatory. CICAD – 
OAS 
(2006) 

Multicenter 
community-based 
epidemiological- 
psychiatric study on 
mental disorders in 
Latin America and the 
Caribbean: A Public 
Health Priority. 1980-
2004. 

General population in 9 
countries 

No data 
available 

(Lifetime prevalence) 
Dependence /Alcohol 
abuse: 11.3%  
Major depression: 8.7%  
Generalized anxiety 
disorder: 5.5%  
Panic disorder: 1.6%  
Obsessive compulsive 
disorder: 1.9 
 

Pan American Health 
Organization (PAHO) 
(2005) 

 

 

Purpose 

To explore psychological distress as well as some aspects of the care patients receive for 

mental disorders in drug abuse treatment centers in seven Latin American countries and one 

Caribbean country.   

 

Objectives 

 
General objective 
 
 To determine the prevalence of the comorbidity of psychological distress and drug 

abuse/dependence among patients in specialized treatment centers for abuse 

of/dependence on alcohol and illegal drugs in the participating countries of Latin 

America and the Caribbean. 

 

Specific objectives 

 To compare the prevalence of psychological distress among patients treated in 

specialized center for abuse of/dependence on alcohol and illegal drugs in the 

participating countries of Latin America and the Caribbean. 

 To compare the socio-demographic variables of alcohol and illegal drug use, and history 

with the police/courts among participating patients. 
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 To compare family structure and participating patients’ perception of family 

functionality. 

 To describe the care provided to patients participating in the study in the respective 

specialized treatment centers. 

 To determine the possible association of independent variables with psychological 

distress among all patients interviewed in all treatment centers in the various participating 

countries.   

 

Conceptual Framework  

 Drug abuse/dependence is a complex, chronic, and recurring disease that results from the 

interaction of multiple factors: individual, familial, community, social, cultural, and political 

factors, in addition to the factors specific to each substance. The relative weight of each of these 

factors is the genesis of this problem, i.e., the problem is specific and different for each particular 

situation. However, the role of each of these aspects must be considered when addressing this 

disease.  

Based on whether the final result of the interaction of these factors is conducive or 

protective in terms of the appearance of drug abuse/dependence, they can be considered risk 

factors (increasing the probability that a drug problem will emerge) or protective factors. 

 

Box 1.  Individual determining factors in the drug problem  

 

PROTECTIVE FACTORS RISK FACTORS 

 Adoption of conventional standards regarding 
drug abuse 

Psychological distress 

Coping strategies Genetic predisposition 
Resilience  Age (adolescence) 
Having a life plan Presence of psychiatric pathology 
Healthy lifestyles Violent behaviors 
 Low self-esteem 
 Lack of spirituality  
Source: Adapted from NIDA Notes, February 2002 
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Box 2.  Familial factors related to drug problems 
 

PROTECTIVE FACTORS RISK FACTORS  

Stable and positive family ties Chaotic family environments (example: parents who 
abuse substances or have mental disorders)  

Parents’ care and vigilance regarding their 
children’s activities and friendships  

Ineffective parenting standards (example: children 
with behavioral problems) 

Clear limits and rules consistently respected within 
the family 

Absence of strong family ties and an environment of 
affection and care 

Parents’ participation in the lives of their children, 
allowing them to develop as individuals  

Domestic violence  

Source: Adapted from NIDA Notes, February 2002 

 
Box 3.      Sociocultural and political factors determining the drug problem 
 

PROTECTIVE FACTORS  RISK FACTORS 

Health professionals trained to work with the 
subject of drugs 

Couples who use drugs 

Presence of treatment centers in sufficient numbers 
and quality to meet the demand 

Limited network of institutions and/or programs to 
address the subject of drugs 

Presence of national policies regarding the drug 
phenomenon. 

Perceptions of approval regarding use in the family, 
at work, in the community 

Presence of program with a comprehensive 
approach to the subject 

Social exclusion 

Source: Adapted from NIDA Notes, February 2002 

 

The presence or absence of risk in the familial and sociocultural setting depends on how 

these factors interact. This multiple and bidirectional interrelationship occurs within an overall 

context that promote or discourages the appearance of risks. This overall context of 

interrelationships among family and sociocultural factors, the determinant of the health-disease 

status of individuals and societies, is what we include in the broader term “environment.”  Thus, 

the emergence, perpetuation, or prevention and treatment of drug use will be possible to the 

extent that the characteristics of the individual, of the substance itself, and of the environment 

interact to facilitate one or the other outcome. 

In the following paragraphs, the principal factors mentioned above will be developed and 

will conceptually support this research. The conceptual framework starts with the classical 

definitions of “drugs” and how they are classified by the judicial system and in terms of the 

pattern of use. Later, the concepts of comorbidity, psychological distress, as well the most 

prevalent mental disorders (depression and anxiety) will be defined. Finally, the principal 
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characteristics of comprehensive drug abuse/dependence treatment as well as the different ways 

that treatment centers are organized are presented. 

The World Health Organization (WHO) defines drug as “any natural or synthetic 

substances capable of altering one or more functions of the organism” (WHO-ICD-10, 1992).  

Drugs or psychoactive substances are those whose principal effect is exercised over the central 

nervous system, producing changes in mood, behavior, perceptions, and level of awareness. 

Jaime Funes Arteaga (National Drug Board. Uruguay - 2007) adds, “a drug will be any of the 

many substances that man has used, uses, or will invent over the centuries, with the ability to 

alter the functions of the living organism that have to do with his conduct, his judgment, his 

behavior, his perception, or his mood.” 

Keeping these definitions in mind, it is inappropriate to speak of “the drug” as a uniform 

phenomenon. Considering that various substances are consumed in various ways, by different 

people, in different sociocultural and economic contexts, and can lead to various types of 

problematic situations, it is more appropriate to refer to “drugs.” 

The Lexicon of Drug and Alcohol Terms (WHO – 1994) classifies drugs in relation to the 

judicial system, as follows: 

 Illicit drug: A psychoactive substance, the production, sale, or use of which is 

prohibited in a specific jurisdiction. Examples, cocaine, marijuana. 

   Licit drug: A drug that is legally available by medical prescription in the 

jurisdiction in question, or, sometimes, a drug legally available without medical 

prescription, in a specific jurisdiction. Example: medications, tobacco, alcohol.       

Regarding how the person and the drug interact, three different patterns of use can be 

distinguished. 

 Use: consumption of drugs that, whether based on quantity, frequency or physical 

situation, the individual psychological and/or social situation, does not have an 

impact on the individual or the surroundings. 

 Abuse: The American Psychiatric Association in the Diagnostic and Statistical 

Manual of Mental Disorders, 4th edition (DSMV-IV-TR, 2000) defines abuse as a 

maladaptive, recurrent and continued pattern of substance use that causes 

deterioration or illness that results in the inability to perform daily activities (at 

school, work, home) and leads one to use in dangerous situations, despite having 

legal, social, and/or interpersonal problems for this reason. It also establishes 

specific and temporary criteria for its definition. 
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 Dependence: The Lexicon of Alcohol and Drug Terms (WHO, 1994) establishes 

dependence as the need for repeated doses of the drug to feel good or to avoid 

feeling bad. The DSMV-IV-TR, 2000 defines it as a set of cognitive, 

physiological, and behavioral systems indicating that the person is unable to 

control the use of psychoactive substances and continues to use despite negative 

consequences, investing a great deal of time in obtaining and consuming the drug 

or recovering from its effects. It also establishes specific criteria that should 

present within a one-year period, in order to make a diagnosis. 

 The family: as the central environment for an individual’s biological, 

psychological, and social development, the family is one of the determining 

factors in drug use. A functional family is one of the major protective factors in 

this sense. 

 

We conceive the family as “an open social subsystem in constant interaction with 

the natural, cultural, and social environment, wherein each of its members 

interacts as a micro-group, with a familial setting where there are biological, 

psychological, and social factors that are highly relevant in determining health-

disease status.” (L. de la Revilla, 1988). 

 

Raquel Vidal (2001) defines family as “an open system that includes an organized 

structure of individuals who represent stable links, involving prescribed sexual relations between 

the spouses and prohibited among the other members, joined by survival, belonging, identity, 

and emotional needs and who share a day-to-day temporal-spatial dimension, a certain stretch 

of history, a plan for a certain future, and a single code.”  

According to this systemic approach, based on interpersonal relations, a family will be 

“functional” when those relations promote the individual and integrated growth and development 

of each of its members, from the biological, psychological, educational, and social perspectives. 

Nonetheless, there is no single “model” of a functional family, since the nature of interpersonal 

relations is varied and very complex. Thus, it will always be necessary, to arrive at this 

diagnosis, to know how each of the family’s member views, perceives, and experiences the 

family’s functioning. In addition, the nature of families has changed and many people may 

determine what their family is according to the type of relationships they establish with the most 

relevant people in their lives, independent of blood ties, reproductive goals, or shared heritage.   



 
 

25

Many authors have studied this ability of the family as a system to support or not support 

the individual development of its members and to contribute to the genesis and/or perpetuation of 

diseases such as drug abuse/dependence. Families with this capacity or incapacity have been 

called “functional families” or “dysfunctional families.”  Thus, this aspect must be considered as 

part of the “familial factors” when analyzing this health problem and will require a particular and 

specific approach. 

In addition, there are also “individual factors” that determine the start and/or persistence 

of drug problems. For example, there are genetic determinants, low self-esteem, mental health 

problems (whether as defined psychiatric pathologies or nonspecific symptoms). In this regard, 

various studies have shown the presence of other health problems in drug users/abusers. The 

WHO (2004) defined “comorbidity” as the coexistence in the same period of a disorder induced 

by the use of psychoactive substances and a psychiatric disorder. In other words, comorbidity 

refers to the temporal coexistence of two or more mental health problems, one of which is the 

disorder based on the use of psychoactive substances. 

One of the mental health problems that may coexist with drug abuse/dependence is 

“psychological distress,” defined as the presence of nonspecific symptoms the severity of which 

increases the probability that the person will suffer from a psychiatric illness. These symptoms 

may be slight, moderate, or sufficiently severe to affect the individual’s ability to function in 

society, the family, the workplace, school, and other settings, thus requiring different treatment 

approaches. The presence of severe psychological distress increases the probability that the 

individual will show anxiety and depression (Pratt et al., 2007). 

Anxiety and depression are two of the most frequent mental health problems in Latin 

America and the Caribbean, according to a study conducted in 2004 by the Pan American 

Health Organization (PAHO). That study showed that major depression has a lifetime 

prevalence of 8.7% and an estimated average prevalence during the preceding year of 4.9%. 

With respect to anxiety disorders, lifetime prevalence is 5.5% for generalized anxiety disorder, 

1.6% for panic disorder, and 1.9% for obsessive compulsive disorder. 

In 2000, the WHO established that depression is the principal cause of disability, 

measured according to the Disability Adjusted Life Years (DALY) indicator, and the fourth 

highest contributor to the global burden of disease. It is expected that by the year 2020, 

depression will rank second in terms of DALY, calculated for all ages and both sexes. 

Currently, depression is the second highest cause of disability in the group aged 15-44, for both 

sexes combined. 
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The WHO Mental Health Program defines depression as a mental disorder characterized 

by sadness, loss of interest or pleasure, feelings of guilt or low self-worth, disturbed sleep or 

appetite, feelings of tiredness, and poor concentration, as the principal symptoms. These 

symptoms may become chronic or recurrent and significantly limit the individual’s ability to 

attend to their daily responsibilities. At its most severe, depression can lead to suicide, a tragic 

death that causes the loss of some 850 billion lives every year. In addition, the WHO reports 

that depression affects close to 121 million people throughout the world. It should be diagnosed 

and treated at the primary care level and less than 25% of those affected have access to 

effective treatment.  

Anxiety is a feeling that humans commonly experience when under stress physically, 

socially, economically, and/or psychologically. It is a reaction that helps to direct our action 

toward eliminating the source of anxiety. However, if anxiety becomes intense and/or recurrent, 

it can limit the individual’s ability to function. Anxiety disorder is defined as that condition 

with sufficiently intense symptomology and/or without evident cause, occurring constantly or 

on a recurrent basis. In this case, it requires specific treatment.   

Anxiety includes a series of symptoms such as fear (which can become very intense), dry 

mouth, sweating, restlessness, tachycardia, paraesthesia, difficulty breathing, inability to 

concentrate or make decisions, sleep disorders, and appetite disorders. The DSM-IV-R has 

established specific criteria for diagnosing the various types of anxiety disorders.  

The approach to the problems of drug use, abuse, and dependence should include 

measures to promote health in adolescents and in the general population, in order to keep people 

from starting to use, to treat abuse and dependence on an interdisciplinary basis, and to promote 

rehabilitation and social reintegration of drug users. Some countries have defined requirements 

that must be met by programs that treat patients who abuse or depend on drugs (National 

Program of Care for Problem Drug Users. JND, 2007). Specifically, that care should cover the 

following aspects: 

 Accessibility: care should be accessible and all who need it should be able to use it 

effectively on a timely basis and for the time required until they are rehabilitated.  

 Comprehensiveness: the objectives of care should not be limited to the specific treatment 

of drug use, but should consider other aspects such as comorbidity, psychosocial factors, 

and community support resources. 

 Intersectoral approach: there should be coordination with other services and community 

organizations. 
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 An approach based on rights as the pillars of ethical care: respect for the human 

condition, primarily basic human rights, as well as the risk and damage reduction 

approach should be promoted.  

 Flexibility: care should be able to respond to individual needs, considering the possibility 

of making adjustments as needed during the process, according to demands. 

 Continuity: guarantee adequate provision of services during the minimum time necessary 

to obtain a favorable response to treatment and continuity of interventions, and access to 

them in the event of relapse. 

 

Adopting the definition used by the National Drug Board of Uruguay (“First Census in 

Montevideo of Treatment Centers and Users in Treatment – 2007”), we understand “treatment 

centers” to mean all those public or private therapeutic institutions, whether or not they 

specialize in the handling of this problem, where people go to seek treatment related to a 

problem involving the use of a psychoactive substance.  These centers provide institutional 

programs, including promotion, prevention, and treatment activities. Such activities may vary 

from country to country.  Using the National Program of Care for Problem Drug Users of 

Uruguay (Montevideo, 2007) as an example and introducing some changes, the activities can be 

organized as follows:  

 Ambulatory services: this is non-residential care, without admission. Users attend for a 

limited number of hours, with low or moderate frequency.  

 Residential services: this type of care requires users to be present the entire day (24 

hours) at the treatment center. It is indicated for those users who need a period of time to 

develop the tools needed to deal with and resolve their problems. Some residential 

services have a “half-way options” modality in which users reside at the center for short 

periods, for example, over the weekend. 

 Day hospital: a more intensive residential approach than that offered to patients in 

ambulatory care. It requires the patient to remain for a specific period of time (morning, 

afternoon, or both) on a frequent basis (daily or on alternate days). It is designed for users 

whose problems are complex and require intensive, more structured care using more 

resources than what is usually provided in ambulatory services. This type of approach can 

incorporate components that are provided in residential care. The treatments that can be 

provided in the Day Center include individual or family therapy, group approaches, other 

pedagogical approaches, and pharmaceuticals.  
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 Specialized hospital unit for drug treatment: centers for admission of high-risk users or 

users who are an imminent danger to themselves or others and those without moderate or 

serious organic or mental health problems.  

 Detox unit: centers to care for serious situations of intoxication or withdrawal syndromes. 

 Psychiatric unit: center treating drug users with moderate and serious complications in 

the area of mental health or suffering from moderate or severe mental illness. It requires 

specific resources.  

Relating the determining factors of drug use and their interrelationship with the concepts 

developed above, we will focus this research on the relationship (comorbidity) between 

psychological distress (as an individual factor) and drug abuse/dependence. However, other 

individual factors, as well as the environment (familial and sociocultural) will also be studied in 

this research. 

Figure 1 graphically presents the relationship between the principal determining factors 

of drug abuse/dependence studied in this research. 

 

PATIENTS 
WITH 

COMORBIDITY 

Drug 
abuse/dependence 

 

Psychological 
distress 

 Environment and 
treatment centers 

for drug abuse 
 

FAMILY 
CHARACTERISTICS  

 
 

 
INDIVIDUAL 

CHARACTERISTICS 

CHARACTERISTICS OF 
THE DRUGS 

 

Figure 1:  Conceptual framework for patients with comorbidity in drug abuse 
treatment centers. (Designed by PIDCI/CICAD, Group IV. 2009, with conceptual subsidies 
– Critical-Holistic Paradigm, Wright, 2000)  
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Operational Framework 

Figure 2 presents operational framework 1, facilitating the understanding, reading, and 

analysis of the principal determinants of the drug phenomenon. According to the framework 

(Figure 2), a series of factors including individual characteristics, the characteristics of the drug 

itself, and the environment (here understood as the social and cultural environment) interact in a 

patient with comorbidity. Within family characteristics, family structure and function can 

promote or discourage the presence of comorbidity, helping to generate a protective or risk 

context.  

Operational Framework – 1  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.  Operational framework 1 for patients with comorbidity in drug abuse 
treatment centers.  
(Designed by PIDCI/CICAD, Group IV. 2009, with conceptual subsidies – Critical-Holistic 
Paradigm, Wright, 2000) 
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Figure 3 indicates the specific properties of the drugs (type, age at initiation, method of 

use) that contribute to the appearance of a pattern of drug abuse and/or dependence, then 

generating one of the mental health problems that contribute to comorbidity. 

On the other hand, individual characteristics (socio-demographic: age, gender, 

educational level, employment, race or ethnicity, marital status, income) and the presence or 

absence of psychological distress and the level thereof (slight, moderate, severe, or very severe), 

will contribute the other component of comorbidity in this study. 

Nonetheless and as already defined, all these factors interact in a broader context, where 

other judicial (history of judicial problems related to drug use), health and other factors 

converge, in what is called the environment. And it is specifically in one of the environmental 

factors, i.e., the treatment centers, where the other factors converge. The type of care they 

provide, the team of professionals on staff, and user satisfaction with the care provided are 

fundamental aspects in the approach to a patient with comorbidity. 

In that epidemiological studies are eminently comparative, another way to approach the 

phenomenon is to examine what differentiates patients in a drug abuse/dependence situation who 

experience psychological distress from those who do not. In this case, we consider the same 

factors of association as guides for analysis.   
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Operational Framework – 2    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 3.  Operational framework 2 for patients with comorbidity in drug abuse 

treatment centers with different levels of psychological distress. (Designed by 
PIDCI/CICAD, Group IV. 2009, with conceptual subsidies – Critical-Holistic Paradigm, Wright, 
2000) 
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Review of the Literature 

The importance of psychiatric comorbidity with abuse of or dependence on alcohol 

and/or other drugs has been extensively studied since the 1980s (Regier, 1990). A systematic and 

broad review of the literature 3  on this subject shows that use, abuse, or dependence on 

psychoactive substances is one of the most common disorders among people with psychiatric 

problems, indicating the importance of recognizing their co-occurrence. 

The data from studies based on the epidemiological catchment area (Regier et al., 1990) 

revealed that about half of those diagnosed with abuse of or dependence on alcohol or other 

drugs also have a psychiatric diagnosis: 26% have mood disorders, 28% have anxiety disorders, 

18% have antisocial personality, and 7% have schizophrenia. The presence of major depression 

among those who use drugs varies between 30% and 50%. 

Similar conclusions and date were also obtained from more recent publications 

throughout the world (Evans and Sullivan, 2001; Dalex and Moss, 2002). More recently, 

Kathleen Brady (2003) reported that many epidemiological studies have been conducted over the 

last 15 years and have shown that many psychiatric disorders and substance use disorders co-

occur with more frequency than might be expected. Eduardo Nenes, cited by Brady* (2003), 

asserts that the prevalence of comorbidity between depression and alcohol consumption is from 

15% to 67%.  

Interest in the co-occurrence of mental disorders and substance use is important because 

it affects the course, treatment, and prognosis of both disorders negatively (Brady, 2003).  

The clinical relevance of mental disorders among addicts is well known (Skinner et al., 

2004; Skinner, 2005, Watkins et al., 2001; Kessler, 1995; Kessler et al., 1996; Hersh & 

Modesto-Lowe, 1998; Kranzler et al., 1998).  The simultaneous presence of both problems 

produces cognitive deficit, interpersonal problems, emotional damage, and biological damage. 

Thus, treating either problem becomes more difficult, more emergency services are required, 

social vulnerability and treatment-related costs increase, and compliance with medical treatment 

declines.  

 
                                                 

3. Summarizing briefly, a search was done in the virtual library of the Centre for Addiction and Mental Health 
(CAMH), particularly the review International Mental Health & Addiction Journal,  using the key words: 
psychiatric co-morbidity and substance use disorders, substance abuse, psychological distress. In this 
search, the term psychological distress produced no results. We selected a series of articles, doing a first 
reaading of the summaries that discuss the co-occurrence of mental disorders and substance abuse. Articles 
that cover this aspect in general are included, without focusing on a specific disorder, as well as those that 
deal with the more frequent disorders: anxiety and depression. Articles that discussed other specific 
disorders, such as personality disorders, were excluded. 
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The impact of these two health problems in the same person has a greater and specific 

effect on the family. It generally produces feelings of shame, guilt, stigma, and despair (Dixon et 

al., 1995). These feelings should also be addressed in treatment, as shown in many studies, with 

integrated interventions and treatment for both problems (Burnan & Watikins, 2006; Drake et al., 

2004; Minkoff, 1989; 1991; Osher & Kofoed, 1989; Osher Drake, 1991; and Ridgely, 1991), and 

support and care for the individual and the rest of the family is important (Clark, 2001; Carey, 

1996; and Drake et al., 1991; 1996). McKay et al. (1991) explored the relationship between 

family functioning and the use of substances in adolescent psychiatric patients.  The authors 

found that a higher degree of dissatisfaction in the family in the areas of affective response and 

role were associated with higher levels of substance abuse. In light of the above, the role of the 

family and its functioning is an important topic in relation to the use of substances, particularly 

in terms of treatment. In this context, the family’s participation is considered essential for 

rehabilitation. 

Even though the prevalence of comorbidity between substance use disorders and serious 

mental disorders appears to be increasing, this increase is still poorly understood and more 

research is needed. One problem is the difficulty of diagnosing this type of comorbidity.  

Differential diagnosis is not an easy task, given that symptoms overlap for the two disorders. 

One disorder may increase or “mask” or appear to be another disorder. Factors that obscure this 

comorbidity range from psychopathological aspects (for example, hallucinations produced by 

alcohol versus those produced by schizophrenia) to ethnic aspects, social condition, and other 

sociocultural and demographic factors.  

The prevalence of this type of comorbidity varies by gender as well. Studies comparing 

men and women in drug treatment indicate that antisocial personality disorder is more common 

in men while women show higher levels of major depression, post-traumatic stress disorder, and 

other anxiety disorders (Brady & Randall, 1999; Conway et al., 2006). 

Some studies suggest that this apparent increase must be put in context and investigated 

in order to be better understood. Grant et al. (2008), for example, found that the rate of 

comorbidity is high in treatment centers for drug abuse or use because people who have both 

problems seek treatment more often than those who have only one problem. These studies 

support the importance of knowing the prevalence of psychiatric comorbidity in greater detail in 

persons with substance use disorders.  

Nearly all the studies on comorbidity were conducted in North America, Europe, and 

Australia. Although prevalence is known to be influenced by gender, ethnicity, and other 
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variables (Grant, 1997; Brady & Randall, 1999; Conway et al., 2006), there are only a few 

studies developed in Latin America and the Caribbean. The results of research done in North 

America, Europe, and Australia cannot be directly extrapolated to Latin America and the 

Caribbean due to historical, sociocultural, and political differences. Therefore, more studies need 

to be developed to estimate prevalence in this particular region. 

It is also possible to conclude, based on the review of those studies conducted outside of 

the Latin America and Caribbean region, that it is not so simple to assert and confirm the 

presence of comorbidity. The definition of both diagnoses has been a challenge both clinically 

and in the field of research. Taking the review of the literature into account, it is easy to see this 

difficulty. There have been various opinions debating how and what should be observed by 

physicians and researchers in order to diagnose comorbidity.  

Different instruments have been used, based on different ways to address this situation. 

Taking these factors into account, the studies that analyze the prevalence of psychiatric 

comorbidity and substance use disorders can be divided into three large groups. The first group 

corresponds to the use of structured interviews for the diagnosis, based on the DSM, ICD, or 

both, which are recognized as the principal references (the “gold standard”). The second group 

refers to the use of screening or tracking instruments for the diagnosis, for sample, instruments 

for detecting a specific disorder such as depression. The third group corresponds to the use of 

dimensional instruments like the one used to detect psychological distress or anguish. 

Each method has its pros and cons, linked to duration, viability, time to administer, costs, 

and ability to contribute to the diagnosis, to evaluation, and to treatment planning. However, we 

agree with Sacks (2008) when he asserts that there is no “best tool” or best individual criterion 

capable of indicating the most appropriate way to identify comorbidity between substance use 

disorders and mental disorders. The selection of one of them should be based on all the 

arguments cited, and on recognizing their importance and potential in each situation.  

Of all the tools available, we have focused on the K-10. This is a dimensional tool, which 

suggests the presence of psychiatric comorbidity among persons with substance abuse disorders. 

It is very useful for answering the question: “Is there evidence of a possible mental health 

problem that requires more research in this population?” (Zimmerman, 2008). This tool has been 

used worldwide to detect psychological disorders in the general population. It has been validated 

for use in persons with substance abuse disorders (Hides et al., 2007; Urbanosky et al., 2007; 

Ours & Williams, 2009), and few studies have been found on this specific population. The data 

they provide show what has already been indicated by other studies using different screening 



 
 

35

instruments and structured diagnostic interviews, as cited earlier: the risk of a potential mental 

health problem is higher for this specific group as is the prevalence of psychiatric comorbidity.  

 

Nearly all the studies that look at psychological distress and substance use disorders were 

conducted in Australia and North America.  In Latin America, the K-10 is not used nor have 

screening instruments been used (Silveira, 1999).  

This research estimated the presence of comorbidity of psychological distress and 

substance use disorders (drug abuse and dependence) in patients in treatment centers for alcohol 

and illegal drugs in seven Latin American countries and one Caribbean country.  

 

Methods 

 

Approach of the study 

A multicenter, cross-cutting epidemiological study was done of the population that is in 

treatment for drug abuse/dependence in some specialized care centers. Despite the limitations of 

this design, it was considered the most appropriate given the specific conditions in each country 

as well as budgetary restrictions. 

 

Study population and sample 

The target population consisted of male and female patients 18 years of age or older 

receiving treatment for drug abuse or dependence in some public health centers in seven Latin 

American countries and one Caribbean country. In cases where such centers did not exist or 

could not be accessed, centers belonging to non-governmental organizations (NGOs) and/or 

community institutions were included. The researchers selected, according to the sample 

framework, a number of institutions that were as homogenous as possible, with the 

characteristics mentioned above, and that provided ambulatory and/or residential care, according 

to the reality of each study site. The total sample consisted of a total of 1,073 patients. This 

multicenter study was conducted in eight different countries, four in South America (Brazil, 

Chile, Uruguay, and Paraguay), one in the Caribbean (Jamaica), and three in Central America 

(Guatemala, Nicaragua, and Panama), where conditions varied as follows: 
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Brazil 

  Two cities participated in this study. One of them is the Federal District of Brasilia, 

located within a federal unit (the Federal District, the capital of the country), with about 2.6 

million inhabitants. The Federal District is a federal unit of Brazil (constitutionally it is a district 

without municipalities, or a city-state), that has a Pilot Plan, covering the urban center initially 

planned as Brasilia and surrounding areas, as well as some 25 satellite cities that have formed 

over 50 years.  Brasilia has three specialized public centers (Psychosocial Care Centers – 

Alcohol and Drugs - CAPS-AD), belonging to the Single Health System, in which the research 

was conducted, all located in the Federal District, in the satellite cities of Guará, Sobradinho, and 

Ceilandia. 

The second Brazilian city that participated in the study was the municipality of Macaé, 

located in the State of Río de Janeiro. This state has a population of about 15.5 million 

inhabitants and Macaé ranks 14th in terms of population in the state (~189,000 inhabitants). This 

city has only one CAPS-AD with 70 registered patients. The research was conducted in three 

different centers: the CAPS-AD, which is public and belongs to the Single Health System, the 

Shalom and Life Therapeutic Community, which is private, and the Fazenda Esperança (Hope 

House), which is religious in nature.   

 

Chile 

In this country, the Metropolitan Area of Valparaíso was selected (about 803,683 

inhabitants) including the city of Valparaíso, the country’s third principal municipality (about 

290,000 inhabitants); Viña del Mar (about 300,000 inhabitants), as well as the smaller 

municipalities of Concón, Quilpué, and Villa Alemana. A number of satellite cities are also part 

of Greater Valparaíso (Limache, Quillota, and La Calera). The study sites were 11 centers that 

provide professional care to persons suffering from drug abuse/dependence, with three centers in 

Viña del Mar, three in Quillota, two in Valparaíso, two in Peñablanca, and one in Quintero.  The 

number of people receiving treatment in each center is variable. 

 

 Guatemala 

 In this country, Guatemala City was selected (about 2.5 million inhabitants), the largest 

city in a country with a total population of 14,700,000 inhabitants.  The study sites were 

officially registered centers (private and belonging to NGOs) that provided care for drug 

abuse/dependence patients.  
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Jamaica 

Kingston (651,880 inhabitants) is Jamaica’s principal urban center followed by Montego 

Bay (96,488 inhabitants). Kingston is located close to the neighboring city of St. Andrews (about 

600,000 inhabitants). These cities have the most important public health service centers serving 

the population with alcohol and drug use problems. The municipal/provincial administrative 

division of Jamaica corresponds to the parish, and we will use this term hereafter.  The treatment 

centers used were in Kingston (Parish of St. Andrew), Port Antonio (Parish of Portland) and St. 

Ann’s Bay (Parish of St. Ann).   

 

Nicaragua 

The research was conducted in two cities: in centers in the department of Managua and in 

the city of León. Managua (1,800,000 inhabitants) is the capital of the republic and located in the 

department of the same name. The research focused on four of the eleven health institutions in 

the department, all of which belong to NGOs that treat persons who use/depend on drugs.  The 

city of León (174,000 inhabitants) is the second most populous city in the country and the 

research was conducted in three NGOs that provide this type of treatment. In this country there 

are different treatment modalities for drug dependents; the treatment centers with more defined 

programs and modalities are private and not governmental.  

 

Panama 

Panama City (1,863,000 inhabitants) is the country’s capital and largest urban center. The 

public health system offers services to men and women with problems with alcohol and illegal 

drug use in three principal non-governmental (NGO) centers. The plan was that the total number 

of patients in these centers would be about 280 people and the study population would be 

selected from that group. However, in reality 11 centers in three provinces (Panama, Colón, and 

Coclé) had to be used.   

 

Paraguay 

Asunción (637,249 inhabitants) is Paraguay’s capital and principal city. The research was 

conducted in two principal drug dependence treatment centers:  the National Toxicological 

Addictions Control Center (CNCA) and the Alcoholism Rehabilitation Association (APREA). 

The number of people treated in both centers is about 250. 
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Uruguay 

Montevideo (with approximately 1,326,000 inhabitants) is Uruguay’s principal urban 

center and capital. The institution where the study was conducted is the Portal Amarillo Center, 

which provides ambulatory care to an average of about 200 people every week. 

 

Criteria for inclusion and exclusion  

Patients 18 years or older of both sexes were included. Patients who were unable to 

answer the questionnaire due to mental deficiency or intoxication at the time they were 

approached were excluded.  

 

Sampling framework and sample size  

The sample size calculation took into account the estimated or expected percentage of 

severe or very severe psychological distress among persons who abuse or are dependent on 

alcohol or illegal drugs, as well as the number of patients in treatment.  

Bearing in mind expected differences in the population of cities or metropolitan areas as 

well as differences among the health centers, an initial approach to defining a sampling 

framework was to examine the available information. Initially, the prevalence of any drug 

dependence/abuse was estimated at 12%, a hypothetical rate for all the countries (alcohol abuse 

and dependence: 11.3% - Kohn et al., 2005; alcohol dependence: 7.6%-14.9% - Saraceno et al., 

2005).  

In Table 11, the first four columns describe the countries, the respective 

cities/metropolitan areas, their populations, and the estimated number of people with 

abuse/dependence problems (based on the prevalence rate of 12%).  The second to last column 

shows the number of patients at each study site based on currently available information.  
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Table 11.  Total population of city, estimated rates of abuse and/or dependence, patients in 
treatment, and estimated sample size 

 
COUNTRY CITY POPULATION ESTIMATED 

NUMBER OF 
PERSONS 
WITH ABUSE 
AND 
DEPENDENCE 

POPULATION OF 
TREATMENT 
CENTERS 

ESTIMATED 
SAMPLE 
SIZE* 

Brazil Brasilia (FD) 2,557,158 306,859 450 131 

 Macae (RJ) 188,787 22,654 70 59 

Chile Valparaiso** 803,683 96,442 150 107 

Guatemala Guatemala City 2,156,000 258,720 125 93 

Jamaica Kingston/St. 

Andrew Area **  

651,880 78,226 110 85 

Nicaragua Leon 174,000 20,880 90 72 

 Department of 

Managua 

1,800,000 216,000   

Panama Panama City  1,863,000 223,560 280 159 

Paraguay Asuncion 637,249 76,470 250 149 

Uruguay Montevideo 1,325,968 159,116 200 130 

** In Chile and Jamaica, the metropolitan areas of Valparaíso and Kingston/San Andrés will be included.  

 

The last column in Table 11 corresponds to the calculation of sample size, considering a 

cutoff point of 22 on the K-10 scale as has been done in other studies (Allerton et al., 2003. 

Kenny et al., 2008). The sample would be able to detect a minimum difference of 5% in the 

prevalence. To estimate the internal associations between the independent variables and the 

existence of psychological distress, the following hypothetical situations have been proposed: for 

one event, the percentage of severe and very severe psychological distress, the frequency of 

which is estimated at 30% in the least exposed category, the sample size in each category of a 

given variable will be 380, if the most exposed category were 40%. For another event, where the 

percentage of psychological distress is 20% in the least exposed category, the sample size would 

be 310, if the expected difference between those exposed and not exposed were 10%. Given that 

these numbers would not be achieved in any research site (initial provision of 60 to 160), the 

ultimate objective of the study, it could only be possible in the entire sample.  
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Data collection procedure  

The patients in each center were approached by members of the local research team.  

Those who were at the respective center at the time were approached. 

University undergraduate and postgraduate students were trained as research assistants to 

help collect the data.  Eligible participating patients were asked to read an informed consent form 

carefully and to sign it if they were in agreement. They then proceeded to complete the self-

administered questionnaire. The research assistants helped the participants in the case of doubts or 

conducted interviews of persons who were unable to complete the questionnaire. 

             A manual with guidelines on convening the patients, evaluating the eligibility criteria, 

completing the questionnaires, and coding the results was developed and distributed for guidance 

and to ensure consistency. The data were compiled in locations at the treatment setting that 

provided a prior guarantee of the privacy needed to ensure the participants’ confidentiality.  

 

Measures and instruments 

In this study, the prevalence in the population of patients in treatment (i.e., the percentage 

of cases with comorbidity expressed as psychological distress) is considered the most important 

measure of epidemiological frequency. To obtain this, the data were collected using the EU-

LAC-CICAD admission form, which was adapted for this study with the proper permission. It 

consists of 30 questions on socio-demographic status, history of drug and alcohol abuse, legal 

problems, mental problems (both past and current), and some aspects of the treatment center. 

Psychological distress was evaluated using the Kessler-10 (K-10) instrument. The K-10 is 

a ten-question questionnaire that measures psychological distress (Kessler et al., 2002). Possible 

values range from 10 (indicating absence or minimum levels of psychological distress) to 50 

(indicating very severe stress). Psychological distress has been classified in four principal 

groups: mild (10-15), moderate (16-21), severe (22-29), and very severe (30-50). For analytical 

purposes, most studies combine the last two categories (severe and very severe distress). It is 

demonstrated that a very high level of psychological distress obtained using the K-10 scale 

ratings is associated with a very high probability of having an anxiety disorder or depression 

(Andrews & Slade, 2001).  

To estimate the perception of family functionality, the instrument known as the Family 

APGAR (Smilkstein, 1978) was used. Possible scale values range from 0 to 10 based on the 

participants’ perceived satisfaction with relationships within their families. It includes five 

aspects of family function (adaptability, partnership, growth, affection, and resolve). The 
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acronym, APGAR, emulates the APGAR scale for evaluating newborns and also represents the 

first letter of each aspect. The scale has been validated (Smilkstein et al., 1982) and has also been 

used widely. The interpretation of the Family APGAR is based on scoring each question, with 

values ranging from 0 to 2. A total score of 7 or more suggests a perception of high family 

functionality; between 4 and 6 suggests moderate family dysfunction; and 3 or less suggests 

severe family dysfunction. The cutoff point for dichotomization was decided in accordance with 

other studies.  

 

Variables  

Table 12 shows the principal variables used in this study.  

 

Dependent variable  

The most important event of interest was the presence of psychological distress. This was 

documented in question Q-31a to Q-31J of the K-10 instrument. The score was re-coded in terms 

of severe and very severe psychological distress in order to calculate prevalence as a three-

category variable as described above: “mild,” “moderate,” and “severe or very severe.”  

 

Other variables and correlations  

The other variables studied can be grouped under socio-demographic and economic 

variables (approximately the first 15 questions in the K-10), variables related to drug use (Q16 - 

Q22), legal problems (Q23), prior diagnosis and treatment for mental illnesses (Q24 - Q26), 

satisfaction with treatment (Q27 - Q30), and perceived family dysfunction (Q32).  

 
Table 12.  Variables included in the multicenter study of comorbidity in seven Latin American 

countries and one Caribbean country 
 

INDIVIDUAL FACTORS 

PSYCHOLOGICAL DISTRESS  
Likert scale on feelings over the last 30 days (always, almost always, sometimes, almost never, and never, with scoring in each 
item ranging from 1 to 5) 
Q-31a-felt tired without reason;  
Q31-b-nervous;  
Q31-c-so nervous nothing could calm him; 
Q31-d-hopeless;  
Q31-e-restless or nervous;  
Q31-f-so restless that couldn’t sit still;  
Q31-g-depressed 
Q31-h-so depressed that nothing could cheer him up;  
Q31-i-everything was an effort;  
Q31-j-useless.  
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CO–MORBIDITY 

Q-24a-prior diagnosis of anxiety;  
                                              depression;  
                                              schizophrenia;  
                                              bipolar disorder;  
                                              other mental conditions (open) 
Q-24b-Years since diagnosis of anxiety;  
  depression;  

schizophrenia;  
bipolar disorder;  
other mental illnesses (open) 

Q-25a-Current status of treatment for anxiety;  
         depression;  
         schizophrenia;  
         bipolar disorder;  
         others 

Q-25b- Years of treatment for anxiety;  
depression;  
schizophrenia;  
bipolar disorder;  
other mental illnesses (open)  

 
Q-25c-Treatment for each of the following disorders: anxiety;  

 depression;  
 schizophrenia;  
 bipolar disorder;  
 other mental disorders   

Q-26-Types of treatment that the patient is receiving in this center: 
           Psychotherapy;  
           Group therapy;  
           Support groups;  
           Family therapy;  
           Counseling;  
           Meditation;  
           Self-help;  
           Yoga;  
           Medication  
Q-26a-Medication that the patient is currently taking. Include “I don’t know” 

Q-16-Way they reached this treatment center 

Q-17-Number of times treated for alcohol and drugs 

Q-18-Most recent type of treatment before current therapy 

Q-19-a-First substance (of three) for which the patient sought treatment 

Q-19-b-Second substance (of three) for which the patient sought treatment 

Q-19-c-Third substance (of three) for which the patient sought treatment 

Q-20-Most frequent route of administering first substance 

Q-21a-Age at which patient began to use the first drug 

Q-21b-Age at which patient began to use alcohol beverages 

Q-21c-Age at which patient began to use other drugs 

Q-22-Use of alcohol or drugs in the 30 days before starting this treatment  

GENDER 

Q-6-Gender 

Age 

Q-7a Date of birth  
Q-7b Age 
 
 
 
 



 
 

43

FAMILY FACTORS 

FAMILY DYSFUNCTION  
Likert Scale on feelings in the moment (Almost always, sometimes, almost never, with score from 2 to 0) 
Q-32A-Satisfied with having support of family when something is worrying the patient;  
Q32-b-Satisfied with how family discusses issues and problems; 
Q32-c-Satisfied with how family accepts and supports desire to take on new activities or directions;  
Q32d-Satisfied with how family expresses affection and reacts to feelings of rage, sadness, love  
P32-e-Satisfied with how time is spent together as a family. 
FAMILY STRUCTURE 

Q-11-With whom did you live in the last 30 days? 

Q-12-With whom do you live? 

SOCIO-CULTURAL AND POLITICAL FACTORS  

Q-1- Country  

Q-2-City 

Q-8- Place of residence (city) 

Q-9- Nationality 

MARITAL STATUS 

Q-13- Marital Status 

ETHNICITY 

Q-10-Race  – ethnic group 

EDUCATIONAL LEVEL 

Q-14-a-  Knows how to read 

Q-14-b- Knows how to write 

Q-14-c- Level of education 

EMPLOYMENT 

Q-15-Employment situation in last 30 days 

INCOME 

Q-15-b-monthly personal income (in U.S. dollars) 

HEALTH SYSTOPIC (Treatment Centers) 

Q-4-Treatment centers 

Q-5a-Type of treatment centers (three types: (a) Public/governmental; (b) NGO = private non-profit institution, including 
religious and charitable institutions; (c) Private = for profit private clinic or company).  
Q-5-b-Type of care received in this center (for ambulatory patients, hospitalization/residential, day center, detox center, other). 

Q-27-Degree of satisfaction with treatment  

Q-28-Things patient liked best about treatment 
Q-29-Things patient liked least about treatment. 

Q-30-What patient wants to change in treatment 

JUDICIAL SYSTOPIC 

Q-23a- History of legal problems related to alcohol or drugs. 

Q-23b-In the past year, history of legal problems related to alcohol or drugs 

Q-23c-Number of times patient has had legal problems related to drugs.  

 

Age was categorized in two dichotomous variables according to the cutoff points: young 

adult (18 to 23 years versus 24 or more) or adult (18 to 39 years versus 40 or more). Monthly 

income was categorized in two dichotomous variables according to the cutoff points: US$199.00 

or less versus US$200.00 or more; or US$399.00 or less versus US$400.00 or more.  
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Software  

The Epi Info version 3.5.1 (CDC, 2008) software was used to introduce and analyze the 

data.  

 

Data analysis  

 The descriptive analysis of the data was done first. In order to determine differences in 

the prevalence of psychological distress, a bivariate analysis was done calculating the ratio of 

prevalences (relative risk) and the chi-squared (χ2) test. The Fisher Exact Test was used for low 

quantity percentages. A 95% confidence level was considered for the entire analysis. 

 

Pilot test of instrument  

 At each study site, the researchers conducted a pilot test of the instrument. Each 

researcher selected a site similar to one of the study sites and distributed ten self-administered 

questionnaires, and could use interviews if necessary. Analysis of the data from the pilot test was 

used to identify difficulties and to change and improve the wording of any of the questions.  

 

Ethical considerations 

The study was submitted to the Research Ethics Board of the Centre for Addiction and 

Mental Health (REB/CAMH), affiliated with the University of Toronto, as well as to local ethics 

committees, according to the standards governing in each of the researcher’s countries.  

Every person who participated in this study was informed that his/her participation was 

voluntary. Participants were also told that there were no direct incentives or benefits associated 

with their participation, that there were no associated risks, and that their treatment at the center 

would not be affected by whether they participated in the study or not. They were also informed 

that their records at the center would not be consulted at any time for purposes of this study, and 

that the information obtained in this research would not be transferred to the treatment center’s 

records. Participants were informed of their right to refuse or withdraw from participating in the 

study at any time.  

In addition, in order to guarantee confidentiality and anonymity, the instruments were 

administered in a private room at each center. Each participant signed the Informed Consent that 

was separated from the questionnaires, which were numbered sequentially and later assigned a 

patient code indicating the country, city, and number of each site, and not linked to the Informed 

Consent. 
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The Informed Consent was presented in writing and signed by the principal researchers 

and the patients. The consents were filed in folders and kept locked in a secure place different 

from the place set aside for the questionnaires, in order to protect the confidentiality and privacy 

of each of the participants. 

Upon agreeing to participate in the study, each person received a copy of the Informed 

Consent, which provides information on the research, as well as information for contacting the 

principal researcher, and/or a staff member of the affiliated university, and/or the Chairman of 

REB/CAMH, in the event the participant had doubts or questions about the study.  

The electronic version of the data collected in this study was stored and password 

protected. Both copies of the data files, the electronic and the hard copy, must be stored after 

completing analysis for a period of five to seven years, according to the regulations of the ethics 

committee, after which time all the copies will be carefully destroyed by means of incineration 

and/or shredding.  

 

Information transfer program/exchange plan 

Knowledge transfer is defined as the process whereby people transmit and exchange 

knowledge, experiences, and capacities. This process was carried out among the seven countries 

that participated in the above-mentioned research program (2009), including the affiliated 

universities, health services, and communities where the research was conducted.  

This exchange is expected to promote the effectiveness of the treatment centers in terms 

of care provided with respect to drug use, abuse, and dependence and to share with them the 

results obtained so they can consider them in their development programs and policies. The most 

important benefit is that the results may help to improve the quality of life of the participants 

who present comorbidity. 

According to that definition, various types of knowledge may be produced: that presented 

in publications or at scientific events; that transmitted to the community in general, thus 

expanding opportunities for transmission (for example, through title to intellectual property); 

tacit knowledge (know-how) with respect to the methodologies used in the research; and 

knowledge that may be useful to other researchers or recipients/beneficiaries of this research.  

Knowledge transfer is effected through: the participating universities (meetings, 

seminars, conferences, academic papers); participation in national and international scientific 

events (poster presentations and conferences, roundtables, discussions, panels); communication 

to responsible politicians (meetings and reports); general communication with the media (radio 
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and TV interviews; publications in newspapers and magazines); communication with the health 

services (in-service presentation to health personnel and professionals).  

 

Limitations of the study 

 

 Non-probabilistic selection of the research sites, which varied among the different 

countries. 

 The use of a self-administered questionnaire as the principal data compilation source.  

  The scale used to measure psychological distress was more sensitive for measuring 

depressive states and anxiety in their more general forms, and other disorders that would 

also have high prevalence among patients, such phobias and post-traumatic stress 

syndrome, were not detected. 

 Unweight estimates clearly suffered from the effect of the different sizes of the research 

samples. 

 

Results 

To facilitate comprehension, the results are presented organized in: Treatment Centers 

and Care Received; Socio-demographic and Family Characteristics; Drug Use Problems and 

Mental Health; and Analysis of Associations between Independent Variables and Psychological 

Distress. 

 

Treatment Centers and Care Received 

General characteristics of the treatment centers 
 

Table 13 summarizes aspects related to the treatment centers where the research was 

conducted. While the work was done exclusively in public institutions in some countries 

Asuncion-Paraguay, Brasilia-Federal District-Brazil, and Montevideo-Uruguay, in other 

countries the research was done exclusively in NGOs Panama, Managua-Nicaragua, and Leon-

Nicaragua. The research done in Greater Valparaiso-Chile, Guatemala City, and Macae-Rio de 

Janeiro-Brazil relied on the participation of public and private institutions. In Greater Valparaiso-

Chile, 36.4% of the patients were in public institutions, 46.7% were in NGOs, and 16.8% were in 

private institutions.  In Guatemala City, 71.4% were in private institutions, 26.4% were in public 

institutions, and only 2.2% were in NGOs.  In Macae, RJ, Brazil 51.7% of the patients were 
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being treated in a public institution, 13.3% in an NGO, and 35% in a private institution. In the 

parishes where the research was conducted in Jamaica, nearly 55.4% of the institutions were 

reported as private and the remaining institutions 44.6% were reported as public institutions.   

Outpatient services were offered to all participating patients in the centers in Brasilia- 

Federal District-Brazil, to 91.8% in Montevideo-Uruguay, to 86.7% in Macae-Rio de Janeiro-

Brazil, and to 71.8% of the participants in Asuncion-Paraguay.  Such services were offered to 

less than half 42.1% of the patients in Greater Valparaiso-Chile and Guatemala City 20.9%. In 

contrast, residential treatment services were offered to all patients in the centers in Asuncion-

Paraguay and the three provinces in Panama, to 74.7% of the patients in Guatemala City, and to 

55.4% three Parishes, Jamaica.  These percentages were lower (less than half) among patients in 

Macae-Rio de Janeiro-Brazil, Leon-Nicaragua, and Greater Valparaiso 48.3%, 31.7%, and 

26.2%, respectively.   

All the treatment centers offered daily care. This was the predominant model in Brasilia- 

Federal District-Brazil 100%, Montevideo-Uruguay 91.0%, Macae-Rio de Janeiro-Brazil 51.7%, 

and Greater Valparaiso-Chile 31.8%.  Inpatient unit services for treatment of alcohol- and drug-

related problems were offered to 91.8% of the patients in the centers in Montevideo-Uruguay, to 

70.5% in Asuncion-Paraguay, and to 14.6% of those in Leon-Nicaragua. Similarly, detox units 

were offered to nearly all patients treated in the centers in Asunción-Paraguay 98.7% and to 

91.8% of those in Montevideo-Uruguay.   

Other services were reported with less frequency.  The category “other” included 

hospitalization, reported by eight patients in León 19.5% of the participants in that city and by all 

of the 129 patients participating in the Department of Managua, Nicaragua.  That category 

(“others”) also included the modality of home visits, offered by the Center for Psychosocial Care 

for Alcohol and Drugs (CAPS-AD) in the satellite city of Guara, Federal District, Brazil, where 

90 patients participated, 54.5% of the 165 patients that made up the sample in that location. It 

should be made clear that not all participating patients necessarily made use of that service. 
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    Table 13.   Distribution of patients by type and modalities of care offered by treatment centers for drug abuse and dependence, by city and 
 country 

 
Cities / Countries Patients by type of treatment center Patients by modality of care offered * 

 Public / 
State 

Private NGO 
(includes 
religious 
centers) 

Other 
centers 

Out-patient 
service 

Residential 
treatment 

Daily care UIE-AD ** Detox unit Other 
 

 n         % N         % n    %          n %       n         % n           % n         % n         % n         % n     % 
Brasilia, FD / Brazil 

N= 165 
165     100 0          0      0            0      0         0 165  100 0            0 165  100 0          0 0           0 90      54.5 

Macae, RJ / Brazil 
N= 60 

31      51.7 21     35.0 8      13.3 0         0 52    86.7 29        48.3 31   51.7 0          0 0           0 0          0 

Greater Valparaiso / 
Chile 

N=107 

39      36.4 18     16.8 50     46.7 0        0 45    42.1 28       26.2 34   31.8 0          0 0            0 0           0 

Parishes / Jamaica 
N=56 

25        44.6 31    55.4 0               0       0 0       0 31      55.4 0       0 0           0 23       41.1 2        3.6 

Leon / Nicaragua 
N= 41 

0           0 0          0 41     100 0      0 0       0 13     31.7 1    2.4 6     14.6 2        4.9 8       19.5    

D. Managua / 
Nicaragua 

N= 130 

0          0    0       0 129     100.0 0      0 0       0 0         0 0       0 0        0 0           0 129    100.0 

Provinces / Panama 
N= 167 

1      0.6 1      0.6 165     98.8 0      0 0       0 167    100 0       0 0        0 0            0 0       0 

Asuncion / Paraguay 
N= 149 

149    100 0       0  0           0 0      0 107 71.8 149      100 0       0 105  70.5 147       98.7 0      0 

Montevideo / 
Uruguay 
N= 134 

134    100 0       0  0           0 0      0 123  91.8 134        0 122 91.0 123  91.8 123        91.8 0      0 

Guatemala City 
/Guatemala 

N= 91 

24    26.4 65   71.4    2        2.2 0     0 19   20.9 68      74.7 0      0 6     6.6 3          3.3 0       0 

Source: Study questionnaire 
* Percentages do not add up to 100% due to missing data or services that offered more than one modality. 
** Specialized inpatient unit for alcohol and drug treatment. 
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Table 14 shows the treatment currently provided by the respective treatment centers.  

Referral to psychotherapy occurred with the following percentages: Greater Valparaiso, Chile 

84.1%, Brasilia-FD, Brazil 74.5%, Macae-RJ, Brazil 61.7%, Asuncion, Paraguay 59.1%, etc. 

Group therapy was used frequently. The percentages by center were as follows: Greater 

Valparaiso, Chile 92.5%, Brasilia-FD, Brazil 92.1%, Macae-RJ, Brazil 90%, Asuncion, Paraguay 

82.6%, etc.  Patients report that counseling is offered in the centers in Greater Valparaiso, Chile 

81.3%, Macae-RJ, Brazil 68.3%, three Provinces, Panama 49.1%, and Asuncion, Paraguay 43%. 

After that, frequencies fall rapidly.   

Family therapy was also notable in Greater Valparaiso, Chile where 86.9% of the patients 

reported that strategy.  Greater Valparaiso, Chile was followed in terms of frequency by Macae-

RJ, Brazil 45.0%, three Provinces, Panama 32.9%, and Brasilia-FD, Brazil 20.0%.  The use of 

support groups was notable in Greater Valparaiso, Chile, where 69.2% of patients mentioned it, 

followed by Parishes, Jamaica 60.7%.  In other locations, in the two sites in Brazil (Macae, RJ 

and Brasilia-DF, Brazil), in Asuncion-Paraguay, and in Montevideo-Uruguay, these percentages 

ranged between 40.0% and 51.7%. 

Medications stood out among treatment resources. Patients reported the highest 

percentage of the use of medications in Brasilia-FD, Brazil 73.9%, followed by Greater 

Valparaiso-Chile 64.5%, and Montevideo, Uruguay 53.7%. In Macae-RJ, Brazil, the percentage 

was 40.0%.   
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         Table 14.   Types of treatment currently received by patients for drug abuse in treatment centers, by city and country 
 

Cities / Countries  Types of care received 

 Psycho-
therapy 

Group 
therapy 

Counseling Support 
group 

Family 
therapy 

Self-help Meditation Yoga Medication Other 

 

n             % n             % n             % n         % N         % n            % n           % n          % n           % n          % 

Brasilia, FD / Brazil 
N= 165 

123       74.5 152      92.1 55        3.3 71     43.0 33       20.0 11         6.7 2              1.2 0            0 122       73.9 30        18.2 

Macae, RJ / Brazil 
N= 60 

60         61.7 54       90.0 41        68.3 31     51.7 27       45.0 28       46.7 22          36.7 0            0 24          40.0 5            8.3 

Greater Valparaiso / 
Chile  
N= 107 

90         84.1 99        92.5 87        81.3 74      69.2 93       86.9 71       66.4 45          42.1 39        36.4 69          64.5 6            5.6 

Parishes / Jamaica 
N= 56 

20         35.7 38       67.6 47       83.9 34        
60.7 

9         16.1 29       51.8     25 44.6              0             0 21          37.5 11       19.8       

Leon / Nicaragua 
N= 41 

6          14.6 32       78.0 5        12.2 7       17.1 1           2.4 3           7.3 6            14.6 0             0 2            4.9 2            4.8 

Managua / 
Nicaragua 
N= 130 

24        18.5 17        13.1 18        13.8 23      17.7 2            1.5 52       40.0 1              0.8 0             0 1             0.8 1            0.8 

Provinces / Panama 
N= 167 

22        13.2 113      67.7 82        49.1 59      35.3 55       32.9 40       24.0 55          32.9 0             0 4             2.4 35        21.0 

Asuncion / Paraguay 
N= 149 

88         59.1 123       82.6 64        43.0 69      46.3 12         8.1 107     71.8 20          13.4 2           1.3 52         34.9 4            2.6 

Montevideo / 
Uruguay 
N= 134 

40         29.9 76         56.7 14        10.4 64      47.8 20       14.9 7            5.2 18          13.4 3           2.2 72          53.7 4            2.3 

Guatemala City / 
Guatemala 
N= 91 

33         36.3 27         29.7 39        42.9 32      35.2 9           9.9 18         19.8 16          17.6 2           2.2 8             8.8 9            9.9 

         Source: study questionnaire 
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Table 15 shows formal or informal methods for referral to the various treatment centers.  

The category mentioned most often was referral based on encouragement provided by friends 

and family members, and the percentages by center, in decreasing order, were: Asuncion, 

Paraguay 63.1%, Managua, Nicaragua 50.8%, Montevideo, Uruguay 43.2%, Guatemala City, 

Guatemala 46.2%, Parishes, Jamaica 42.9%, Macae-Rio de Janeiro, Brazil 40.0%, Parishes, 

Jamaica 37.5% and finally the Greater Valparaiso, Chile, Leon, Nicaragua, the three provinces in 

Panama, and the Federal District, Brasilia with 20.0%, 22.0%, 25.1%, and 30.3%, respectively. 

A high percentage of patients said they were in treatment at their own initiative: Leon-

Nicaragua 65.9%, Asuncion, Paraguay 56.4%, Montevideo, Uruguay 47.8%, and provinces in 

Panama, Brasilia, FD, Brazil, Guatemala City, Macae-Rio de Janeiro, Brazil, Department of de 

Managua-Nicaragua, and the Greater Valparaiso-Chile, and Parishes, Jamaica with 35.5%, 

14.5%, 27.5%, 28.3%, 28.5%,  32.2%,  and 30.4% respectively. 

The system for referral from health institutions used most often was referral from another 

service providing care for drug dependence.  The location where patients reported this type of 

referral most often was Greater Valparaiso, Chile 19.0%, followed by Macae-Rio de Janeiro, 

Brazil 15.0%, Leon, Nicaragua 12.5%, Guatemala City 9.9%, and Asuncion-Paraguay 3.4%. 

Basic health units or primary care practices were the formal route of referral in the 

following percentages by center: Greater Valparaiso, Chile 10.3%, Macae-Rio de Janeiro, Brazil 

8.3%, and Montevideo, Uruguay 6.0%.  Referral by secondary or tertiary levels was mentioned 

by patients in the Federal District-Brasilia, Brazil 13.3%, followed by Montevideo, Uruguay 

8.2%, and Greater Valparaiso, Chile 5.8%. 

Referral from penal institutions, by order of the courts or the police, was most frequent in 

three provinces, Panama 15.0%, the Brasilia, FD, Brazil 12.1%, the Parishes, Jamaica 5.4%, 

Asuncion, Paraguay 8.7%, and Guatemala City 6.6%. Employers (bosses, company health 

services for employees and the like) were mentioned as referring entities by a minority of 

patients. 
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Table 15.   Access to treatment centers for drug abuse and dependence (method of referral), by city and country  
 

Cities / Countries Method of referral for access to Treatment Center 

 Referred by 
another drug 

treatment 
program 

Referred by 
a primary 
care unit 

Referred by 
a secondary 
or tertiary 
health unit 

Referred 
from social 
services or 

other 
services 

Referred 
from 

National 
Drug 

Boards 

Referred 
from 

prisons or 
juvenile 

detention 
centers 

Referred 
by the 

courts or 
police 

Referred 
by the 
boss 

Referred 
by the 
school 
system 

On the 
advice of 

friends and 
family 

members 

At  own 
initiative 

Others 

 n            % n       % n           % n         % n            % n          % n         % n         % n         % n          % n         % n     % 
Brasilia, FD / 
Brazil 
N= 165 

11          6.7 12      0.1 22      13.3 5      3.0 0             0 0           0 20   12.1 14     8.5 0         0 50       30.3 24    14.5 1   0.6 

Macae, RJ / Brazil 
N= 60 

9           15.0 5        8.3 3         5.0 2      3.3 0             0 0           0 3      5.0 2       3.3 0         0 24       40.0 17    28.3 0     0 

Greater Valparaiso 
/ Chile 
N= 

30         19.0 16     10.3 9         5.8 2      1.2 10         6.5 0           0 5      3.2 1       0.6 1       0.6 31       20.0 50    32.2 0      0 

Parishes / Jamaica 
N=56 

3        5.4 2        3.6 2         3.6 1      1.8 0          0 0          0 3     5.4 4       7.1 3       5.4 21       37.5 17    30.4 2    3.6 

Leon / Nicaragua 
N= 41 

5          12.5 2       4.9 1        2.4 3     7.3 1        2.4 1        2.4 2     4.9 1       2.4 2      4.9 9          22.0 27    65.9 2    4.9 

D. Managua / 
Nicaragua 
N= 130 

6          4.6 0       0 2       1.5 4      3.1 0         0 6       4.6 7     5.4 5       3.8 2     1.5 66       50.8 37    28.5 0     0 

Provinces / 
Panama 
N= 167 

14        8.4 0      0 3      1.8 9     5.4 1       0.6 1      0.6 25   15.0 3       1.8 0       0 42       25.1 61    36.5 11  6.6 

Asuncion / 
Paraguay 
N= 149 

5       3.4 2       1.3 0         0 0        0 0         0 4      2.7 13     8.7 7      4.7 2      1.3 94      63.1 84    56.4 0     0 

Montevideo / 
Uruguay 
N= 134 

12     9.0 8       6.0 11     8.2 5     3.7 2       1.5 0        0 4      3.0 1      0.7 0        0 58      43.2 64    47.8 2    1.5 

Guatemala City 
/Guatemala 
N= 91 

9       9.9 1       1.1 1       1.1 3      3.3 2       2.2 1      1.1 6      6.6 1      1.1 0        0 42     46.2 25    27.5 0     0 

             Source: study questionnaire
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Table 16 summarizes the responses regarding satisfaction with the service provided by 

the respective alcohol and drug treatment centers.  Most patients indicated satisfaction with the 

care received.  

Table 16.   Satisfaction with treatment currently received by patients in treatment centers, by 
city and country  

 
Cities / Countries Satisfied with treatment 

 Yes No Don’t know No answer 
 n                 % n          % n           % n      % 

Brasilia, FD / Brazil 
N= 165 

160           97.0 2         1.2 1          0.6 2     1.2 

Macae, RJ / Brazil 
N= 60 

59             98.3 1         1.7 0            0 0        0 

Greater Valparaiso / 
Chile  
N= 107 

95             88.8 2         1.9 4          3.7 6     5.6 

Parishes / Jamaica 
N= 56 

47             83.9 3         5.4 5         8.9 1      1.8 

Leon / Nicaragua 
N= 41 

36             87.8 4         9.8 1          2.4 0        0 

Managua / Nicaragua    
N= 130 

125           98.4 2         1.6 0             0 0        0 

Provinces / Panama 
N= 167 

135           81.9 12       7.3 13        7.9 5    3.0 

Asuncion / Paraguay 
N= 149 

125           85.0 8         5.4 14        9.5 0       0 

Montevideo / Uruguay   
N= 134 

122           92.4 3         2.3 4          3.0 3    2.3 

Guatemala City 
/Guatemala 
N= 91 

64            70.3 13      14.3 12      13.2 2     2.2 

Source: study questionnaire 

 

Socio-demographic and family characteristics 

Individual characteristics  

Table 17 documents the comparison among countries and cities with respect to some of 

the principal individual variables characteristic of the patients treated in specialized centers for 

drug abuse/dependence.  It should be made clear that the studies in cities in Brazil and Nicaragua 

were done independently, and for this reason their data are not added in the descriptions of the 

research sites.  In the case of the treatment centers located in the three parishes in Jamaica (St. 

Andrew-Kingston, St. Ann-Saint Ann's Bay, and Portland-Port Antonio), the three provinces in 

Panama (Panama, Colón, and Coclé), and the  comunas/cities belonging to metropolitan 

Valparaíso, although they do not necessarily correspond to political units but rather to contiguous 

territories, the terms used are “the three parishes in Jamaica,” “the three provinces in Panama,” 
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and “Greater Valparaíso.”  In Guatemala, Paraguay, and Uruguay, the treatment centers were 

located in the capital cities. 

Regarding distribution by sex, males represented the highest percentage of patients in 

treatment centers in all the countries, ranging between 64.5% and 97.6%.  The highest 

percentage of men was found in treatment centers in Leon-Nicaragua 97.6% and 96.6%, 

corresponding to a sample group with the lowest number of patients, 40 out of 41, followed by 

Guatemala City, Guatemala 95.7%, Brasilia-Federal District, Brazil 89.7%, Asuncion, Paraguay 

88.6%, Macae-Rio de Janeiro,Brazil 88.3% and parishes, Jamaica 87.5 %. The lowest 

percentages for men were obtained in the treatment centers in Greater Valparaíso, Chile 64.5%; 

69 of the 107 participants, followed by the three provinces in Panama, Department of Managua- 

Nicaragua, and Montevideo-Uruguay with 79.6 %, 79.7%, and 84.2%, respectively. 

Ages varied significantly among the different treatment centers in the participating 

countries.  Differences were noted when comparing the respective percentages of patients in the 

treatment centers who were younger or older than 40 years of age (Table 17). The site with the 

youngest patients was Montevideo-Uruguay, where all 134 participants were younger than 40 

(100%), followed by patients in the centers in Asuncion, Paraguay 75.4%, Greater Valparaiso-

Chile 72.4%, Managua, Nicaragua 70.7%, and Guatemala City 67.4%. These data contrast with 

the patients in the centers in the three provinces in Panama where only 58 of the 167 participants 

34.6% were younger than 40, followed in ascending order by Brasilia-Federal District, Brazil 

38.8%, and the sites with small study population sizes: the three parishes in Jamaica 46.4%, 

Macae-Rio de Janeiro, Brazil 59.7%, and Leon, Nicaragua 68.5%. 

There were also marked differences in terms of marital status (Table 17). The highest 

percentage of patients in the “married” and “stable union” categories among participants in 

treatment centers, in decreasing order, were as follows: Brasilia-Federal District, Brazil 46.0%, 

Greater Valparaíso, Chile 43.0%, Guatemala City 41.1%, Department of Managua, Nicaragua 

34.6%, the three provinces in Panama 27.6%, and Asuncion, Paraguay 26.9%, Leon, Nicaragua 

24.4%, Macaé-Rio de Janeiro, Brazil 22.1%, and Montevideo, Uruguay 14.6%.   

The marital status category “single” varied inversely compared to the categories 

“married” and “open union” as could be expected. It is important to note that at various research 

sites this was the only category with high numbers. Thus, among the patients in the three 

provinces in Panama, in Asunción-Paraguay, León-Nicaragua, and Macaé-Rio de Janeiro-Brazil, 

the percentage of single people varied between 55.0% and 64.3%. We point out that the highest 

percentage was found in the sites researched in Montevideo-Uruguay (close to 75.0%). 
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The status of “separated” and “divorced” was found most often in patients in the 

treatment centers in Brazil: Brasilia-Federal District-Brazil (21.8%) and Macaé-Rio de Janeiro-

Brazil (17.0%). 

The least frequent category was widows/widowers, reported by eight participants in 

Brasilia and eight in Asunción, representing 4.8% and 5.4% of the patients at each site, 

respectively. At the other sites, this percentage varied from 0% to 3.3%.   
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Table 17.   Distribution by sex, age, marital status of patients in treatment centers for drug abuse and dependence, by city and country 
 

Cities / Countries Sex Age Marital Status * 

 Male Female >= 40 <40 Single Married Divorced Separated Union  Widow(er) 
 N         % N          % n            % n         % n         % n         % n           % n         % n         % n         % 

Brasilia, FD / 
Brazil 

N= 165 

148    89.7 17     10.3 101     61.2 64    38.8 45      27.3 40     24.2 13        7.9 23     13.9 36   21.8 8       4.8 

Macae, RJ / Brazil 
N= 60 

53      88.3 7       11.7 24       40.3 36     59.7 35      59.3 8       13.6 6          10.2 4        6.8 5      8.5 0        0 

Valparaiso / Chile 
N= 107 

69     64.5 38     35.5 29       27.6 76    72.4 49      45.8 28     26.2 2           1.9 10      9.3 18   16.8 0        0 

Parishes / Jamaica 
N=56 

49     87.5 7        12.5 28      50.0 28     50.0 36      64.3 3        5.4 9            16.1 4        7.1 4      7.1 0        0 

Leon Nicaragua 
N= 41 

40      97.6 1      2.4 13     31.5 28   68.5 24   58.5 2      4.9 4       9.8 2        4.9 8     19.5 0      0 

D. Managua / 
Nicaragua 

N= 130 

102    79.7 26   20.3 38     29.3 92   70.7 66   50.8 18    13.8 7      5.4 9        6.9 27   20.8 3    2.3 

Provinces / Panama 
N= 167 

133    79.6 34   20.4 109   65.4 58   34.6 95   56.9 26    15.6 5      3.0 17    10.2 20   12.0 4    2.4 

Asuncion/ 
Paraguay 
N= 149 

132    88.6 17    11.4 36     24.6 113  75.4 86     57.7 19   12.8 9       6.0 5        3.4 21   14.1 8      5.4 

Montevideo / 
Uruguay 
N= 134 

112    84.2 21    15.8 0        0 134   100 97    74.6 5       3.8 4        3.1 9        6.9 14   10.8 0        0 

Guatemala 
City/Guatemala 

N= 91 

87     95.6 4       4.4 29    31.9 61     67.4 43    47.8 19    21.1 1      1.1 6       6.7 18   20.0 3      3.3 

Source: study questionnaire.    
* Some percentages do not add up to 100% due to missing data. 
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Table 18 documents literacy and schooling levels in patients treated in specialized centers 

for drug abuse/dependence in the countries and cities in the study. 

Regarding the ability to read, the highest proportion occurred in patients from parishes in 

Jamaica 100%, followed by Guatemala City 98.9%, Asuncion, Paraguay 98.7%, the Greater 

Valparaíso, Chile 98.1%, and Montevideo, Uruguay 97.0%.  The lowest percentages were 

obtained in the three provinces in Panama 92.2 %, Brasilia, Federal District, Brazil 90.7%, and 

Leon-Nicaragua 92.9%.      

Regarding the ability to read, the highest proportion occurred in patients from Guatemala 

City-Guatemala 98.9%, and the lowest in Leon-Nicaragua 85.4%. In general, the distribution of 

responses was similar to that of the corresponding variable for not knowing how to write. 

Regarding the educational level attained (Table 18), significant differences were 

observed for the group of patients in all the countries. Considering the two lowest education 

categories together: “never went to school” and “primary education incomplete,” the figures in 

decreasing order were: Brasilia, Federal District, Brazil(41.2), Leon-Nicaragua 34.1%, Macae-

Rio de Janeiro-Brazil 30.0%, Department of Managua-Nicaragua 19.4%, Guatemala City 14.3%, 

Greater Valparaíso-Chile 13.1%, the three provinces of Panama 11.4%, Montevideo-Uruguay 

8.3%, Asuncion-Paraguay 4.7%, and the three parishes in Jamaica 1.8%.  

In contrast, the sites where the percentage of patients with a high level of education was 

highest, considering the three categories “secondary completed,” “university incomplete,” and 

“university completed” together were: the parishes in Jamaica with 75.0%, and Greater 

Valparaiso, Chile with 74.0%, followed by the treatment centers in Asuncion-Paraguay 52.3%, 

Guatemala City 46.2%, Macae-Rio de Janeiro-Brazil 45.0%, and Brasilia-Federal District-Brazil 

38.1%. These percentages were lower among patients in the remaining cities, in decreasing 

order: the three provinces of Panama, Department of Managua-Nicaragua, Leon-Nicaragua, and 

Montevideo-Uruguay 33.0%, 32.6%, 19.5%, and 17.3%, respectively.     
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Table 18.   Educational levels in patients in treatment centers for drug abuse and dependence, by city and country 
 

             Source: study questionnaire 
           * Some percentages do not add up to 100% due to missing data.  

Cities / Countries  Knows how 
to write 

Knows how 
to read 

Educational Level * 

 Yes 
 

Yes 
 

Never in 
school 

Primary 
incomplete 

Primary 
complete 

Secondary 
incomplete 

Secondary 
complete 

University 
incomplete 

University 
complete 

 n         % n         % n            % n           % n         % n         % n         % n         % n          % 

Brasilia, FD / Brazil 
N= 165 

148    90.7 
 

150 90.9 
 

8            4.8 60       36.4 17     10.3 17       10.3 40     24.2 17       10.3 6         3.6 

Macae, RJ / Brazil 
N= 60 

57     95.0 
 

58  96.7 
 

0            0 18       30.0 9        15.0 6         10.0 18     30.0 3           5.0 6         10.0 

Valparaiso / Chile 
N= 107 

105   98.1 
 

105 98.1 
 

2           1.8 11       11.3 5         4.7 19        17.9 34     32.0 17        16.0 17       16.0 

Parishes / Jamaica 
N=56 

56    100.0 
 

56   100.0    
 

0           0   1          1.8 2          3.6 11       19.6 20        35.7 12        21.4 10        17.9 

Leon / Nicaragua 
N= 41 

34   82.9 
 

35   85.4 
 

1      2.4 13    31.7 4        9.8 14     34.1 3       7.3 2        4.9 3        7.3 

D. Managua / 
Nicaragua 

N= 130 

123   95.3 
 

123 95.3 
 

6      4.7 19   14.7 24     18.6 38      29.5 19    14.7 10     7.8 13      10.1 

Provinces / Panama 
N= 167 

154   92.2 
 

154 92.2 
 

5      3.0 14    8.4 19     11.4 74      44.3 35    21.0 13      7.8 7          4.2 

Asuncion / Paraguay 
N= 149 

147   98.7 
 

147 98.7 
 

3     2.0 4     2.7 14     9.4 50   33.6 44   29.5 27     18.1 7        4.7 

Montevideo / Uruguay 
N= 134 

130   97.0 
 

129 96.3 
 

0       0 11    8.3 23    17.3 76   57.1 10    7.5 5       3.8 8       6.0 

Guatemala 
City/Guatemala 

N= 91 

90     98.9 
 

90    98.9 
 

0      0 13   14.3 14    15.4 21   23.1 25   27.5 13     14.3 4      4.4 
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Table 19 documents participation in the labor market. Most patients surveyed in the 

seven countries were working (self-employed or salaried).  The percentages of patients working 

by center and in decreasing order were: Guatemala City-Guatemala 51.6%, Greater Valparaiso–

Chile 51.3%, Leon-Nicaragua 51.2%, the three provinces in Panama 50.3%, the three parishes in 

Jamaica 53.6%, Montevideo-Uruguay 29.1%, Asuncion-Paraguay 34.9%, and Brasilia-Federal 

District-Brazil 38.8%.   

The second employment category mentioned most was unemployment, with the 

following percentages by center: Department of Managua-Nicaragua 49.2%, Montevideo-

Uruguay 44.8%, Leon-Nicaragua 34.1%, Asuncion-Paraguay 32.2%. 

Among the patients in Guatemala City and Asuncion-Paraguay, 15.4% and close to 

13.0%, respectively, reported that they studied and worked.  That same category was reported by 

percentages varying from 5.0 to 7.3% among patients in centers in Leon-Nicaragua, Macae-Rio 

de Janeiro-Brazil, Montevideo-Uruguay, Brasilia-Federal District-Brazil, and the three parishes 

in Jamaica.  The category for students who do not work was less frequent. It was only notable 

among the patients in parishes, Jamaica 3.6%, and three provinces of Panama 25.1%, followed 

by Asuncion-Paraguay 8.7%. In the remaining centers, less than 5.0% of patients were students 

who didn’t work.  

It is interesting that not working due to disability was mentioned by 8.3% of the patients 

participating in Macae-Rio de Janeiro-Brazil, and by 7.9% of the patients in the Federal District-

Brasilia. The “other” category was also mentioned by patients in those two cities more frequently 

than in other countries 11.3% and 23.0%, respectively.  
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Table 19.   Type of employment of patients in treatment centers for drug abuse and dependence, by city and country  
 

Cities / 
Countries  

Type of employment in last 30 days 

 Employed or 
self-employed 

Work and 
study 

Study and 
no work 

Work at home 
(housewife) 

Don’t work 
(retired) 

Don’t work 
(retired due to 

disability) 

Unemployed Don’t work 
(other 

reasons) 
 N             % n      % n         % n        % n         % N             % n             % n            % 

Brasilia, FD / 
Brazil 

N= 165 

64         38.8 10    6.1 6        3.6 2        1.2 8         4.8 13          7.9 30         18.2 38         23.0 

Macae, RJ / 
Brazil 
N= 60 

28         46.7 4     6.7 1       1.7 2        3.3 3         5.0 5            8.3 10         16.7 7           11.3 

Valparaiso / Chile 
N=109 

56         51.3 2    1.8 0        0 16       14.6 0          0 1            0.9 32         29.3 2           1.8 

Parishes / 
Jamaica 
N=56 

30       53.6 3     5.4 2       3.6 1        1.8 2        3.6 2           3.6 14           25.0 2          3.6 

Leon / Nicaragua 
N= 41 

21      51.2 3      7.3 0      0 4         9.8 0       0 0            0 14     34.1 0            0 

D. Managua / 
Nicaragua 

N= 130 

54     41.5 3      2.3 6    4.6 4        3.1 0        0 0             0 64     49.2 2         1.5 

Provinces / 
Panama 
N= 167 

84    50.3 8      4.8 42  25.1 11       6.6 2      1.2 3           1.8 2        1.2 4         2.4 

Asuncion / 
Paraguay 
N= 149 

52    34.9 19   12.8 13    8.7 7         4.7 1       0.7 2          1.3 48      32.2 5         3.4 

Montevideo / 
Uruguay 
N= 134 

39     29.1 8     6.0 5      3.7 12        9.0 2       1.5 3          2.2 60      44.8 9        6.7 

Guatemala 
City/Guatemala 

N= 91 

47     51.6 14    15.4 3     3.3 3       3.3 0         0 1         1.1 12    13.2 3        3.3 

          Source: study questionnaire.    * NR = No response. 
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Family characteristics 

Table 20 shows one aspect of the patient’s family structure based on reports regarding 

with whom the patient lives. Of the total number of patients in the seven countries, most were 

living with their families of origin.  The percentage living with their fathers and mothers was 

highest among patients in the centers in Montevideo-Uruguay 38.1% and 61.9%, Asuncion-

Paraguay 43.0% and 50.3%, the Department of Managua-Nicaragua 16.9% and 49.6%, and 

Guatemala City, Guatemala 18.7% and 39.6%.  It is notable that in these cases more of them are 

living with their mothers than with their fathers.  Other sites with lower numbers of patients 

followed in frequency: Leon-Nicaragua 17.1% and 41.5% and the parishes in Jamaica 23.2% and 

30.4%. That situation contrasts with Greater Valparaiso-Chile, Brasilia-Federal District-Brazil, 

and Macae-Rio de Janeiro-Brazil, where these figures were lower 10.0% and 22.5%; 13.3% and 

24.8%; 11.7% and 28.3%, respectively.  Having lived with one’s husband or wife in the last 

month was mentioned by percentages of patients ranging from 4.5% in Montevideo-Uruguay 

(the lowest) to 41.2% in Brasilia, FD, Brazil (the highest). This may be related to differences in 

the age structure of the different patient samples. Living with siblings was reported by 

percentages of patients ranging from 13.0% in Greater Valparaiso to 42.5%-42.3%,  Montevideo, 

Uruguay and Managua, Nicaragua respectively.  The “other family members” category also 

showed significant variation, reaching the highest value in the Brasilia, Federal District, Brazil 

41.2%, followed by the Department of Managua, Nicaragua 33.1% and Greater Valparaiso-Chile 

27.0%. A high percentage of this response was attributed to the fact of living with one’s own 

children, mentioned by 51 patients. Other responses referred primarily to grandparents, 

nieces/nephews, brothers- and sisters-in-law, and step-children.  In this category of living with 

“other family members,” the lowest percentages were obtained in Leon-Nicaragua 0%, the 

provinces in Panama 5.3%, and Guatemala City 5.5%. 

Finally, living alone also showed significant variation, reaching the highest value in 

Macae-Rio de Janeiro-Brazil 30.0%, followed by the three provinces in Panama 24.6%, Leon-

Nicaragua 24.4%, and the Department of Managua, Nicaragua 17.7%. A high percentage of this 

response was attributed to the type of care received (inpatient or therapeutic residence) which 

means that during the past month patients have been living away from their family environment. 

The lowest percentages of patients living alone were obtained in Greater Valparaíso 5.0%, 

Guatemala City 6.6%, and Brasilia-Federal District-Brazil 9.7%.   
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Table 20.   Person(s) with whom patients in treatment centers for drug abuse and dependence live, by city and country 

 

         Source: study questionnaire 
        * Some percentages do not add up to 100% due to missing data. 

Cities / Countries Persons with whom patient lives 
 Father Mother Step-

Father 
Step-

Mother 
Husband/ 

Wife 
Siblings Boyfriend/gi

rlfriend 
Another 
family 

member 

Friends Alone 

 N           % n        % n         % n          % n         % n           % n           % n           % n       % n        % 

Brasilia, FD / 
Brazil 

N= 165 

22       13.3 41   24.8 2        1.2 1         0.6 68    41.2 38      23.0 7         4.2 68       41.2 1      0.6 16       9.7 

Macae, RJ / Brazil 
N= 60 

7         11.7 17   28.3 0          0 2         3.3 12    20.0 10      16.7 2         3.3 17       10.3 1      1.7 18     30.0 

Valparaiso / Chile 
N= 

20       10.0 45   22.5 0         0 0          0 20    10.0 26       13.0 21      10.5 54       27.0 4      4.0 10       5.0 

Parishes / Jamaica 
N=56 

13      23.2 17   30.4 1     1.8 0          0 1      1.8 19     33.9 6        10.7  7        12.5 3     5.4 15     26.8 

Leon / Nicaragua 
N= 41 

7      17.1 17   41.5 3        7.3 0           0 4       9.8 13      31.7 1        2.4 0              0 1      2.4 10     24.4 

D. Managua / 
Nicaragua 

N= 130 

22    16.9 61   49.6 12     9.2 1        0.8 25   19.2 55     42.3 2        1.5 43       33.1 6     4.6 23    17.7 

Provinces / 
Panama 
N= 167 

27   16.2 62   37.1 5       3.0 1        0.6 23   13.8 42      25.1 0        0 9          5.3 7     4.2 41    24.6 

Asuncion / 
Paraguay 
N= 149 

64    43.0 75   50.3 3       2.0 1      0.7 18    12.2 54     36.2 13      8.7 19       12.8 1     0.7 16    10.7 

Montevideo / 
Uruguay 
N= 134 

51    38.1 83  61.9 6      4.5 3      2.2 6      4.5 57      42.5 8        6.0 26       19.4 5      3.7 16    11.9 

Guatemala 
City/Guatemala 

N= 91 

17    18.7 36   39.6 2     2.2 2     2.2 25    27.5 15     16.5 2       2.2 5        5.5 4      4.4 6      6.6 
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Table 21 shows where patients in treatments centers lived in the last 30 days. Of the total 

number of patients in the seven countries, the highest percentage reported having lived with their 

family of origin, followed by in their own home and in a rented home. 

Having lived with one’s family of origin (with a parent, siblings, and other relatives) was 

reported most frequently by the patients in Montevideo-Uruguay, the Department of Managua-

Nicaragua, Asuncion-Paraguay, and Leon-Nicaragua, where more than half of the participants 

lived with their families of origin 64.9%, 61.5%, 61.1%, and 53.7%, respectively. 

In contrast, living in one’s own home (usually with the family formed by the patient) was 

reported more frequently by patients in the centers in Brasilia-Federal District-Brazil 35.2%, 

followed by Macae-Rio de Janeiro-Brazil 35.0%, Asuncion-Paraguay 24.8%, and Greater 

Valparaiso-Chile 23.4%. 

Of the remaining variables, it is worth emphasizing that living in a rented home was 

reported more often by patients in centers in Greater Valparaiso-Chile 22.5%, Guatemala City 

18.7%, and Macae-Rio de Janeiro-Brazil 15.0%. This was followed by reports from patients in 

centers in Asunción-Paraguay and the provinces studied in Panama with percentages close to 

11.0%. Living in a rented room or boarding house was noted by a higher percentage of patients 

in the parishes of Jamaica 5.4%. However, this estimate was based on a limited number of 

participants. 

Living on the street was reported by patients in the centers in the Central American 

countries and in Montevideo-Uruguay. Between 14.6% and 20.0% reported this situation among 

the participants in the cities of Managua, Nicaragua, Montevideo, Uruguay, Leon, and 

Nicaragua, and in the three provinces in Panama.  In contrast, there were countries where the 

percentage of patients living in the streets was low: Brasilia-FD-Brazil and Greater Valparaiso, 

Chile 0%, Asuncion–Paraguay 1.3%, Macae-RJ-Brazil 5.0%, and Guatemala City 5.5%.  

Similarly, living in shelters, refuges, and other institutions was mentioned more often by patients 

in Leon-Nicaragua and the three provinces in Panama percentages ranging from 8.0% to 10.0%. 
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Table 21.   Places where patients in treatment centers for drug abuse and dependence lived in the last 30 days, by city and country 

 
Cities / Countries Places where they lived 

 In home of 
family of 

origin 

In my own 
home 

(owner) 

At home 
(rental) 

Rented room Shelter, 
refuge 

Invaded 
areas/settlement 

In the street 
(Homeless) 

Other 

 n             % N          % n         % n        % n                % n          % N         % n          % 
Brasilia, FD / Brazil 

N= 165 
68         41.2 58        35.2 22    3.3 6       3.6 3              1.8 1          0.6 0             0 9        5.4 

Macae, RJ / Brazil 
N= 60 

23        38.3 
 

21        35.0 9      15.0 1       1.7 2               3.3 0            0 3          5.0 1        1.7 

Valparaiso / Chile 
N= 

41        36.9 26       23.4 25   22.5 3       2.7 2               1.8 13        11.7 0            0 0           0 

Parishes / Jamaica 
N=56 

28      50.9 7     12.7 7     12.7 3      5.5 1              1.8 1          1.8 6         10.9 1        1.8 

Leon / Nicaragua 
N= 41 

22       53.7 3         7.3 1        2.4 1       2.4 4               9.8 2          4.9 8         19.5 2        4.8 

D. Managua / 
Nicaragua 

N= 130 

80       61.5 12       9.2 9       6.9 1     0.8 6              4.6 0            0 19       14.6 3        2.3 

Provinces / Panama 
N= 167 

70      41.9 28      16.8 18   10.8 2     1.2 14            8.4 8          4.8 28        16.8 0           0 

Asuncion / Paraguay 
N= 149 

91      61.1 37    24.8 17   11.4 0        0 2              1.3 0             0 2         1.3 0           0 

Montevideo / 
Uruguay 
N= 134 

87      64.9 15    11.2 4      3.0 4     3.0 6              4.5 8           6.0 21        15.7 5        5.7 

Guatemala City 
/Guatemala 

N= 91 

40      44.0 17    18.7 17    18.7 0       0 4             4.4 1           1.1 5        5.5 7       7.7 

         Source: study questionnaire 
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Drug Use Problems and Mental Health 
 

Alcohol and drug use, abuse, and dependence 

Table 22 shows that patients reported very different histories regarding their treatment for 

problems related to alcohol and drug use, abuse, and dependence. In the Federal District-

Brasília-Brazil alone, more than half said they had received no prior treatment 53.0%.  At other 

sites, this percentage was significant, between 40.0% and 30.0%, in decreasing order in Macaé-

Rio de Janeiro-Brazil, Asuncion-Paraguay, the Greater Valparaiso-Chile, and Montevideo-

Uruguay. There were no reports of a total absence of prior treatment in the three provinces in 

Panama only. 

A history of being treated once before was mentioned most often by patients in the three 

provinces in Panama 62.7%, followed by Leon-Nicaragua 36.6%, the Greater Valparaíso-Chile 

31.7%, and Asuncion-Paraguay (0.9%.  A history of being treated more than once before was 

reported by a significant percentage 61.0% in Guatemala City-Guatemala, and by close to half of 

the patients in León and the Department of Managua, Nicaragua about 46.0%, followed by 

Montevideo-Uruguay 44.3%, and in the three provinces in Panama 37.3%.  In the remaining 

sites, that percentage corresponded to less than one-third of the patients, and was least reported 

in Asuncion-Paraguay 25.5%.    

 

Table 22.   Prior treatment for alcohol and drugs among patients in treatment centers for drug 
abuse and dependence, by city and country 
 

Cities / Countries Number of times treated 
 None Once More than once Don’t 

know 
NR 

 n         % n     % n         % n         % n         % 
Brasília, FD / Brazil 
N= 164 

87   53.0 32   19.5 43       26.0 1       0.6 1      0.6 

Macae, RJ / Brazil 
N= 59 

23   39.0 17    28.8 19       32.3 0         0 0        0 

Valparaiso / Chile  
N= 107 

37   34.6 34    31.7 32       30.0 0         0 4      3.7 

Parishes / Jamaica 
N=56 

23   41.1 14    25.0 17       30.4      2    3.6 0        0 

Leon / Nicaragua 
N=  41 

3       7.3 15    36.6 19       46.3 1       2.4 3      7.3 

D. Managua / Nicaragua 
N= 129 

42    2.6 29    22.4 58       45.0 0         0 0        0 

Provinces / Panama 
N= 161 

0         0 101   62.7 60       37.3 0        0 0        0 

Asuncion / Paraguay 
N= 149 
 

56   37.6 46    30.9 38       25.5 7       4.7 2      1.3 

Montevideo / Uruguay 
N= 133 

42   31.6 27    20.3 59       44.3 3       2.3 2      1.5 

Guatemala City /Guatemala  
N= 91 

11   12.2 20    22.2 55       61.0 3       3.3 1      1.1 

Source: study questionnaire 
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Table 23 shows the types of care previously received for drug abuse/dependence. 

Outpatient services were most frequently used or offered by institutions in which the patients 

received previous treatment, ranging from 40.2% of patients in Greater Valparaiso-Chile to 7.7% 

of those in Managua-Nicaragua. In Montevideo and Brasilia-Federal District-Brazil, close to 

one-third of the sample reported this type of treatment. 

Prior use of specialized inpatient units for alcohol and drug treatment was frequent, 

ranging from 35.0% in Macae-Rio de Janeiro-Brazil to 2.3% in the Department of Managua. 

Also notable was the Federal District-Brasilia 29.7%, followed by Asuncion-Paraguay and 

Montevideo-Uruguay, with percentages between 15.0% and 17.0% reporting the use of this type 

of service. 

In order of frequency, the use of self-help services (like Alcoholics Anonymous and 

Narcotics Anonymous) was reported more often by patients in Guatemala City 28.6%, in 

Brasilia-Federal District and Macae-Rio de Janeiro, in Brazil, with percentages close to 26.0%, 

followed by León-Nicaragua and Montevideo-Uruguay close to 17.0% in each city.   

Detox units were most often reported by patients in Asunción-Paraguay and the Federal 

District-Brasilia 23.5% and 21.8%, respectively. Residential services were reported most often 

by patients in Montevideo-Uruguay 22.4%, followed by Guatemala City, Greater Valparaiso and 

Leon-Nicaragua between 14.0 and 15.4%.  Psychiatric units were reported by 21.8% of the 

patients being treated in the Federal District-Brasilia, Brazil followed by 17.2% of those in 

Montevideo-Uruguay, and close to 10.0% of the participants in Macae-Rio de Janeiro-Brazil, 

Guatemala City, and the Metropolitan Region of Valparaiso-Chile.   

More than 60.0% of the patients participating in Panama and close to half of the patients 

in Leon-Nicaragua and Asuncion-Paraguay reported not having received any of the types of care 

mentioned.   



67 
 

      Table 23.   Types of care received for drug abuse prior to current treatment among patients in treatment centers for drug abuse  dependence, 
by city and country  

 
 

    Source: study questionnaire 
    * UIETD = Specialized inpatient unit for treatment of alcohol and drugs. 

 
 
 

Cities / Countries  Types of care received 
 Outpatient 

treatment 
SIUAD* Residential 

services 
Daycare 

(Day Clinic) 
Self-help 

 (AA, NA) 
Detox unit Psychiatric 

unit 
None 

 n           % n              
% 

N             % N              % n               % n                % n           % n         % 

Brasilia, FD / Brazil 
N= 165 

54      32.7 49       29.7 5            3.0 9            5.5 43          26.1 36            21.8 36       21.8 73     44.2 

Macae, RJ / Brazil 
N= 60 

15      25.0 21        35.0 3            5.0 4            6.7 16          26.7 6              10.0 6         10.0 22     36.7 

Valparaiso / Chile 
N= 107 

43      40.2 14        13.1 15         14.0 6            5.6 5              4.7 13             12.1 11        10.2 35     32.8 

Parishes / Jamaica 
N=56 

2       3.6 3         5.4 23          41.1 0               0 4              7.1 6              10.7 3          5.4 23       4.1 

Leon / Nicaragua 
N= 41 

6      14.6   5        12.2 6          14.6 3           7.3 7            17.1 2              4.9 2           4.9 20     48.8 

D. Managua / 
Nicaragua 

N= 130 

10       7.7 3         2.3 5            3.8 4            3.1  44           3.8 9              6.9 4          3.1 54     41.5 

Provinces / Panama 
N= 167 

17     10.2 14       8.4 9            5.4 5            3.0 19           11.4 6              3.6 12        7.2 102   61.1 

Asuncion / Paraguay 
N= 149 

26      17.4 25        16.8 11          7.4 2            1.3 18            12.1 35           23.5 5           3.4 70     47.0 
 

Montevideo / 
Uruguay 
N= 134 

45      33.6 21        15.7 30           22.4 10         7.5 23            17.2 7               5.2 26        17.2 40     29.9 

Guatemala 
City/Guatemala 

N= 91 

13      14.3 10       11.0 14           15.4 6         6.6 26            28.6 16             
17.6 

9          9 .9 32     35.2 
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Table 24 contains data on the first substance for which the patient sought care, according 

to the patient. Alcoholic beverages were mentioned by nearly 70.0% of the patients in the 

Department of Managua-Nicaragua and Brasilia-Federal District-Brazil, followed by Macae-Rio 

de Janeiro-Brazil 53.3%, Guatemala City-Guatemala 52.8%, Asuncion-Paraguay 39.6%, Leon-

Nicaragua 36.6%,  and Montevideo-Uruguay 3.0%. 

Marijuana was mentioned by 34.7% and 32.2% of the patients in treatment centers in the 

three provinces in Panama and in Asunción-Paraguay, respectively, followed by 30.4% of those 

in the three parishes in Jamaica.  In the treatment centers in Nicaragua, it was mentioned by 

17.1% by the participants in Leon, Nicaragua, and 12.3% by the participants in the Department 

of Managua, and 13.5% in Guatemala, City. Marijuana was mentioned least often in Macae-Rio 

de Janeiro-Brazil 5.0%. 

Crack use (rock cocaine with other substances) was reported by the following 

percentages of patients by center: Leon-Nicaragua 43.9%, and Guatemala City-Guatemala 

21.3%. In the case of the three parishes in Jamaica, reported crack use was 7.1%. However, a 

combination crack/cocaine use 28.6% was also reported by patients.    

Powder cocaine was reported by close to one-fourth of the patients in Greater Valparaiso-

Chile, Macae-Rio de Janeiro-Brazil, and the three provinces in Panama. This was followed by 

participants in the three parishes in Jamaica 16.1%, in the centers in Montevideo-Uruguay 

15.7%, Asuncion-Paraguay 11.4%, and Guatemala City 9.0%.  Cocaine was mentioned least in 

Leo-Nicaragua, where no one referred to this drug as the most important substance, followed by 

patients in Brasilia-Federal District-Brazil and the Department of Managua-Nicaragua (from 

4.2% to 5.4% respectively.  

Cocaine base paste was the drug that showed the greatest disparities.  It was mentioned as 

the most important substance by 71.6% of the patients in Montevideo-Uruguay, followed by the 

patients in Greater Valparaíso-Chile 40.2%, and by only 4.8% of the patients in Brasilia-Federal 

District-Brazil. It is worth emphasizing that no patient in the seven other sites referred to this 

drug. 

Regarding methods of consumption, by mouth was mentioned often, as expected, given 

the use of alcohol.  Smoking drugs was reported by more than half of the patients in Montevideo-

Uruguay, Leon-Nicaragua, the three provinces in Panama 82.8%, 61.0%, and 54.5%, 

respectively and by close to half of those in Asunción-Paraguay and Greater Valparaiso-Chile. 
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Broadly speaking, those percentages correspond to the total reported for marijuana, crack, and 

cocaine base paste. 

 

Inhaled drugs were reported by a maximum of 25.0% of the patients in Macae-Rio de 

Janeiro-Brazil, and by only 2.4% of those in Leon-Nicaragua.  The patients in Greater 

Valparaiso-Chile and the three provinces in Panama showed percentages representing close to 

one-fifth of the respective study populations 21.5% and 19.8%, respectively. 

Injection was the least used method and was reported by only 3.0% of the patients in 

Montevideo-Uruguay.  
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Table 24.   Main drug for which care was sought and method used by patients in treatment centers for drug abuse and dependence, by 
   city and country  

 
Cities / 

Countries 
Main drug Method used 

 Alcohol Marijuana Crack  Base paste Cocaine By mouth Smoked Inhaled Injected 
 n          % N             % n           % n         % n         % n             % n            % n             % n           % 

Brasilia, FD / 
Brazil. N= 165 

114     69.1 11          6.7    25        15.2 8           4.8 7         4.2 114       
69.1 

43       26.1 7            4.2 0             0 

Macae, RJ / 
Brazil.  N=60 

32       53.3 3           5.0     9        15.0 0             0 15     25.0 33          
55.0 

12       20.0 15        25.0 0             0 

Valparaiso / 
Chile. N=107 

25       23.4 6           5.6 0            0 43        40.2 27     25.2 32          
29.9 

51       47.7 23        21.5 0             0 

Parishes / 
Jamaica   N=56 

9        16.1 17         30.4 4       7.1 0            0 9      16.1  10          
17.9 

46       82.1 0               0   0             0 

Leon / Nic.  N=41 15       36.6 7          17.1 18       43.9 0            0 0          0 15         
36.6 

25       61.0 1            2.4 0              0 

Managua / Nic. 
N= 130 

92       70.8 16        12.3 15       11.5 0            0 7        5.4 92         
71.9 

32      25.0 4           3.1 0             0 

Panama / Pan.  
N= 167 

40       24.0 58      34.7 24      14.4 0           0 40     24.0 41         
24.6 

91       54.5 33        19.8 0             0 

Asuncion / Parag. 
N= 149 

59       39.6 48      32.2 24      16.1 0           0 17     11.4 58          
38.9 

72      48.3 19        12.8 0             0 

Montevideo / 
Urug. N= 134 

4         3.0 9          6.7 3        2.2 96      71.6 21     15.7 2           
1.5 

111       
82.8 

16        11.9 4          3.0 

Guatemala 
City/Guatemala 
N= 91 

47      52.8 12        13.5 19      21.3 0         0 8       9.0 47          
51.6 

36        39.6 8         8.8 0             0 

              Source: study questionnaire 
             *In the case of the parishes of Jamaica a combination of crack/cocaine usage of 28.6% (n=16) was reported. This may account for use of cocaine and crack beyond the data presented  
              in the table. 
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Tables 25 and 26 show data on the second and third substance for which patients sought 

care in alcohol and drug treatment centers.  Alcohol was mentioned as the second drug by patient 

percentages ranging from 8.1% lowest percentage found in Asuncion, Paraguay to 34.0% highest 

percentage in Macae-Rio de Janeiro-Brazil.  In the remaining sites, the percentages ranged 

between 10.0% and 30.2%. 

With respect to marijuana, the highest percentage of patients mentioning it as their 

second most important drug occurred in the Department of Managua, Nicaragua 37.0%, followed 

by Brasilia-Federal District-Brazil 28.3%, the three parishes of Jamaica 26.8%, Leon-Nicaragua 

24.4%, Macae-Rio de Janeiro-Brazil 21.9%, and Guatemala City 20.8%.  The remaining sites 

reported between 10.0% and 20.0% and the lowest percentage was found in the three provinces 

of Panama close to 14.0%. 

Crack was mentioned as the second drug by patient percentages that varied between zero 

in the Greater Valparaiso-Chile and 41.3% Department of Managua-Nicaragua.  However, in 

comparison with marijuana and alcohol, most patients in the remaining sites showed lower 

percentages, between 7.0% and 20.8%. 

Cocaine base paste was mentioned as the second drug by 15.0% of the patients in 

Brasilia-Federal District-Brazil, followed by those in Montevideo-Uruguay and the Greater 

Valparaiso-Chile 11.1% and 10.3%, respectively.  Few patients, representing less than 2.5%, 

reported this drug in Panama and Asuncion.  No patient mentioned base paste in the Department 

of Managua and in Leon, Nicaragua, in the three parishes in Jamaica, in Guatemala City, or in 

Macaé-Rio de Janeiro-Brazil. 

Powder cocaine was mentioned as the second drug by patient percentages that ranged 

between 3.64% three parishes in Jamaica and 26.7% Brasilia-Federal District-Brazil.  In three 

provinces of Panama, Greater Valparaíso, Guatemala City, a percentage between 21.5% and 

24.5% mentioned this drug as second most important, and the remaining sites reported 

percentages between 7.0% and 17.0%. 
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Table 25.   Second drug for which patients sought care in treatment centers for drug abuse and 
dependence, by city and country 

  
 

Cities / Countries 
Second Drug 

 Alcohol Marijuana Crack  Base paste Cocaine 
 n             % n                 % n            

% 
n            % n           % 

Brasilia, FD / Brazil 
N= 165 

12       20.0 17         28.3 6        10.0 9       15.0 16      26.7 

Macae, RJ / Brazil 
N= 60 

11       34.0 7          21.9 4        12.5 0            0 4       12.5 

Valparaiso / Chile  
N= 107 

19       17.8 19          17.8 0            0 11       10.3 23      21.5 

Parishes / Jamaica 
N= 56 

13      23.2 15          26.8 1            1.8 0           0 1        1.8 

Leon / Nicaragua 
N= 41 

9       22.2 10         24.4 5        12.2 0            0 3          7.3 

D. Managua / Nicaragua 
N= 130 

10       10.9 34         37.0 38      41.3 0           0 10       10.9 

Provinces / Panama 
N= 167 

31       18.6 23         13.8 12       7.2 4         2.4 38      22.8 

Asuncion / Paraguay 
N= 149 

12         8.1 25         16.8 28      18.8 1         0.7 16      10.7 

Montevideo / Uruguay 
N= 134 

26     20.6 19          15.1 0             0 14       11.1 21      16.7 

Guatemala  
City/Guatemala 
N= 91 

16     30.2 11          20.8 11        20.8 0           0 13      24.5 

Source: study questionnaire 
 

Table 26 shows that with respect to the third substance for which patients sought care in 

treatment centers for alcohol and drugs, alcohol was mentioned by 37.5% of the patients in 

Guatemala City and by close to one-fourth of the patients in the centers in Brasilia-Federal 

District-Brazil 25.0% and Leon-Nicaragua 24.4%.  In the remaining sites these percentages were 

between 10.0% and 20.0% with the exception of Asuncion-Paraguay, where only four patients 

2.7% mentioned it.  

With respect to marijuana as the third most important drug, there were notable 

percentages among the patients in the centers in Macae-Rio de Janeiro-Brazil 35.3%, the 

Department of Managua, Nicaragua 26.4%, and Guatemala City 25.0%.  In the three parishes in 

Jamaica, Brasilia-Federal District-Brazil, and Montevideo, the percentages were between 10.0% 

and 20.0%.  Leon-Nicaragua, three provinces in Panama, and Asuncion-Paraguay were the sites 

where less than 10.0% of the patients mentioned marijuana as their third drug 9.8%, 4.8%, and 

2.7%, respectively.  

Crack was mentioned as the third drug by patient percentages that varied between zero in 

Greater Valparaiso-Chile and in Montevideo-Uruguay and 34.7% in the Department of 
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Managua-Nicaragua. In Brasilia-Federal District-Brazil, 22.5% referred to this drug. The 

percentages were lower in the remaining sites, between close to 3.6% and 18.1%. 

Cocaine base paste was mentioned as the third drug by 5.9% of the patients in 

Montevideo, 5.0% of those in Brasilia, 3.7% in Valparaiso, 2.5% in Guatemala City, and 0.6% in 

the three provinces in Panama.  In the remaining sites, no patients reported base paste as their 

third most important drug. 

In contrast, powder cocaine was mentioned as the third drug by nearly one-fourth of the 

patients in Brasilia-Federal District and Macae-Rio de Janeiro-Brazil 25.0% and 23.5%, 

respectively, followed by the Department of Managua-Nicaragua, the three provinces in Panama, 

Asuncion-Paraguay, and Guatemala City 18.1%, 11.4%, 10.1%, and 10.0%, respectively.  Less 

than 10.0% of the patients in Valparaiso, Leon-Nicaragua, and Montevideo mentioned powder 

cocaine as their third drug and no patients mentioned it in the three parishes in Jamaica. 

 
Table 26.   Third drug for which patients sought care in treatment centers for drug abuse and 

dependence, by city and country 
Cities / Countries Third Drug 

 Alcohol Marijuana Crack   Base paste Cocaine 
 n          % n             % n           % n            % n              % 

Brasilia, FD / Brazil 
N= 165 

10      25.0 8          20.0 9        22.5 2        5.0 10      25.0 

Macae, RJ / Brazil 
N= 60 

3        17.6 6          35.3 1           5.9 0          0 4        23.5 

Valparaiso / Chile  
N= 107 

13       12.1 20        18.7 0             0 4        3.7 8         7.5 

Parishes / Jamaica 
N= 56 

5         8.9 6           10.7 2          3.6 0           0 1         1.8 

Leon / Nicaragua 
N= 41 

10      24.4 4           9.8 3          7.3 0           0 1         2.4 

D. Managua / Nicaragua 
N= 130 

11       15.3 19        26.4 25       34.7 0            0 13        18.1 

Provinces / Panama 
N= 167 

26      15.7 8            4.8 30       18.1 1         0.6 19        11.4 

Asuncion / Paraguay 
N= 149 

4          2.7 4            2.7 7         4.7 0            0 15        10.1 

Montevideo / Uruguay 
N= 134 

17       14.3 15          12.6 0           0 7         5.9 8          6.7 

Guatemala City 
/Guatemala 
N= 91 

15       37.5 10          25.0 6      15.0 1        2.5 4        10.0 

Source: study questionnaire.     
 
 

Table 27 shows the distribution of the ages at which patients began to use some 

psychotropic substance, as reported by the patients. Initial drug use was generally in adolescence.  

Regarding the principal drug leading to treatment, the minimum age reported was in 

Brasília-FD-Brazil and Panama 6 years)and the maximum age was found in treatment centers in 
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the Department of Managua-Nicaragua 54 years.  Means and averages were sometimes separated 

due to the abnormal distribution of the variable.  On this same point, the minimum mean for 

starting drug use was most frequently 15 years in centers in the two sites in Nicaragua.  The 

maximum median was founded in the parishes in Jamaica 19.5 years followed by the centers in 

Greater Valparaíso-Chile 19 years. 

With respect to alcohol, recall that it can also be the principal drug.  The minimum 

starting age was reported in Brasilia-FD-Brazil 6 years and the maximum was reported in 

Montevideo 11 years.  The minimum median age when use of alcohol started was 15 in centers 

in Nicaragua, Jamaica, and in the city of Montevideo-Uruguay.  The maximum median was 

found in Asuncion-Paraguay 17 years. 

With respect to the age at which the use of other illegal drugs started, the minimum age 

was recorded in Brasilia-FD-Brazil, Montevideo-Uruguay, and Leon-Nicaragua 7 years.  The 

maximum age at which use started was reported in patients in Guatemala City and the provinces 

in Panama 11 years.  The minimum median age when starting to use other drugs was age 15 in 

centers in Montevideo-Uruguay and Leon-Nicaragua.  The maximum median starting age was 

found in the provinces in Panama 18 years.   
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      Table 27.   Age when use of alcohol and/or drugs started in patients who sought care in treatment centers for drug abuse and dependence, 

 by city and country  
 

Cities / 
Countries 

Age when started to use the 
most important drug 

Age when started to use alcohol Age when started to use other drugs  

 Average Median Minimum 
age 

Maximum 
age 

Average Median Minimum 
age 

Maximum 
age 

Average Median 

Brasilia, FD / 
Brazil 
N= 165 

18.48 17.00 06 40 16.33 16.00 07 41 18.43 16.00 

Macae, RJ / 
Brazil 
N= 60 

18.35 17.00 07 50 16.20 16.00 09 35 18.30 17.00 

Valparaiso / Chile  
N= 107 

21.35 19.00 07 50 16.93 16.00 08 44 18.19 17.00 

Parishes / 
Jamaica 
N= 56 

20.39 19.50 08 30 16.23 15.00 08 37 19.32 17.00 

Leon / Nicaragua 
N= 41 

16.40 15.00 07 35 16.02 15.00 07 45 16.65 15.00 

Managua / 
Nicaragua 
N= 130 

16.92 15.00 08 47 16.50 15.00 10 54 18.07 17.00 

Panama / Panama 
N= 167 

18.50 17.00 09 45 17.72 16.00 11 50 19.91 18.00 

Asuncion / 
Paraguay 
N= 149 

18.43 18.00 08 49 18.25 17.00 08 52 17.40 17.00 

Montevideo / 
Uruguay 
N= 134 

18.04 17.00 11 28 15.15 15.00 07 32 15.72 15.00 

Guatemala 
City/Guatemala 
N= 91 

18.17 17.00 08 43 17.56 16.00 11 31 17.25 17.00 
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Table 28 provides information on alcohol and marijuana use in the last 30 days prior to 

starting the current treatment. The substance mentioned most was alcohol. Marijuana use was 

reported in the Parishes in Jamaica 67.9%, followed by descending figures from Montevideo-

Uruguay, Leon-Nicaragua, Managua-Nicaragua, Panama, Greater Valparaiso-Chile, and 

Asuncion-Paraguay that range from 46.3% and 59.0%. 

 

Table 28. Alcohol and marijuana use in the last 30 days prior to start of current treatment by 
patients who sought care in treatment centers for drug abuse and dependence, by 
city and country  

 
Cities / Countries Alcohol Marijuana 

 Yes Yes 

 n            % n            % 

Brasilia, FD / Brazil 
N=  165 

139         84,2 
 

53             32,1 
 

Macae, RJ / Brazil 
N= 60 

55           91,7 
 

21             35,0 
 

Valparaiso / Chile  
N= 107 

79           73,8 
 

51             47,7 
 

Parishes / Jamaica 
N=56 

40           71,4 
 

38             67,9 
 

Leon / Nicaragua 
N= 41 

80           59,7 
 

78             58,2 
 

D. Managua / Nicaragua 
N= 130 

116         89,2 
 

72             55,4 
 

Provinces / Panama 
N= 167 

119         71,3 
 

90             53,9 
 

Asuncion / Paraguay 
N= 149 

135         90,6 
 

69             46,3 
 

Montevideo / Uruguay 
N= 134 

81           60,4 
 

79             59,0 
 

Guatemala City/ Guatemala 
N= 91 

71           78,0 
 

34             37,4 
 

Source: study questionnaire 
 

 

Table 29 summarizes the information on the use of various forms of cocaine, from the 

purest form (powder), to crack, to base paste (basuco-merla), in the last 30 days prior to 

beginning the current treatment. The distribution by city and country shows great disparities.  

Overall, crack was the form of cocaine use mentioned most and the highest percentages of 

patients reporting use occurred in the cities of Nicaragua 64.6% and 53.7% in the Department of 

Managua and in the city of León, respectively.  In decreasing order, the parishes in Jamaica 

44.6%, the three provinces in Panama 40.7%, Asuncion-Paraguay 36.9%, Guatemala City 

36.3%, and the cities in Brazil with percentages ranging between 23.0% and 27.0% stand out.  



 

 77  

The lowest percentage was reported by participants in Montevideo, Uruguay and  Greater 

Valparaiso, Chile less than 2.0%.   

In general terms, the second most mentioned form of cocaine use was cocaine powder, 

and the highest percentages of patients reporting use in the last 30 days prior to treatment 

occurred in the cities of Panama and in Greater Valparaiso-Chile 62.3% and 50.5%, respectively.  

In decreasing order, Macae-Rio de Janeiro-Brazil 41.7%, the Department of Managua-Nicaragua 

38.5%, and the parishes in Jamaica 35.7% are notable. 

The third most often mentioned form of cocaine use was base paste.  Although there was 

a significant percentage of patients reporting this use in Montevideo, Uruguay  73.9%, and by 

Greater Valparaíso-Chile 46.7%, that percentage falls to levels of 14.0% to 16.0% in the three 

provinces in Panama and in Brasilia-Federal District-Brazil.   

 
Table 29. Use of some type of cocaine in the last 30 days prior to beginning the current 

treatment by patients who sought care in treatment centers for drug abuse and 
dependence, by city and country.  

 
Cities / Countries Powder cocaine Base paste Crack 

 Yes Yes Yes 
 n           % n            % n           % 

Brasilia, FD / Brazil 
N= 165 

38          23.0 
 

26        15.8 
 

39       23.6 
 

Macae, RJ / Brazil 
N= 60 

25          41.7 
 

5           8.3 
 

16       26.7 
 

Valparaiso / Chile  
N= 107 

54          50.5 
 

50        46.7 
 

2           1.9 
 

Parishes / Jamaica 
N=56 

20          35.7 
 

1           1.8 
 

25       44.6 
 

Leon / Nicaragua 
N= 41 

8            19.5 
 

3          7.3 
 

22       53.7 
 

Managua / Nicaragua 
N= 130 

50          38.5 
 

12          9.2 
 

84      64.6 
 

Provinces / Panama 
N= 167 

104        62.3 
 

24        14.4 
 

68       40.7 
 

Asuncion / Paraguay 
N= 149 

46          30.9 
 

6           4.0 
 

55       36.9 
 

Montevideo / Uruguay 
N= 134 

43          32.1 
 

99        73.9 
 

1           0.7 
 

Guatemala 
City/Guatemala 
N= 91 

25          27.5 
 

3           3.3 
 

33        36.3 
 

Source: study questionnaire 
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Table 30 shows reported use of barbiturates, benzodiazepines, other prescription 

medications, and inhalants in the 30 days prior to the current treatment. Generally these drugs 

were used less.  

In terms of prescription medication, some patients may have reported medications they 

were taking for treatment purposes and were not abusing or misusing.  The minimum percentage 

among the sites with more than 100 participants was recorded in Asuncion-Paraguay 2.7%.  The 

maximum percentage was recorded in the treatment center in Montevideo-Uruguay 19.4%, 

followed by Brasilia-Federal District-Brazil, the Department of Managua-Nicaragua, and Greater 

Valparaíso-Chile ~6.5%.   
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         Table 30.   Use of hypnotics, sedatives, prescription medications, and inhalants in the last 30 days prior to the current  
   treatment by patients who sought care in treatment centers for drug abuse and dependence, by city and country 

 
 

                          Source: study questionnaire.     
                          * NR = No response. 

Cities / Countries Hypnotics and Sedatives 
 Barbiturates Benzodiazepines 

Prescription medication Inhalants 

 Yes Yes Yes Yes 
 n            % n            % n            % n            % 

Brasilia, FD / Brazil 
N= 165 

2        1.2 
 
 

12      7.3 
 
 

11      6.7 
 
 

16     9.7 
 
 

Macae, RJ / Brazil 
N= 60 

3       5.0 
 
 

7      11.7 
 
 

8       13.3 
 
 

10   16.7 
 
 

Valparaiso / Chile  
N= 107 

2      1.9 
 

15    14.0 
 

7       6.5 
 

4      3.7 
 

Parishes / Jamaica 
N= 56 

2      3.6 
 

1       1.8 
 

4       7.1 
 

1      1.8 
 

Leon / Nicaragua 
N= 41 

3       7.3 
 

1       2.4 
 

3       7.3 
 

10    24.4 
 

Managua / Nicaragua 
N= 130 

3       2.3 
 

7       5.4 
 

9       6.9 
 

19   14.6 
 

Panama / Panama 
N= 167 

6       3.6 
 

6       3.6 
 

6        3.6 
 

7     4.2 
 

Asuncion / Paraguay 
N= 149 

1      0.7 
 

11     7.4 
 

4       2.7 
 

5       3.4 
 

Montevideo / Uruguay 
N= 134 

6      4.5 
 

22     16.4 
 

26      19.4 
 

18    13.4 
 

Guatemala 
City/Guatemala 
N= 91 

1      1.1 
 

5     5.5 
 

6       6.6 
 

13    14.3 
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Table 31 shows the use of amphetamine-type stimulants and hallucinogens in the last 30 

days prior to the current treatment. Regarding amphetamines, the maximum percentages in sites 

with good sample sizes corresponded to patients in Greater Valparaiso 12.1%, followed by the 

Department of Managua-Nicaragua 4.6%.  As can be seen, the percentages were generally small. 

Methamphetamines, for which some countries note the entry of ecstasy, again recorded 

low percentages for use in the centers in Brasilia-FD-Brazil 1.8%. In contrast, in Greater 

Valparaiso-Chile that percentage reached 5.6%, followed by Montevideo, Uruguay 4.5%, among 

the sites with the larger samples.  The use of other amphetamine-type stimulants was reported by 

a trifling percentage. 

With respect to the use of LSD type hallucinogens, Brasilia-FD-Brazil again recorded the 

lowest use 1.2%.  However, higher percentages did not reach 10.0%, Montevideo, Uruguay 

6.0%, Guatemala City – 4.4%, and Asuncion-Paraguay – 3.4%.  We note that the percentages in 

Leon-Nicaragua and in Macae-Rio de Janeiro-Brazil indicated higher use but were based on 

more limited study population sizes.  Other hallucinogens such as yagé extract (in Brazil, chá de 

cipó, Santo Daime) or hallucinogenic mushrooms (chá de cogumelo), were reported by only 

2.8% of the patients in the treatment center in Montevideo-Uruguay and by 3.3% of those in 

Guatemala City (N=91). 

Table 32 shows use of opioids, anabolic steroids, and other drugs in the last 30 days prior 

to starting the current treatment. Their use was generally very limited.   
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Table 31. Use of stimulants and hallucinogens in the last 30 days prior to the current treatment by patients who sought  
 care in treatment centers for drug abuse and dependence, by city and country 

 
 

 Source: study questionnaire 
 

     

Cities / Countries  Stimulants Hallucinogens 

 Amphetamines Methamphetamines 
and other derivatives 

Other stimulants LSD Other 
hallucinogens 

 Yes Yes Yes Yes Yes 
 n          % n         % n           %    n         % N          % 

Brasilia, FD / Brazil 
N= 165 

         2        1.2           3          1.8          0           0           2          1.2       1          0.6 

Macae, RJ / Brazil 
N= 60 

2       1.2 3          1.8 0          0 2         1.2 1         0.6 

Valparaiso / Chile  
N= 107 

4       6.7 
 

5          8.3 
 

1         1.7 
 

3         5.0 
 

1         1.7 

Parishes / Jamaica 
N= 56 

2    3.6 
 

3          5.4 
 

0          0 
 

3         5.4 
 

3         5.4 

Leon / Nicaragua 
N= 41 

2      3.6 
 

3          5.4 
 

0          0 
 

3         5.4 
 

2          3.6 

Managua / Nicaragua 
N= 130 

2     4.9 
 

2          4.9 
 

0          0 
 

3         7.3 
 

1         2.4 

Panama / Panama 
N= 167 

6     4.6 
 

5         3.8 
 

0          0 
 

3         2.3 
 

0           0 

Asuncion / Paraguay 
N= 149 

6      3.6 
 

6         3.6 
 

0          0 
 

3         1.8 
 

3         1.8 

Montevideo / Uruguay 
N= 134 

3      2.0 
 

4         2.7 
 

0          0 
 

5         3.4 
 

0           0 

Guatemala / 
N= 91 

3      2.2 
 

6         4.5 
 

1         0.7 
 

8         6.0 
 

4          2.8 
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Table 32.   Use of opioids and anabolic steroids in the last 30 days prior to the current treatment by patients who sought  

 care in treatment centers for drug abuse and dependence, by city and country 
 

Cities / Countries Opioids Anabolic steroids Other drugs 

 Heroine Methadone Other opioids 
 Yes Yes Yes 

 
Yes 

 
Yes 

 n         % n          % n         % n        % n        % 
Brasilia, FD / Brazil 
N= 165 

0         0 1         0.6 0          0 4         2.4 3        1.8 

Macae, RJ / Brazil 
N= 60 

1       1.7 0           0 0          0 0           0 0           0 

Valparaiso / Chile  
N= 107 

2       1.9 0           0 2        1.9 3         2.8 0          0 

Parishes / Jamaica 
N= 56 

1       1.8 1         1.8 1        1.8 0          0 1        1.8 

Leon / Nicaragua 
N= 41 

1       2.4 0           0 1        2.4 2         4.9 0           0 

Managua / Nicaragua 
N= 130 

5       3.8 0          0 0          0 1         0.8 1        0.8 

Panama / Panama 
N= 167 

3       1.8 0          0 0          0 0           0 3        1.8 

Asuncion / Paraguay 
N= 149 

1       0.7 0          0 0          0 0          0 1        0.7 

Montevideo / Uruguay 
N= 134 

1       0.7 0          0 1        0.7 5        3.7 2        1.4 

Guatemala City/Guatemala 
N= 91 

1      1.1 0         0 0          0 4        4.4 4        4.4 

       Source: study questionnaire
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Mental health problems  

Tables 33 and 34 show histories of previous mental problems detected or diagnosed by 

health professionals. Diagnoses of anxiety disorders (Table 33) showed the following 

percentages by center: parishes in Jamaica 10.7%, three provinces in Panama 18.6%, 

Montevideo-Uruguay 61.2%, and Guatemala City 49.5%. With the exception of Asuncion-

Paraguay and Leon-Nicaragua, where the values were less than 30.0% (22.1% and 29.3%, 

respectively), in the remaining sites, the percentages of patients reporting a history of anxiety 

disorder ranged from 30.0% to 40.0%: Department of Managua 30.0%; Macae-Rio de Janeiro-

Brazil 33.0%, Brasília-FD-Brazil 38.8%, and the Metropolitan Region of Valparaiso 39.3%. 

With respect to a prior diagnosis of depression (Table 33), the percentage of patients 

reporting this history varied between 16.2% (centers in the three provinces in Panama) and 

45.8%, patients in Greater Valparaíso, Chile.  Similar to what happens with the anxiety 

diagnosis, with the exception of Asunción-Paraguay and Leon-Nicaragua, where the values were 

17.4% and 24.4%, respectively, in the remaining sites the percentage of patients reporting a 

history of medically diagnosed depression varied between 30.0% and 44.2% Department of 

Managua 30.0%; Guatemala City 34.1%; Macae-Rio de Janeiro-Brazil 35.5%, Brasilia-FD-

Brazil 41.8%, and Montevideo-Uruguay 44.2%.   
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       Table 33. Anxiety and depression previously diagnosed by health professionals in patients who sought care in treatment centers  
 for drug abuse and dependence, by city and country** 

  
Cities / Countries Anxiety Depression 

 
 No Don’t know NR* Yes No Don’t know NR* Yes 
 n         % n        % n        % n        % n        % n        % n      % n         % 

 
Brasilia, FD / Brazil 
N= 165 

94      57.0 6      3.6 1        0.6 64    38.8 88     53.3 6       3.6 2      1.2 69      41.8 

Macae, RJ / Brazil 
N= 60 

40      66.7 0        0 0          0 20    33.0 39      65.0 0         0 0         0 21     35.5 

Valparaiso / Chile  
N= 107 

44      41.1 3        2.8 18      16.8 42    39.3 41     38.3 6       5.6 11     10.3 49      45.8 

Parishes / Jamaica 
N=56 

50       89.3 0          0 1          1.8 5      8.9 41     73.2 0         0 1        1.8 14       25.0 

Leon / Nicaragua 
N= 41 

25      61.0 4         9.8 0          0 12    29.3 23      56.1 8      19.5 0         0 10     24.4 

D. Managua / 
Nicaragua 
N= 130 

89      68.5 2        1.5 0          0 39    30.0 89      68.5 2      1.5 0         0 39     30.0 

Provinces / Panama 
N= 167 

126    75.4 5        3.0 5        3.0 31    18.6 128    76.6 5      3.0 7       4.2 27     16.2 

Asuncion / Paraguay 
N= 149 

102    68.5 14     9.4 0         0 33    22.1 108    72.5 15    10.1 0         0 26    17.4 

Montevideo / Uruguay 
N= 134 

44      34.1 6        4.7 0        0 79    61.2 64      49.6 7      5.4 1       0.8 57    44.2 

Guatemala City / 
Guatemala  
N= 91 

36      39.5 7       7.7 3      3.3 45    49.5 41     45.0 6     6.6 13    14.3     31     34.1 

          Source: study questionnaire 
          * NR = No response. 
          ** Percentages may not add up to 100% due to missing data.  
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Table 34 indicates that the percentage of patients reporting a history of schizophrenia was 

less than 5.0% in all the centers, with the exception of parishes in Jamaica 8.9%, Leon-Nicaragua 

9.8%, and Brasília-FD-Brazil 7.3%. 

The percentage of patients reporting a history of bipolar disorder (Table 34) was higher 

than 5% in the centers in parishes, Jamaica 8.9%, Department of Managua-Nicaragua 10.0%, 

Brasilia-FD-Brazil 8.5%, and Montevideo-Uruguay 7.4%.  
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    Table 34.   Schizophrenia and bipolar disorder previously diagnosed by health professionals in patients who sought care in treatment  
  centers for drug abuse and dependence, by city and country ** 
 

Cities / Countries Schizophrenia 
 

Bipolar Disorder 

 No Don’t know NR* Yes No Don’t know NR Yes 
 n          % n        % n        % N         % n        % n         % n      % n         % 

 
Brasilia, FD / Brazil 
N= 165 

145       87.9 6        3.6 2         1.2 
   

12       7.3 139     84.2 10     6.1 2      1.2 14       8.5 

Macae, RJ / Brazil 
N= 60 

59        98.3 0          0 0          0 1        1.7 50      83.3 2       3.3 0         0 8         3.3 

Valparaiso / Chile  
N= 107 

66        61.7 3        2.8 38      35.5 0           0 62      57.9 3       2.8 37      34.6 5         4.7 

Parishes / Jamaica 
N=56 

50         89.3 0          0 1          1.8 5     8.9 50      89.3    0         0  1        1.8 5       8.9 

Leon / Nicaragua 
N= 41 

27        65.9 10        24.4 0          0 4       9.8 27       65.9 13    31.7 0         0 1          2.4 

D. Managua / 
Nicaragua 
N= 130 

125       96.2 2        1.5 0          0 3       2.3 115     88.5 2      1.5 0         0 13        10.0 

Provinces / Panama 
N= 167 

147      88.0 6        3.6 10       6.0 4       2.4 147     88.0 7      4.2 10       6.0 3         1.8 

Asuncion / Paraguay 
N= 149 

136      91.3 13      8.7 0         0 0         0 135     91.2 13     8.8 0         0 0           0 

Montevideo / 
Uruguay 
N= 134 

108      89.3 9        7.4 1        0.8 3      2.5 102     84.3 9      7.4 1        0.8 9        7.4 

Guatemala City 
/Guatemala 
N= 91 

57      62.6 8       8.8 22      24.2    4      4.4 53      58.2 7      7.7 27      29.7 4        4.4 

       Source: study questionnaire.    
      *NR = No response. 
                   ** Percentages may not add up to 100% due to missing data.  
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Tables 35 and 36 show the percentage of patients who reported current treatment for 

mental health problems, in addition to their dependence problem. In terms of current diagnoses 

of anxiety disorders (Table 35), there was significant variation in the percentage of positive 

cases, from 5.4% in the parishes in Jamaica to 59.8% in Montevideo-Uruguay.  

With respect to a current diagnosis of depression (Table 35), the percentage of positive 

reports varied from 6.6% in the provinces in Panama to 42.4% in Brasilia, FD-Brazil. 

A significant number of patients skipped the questions referring to current treatment for 

anxiety and depression. In the case of anxiety, these figures exceeded 5% among the patients in 

Leon-Nicaragua 9.8%, Guatemala City-Guatemala 7.7%, and Greater Valparaiso-Chile 6.8%; 

while for depression, the centers that exceeded that figure were Greater Valparaiso-Chile 25.2%, 

Leon-Nicaragua 19.5%, and Guatemala City-Guatemala 12.2%.   
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Table 35. Current treatment for anxiety and depression provided by health professionals to patients who sought care in treatment 
centers for drug abuse and dependence, by city and country 

 
Cities / Countries Anxiety Depression 

 
 No Don’t know NR* Yes No Don’t know NR Yes 
 n         % n        % n        % n       % n        % n        % n       % n        % 

 
Brasilia, FD / Brazil 
N= 165 

81        49.1 3      1.8 1          0.6 80      48.5 90        54.5 3        1.8 2         1.2 70       42.4 

Macae, RJ / Brazil 
N= 60 

37         61.7 0         0 0         0 23      38.3 43        71.7 0           0 0           0 17        28.3 

Valparaiso / Chile  
N= 107 

41        38.3 0         0 18       6.8 48     44.9 50        46.7 0           0 27      25.2 30       28.0 

Parishes / Jamaica 
N=56 

52       92.9 0         0 1          1.8 3       5.4 44         78.6 0           0 1            1.8 11       19.6 

Leon / Nicaragua 
N= 41 

30        73.2 0         0 4         9.8 7         17.1 27        65.9 0           0 8         19.5 6          14.6 

D. Managua / 
Nicaragua 
N= 130 

91         70.0 0         0 0           0 39      30.0 97       74.6 0           0 0            0 33        25.4 

Provinces / Panama 
N= 167 

145       86.8 4      2.4 8        4.8 10       6.0 44       86.2 4        2.4 8         4.8 11         6.6 

Asuncion / Paraguay 
N= 149 

86        57.7 27     18.1 0          0 36       24.2 92       61.7 31      20.8 0            0 26       17.4 

Montevideo / Uruguay 
N= 134 

46        34.8 6      4.5 1         0.8 79       59.8 72      55.4 10       7.7 4         3.1 44       33.8 

Guatemala City / 
Guatemala 
N= 91 

  50       55.0 2      2.2 7         7.7 32       35.1 61      67.2 3        3.3 11       12.2 16      17.3 

         Source: study questionnaire.    * NR = No response. 
         ** Percentages may not add up to 100% due to missing data.  
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Table 36 shows a current diagnosis of schizophrenia was mentioned least in the centers in 

the various countries. The percentage of patients reporting this history ranged from zero in 

Greater Valparaíso, Chile and León-Nicaragua to the highest rate recorded 7.1% in the parishes, 

Jamaica (N=56), followed by 4.8% in Brasilia-Federal District-Brazil ( N=165). In the remaining 

sites, the percentage of patients reporting this history was less than 5.0%. 

A current diagnosis of bipolar disorder was reported by 15.0% of the patients in Macae-

Rio de Janeiro-Brazil, followed by 7.9% of those in Brasilia-FD-Brazil, and 7.1% of those in 

Montevideo-Uruguay, and parishes, Jamaica.  In the remaining sites, the percentage of patients 

reporting a history of diagnosed bipolar disorder was less than 5.0% and no cases were reported 

in León-Nicaragua. 

In terms of knowing about a current diagnosis of schizophrenia and bipolar disorder, 

close to 20.0% of the patients in Asuncion-Paraguay said they didn’t know.  Those percentages 

were 7.1% and 6.3% among the patients in Montevideo-Uruguay and lower or zero in other sites. 

A failure to answer the question was documented in 47.6% and 46.7% of the patients in 

Greater Valparaíso, Chile with respect to schizophrenia and bipolar disorder, respectively.  This 

was also reported in close to 29.3% and 31.7% of the patients in Leon-Nicaragua, respectively, 

for the same diagnoses (N=41).  In Guatemala City, no answer was recorded in 19.8% and 22.0% 

for the two disorders, respectively (N=91).  In the three provinces in Panama, 10 patients failed 

to answer the question 6.0% for each of the disorders (N=167).  In the remaining sites, that 

percentage was less than 5.0% or zero.   
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Table 36. Schizophrenia and bipolar disorder currently being treated by health professionals in patients who sought care  
 in treatment centers for drug abuse and dependence, by city and country 

 
 

Cities / Countries Schizophrenia Bipolar Disorder 
 No Don’t know NR* Yes No Don’t know NR* Yes 
 n        % n         % n        % n       % n        % n        % n       % n        % 
Brasilia, FD / 
Brazil 
N= 165 

152      92.1 3        1.8 2        1.2 8       4.8 145       87.9 6       3.6 1         0.6 13          7.9 

Macae, RJ / Brazil 
N= 60 

58       96.7 0         0 0           0 2       3.3 51         85.0 0          0 0           0 9        15.0 

Valparaiso / Chile  
N= 107 

56       52.3 0         0 51       47.6 0         0 55         51.4 0          0 50       46.7 2         1.9 

Parishes / Jamaica 
N=56 

51      91.1 0         0 1           1.8 4      7.1 51         91.1 0         0 1            1.8 4         7.1 

Leon / Nicaragua 
N= 41 

29       70.7 0         0 12        29.3 0         0 28         68.3 0          0 13        31.7 
  

0            0 

D. Managua / 
Nicaragua 
N= 130 

129       99.2 
 

0         0 0           0 1       0.8 125       96.2 0         0 0           0 5         3.8 

Provinces / Panama 
N= 167 

150     89.8 4        2.4 10       6.0 3       1.8 152       91.0 4       2.4 10        6.0 1        0.6 

Asuncion / 
Paraguay 
N= 149 

118     79.2 29     19.5 0          0 2       1.3 116       77.9 30     20.1 0          0 3        2.0 

Montevideo / 
Uruguay 
N= 134 

108     85.7 9       7.1 7        5.6 2       1.6 103       81.7 8       6.3 6         4.8 9         7.1 

Guatemala 
City/Guatemala 
N= 91 

67     73.6    4       4.4 18      19.8 2       2.2 66        72.5 4       4.4 20      22.0 1        1.1 

               Source: study questionnaire.     
              * NR = No response. 
                       ** Percentages may not add up to 100% due to missing data.  
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Psychological distress 

Table 37 summarizes the results obtained using the Kessler K-10 scale on psychological 

distress. The combined analysis of the categories of “severe” and “very severe” distress shows 

the following reporting percentages: Leon-Nicaragua 80.7%; (again noting the size of the study 

population), followed by Montevideo-Uruguay 75.8%, Guatemala City-Guatemala 71.5%, 

Brasilia-Federal District-Brazil 70.1%, and Macae-Rio de Janeiro-Brazil 61.0%. In the remaining 

sites, the frequency of these two categories of distress was less than 50%, in the following order: 

Greater Valparaiso-Chile 48.6%, the parishes of Jamaica 42.8%, the three provinces of Panama 

37.8%, and the Department of Managua-Nicaragua 33.9%. The lowest figure was reported by 

Asuncion-Paraguay 26.7%. 

 

Table 37.   Degrees of psychological distress in the last 30 days as reported by patients cared for 
in treatment centers for drug abuse and dependence, by city and country 

 

Source: study questionnaire 
 
 

 
 
 
 
 

Cities / Countries  Degree of psychological distress according to the K-10 (Kessler) scale 
 Mild 

(10-15) 
Moderate  
 (16-21) 

Severe  
(22-29) 

Very severe  
(30-50) 

 n % n % n % n % 
 

Brasilia, FD / Brazil 
N= 164 

31 
 

19.0 18 
 

10.9 51 
 

31.1 64 39.0 

Macae, RJ / Brazil 
N= 58 

10 
 

17.0 13 
 

22.0 16 
 

27.0 20 34.0 

Valparaiso / Chile  
N= 107 

22 
 

20.6 33 
 

30.8 26 
 

24.3 26 24.3 

Parishes / Jamaica 
N=56 

17 30.4 15 26.8 18 32.1 06 10.7 

Leon / Nicaragua 
N= 36 

2 
 

5.5 5 
 

13.8 9 
 

25.0 20 55.7 

D. Managua / Nicaragua    
N= 130 

56 
 

43.0 30 
 

23.1 28 
 

21.5 16 12.4 

Provinces / Panama 
N= 167 

57 
 

34.1 47 
 

28.1 31 
 

18.6 32 19.2 

Asuncion / Paraguay 
N= 149 

73 
 

49.0 36 
 

24.3 26 
 

17.3 14 
 

9.4 

Montevideo / Uruguay   
N= 128 

8 
 

6.3 23 
 

17.9 43 
 

33.6 54 42.2 

Guatemala 
City/Guatemala 
N= 81 

7 8.6 16 19.7 23 28.4 35 43.1 
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Perceived family functioning  
 

Table 38 summarizes the results of scores calculated using the Family APGAR scale on 

the presence of family dysfunction as perceived by the patients.  The highest percentages for 

patients classified as having “severely dysfunctional” family situations were as follows: 

Provinces, Panama 34.7%, Leon, Nicaragua 25.7%, and the Department of Managua-Nicaragua 

23.1%.     

 
Table 38.   Degrees of family functionality as perceived by patients cared for in treatment 

centers for drug abuse and dependence, by city and country 
  
 

Cities / Countries Degree of perceived family functionality according to Family APGAR scale  
(Smilkstein) 

 Functioning normally   
(>7) 

Moderately 
dysfunctional   (4-6) 

Severely dysfunctional 
(<3) 

 N    
% 

n % N   % 

Brasilia, FD / Brazil 
N= 161 

96 59.6 41 25.4 24 15.0 

Macae, RJ / Brazil 
N= 58 

38 65.5 11 19.0 9 15.5 

Valparaiso / Chile 
N= 107 

71 66.4 24 22.4 12 11.2 

Parishes / Jamaica 
N=56 

37 66.1 9 16.1 10 17.9 

Leon / Nicaragua 
N=  39 

21 53.8 8 20.5 10 25.7 

D. Managua / Nicaragua   
N= 130 

71 54.6 29 22.3 30 23.1 

Provinces / Panama 
N= 167 

85 50.9 24 16.2 58 34.7 

Asuncion / Paraguay 
N= 149 

104 70.0 32 21.5 13 8.5 

Montevideo / Uruguay   
N= 131 

71 54.2 34 26.0 26 19.8 

Guatemala City 
/Guatemala 

N= 90 

53 58.8 21 23.4 16  17.8 

Source: study questionnaire 
 
 

History of problems with the courts or police  

Table 39 shows history with the courts or police. The percentage of patients who reported 

such histories at some point in their lives varied from 25.5% in Asuncion-Paraguay, followed by 

38.0% in the provinces in Panama, nearly 43.0% in Guatemala City, Guatemala, 46.3% in Leon -

Nicaragua, 46.7% in Greater Valparaiso, Chile to 48.3% in Macae-RJ, Brazil.  However, these 

last three cities showed levels of history with the police and the courts close to Brasilia-FD, 
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Brazil 50.9%, and the parishes in Jamaica 53.6%. The highest percentages were seen in 

Montevideo, Uruguay 58.6% and the Department of Managua-Nicaragua 61.7%.  Deliberate 

failure to answer the question on legal problems with the police or the courts in life was 

documented in less than 5.0% of the patients in Great Valparaiso, Chile, three provinces in 

Panama, and Montevideo, Uruguay. In this respect, even with a limited number of patients, it 

was notable that 12.2% of the patients in Leon-Nicaragua chose not to answer.  There was 

missing data, i.e., people who did not put down anything (not even that they didn’t want to 

answer), not shown in Table 39, in a few cases: two patients in Managua, Nicaragua one in 

Montevideo, Uruguay and one in three provinces in Panama.  

Table 39 also records history with the courts or police in the last year. The percentage of 

patients with such histories ranged from 12.1% in Asuncion-Paraguay to a high of 48.4% in the 

centers in Managua-Nicaragua.  In the remaining sites, in ascending order, the percentages were 

Parishes, Jamaica 12.5%, Macae, RJ-Brazil 16.7%, Guatemala City, Guatemala 19.8%, three 

provinces in Panama 21.1%, and Brasilia-FD-Brazil 25.5%. In addition to Managua, Nicaragua 

where about half of the patients reported such history, the highest percentages were found in 

Montevideo, Uruguay 34.6%, in Leon-Nicaragua 34.1%, and Greater Valparaiso-Chile 30.8%. 

“No response” to the question on legal problems with the police or courts in the last year was 

documented in 10.0% of the 41 patients in Leon-Nicaragua, 7.7% of the 91 patients in 

Guatemala City, Guatemala, and less than 6.0% of the patients in Macae, RJ, Brazil, Greater 

Valparaíso, Chile, three provinces in Panama, and Montevideo, Uruguay. 

Again, it was notable that close to 10.0% of the patients in Leon-Nicaragua chose not to 

answer. With respect to missing data on such history in the last year, not shown in Table 39, 

similar to what happened with the data on one’s entire life, there was missing data in the same 

number of cases: two patients in Managua, Nicaragua, one in Montevideo, Uruguay, and one in 

three provinces in Panama.  Among the patients who reported problems with the police or the 

courts in the last year, the number of times they had such problems during that period varied. 
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Table 39.   History of legal problems (with police and/or the courts) related to alcohol and drugs among patients who sought care in 
treatment centers for drug abuse and dependence, by city and country 

 
Cities / 
Countries  

Legal problem with police/courts at some 
point in life 

Legal problem with police/courts in the 
last year 

Number of times patient had legal problems with 
police/courts in the last year 

 Yes No NR Yes No NR 
 n          % n             % n            % n            % n           % n           % Minimum Maximum Average Median 

Brasilia, FD / 
Brazil 
N= 165 

84      50.9 81       49.1 0            0 42      25.5 123     74.5 0          0 1 10 2.3 1.0 

Macae, RJ / 
Brazil 
N= 60 

29     48.3 31       51.7 0             0 10      16.7 49       81.7 1         1.7 1 6 3.4 3.0 

Valparaiso / 
Chile  
N= 107 

50      46.7 53       49.5 4           3.7 33      30.8 69       64.5 
 

5         4.7 1 20 2.7 2.0 

Parishes / 
Jamaica 
N= 56 

30     53.6 25     44.6 1           1.8 7       12.5 48       85.7 1        1.8 1 10 3.5 1.0 

Leon / 
Nicaragua 
N= 41 

19     46.3 17       41.5 5         12.2 14      34.1 23       56.1 4         9.8 1 20 5.6 4.5 

Managua / 
Nicaragua 
N= 130 

79     61.7 49       38.3 0              0 
 

62      48.4 66       51.6 0            0 
 

1 30 7.2 4.0 

Panama / 
Panama 
N= 167 

63     38.0 98       59.0 5           3.0 
 

35      21.1 126     75.9 5          3.0 
 

1 20 2.4 1.0 

Asuncion / 
Paraguay 
N= 149 

38     25.5 111     74.5 0            0 18      12.1 131     87.9 0          0 1 6 2.0 1.0 

Montevideo / 
Uruguay 
N= 134 

78     58.6 52       39.1 3           2.3 
 

46      34.6 79       59.4 8          6.0 
 

1 20 3.7 2.0 

Guatemala 
City/Guatemala 
N= 91 

39    42.9 49      53.8 3          3.3 18      19.8 66      72.5 7         7.7 1 7 3.0 2.5 

       Source: study questionnaire.    * NR = No response. 
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Analysis of associations between independent variables and psychological distress 

 Table 40 shows the bivariate analysis between some individual variables and 

psychological distress.  The presence of severe and very severe psychological distress in women 

was 1.29 times the rate in men (p<0.01). Similarly, patients under the age of 40 showed 15% 

greater risk of severe and very severe psychological distress (p=0.03) compared to older patients.  

Patients whose primary drug was marijuana showed 20% less risk of severe or very severe 

psychological distress compared to other drugs reported as predominant (p=0,01). Other drugs 

and alcohol did not show significant differences. When individuals who identified as belonging 

to indigenous communities were compared to others, the probability of severe or very severe 

distress was 1.58 times higher than the rest of the sample (p=0.02).  

 

Table 40.   Bivariate analysis between independent variables and severe or very severe 
psychological distress in patients with drug abuse/dependence treated in centers in 
Latin America and Caribbean countries, 2010 

 
Variables Categories N % K-10>22* RP** IC 95% P Value 
Sex Female  108 62.8 1.29 1.13 - 1.48 0.00062 
 Male 420 48.5 1.00 - - 
Age  (young adult versus 
> 24) 

18-23 103 49.3 0.95 0.82 – 1.11 0.58 

 24 and up 426 51.4 1.00 - - 
Age  (cutoff at age  40) 18-39 348 53.6 1.15 1.01 – 1.31 0.027 
 40  and up 181 46.5 1.00 - - 
1st drug - Alcohol Alcohol 210 50.7 0.99 0.87 – 1.12 0.91 
 Others 317 51.0 1.00 - - 
1st drug - Cocaine Cocaine 73 48.3 0.94 0.78 – 1.12 0.49 
 Others 454 51.4 1.00 - - 
1st. drug - Marijuana  Marijuana  76 42.5 0.80 0.67 – 0.96 0.012 
 Others 451 52.7 1.00 - - 
1st drug – Crack Crack  63 47.0 0.91 0.75 – 1.10 0.33 
 Others 464 51.5 1.00 - - 
Race / ethnic group Indigenous 12 80.0 1.58 1.22 – 2.05 0.023  
 Others 515 50.5 1.00 - - 
* K-10 > 22, with severe or very severe distress. 
**RP = ratio of prevalence.  
 

Table 41 shows the analysis of possible associations between independent variables 

related to education, the family, and a record of problems with courts or the police and severe or 

very severe psychological distress. Patients with less schooling, in the two categories observed, 

had higher reported percentages of severe and very severe psychological distress.  Participants 

with severely dysfunctional families showed slightly higher percentages of severe and very 

severe psychological distress (RP=1.16; p=0.04), compared to those who reported moderate 
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dysfunction or normal functioning. Single patients did not show significantly different 

prevalences for severe or very severe distress compared to those who had another civil status.   

The association between drug abuse/dependence and problems with the police and the 

courts in life and in the last year increased the risk of severe or very severe psychological 

distress. Patients with more than one problem with the police or the courts in the last year also 

showed greater risk of severe or very severe psychological distress compared with those who 

reported such problems on only one occasion (RP=1,28; p=0,01).   

 
Table 41.   Bivariate analysis between independent variables related to education, the family, 

and a record of problems with the courts and severe or very severe psychological 
distress in patients with drug abuse/dependence treated in centers in Latin America 
and the Caribbean, 2010  
 

Variables Categories N % K-10>22* RP** IC 95% P Value 
Educational level Up to primary 

incomplete 
104 60.5 1.23 1.07 – 1.41 0.0058 

 Completed primary 
and more 

424 49.0 1.00 - - 

Educational level Up to secondary 
incomplete 

326 54.0 1.15 1.02 – 1.31 0.018 

 Completed secondary 
and more 

202 46.5 1.00 - - 

Family 
functionality 

Severely 
dysfunctional 

113 57.4 1.16 1.01 – 1.33 0.041 

 Moderately 
dysfunctional and 
functioning normally 

414 49.3 1.00 - - 

Civil status Single 281 51.4 1.02 0.91 – 1.16 0.63 
 Other 242 49.9 1.00 - - 
Problems with the 
police/courts 
during life 

Yes 277 57.8 1.29 1.14 – 1.46 0.000027 

 No 242 44.6 1.00 - - 
Problems with the 
police/courts in the 
last year 

Yes  156 59.1 1.24 1.09 – 1.41 0.0010 

 No 353 47.4 1.00 - - 
Number of times 
with problems in 
the last year 

>1 119 64.7 1.28 1.04 – 1.57 0.013 

 1 61 50.4 1.00 - - 
Source: study questionnaire 

* K-10 > 22, with severe and very severe distress. **RP = ratio of prevalances. 
    

Table 42 shows the analysis of possible associations between some independent variables 

related to diagnoses (both previous and current) and psychological distress. Regarding prior 

diagnoses of anxiety and depression, patients with these histories showed greater risk of 

psychological distress than those without such history (anxiety: RP=1.59; p<0.01; depression: 
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RP=1.65; p<0.01). Similarly, patients with current psychological diagnoses showed 53% greater 

risk of severe or very severe psychological distress in the case of anxiety (p<0.01) and 57% 

greater risk in the case of depression (p<0.01).   

Patients currently in treatment with anxiety and depression reported significantly more 

psychological distress. Patients treated in public centers showed higher percentages of reported 

severe or very severe psychological distress compared to those in private centers/NGOs (RP=1.3; 

p<0.01). Satisfaction with treatment showed no significant differences.  

 
Table 42. Bivariate analysis between independent variables related to prior and current 

psychiatric diagnoses and severe and very severe psychological distress in patients 
with drug abuse/dependence treated in centers in countries of Latin America and 
the Caribbean, 2010 
 

Variables Categories N %K-10>22* RP** IC 95% P Value 
Prior diagnosis of anxiety Yes 231 66.2 1.59 1.41 – 1.79 < 1 x 10-10 
 No  258 41.5 1.00 - - 
Prior diagnosis of 
depression (Q24a) 

Yes 221 68.0 1.65 1.46 – 1.86 < 1 x 10-10 

 No  261 41.1 1.00 - - 
Type of current treatment 
center 

Public / state 309 57.4 1.30 1.15 – 1.47 0.000014 

 Private / 
NGO / 
others 

221 43.9 1.00 - - 

Current diagnosis of anxiety  Yes 226 66.5 1.53 1.36 – 1.72 < 1 x 10-10 
 No  270 43.3 1.00 - - 
Current diagnosis of 
depression  

Yes 179 70.8 1.57 1.40 – 1.77 < 1 x 10-10 

 No  307 44.8  1.00 - - 
Current treatment for 
anxiety 

Yes 188 66.7 1.80 1.50 – 2.15 < 1 x 10-10 

 No  94 37.0  1.00 - - 
Current treatment for 
depression  

Yes 133 69.6 1.83 1.53 – 2.21 < 1 x 10-10 

 No  95 37.8  1.00 - - 
Satisfaction with current 
treatment 

Satisfied 472 51.3 1.06 0.86 – 1.30 0.53 

 Unsatisfied/ 
don’t know / 
NR 

54 48.2 1.00 - - 

 Source: study questionnaire 
* K-10 > 22, with severe and very severe distress. 
**RP = ratio of prevalences.    
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Discussion  

Regarding the patients’ characteristics, the majority of the participants were male. In this 

respect, it should be noted that most studies point to higher frequency of addiction among men. 

Other patient characteristics varied by city and treatment center. One explanation for the 

divergent findings is based initially on the treatment offered by the respective centers and on the 

substance that led to treatment, represented in this case by the variable referring to the patient’s 

most important drug. 

With respect to age, some centers had very young patients in  Montevideo, Uruguay 

compared to others where the average age was older Brasilia, DF, Brazil. Quite probably this is 

due to the services offered in specific centers.  In the case of Montevideo, Uruguay, the treatment 

offered was more oriented to young drug dependents as compared to other centers such as 

Brasilia, DF, Brazil, Macae, RJ, Brazil, and Managua, Nicaragua. These centers offer treatment 

primarily for alcohol dependent patients, who are generally older. 

The categories “married” and “in free union” (or consensual) appear more frequently in 

centers where patients are older.   

Regarding schooling, lower educational levels were observed in Brasilia,DF, Brazil 

Macae, RJ, Brazil, Leon, Nicaragua, and Managua, Nicaragua. This also coincided with older 

ages. The greatest contrast occurs in Greater Valparaiso, Chile where one-third of the patients 

had a complete or incomplete university education.  This profile was very different from the 

preceding ones and, in this case, there was more use of powder cocaine, probably because some 

of the participants treated in centers in the cities of this metropolitan area were more affluent.  

The services offered for specific dependencies influenced the age distribution of the different 

study populations.   

It was interesting to note that most patients referred to their families. There were only a 

few cases of patients residing in institutions reaching 10.0% in Greater Valparaiso, and living in 

the street, minimally exceeding that proportion if we omit the percentage reached by the patients 

in Leon-Nicaragua, with its small study sample.  These data coincide with the high percentage of 

patients who said they live with members of their family of origin or the family that they 

themselves formed (spouse and children), and even with members of the extended family (as 

happened in Managua, Nicaragua and Brasilia, DF, Brazil. Living alone is seen to be infrequent 

except in the cases in Panama and two other sites with small numbers of patients surveyed.  This 

is information is essential in terms of family therapeutic support. 
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Regarding the perception of family functionality measured by the Family APGAR, the 

percentages observed were relatively low.  The literature presents other studies with results 

consistent with this, with high levels of family dysfunction in areas related to affective response 

capacity and roles played associated with greater frequencies of substance abuse (McKay et al., 

1991).  

In Mexico, another study was also unable to prove the relationship between depression 

and family dysfunction among adolescents, using the Family APGAR (Zapata-Gallardo et al., 

2007). 

It should also be kept in mind that the Family APGAR is only one of the ways to size up 

family functionality.  Using another instrument (the Family Adaptability and Cohesion 

Evaluation Scale – FACES), Arellánez-Hernández et al. (2004) found significant associations 

between the use of substances in a case-control study, as well as association with other variables 

related to integrity and communication in the family.  

In different substance use settings, the Family APGAR scale score has shown little 

correlation with clinicians’ perception of family dysfunction (kappa concordance coefficient = -

0.05). However, even when the concordance between the Family APGAR and the Child 

Behavior Checklist (instrument used to measure behavior in children) proved to be weak (kappa 

= 0.20), high levels of dysfunction  (according to the Family APGAR result) were associated 

with a probability more than two times higher of having children with clinically significant 

behavioral problems (according to the Child Behavior Checklist scale), compared to cases that 

did not present high family dysfunction according to the Family APGAR result (Smucker et al., 

1995). 

The way specialized services for alcohol and drugs were accessed showed unexpected 

results. The ways most often mentioned were recommendations from friends and relatives, 

followed by the own patient’s spontaneous desire.  This may mean that other institutional 

networks that in this study were separated under basic care and more specialized modalities are 

used infrequently. This may be due to the lack of options, or to health professionals’ lack of 

attention, knowledge, and sensitivity regarding drug and dependence problems. 

On the report of prior diagnosis, it was notable that in most of the sites studied between 

30.0% and 40.0% of the patients reported having been diagnosed with anxiety, with similar 

percentages for depression. In comparison with the results of the K-10 scale taking “very severe 

distress” as the cutoff point, with the single exception of Leon-Nicaragua, the city of 
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Montevideo, Uruguay stands out with more than 40.0% and the two Brazilian cities with 

percentages between 30.0% and 40.0%. The K-10 values in the centers in Asuncion-Paraguay 

and the provinces in Panama, using the same cutoff point, also coincide with low levels of 

diagnosed anxiety and depression despite involving different phenomena (it’s one thing to state 

how one feels and another to know one is diagnosed with a specific disorder). 

Prior diagnosis may be comparable to the percentage of persons who, in various studies, 

report a history of having experienced one of these disorders at some point in their life. Mari et 

al. (2007) review some population-based epidemiological surveys (studies done in Brazil and the 

United States), in which the percentages of community participants reporting anxiety disorder 

varied from about 4.0% to close to 13.0%. The figures for depression disorders were from 5.1% 

to about 16.0%. These data are comparable to those already cited for studies of populations in 

Latin America (Saraceno et al., 2005). Most of the figures obtained in this study (primarily in 

sites with larger population study sizes) were must higher (at least twice as high) and with 

respect to depression coincide with the data from De la Haye (2006). 

Regarding the prevalence of reported current diagnosis, and thus in most cases in the 

center where the patient is receiving treatment, it was interesting that in most sites studied 

between 30.0% and 40.0% of patients reported having been diagnosed with anxiety.  For a 

current diagnosis of depression, the percentages were lower (from 25.0% to 35.0% of the 

patients).   Compared with the results from the K-10 scale again taking “very severe distress” as 

the cutoff point, with the sole exception of Leon-Nicaragua, the cities of Montevideo, Uruguay 

and the centers in the two Brazilian cities coincide with current diagnoses of anxiety and 

depression, with percentages between 30.0% and 43.0% showing these levels of psychological 

distress. Once again, the K-10 values in the centers of Asuncion-Paraguay and the provinces of 

Panama, using the same cutoff point, are among the lowest obtained, coinciding with the low 

levels of diagnosed anxiety and depression. 

The current prevalence obtained in this study can be likened to the responses given by 

participants in population-based epidemiological surveys, where subjects were asked about the 

presence of disease in the last 30 days or the last 12 months.  In this regard, according to the 

authors already cited (Mari et al., 2007), the prevalence of anxiety for the last year in the 

different studies has varied between 2.4% and 12.7%.  For depression, it varies between 3.5% 

and 9.7%. Clearly, the figures obtained in this study are higher in most of sites studied with a 

good number of subjects and are close to the figures in Silveira and Jorge (1999), obtained in 50 
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dependent patients treated in a treatment facility of a public university in São Paulo, Brazil 

(depression: 32.0%-44.0%; anxiety + TOC: 34.0%-42.0%). 

In general, the results of applying the K-10 scale showed significant differences. Similar 

results have been noted using this scale. Allerton et al. (2003) found severe levels of stress in 

30.0% of young Australians in custody.  In a similar study of youth who had committed crimes 

in the same country, this percentage was 25.0%. When they used more than one drug, this 

percentage increased to 38.0% (Kenny & Nelson, 2008). 

Such differences have been attributed to different diagnosis and treatment scenarios, to 

biases in terms of access to and supply of service, to differences among the populations in 

different studies, to the scales used for screening, and the procedures for evaluating for 

diagnostic confirmation (assessment). Castel et al. (2008) have studied the validation of 

screening instruments for mental disorders in persons with abuse/dependence. The authors used 

the same instrument on different populations, concluding that there is no consensus that the 

instrument is equally valid for different settings and populations. 

In this study, most of the Central American patients were being treated in NGO-type 

religious institutions in which the presence of professionals was in many cases minimal. This 

contrasts with other study populations in public institutions (Brasilia,Df, Brazil and Montevideo, 

Uruguay; in Greater Valparaiso, Chile and Macae, RJ, Brazil there was more than one type).  It 

may be that the symptoms of anxiety and depression are viewed or perceived differently 

depending on the facility’s underlying philosophy or treatment approach. This would affect the 

responses to the K-10. 

It is conceivable that treatment modalities, principles, and assumptions penetrate the 

patients’ perceptions regarding their experience of the problem. This may help to explain the 

differences found between the Central American countries and most of the South American 

countries.  In the former, most treatment centers are led by former addicts using a confrontation 

approach (based on ending denial) and aversion techniques that assume abstaining, starting from 

a deterministic assumption.  In addition, in those countries, some of the activities, such as using 

identified t-shirts for collecting funds in the streets, may have the effect of increasing the stigma 

while reinforcing, within society, the idea that the operation and care depend on the charity of 

individuals and not on public policy committed to the dignity of human beings. Those centers did 

not have qualified professionals to make a diagnosis. In most South American countries, the 

centers were public or operated under an agreement, had qualified professionals, and were more 

tied to an organized health system, as the result of public policy.  The biomedical model is 
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implicit in care and the methods used emphasize rational cognitive paradigms for negotiating 

treatment plans.   

Regarding diagnostic confirmation, Toneatto (2008) has indicated the limitations of 

evaluation procedures based on categorical data. These limitations notably include arbitrary 

differentiation between morbid conditions and symptoms based on scores, the similar weight 

given to symptoms, the lack of correlation between diagnosis and treatment, restricting diagnosis 

to certain professionals, and multiple diagnoses based on a single screening. The most important 

issue in this respect is that the author believes a dimensional phenomenological approach could 

change how complex problems are evaluated.  This could also explain the differences found in 

the percentages for prior and current diagnoses of the patients in this study. 

To conclude this discussion on the frequency of mental symptoms/disorders, we 

recommend considering a fact that has been recognized for more than ten years, i.e., that the 

presence of symptoms leading one to suspect mood/emotional disorders (depression and other) 

or anxiety disorders (generalized anxiety, panic, and other disorders), which is what the K-10 

detects, may be due to intoxication or withdrawal. For example, according to Miele et al. 1996), 

alcohol and cocaine abuse disorders in all their forms can produce (due to both intoxication and 

withdrawal) symptoms of major depression and dysthymia.  Persistent or generalized anxiety 

may also be the result of cocaine intoxication or withdrawal. Marijuana intoxication can cause 

both panic attacks and generalized anxiety. To conclude, the coexistence of psychiatric 

symptoms as revealed by screening instruments must be well researched and evaluated to 

distinguish between a primary psychiatric disorder and the effects of using one or more 

substances.   

Finally, a history of problems with the police and the courts was quite frequent in terms 

of life experience, and about half of the patients reported this history in nearly all centers.  For a 

record with the courts, these percentages amounted to about one-fourth of the participants. This 

leads us to note that referral from prisons or detention centers was less frequent (about 5.0%) and 

we do not know what resources the participating countries have for working with the prison 

population.  In contrast, referral to treatment centers by the courts or the police was more 

frequent. In this respect, it is should be noted that in the provinces in Panama, in Brasília-FD-

Brazil, and in the parishes of Jamaica, between 10.0% and 15.0% of the patients were referred 

from those institutions. 
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In the unadjusted univariate analysis, the most important associations were confirmed 

with the diagnosis and treatment for anxiety and depression, which is expected given the K-10’s 

sensitivity to these two diagnoses. These were followed in second place by confirmed 

associations with a history with the courts or the police.  In third place appeared variables related 

to gender (consistent with the literature), age (curious item: older people have less stress), 

education (less schooling correlates to greater stress), and the protective effect of marijuana. 

    After adjusting for the tremendous disparity in the distribution of men and women and other 

differences among the centers, the variables that continued to have explanatory value were 

gender (men have more distress), age (confirming the earlier trend), treatment in NGOs, and the 

use of crack.  

 

Conclusions and Recommendations 

Psychological distress detected among patients receiving care in specialized treatment 

centers for drug abuse or dependence in the participating countries varied significantly. Levels of 

family functionality were not very high. Comorbidity between psychological distress and abuse 

of or dependence on psychoactive substances was high. Regarding the factors associated with 

psychological distress, such distress can be seen to occur more frequently in subjects who are 

younger, who are female, who use drugs (except for marijuana), who have less education, and 

who are treated in public centers, and who have histories with the courts and/or the police. 

Consistent with the scale’s sensitivity to depression and anxiety, there was a strong association 

between psychological distress and a prior diagnosis of these two disorders.  

Based on the above considerations, the principal recommendations are to: 

 Introduce training activities in undergraduate and postgraduate curricula for 

health professionals (e.g., physicians and nurses, psychologists) on the importance 

of psychiatric comorbidity and its detection in treatment centers for drug 

abuse/dependence.   

 Raise the awareness of professionals working in specialized alcohol and drug 

treatment centers regarding the existence and relevance of comorbidity; 

 Perform an operational diagnosis of each treatment center to evaluate its capacity 

to manage patients with comorbidity, factors making this easier or more difficult, 

needs and feasibility of overcoming them, linkage with different levels of the 

health system;  
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 Carry out actions prior to introducing the screening, such as training sessions and 

other relevant activities, in each specialized center;  

 Organize the coverage of care for the most frequent disorders (probably anxiety 

and depression), at the specialized treatment center itself, as much as possible 

without referral to other health agencies; 

 Organize referral to other professionals or other health system settings for the 

benefit of special cases of psychiatric disorders that exceed the alcohol and drug 

treatment center’s ability to respond; 

 Implement screening to detect comorbidities, determining specific responsibilities 

and steps: who does the screening, using what tool or instrument, who does the 

subsequent diagnostic assessment, et al.   

 National drug control commissions together with the universities should conduct 

complementary follow-up research to consider aspects not demonstrated through 

cross-cutting studies. 

 Pay particular attention to young males who present with crack abuse.  

 

Acknowledgements 

To the Government of Canada/Department of Foreign Affairs and International Trade 

(DFAIT) for its financial support for the program and the study, to the OAS Inter-American 

Drug Abuse Control Commission (CICAD), and to Canada’s Centre for Addiction and Mental 

Health (CAMH) for the design of the program and its potential, to the professors, advisors, and 

administrative staff for all their guidance and friendship. To the university and health institutions 

that saw the benefits of participating in the training and research. Special thanks to the 

participants in the study sample.  

 

 

 

 

 

 

 

 

 



 

 
 

105

References 

Allerton, M., Champion, U., Beilby, R., Butler, T., Fasher, M., Kenny, D., Murphy, M., 

Vecchiato, C. (2003). 2003 NSW Young People in Custody Health Survey. Key Findings 

Report. Sydney, New South Wales, Australia: NSW Department of Juvenile Justice. 

American Psychiatric Association (2000). Diagnostic and statistical manual of mental disorders. 

(4th ed., text rev.).Washington, DC: American Psychiatric Publishing, Inc. 

Andrews, G. & Slade, T. (2001). Interpreting scores on the Kessler Psychological Distress Scale 

(K10). Australian and New Zealand. Journal of Public Health, 25(6), 494-497. 

Arellánez-Hernández, J.L., Díaz-Negrete, D.B., Wagner-Echeagaray, F., & Pérez-Islas, V. 

(2004).  Factores psicosociales asociados con el abuso y la dependencia de drogas entre 

adolescentes: análisis bivariados de un estudio de casos y controles. Salud Mental 27(3), 

54-64. 

Brady, K. & Randall, C. (1999). Gender differences in substance use disorders psychiatric. 

Clinics of North America, 22(2), 241-252. 

Burnan, M.A. & Watikins, k. E. (2006). Substance Abuse with mental disorders: specialized 

public systems and integrated care. Health Affairs, 25(3), 648-658. 

Carey, K. (1996). Substance use reduction in the context of outpatient psychiatric treatment: A 

collaborative, motivational, harm reduction approach. Community Mental Health 

Journal, 32(3), 291 -306. 

Carlini, E.A.,  Galduróz, J.C., Noto, A. R., Carlini,C.M., Oliveira, L.G. Nappo, S.A.  (2007).  II 

Levantamento Domiciliar sobre o uso de Drogas Psicotrópicas no Brazil: estudo 

envolvendo as 108 maiores cidades do país, 2005.  Centro Brazileiro de Informação 

sobre  drogas psicotrópicas. Departmento de Psicobiologia Universidade Federal de São 

Paulo – Sâo Paulo: CEBRID/UNIFESP.    

Castel, S., Rush, B., & Scalco, M. (2008)  Screening of mental disorders among clients with 

addictions. The need for population-specific validation.  International Journal of Mental 

Health and Addiction, 6(1), 64-71.  

Central Intelligence Agency. (2009). The world fact book: Jamaica. Retrieved June 22, 2009, 

 from www.cia.gov/library/publications/the-world-factbook/geos/JM.html 

Clark, R.E. (2001). Family support and substance use outcomes for persons with mental illness 

and substance use disorders. Schizophrenia Bulletin, 27(1), 93-101.  

 

 



 

 
 

106

 

CICAD / OAS - Inter-American Drug Abuse Control Commission / Organization of American 

States. (2006). Multilateral Evaluation Mechanism (MEM).  Jamaica: evaluation of 

progress in drug control 2005-2006. Washington, USA: Secreatría de Seguridad 

Multidimensional – CICAD‐OAS.  

CICAD/OAS Comisión Interamericana para el Control del Abuso de Drogas / Organización de 

los Estados Americanos. (2004).  Mecanismo de Evaluación Multilatral (MEM):  

Evaluación del progreso de control de drogas 2003-2004. Chile: Informe del Grupo de 

Expertos Gubernamentales (GEG). Washington D.D., Secreatría de Seguridad 

Multidimensional – CICAD-OAS. 

CICAD / OAS -  Comisión Interamericana para el Control del Abuso de Drogas / Organización 

de los Estados Americanos. (2006).  Mecanismo de Evaluación Multilatral (MEM). 

Brazil: Evaluación del Progreso de Control de Drogas 2005-2006. Washington D.D., 

Secreatría de Seguridad Multidimensional – CICAD - OAS. 

CICAD / OAS -  Comisión Interamericana para el Control del Abuso de Drogas / Organización 

de los Estados Americanos. (2006).  Mecanismo de Evaluación Multilatral (MEM). 

Guatemala: Evaluación del Progreso de Control de Drogas 2005-2006. Washington 

D.D., Secreatría de Seguridad Multidimensional – CICAD - OAS. 

CICAD / OAS -  Comisión Interamericana para el Control del Abuso de Drogas / Organización 

de los Estados Americanos. (2006).  Mecanismo de Evaluación Multilatral (MEM). 

Nicaragua: Evaluación del Progreso de Control de Drogas 2005-2006. Washington 

D.D., Secreatría de Seguridad Multidimensional – CICAD - OAS. 

CICAD / OAS -  Comisión Interamericana para el Control del Abuso de Drogas / Organización 

de los Estados Americanos. (2006).   Mecanismo de Evaluación Multilatral (MEM). 

Panama: Evaluación del Progreso de Control de Drogas 2005-2006. Washington D.D., 

Secreatría de Seguridad Multidimensional – CICAD - OAS. 

CICAD / OAS -  Comisión Interamericana para el Control del Abuso de Drogas / Organización 

de los Estados Americanos. (2006).  Mecanismo de Evaluación Multilatral (MEM). 

Paraguay: Evaluación del Progreso de Control de Drogas 2005-2006. Washington D.D., 

Secreatría de Seguridad Multidimensional – CICAD - OAS. 

CICAD / OAS -  Comisión Interamericana para el Control del Abuso de Drogas / Organización 

de los Estados Americanos. (2006).  Mecanismo de Evaluación Multilatral (MEM). 



 

 
 

107

Uruguay: Evaluación del Progreso de Control de Drogas 2005-2006. Washington D.D., 

Secreatría de Seguridad Multidimensional – CICAD - OAS. 

CICAD / OAS - Comisión Interamericana para el Control del Abuso de Drogas (CICAD). 

(2004). Informe comparativo 7 países, encuestas escolares a nivel nacional: El Salvador, 

Guatemala, Nicaragua, Panama, Paraguay, República Dominicana y Uruguay. 

Washington,  OAS / CICAD / OID / SIDUC. 

CICAD / OAS - Comisión Interamericana para el Control del Abuso de Drogas (CICAD). 

(2008). Noticias del Observador. Cuarto Trimestre. Número 4.  Año 2.  Retrieved from 

http://www. cicad.oas.org. 

Colin, C. (2006). Substance abuse issues and public policy in Canada: Canada’s federal drug 

strategy. Retrieved June 25, 2009, from 

www.parl.gc.ca/information/library/PRBpubs//prb0615-e.html 

Conway, K.P., Compton W., Stinson, F.S., & Grant, B.F. (2006). Lifetime comorbidity of DSM-

IV mood and anxiety disorders and specific drug use disorders: results from the National 

Epidemiologic Survey on Alcohol and Related Conditions. Journal of Clinical 

Psychiatry, 67, 247-257. 

Dalex, D. C. & Moss, H. B. (2002). Dual Disorders. Counseling Clients with Chemical 

Dependency and mental Illness. City of Minnesota: Hazelden Foundation Center. 

De La Haye, W. (2006). Dual diagnosis. Retrieved June 22, 2009, from 

http://www.cicad.oas.org/reduccion_demanda/esp/pp-eng.pdf 

De la Revilla L. (1988). Conceptos e instrumentos de intervención familiar. Una perspectiva 

desde la atención primaria. Barcelona, España: Doyma. 

Dixon, L., McNary, S., & Lehman, A.  (1995). Substance abuse and family relationships of 

persons with severe mental illness. American Psychiatric Association; 152: 456-45. 

Drake, R., McLaughlin, P., Pepper, B. & Minkoff, K.  (1991). Dual diagnosis of major mental 

illness and substance disorder: An overview. New Directions for Mental Health Services, 

50 (Summer), 3 - 11. 

Drake, R., Mueser, K., Clark, R., & Wallach, M. (1996). The course, treatment, and outcome of 

substance disorder in persons with severe mental illness. American Journal of 

Orthopsychiatry, 66. (1), 42 -51. 

Drake, R, Mueser, K. T,  Brunette, M., & McHugo, G. J. (2004). A review of treatments for 

people with severe mental illnesses and co-occurring substance use disorders. Psychiatric 

Rehabilitation Journal, 27(4), 274-360. 



 

 
 

108

Evans, K. & Sullivan, J. M. (2001).Dual Diagnosis. Counseling the Mentally III Substance 

abuser. New York: The Guilford Press. 

Francis, P. (2007). More need for mental health care. The Jamaica Gleaner. Retrieved June 22, 

2009, from www.jamaica-gleaner.com/gleaner/20071010/lead/lead5.html 

Galduróz, J.C., Noto, A. R., Fonseca, A.M., Carlini, E.A. (2005).  V Levantamento Nacional 

sobre o consumo de drogas psicotrópicos entre estudantes do ensino fundamental e 

médico da rede pública de ensino nas 27 capitais Brazileiras, 2004. São Paulo: 

CEBRID/UNIFESP.  

Grant, B. F. (1997). The influence of comorbid major depression and substance use disorders on 

alcohol and drug treatment: results of a national survey. In L.S. Onken, J.D. Blaine, S. 

Genser & A. MacN. Horton Jr., (editors), Treatment of Drug-Dependent Individuals with 

Comorbid Mental Disorders.  (pp. 4-15).  Rockville, MD: National Institute on Drug 

Abuse  (NIDA).  

Grant, B.F., Chou, S.P., Goldstein, R.B., Huang, B., Stinson, F.S., Saha, T,D., ...  Ruan, J. (2008) 

Prevalence, correlates, disability, and comorbidity of DSM-IV National Epidemiologic 

Survey on alcojhol and related consitions. Journal of Clinical Psychiatry, 69(4): 533-545.   

Hersh, D.F., Modesto-Lowe, V.  (1998). Drug abuse and mood disorders. In B.K. Henry, J. 

Bruce & M.D. Rounsaville (editors), Dual Diagnosis and Treatment. (pp. 177-201).  New 

York, NY: Marcel Dekker, Inc. 

Hides, L., Lubman, D. I., Devlin H., Cotton, S., Aitken, C., Gibbie, T. & Hellard, M.  (2007). 

Reliability and validity of the Kessler 10 and Patient Health Questionnaire among 

injecting drug users . Australian and New Zealand. Journal of Psychiatry, 41(2), 166 – 

168. 

Instituto Nacional de Estadística (2008) Uruguay en cifras 2008. Retrieved from: 

http://www.ine.gub.uy/biblioteca/uruguayencifras2008/Uruguay%20en%20cifras%20200

8.pdf. 

International Narcotics Control Board (2003). Annual Report. New York, INCB/UN.  

Junta Nacional de Drogas del Uruguay. Observatório Nacional de Drogas. Organización de 

Estados Americanos. Comisión Interamericana para el Control del Abuso de Drogas. 

(2006). Cuarta Encuesta Nacional en Hogares sobre Consumo de Drogas. Uruguay. 

Retrieved from: http://www.infodrogas.gub.uy/html/informesdocumentos/docs / 

Presentacion_4a_Encuesta_HogaresDrogas.pdf. 

http://www.jamaica-gleaner.com/gleaner/20071010/lead/lead5.html�
http://www.informaworld.com/smpp/content~db=all~content=a771168101�
http://www.informaworld.com/smpp/content~db=all~content=a771168101�
http://www.ine.gub.uy/biblioteca/uruguayencifras2008/Uruguay en cifras 2008.pdf�
http://www.ine.gub.uy/biblioteca/uruguayencifras2008/Uruguay en cifras 2008.pdf�
http://www.infodrogas.gub.uy/html/informesdocumentos/docs/Presentacion_4a_Encuesta_HogaresDrogas.pdf�
http://www.infodrogas.gub.uy/html/informesdocumentos/docs/Presentacion_4a_Encuesta_HogaresDrogas.pdf�


 

 
 

109

Kanteres F, Lachenmeier DW, Rehm J. Alcohol in Mayan Guatemala: consumption, distribution, 

production and composition of cuxa. Addiction. 2009 May; 104(5):752-9.         

Kenny, D.T., Nelson, P. K. (2008). Young Offenders on Community Orders: Health, Welfare and 

Criminogenic Needs. Sydney, NSW: Sydney University Press. 

Kessler, R.C. (1995). Epidemiology of psychiatric comorbidity. In: M.T. Tsuang, M. Tohen, 

G.E.P. Zahner (editors). Psychiatric Epidemiology (pp.179-219). Ann Arbor, MI: Wiley-

Liss.    

Kessler R. C, Nelson C.B., McGonagle K.A., Edlung, M.J., Frank, R.G., & Leaf, P.J.  (1996). 

The epidemiology of co-occurring addictive and mental disorders: implications for 

prevention and service utilization. American Journal of Orthopsychiatry, 66:17-31. 

Kessler, R.C., Andrews, G., Colpe, L.J., Hiripi, E., Mroczek, D.K., Normand, S.L.T., ... 

Zaslavsky, A.M. (2002). Short screening scales to monitor population prevalances and 

trends in non-specific psychological distress. Psychological Medicine, 32(6), 959-976. 

Kohn, R., Levav, I., Caldas de Almeida, J.M., Vicente, B., Andrade, L., Caraveo-Anduaga, J.J.,  

Saraceno, B. (2005). Los trastornos mentales en América Latina y el Caribe: asunto 

prioritario para la salud pública. Revista Panamericana de Salud Pública, 18(4/5), 229–

40.  

Kranzler, H.R., Mason, B. & Modesto-Lowe,V. (1998). Prevalence, diagnosis, and treatment of 

comorbid mood disorders and alcoholism. In H.R. Kranzler  & B. Rounsaville (editors), 

Dual Diagnosis and Treatment. (pp. 107-136). New York, NY: Marcel Dekker. 

Lizcano-Fernández, F. (2005).  Composición étnica de las tres áreas culturales del continente  

americano al comienzo del siglo XXI.  Convergencia – Ciencias Sociales, 38  (edición 

especial), 185-232.   

López L, González L, Pacheco L. (2006). Prevalencia del consumo de Bebidas Alcohólicas en 

estudiantes de colegios de Asunción. Anales de la Facultad de Ciencias Médicas, 38, 3. 

Mari, J.J., Jorge, M.R., & Kohn, R. (2007). Epidemiologia dos transtornos psiquiátricos em 

adultos. In M. F. de Mello, A. A. F. de Mello & R. Kohn (Organizadores), Epidemiologia 

da Saúde Mental no Brazil. (pp. 119-141). Porto Alegre: Artmed.  

McKay, J.R., Murphy, R.T., Rivinus, T.R. &  Maisto, S.A . (1991).  Family dusfunctions and 

alcohol and drug use in adolescent psychiatric patients.  Journal of the American 

Academy of Child and Adolescent Psychiatry, 30, 967-972.  



 

 
 

110

Miele, G.M., Trautman, K.D., & Hasin, D.S.  (1996).  Assessing comorbid mental and 

substance-use disorders: a guide for clinical practice.  Journal of Practical Psychiatry 

and Behavioral Health, 5, 272-282.     

Míguez, H., Pecci, M.C., & Garrizosa, A. (1992). Estudio de hábitos tóxicos en Paraguay. Acta 

Psiquiátrica y Psicológica de América Latina, 38(1), 19-29. 

Ministerio del Interior (2009). Octavo Estudio Nacional de Drogas en Población General de 

Chile. Retrieved from http://www.slideshare.net/Conace/resultados-octavo-estudio-de-

drogas-en-poblacin-general-de-chile-2008-conace 

Ministry of Public Health. National Drugs Committee (2007). National Program for care 

persons with drug use problems. Montevideo. Uruguay. 

Minkoff, K. (1989). An integrated treatment model for dual diagnosis of psychosis and 

addiction. Hospital and Community Psychiatry, 40(10), 1031 -1036. 

Minkoff, K. (1991). Program components of a comprehensive integrated care system for serious 

mentally ill patients with substance disorders. In K. Minkoff & R. Drake. (editors). Dual 

Diagnosis of Major Mental Illness and Substance Disorder.  New Directions for Mental 

Health Services , 50, 13 -27.  

Ministerio de Salud de Chile. (2005) Políticas y Plan Nacional de Salud Mental. Santiago de 

Chile, Ministerio de Salud. 

Minoletti, A. Castro, L. (1999). Las enfermedades mentales en Chile. Santiago de Chile: Unidad 

de Salud Mental. Ministerio de Salud.  

The National Council on Drug Abuse. (2008). NCDA/EPI-SIDUC Summary 2004-2008. 

Kingston, National council on Drug Abuse. 

The National Council on Drug Abuse (2001). National household survey of drug use and abuse 

in Jamaica.  Kingston, National council on Drug Abuse, Jamaica. 

National Drug Observatory. National Drugs Committee. (2007). First census in Montevideo of 

Treatment Centers and Users in Treatment. Montevideo, National Drugs Committee. 

National Institute on Drug Abuse. (2007). Trends in drug abuse. Retrieved June 25, 2009, from 

http://www.nida.nih.gov/about/welcome/aboutdrugabuse/trends/ 

National Institute on Drug Abuse. (2009). Comorbid drug abuse and mental illness: a research 

update from the national institute on drug abuse. Washington, National Institute of 

Health, U.S. Department of Health and Human Services. 



 

 
 

111

National Survey on Drug Use and Health. (2003). SAMHSA’s latest national survey on drug use 

and health. Retrieved June 25, 2009, Retrieved from 

http://www.oas.samhsa.gov.nsduhLatest.htm 

Organización Panamericana de la Salud/Organización Mundial de la Salud. (2006). Informe 

WHO-AIMS sobre el Sistema de Salud Mental en Paraguay. Washington, Oficina 

Regional de la OMS para las Américas. 

Osher, F. & Kofoed, L. (1989). Treatment of patients with psychiatric and psychoactive 

substance abuse disorders. Hospital and Community Psychiatry, 40(10), 1025 -1030. 

Osher, F. & Drake, R. (1996). Reversing a history of unmet needs: Approaches to care for 

persons with co-occurring addictive and mental disorders. American Journal of 

Orthopsychiatry, 66 (1), 4-11. 

Ours, J. C. V., & Williams, J. (2009). Cannabis use and mental health problems. Discussion 

Paper. Tilburg (Netherlands), Tilburg University Ed. 

Pan American Health Organization. (1986). Drug use in Latin America and the Caribbean. 

Epidemological Bulletin, 7(2). Retrieved June 25, 2009, from 

http://www.paho.org/english/dd/ais/EB_v7n2.pdf 

Pratt L, Dey A, & Cohen A. (2007). Characteristics of Adults with Serious Psychological 

Distress as Measured by the K6 Scale: United States, 2001–04. Advance data from vital 

and health statics, 383. Retrieve from: www.cdc.gov/nchs/data/ad/ad382.pdf 

Regier, D., Farmer, M., Rae, D., Locke, B., Keith, S., Judd, L., & Goodwin, F. (1990). Co-

morbidity of mental disorders with alcohol and other drug abuse: Results from the 

epidemiologic catchment area (ECA) study. Journal of the American Medical 

Association, 264(19), 2511 -2518. 

Ridgely, M.S. (2007). Creating integrated programs for severely mentally ill persons with 

substance disorders. New Directions for Mental Health Services, 1991(50), 29-41. 

Revilla L. (1988). Conceptos e instrumentos de intervención familiar. Una perspectiva desde la 

atención primaria. Barcelona, Doyma. 

Sabin, M., Sabin, K., Yong Kin, H., Vergara, M. & Varese L. (2006). The mental health status of 

Mayan refugees after repatriation to Guatemala. Panamerican Journal of Public Health, 

19(3), 163-171. 

Sacks, S. (2008). Brief overview of screening and assessment for co-occurring disorders. 

International Journal of Mental Health & Addiction, 6(1), 7-19.  

http://www.oas.samhsa.gov.nsduhlatest.htm/�
http://www.paho.org/english/dd/ais/EB_v7n2.pdf�
http://www.cdc.gov/nchs/data/ad/ad382.pdf�


 

 
 

112

Saraceno, B., Saxena, S., Caraveo–Adnurga, J., Khon, R., Levav, I. & Caldas de Almeida, M. 

(2005). Los trastornos mentales en América Latina y el Caribe: asunto prioritario para la 

Salud Pública. PAHO Journal, 18, 229 – 240. 

 

Secretaría Ejecutiva Contra las Adicciones y el Tráfico Ilícito de Drogas -SECCATID. Seccion 

Asuntos Narcoticos (NAS). (2003). National research of psychological deregulation and 

the relation with drug consumption in Guatemalan adolescents. Embajada de los Estados 

Unidos de America en Guatemala. 60. 

Shehane, E., Jacobson, J. & Iguchi, M. (2008)  Un Estudio para Identificar Comportamientos de 

Riesgo y Necesidades de Prevención de VIH/SIDA en Centros de Tratamiento de 

Drogadicción en la Guatemala City y San Salvador. Retrieved  from 

http://www.seguridad.gob.sv/observatorio/demanda/2008/VIH_UDI_Esp_Final.pdf  

Silveira, D.X. & Jorge, M.R.  (1999). Co-morbidade psiquiátrica em dependentes de substâncias 

psicoativas: resultados preliminares. Revista Brazileira de Psiquiatria, 21(3),145-151. 

Skinner, W.J.W. (2005). Treating Concurrent Disorders a Guide for Counselors. Toronto, 

CAMH Centre for addiction and Mental Health. 

Skinner, W. J. W, Grady, C. P. Bartha, C. & Parker, C. (2004). Concurrent Substance Use and 

Mental Health Disorders: An Information Guide. Toronto. CAMH Publications. 

Smilkstein, G. (1978). The Family APGAR: A proposal for family function test and its use by 

physicians. Journal of Family Practice, 6(6), 1231-1239. 

Smilkstein, G., Ashworth, C., & Montano, D. (1982). Validity and reliability of the Family 

APGAR as a test of family function. Journal of Family Practice, 15, 303-311. 

Smucker, W.D., Wildman, B.G., Lynch, T.R. & Revolinsky, M.C. (1995).  Relationship between 

the family APGAR and behavioral problems in children.  Archives of Family Medicine, 

4,535-539. 

Toneatto, T.  (2008).  Screening and assessment of co-occurring disorders: towards a 

phenomenological approach.  International Journal of Mental Health and Addiction, 

6(1), 37-44. 

United Nations Development Programme. (2008). Strategy of Cooperation of PAHO/WHO in 

Nicaragua 2004-2008. Health and Development in Nicaragua: Demographic 

characterization. New York, UNDP Evaluation Office. 

United Nations Office for Drug Control and Crime Prevention (2000). Demand reduction: a 

glossary of terms. New York, UNODC/UN. 

http://www.seguridad.gob.sv/observatorio/demanda/2008/VIH_UDI_Esp_Final.pdf�


 

 
 

113

United Nations Office for Drugs Control and Crime Prevention. (2009). World Drugs Report. 

Vienna: UNODC/UN.   

Urbanoski, K. A., Rusch, B. R., Wild, C. T., Bassani, D. G., Castel, S. (2007). Use of Mental 

Health Care Services by Canadians With Co-occurring Substance Dependende and 

Mental Disorders. Psychiatric Services, 58(7), 962-969. 

Vidal, R. (2001). Conflicto psíquico y estructura familiar. Sistemas abiertos. Montevideo, 

Ed.Psicolibros.  

Watkins,T.R., Lewellen, A. & Barret, M. (2001). Issues and problems with dual diagnosis. In: 

Dual diagnosis: An integrated approach to treatment. Thousand Oak: Sage Publications, 

p. 11-24. 

WHO (1992). The use of essential drugs. Technical report. Geneva, 825: 13. 

WHO (2001). World Health Day. Retrieved from:  

http://www.emro.who.int/mnh/whd/PublicInformation-Part6.htm  

World Health Organization. (2004). WHO global status report on alcohol. Retrieved on June 18, 

2009, from www.who.int/substance abuse/publications/en/jamaica.pdf  

World Health Organization (WHO). (2005). Guatemala. Menthal Health Atlas. Washington, 

EEUU.  Retrieved from http://www.who.int/mental_health / evidence/mhatlas05/ 

en/index.html  

Wright, M.G.M. (2000).  A Critical-Holistic Paradigm for an Interdependent World.  American 

Behavioral Scientist,  43(5),  808-824. 

Zapata-Gallardo, J.N., Figueroa-Gutiérrez, M., Méndez-Delgado, N., Miranda-Lozano, V.M., 

Linares-Segovia, B., Carrada-Bravo, T., ... Rayas-Lundes, A.M.  (2007).  Depression 

asociada a la disfunción familiar en la adolescencia.  Boletín Médico del Hospital Infantil 

de México, 64, 295-301.   

Zimmerman, M. (2008). To Screen or Not to Screen: Conceptual Issues in Screening for 

Psychiatric Disorders in Psychiatric Patients with a Focus on the Performance of the 

Psychiatric Diagnostic Screening. International Journal of Mental Health & Addiction, 

6(1), 53-63.  

http://www.emro.who.int/mnh/whd/PublicInformation-Part6.htm�
http://www.who.int/substance abuse/publications/en/jamaica.pdf�
http://www.who.int/mental_health / evidence/mhatlas05/ en/index.html�
http://www.who.int/mental_health / evidence/mhatlas05/ en/index.html�




115 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PART II 

----------------------------------------------------------------------------------------------------  

SUMMARY OF RESULTS BY CITY/COUNTRY 





117 
 

Case Study of the Brasilia/Federal District and Macae/Rio de Janeiro, 
Brazil 

  
University of Brasília  

 Health Sciences Department 
Senior Researcher 

Edgar Merchán-Hamann 
 

Federal University of Rio de Janeiro-Macae Campus 
 School of Medicine 

Senior Researcher 
Erotildes Leal 

 
 
Introduction 

 

Comorbidity between abuse of/dependence on psychotropic substances and other mental 

disorders affects millions of people, probably as much as 15% of the population at some point in 

their lives. This subject has been studied in recent decades and it has been established that the 

relationship between the two phenomena is reciprocal. This is relevant due to the treatment 

prognosis and the deleterious effects for those persons in which the two disorders coexist (Drake 

et al., 1991; Skinner, 2005). This situation extends from the individual to microsocial settings 

(family, workplace, place of study) and has macroeconomic and social repercussions as well as 

cultural repercussions.  At the same time, it involves the formulation of policies in various 

sectors. Within those policies, those related to the health sector should include both phenomena: 

abuse/dependence and comorbidities. 

 

Justification 

 

There are few studies in Brazil that address this question (Mari et al., 2007). Data based 

on various studies agree with regional and international literature on the prevalence of the 

principal mental disorders and disorders involving the use of substances (except for regional 

particularities in the use of specific substances).  In order to fill in this gap and at the same time 

to compare our data with other countries, this research was conducted to evaluate the presence of 

psychiatric comorbidities in patients undergoing treatment for abuse of/dependence on legal and 

illegal drugs in specialized treatment and rehabilitation centers. 

In the Federal District (FD), the research was conducted in three Psychosocial Care 

Centers – Alcohol and Drugs (CAPS-AD), public institutions belonging to the Secretariat of 
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Health of the Federal District.  The CAPS-AD were located in the cities of Guara, Sobradinho II, 

and Ceilandia, all of them within the Federal District.  In Macae, a city located in the State of Rio 

de Janeiro, the treatment institutions were the single CAPS-AD (public institution of the 

Municipal Health Secretariat), the Shalom and Life therapeutic community, a private facility, and 

the Fazenda Esperança (Hope House), a religious facility. In those centers, patients were 

considered eligible for the study if they were older than 18 and voluntarily provided their consent 

to participate, and were already in treatment for abuse/dependence in the respective center.  

With the help of undergraduate and postgraduate university students, data were collected 

after an informed consent form was read carefully and signed. The participants then completed a 

self-administered questionnaire, with the help of the research assistants in the event of doubts. 

The research assistants only conducted interviews when participants said they were unable to 

complete the questionnaires (primarily due to illiteracy or the inability to read and write).   

The study relied on the use of a questionnaire that addresses the characteristics of the 

drugs and the care provided in the health services (EULAC modified with permission) plus two 

scales for evaluating psychological distress (K-10 Scale; Kessler et al., 1999; Kessler et al., 

2002) and perceived family dysfunction (Family APGAR scale; Smilkstein, 1978; Smilkstein et 

al., 1982), both translated and validated in Spanish and Portuguese.   

 

Results 

Socio-demographic aspects 

The number of subjects participating was 165 in the Federal District and 60 in Macae.  In 

both locations, most patients were male 89.7% and 88.3%, respectively and they were older in 

the Federal District 61.2% aged 40 or more than in Macae 40.3%.  There were more than twice 

as many people in the marital union category (married or domestic partner) in the Federal 

District 46.0% than in Macae 22.1%.  In the last 30 days prior to beginning treatment, a larger 

number of patients in the Federal District lived with the family they had formed 41.2%, 

consistent with their older age, in comparison with Macae 20.0%.  Similarly, the percentage of 

individuals who lived alone was lower in the Federal District 9.7% than in Macae 30.0%. 

 

Educational and occupational characteristics 

The level of education was higher in Macae than in the Federal District. In the latter, 

41.2% were illiterate or had an incomplete primary or basic education, whereas in Macae that 

percentage was 30.0%.  Although the profile was similar in terms of work and employment, it 
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can be stated that a significant percentage did not work and that this was higher in the Federal 

District 49.1% versus 36.3%.  The reasons for not working were similar in terms of retirement or 

disability 7.9% in the Federal District and 8.3% in Macae and unemployment 18.2% in the 

Federal District and 16.7% in Macae. However, the percentage reporting that they didn’t work 

for other reasons was higher in the Federal District 23.0% than in Macae 11.3% and this was the 

item responsible for the asymmetry indicated earlier.  

 

Characteristics related to the drugs for which the patient is in treatment 

The first most important drug in the current treatment was different in the two locations. 

Alcohol use was higher in the Federal District 69.1% than in Macae 53.3%. Other substances had 

similar reported percentages, but the greatest difference was found in the use of powder cocaine 

only 4.2% reported it in the Federal District while 25.0% reported it in Macae, and cocaine base 

paste 4.8% in the Federal District and no report in Macae.  Crack was reported as the first drug 

by equal percentages in the two locations 15.0%.  

The second most important drug mentioned was also alcohol with a lower percentage in 

the Federal District than in Macae: 20.0% and 34.0%, respectively and marijuana 28.3% and 

21.9%, respectively. Again, base paste was mentioned as the second drug by 15.0% of the 

patients in the Federal District and by no patients in Macae.  However, powder cocaine, which 

had few reports as the first drug in the Federal District was mentioned by 26.7% of the patients 

as the second drug in that location, compared to 12.5% in Macae.  We emphasize that crack was 

mentioned by 10.0% and 12.5% of the patients in the two locations, respectively.  With respect 

to the third most important drug, the greatest difference was related to crack: while 22.5% of the 

patients in the Federal District mentioned it as their third drug, this percentage was only 5.9% in 

Macaé.   

 

Legal problems related to alcohol or drugs 

The percentage of patients reporting that they have had legal problems at some point in 

their lives in connection with alcohol or drugs was similar in the Federal District and in Macae 

50.9% and 48.3%, respectively.  Problems reported in the last year were more frequent in the 

Federal District 25.5% than in Macae 16.7%. As for the number of times a patient had legal 

problems in the last year, the analysis was hampered by samples sizes that were notably different 

in the locations where the research was conducted.   
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Prior conditions of patients before receiving care in the treatment centers 

Regarding prior diagnoses given to patients, as reported by the patients and not confirmed 

in clinical records, the most frequent diagnosis is depression 41.8% in the Federal District and 

35.5% in Macae, followed by anxiety(38.8% in the Federal District and 33.0% in Macae. These 

are followed by bipolar disorder(8.5% in the Federal District and 3.3% in Macae and 

schizophrenia 7.3% in the Federal District and 1.7% in Macae.  

 

Current conditions of patients in treatment centers 

Of other diagnoses currently given to patients in treatment centers, as reported by the 

patients, anxiety stands out and is reported by half of the patients in the Federal District 48.5%; 

in Macae it is 38.3%, followed by depression, with the same trend in which percentages are 

higher in the Federal District than in Macae 42.4% and 28.3%, respectively.  Diagnoses of 

bipolar disorder were less frequent in the Federal District 7.9% than in Macae 15.0%, the only 

figure that diverges from the observed pattern.  Schizophrenia was a current diagnosis for 4.8% 

of patients in the Federal District and for 3.3% of those in Macae.   

 

Treatment centers and therapeutic approaches  

There was greater variety in the nature of treatment centers in Macae, where nearly half 

of the patients were treated in a private center or an NGO(35.0% and 13.3%, respectively). The 

remaining patients 51.7% were treated in a state-run CAPS-AD.  In the Federal District, as 

already stated, all patients were being treated in a CAPS-AD.  This difference explains the 

differences in care. While in Macaé some patients received residential care, in the two non-state 

centers 48.3%, only 51.7% had open daily care (corresponding to the CAPS-AD). Two 

institutions provided care through outpatient treatment as reported by 86.7% of the patients.  The 

situation was different in the Federal District: all patients were in outpatient and daily care 

centers. There was no residential treatment. 

Regarding the manner of referral (how the patient was directed to the institution), it was 

interesting to note that in Macae referral from primary care was the most frequent method 8.3% 

versus 0.1% in the Federal District, which may be due to the limited coverage of both primary 

care and the mental health network in the Federal District.  In Macae, there was also more 

referral to the treatment center through other drug treatment programs 15.0% versus 6.7%, 

followed by friends and family members 40.0% versus 30.3%, and at the patient’s own initiative 
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28.3% versus 14.5%.  In the Federal District, patients were more often referred from secondary 

and tertiary institutions 13.3% versus 5.0% in Macae, the police and courts 12.1% versus 5.0% in 

Macae, or by the boss or employer institution 8.5% versus 3.3% in Macae. 

 

Presence of a level of psychological distress and perception of family functionality 

The presence of severe psychological distress was higher in the Federal District 31.1% 

than in Macae 27.0%; the level of “very severe” distress was also more frequent in the Federal 

District 39.0% versus 34.0%. Following the trend of various research groups that combine these 

two categories for comparative purposes, we will say that the two levels of stress (severe and 

very severe) were present in 70.1% of the patients in the Federal District and in 61.0% of the 

patients in Macaé. 

On family function as perceived by the patients, it was possible to establish that notably 

similar percentages of patients in the two locations had severe family dysfunction scores 15.0% 

and 15.5% in the Federal District and Macaé, respectively).  The percentage for “moderately 

dysfunctional” was higher in the Federal District 25.4% than in Macae 19.0%, and thus more 

patients in Macaé perceived their families as functioning normally.   

 
 
Discussion 

 

Based on the sample profile, we can indicate the higher presence of alcohol dependent 

persons among the patients treated in the Federal District, with older ages, a higher percentage of 

married patients, and families established by the patients, less schooling (the majority belongs to 

population cohorts that populated Brasilia and came from the northeast of the country, the 

poorest region), with characteristics very different from those of the patients treated in Macae 

(who were generally younger, had more schooling, and lived with their family of origin or 

alone). However, these are not the only differences: the presence of crack and base paste in the 

Federal District (as 1st, 2nd, and 3rd drugs) compares with the greater presence of powder cocaine 

in Macaé.   

Prior and current diagnoses of comorbidities were more frequent in the Federal District 

than in Macae, except for current treatment of bipolar disorder only mental condition reported 

more often in Macae than in the Federal District. However, the percentages were not so different 

in the two locations and generally followed the same sequence and were thus consistent. It is 
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possible that the lower frequency of diagnosed mental orders in Macaé is due to the lower 

presence of qualified professionals in non-state institutions.  It is also possible that since one of 

the institutions is religious, the patients and the institution itself tend to provide a spiritual 

explanation that is different from the medical-clinical reasoning that guides conventional 

diagnoses in mental health.   

The type of care provided to patients may explain biases in selection. Clearly the need for 

residential care may explain, in addition to greater consumption of a specific drug, the 

differences found.  The institutional profile of the CAPS-AD is more ambulatory with open 

schedules and continuous activities that are beyond the routine of conventional health centers. 

The team of health professionals in the CAPS-AD includes psychologists, social workers, and 

occupational therapists. In religious institutions or NGOs, such professionals are not always 

present and staff is almost always made up of volunteer former addicts whose work is motivated 

by personal reasons.  In these cases, the methods also differ.  

In general terms, the levels of psychological distress are high in the two locations 

although they tend to be worse in the Federal District.  The perception of depression and anxiety 

(for which the Kessler K-10 scale is designed) may vary according to the treatment method and 

the characteristics of the institution. It is also common to note a higher level of anxiety when the 

patient is recovering throughout the treatment process, due to the more mandatory nature of 

staying “clean” and the fear of stigma when re-entering society.  This may explain the lower 

levels of distress in Macaé, where the process of recovery in a religious institution may influence 

that perception. 

The perception of family functionality was very similar in the two locations and was 

consistent in the worst levels of precariousness. This was generally worse in the Federal District 

(if we add severe and moderate dysfunction together we will have 40.4%) than in Macaé (where 

the sum would be 34.5%).   

 

Conclusions 

 
The results of the study show significant percentages for comorbidities, which may be as 

high as 80.0% of the patients who seek care in treatment centers for abuse and dependence.  In 

general, a reasonable percentage receives treatment in public institutions, but the results suggest 

that other types of institutions do not address comorbidities in the same way, or are simply 

unfamiliar with them.   
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The findings on psychological distress show that it is highly prevalent among patients, 

noting the higher sensitivity to anxiety and depression of the scale used.  These findings are 

consistent with prior and current diagnoses of psychic morbidity conditions and we can state 

that, in the case of Brazil, they can be likened to the major comorbidities prevalent both in the 

patient population in treatment centers for substance abuse/dependence and in the general 

population. There is concern regarding a percentage of cases that are not being diagnosed or 

treated for concurrent disorders. 

 

Limitations 

 

We can point out limitations related to the design of the cross-cutting study (survivor 

bias, atemporality). There are different sample sizes in the two locations and greater variety (and 

thus fragmentation of the sample) in Macaé, in the three institutions with different characteristics 

where the 60 patients in that location are distributed. In the Federal District, all 165 patients were 

treated in a single type of institution.  Thus, the difference in sample size may make it difficult to 

establish comparisons due to imprecision (greater random error with modest samples) and the 

results must thus be analyzed with caution.   The use of a self-administered questionnaire as the 

primary source for collecting data may lead to a higher percentage of questions that go answered, 

are poorly understood, or are misunderstood, in addition to erroneous responses.  An effort was 

made to minimize this effect with the assistance of trained facilitators. There are other problems 

due to the scales that were used, which have their own limitations.  The K-10 detects other 

problems than anxiety and depression (as stated, patients’ perceptions can be altered by the 

treatment itself and its approach).  The family APGAR may be more suitable for nuclear families 

and may have cultural biases. 

 

Recommendations 

 

Treatment centers must be adequately equipped to diagnose comorbidities and qualified 

professionals are needed to do this. Institutions should be subject to an operational diagnosis to 

determine whether establishing screening routines is effective for detecting and routing 

concurrent disorders so they are properly managed. There is research that shows the benefit of 

implementing these routines and optimizing resources based on demand (Rush, 2008; Rush et 



 

 
 

124

al., 2008).  Health services, with the support of CICAD/OAS and other international 

organizations, should promote new research to examine this issue in greater depth and provide 

new evidence on the subject.  
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Introduction   

 

The co-occurrence of disorders related to the use of substances (abuse/dependence) and 

other mental health problems is frequent. There is a high risk of drug use in patients with mental 

disorders and a high frequency of psychopathology unleashed by the abuse of illegal drugs and 

alcohol. The simultaneous presence of both disorders is known as comorbidity and significantly 

affects patients’ quality of life (Drake et al., 1991; Skinner, 2005). 

The high rate of comorbidity between substance use disorders and other mental disorders 

such as anxiety, depression, or psychological distress may be related to the complex interaction 

between the drug environment and individual factors. Such factors include culture, family 

dysfunction, poor interpersonal relations, unemployment, social exclusion, poverty, legislation, 

health services, specific properties of the drugs, and other factors. Individual factors include 

genetic predisposition, coping strategies, personality, biological factors, and other factors (Dalex, 

D. C. & Moss, H. B.,2002).  

The importance of expanding the field of investigation with respect to comorbidity, 

associated with abuse of alcohol and illegal drugs and psychological distress, takes on special 

interest when it is related to the aforementioned factors. When substance abuse and another 

mental disorder and/or psychological distress occur simultaneously, functional disability and 

self-destructive behaviors increase and successful treatment becomes more problematic.  

The individual’s socio-demographic characteristics, age, gender, educational level, 

employment, race or ethnicity, marital status, income, and whether or not psychological distress 

is present, and to what degree (slight, moderate, severe, or very severe) contribute another 

component that will be investigated in this study. However, all these factors interact in a broader 

context, where judicial factors (history of drug-use related problems with the courts) and health 

factors play a part and together make up what is called the environment. And it is specifically in 

one of the factors in this environment, treatment centers, where the other factors mentioned come 

together. The type of care they provide, the team of professionals on staff, and the user’s 
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satisfaction with that care are fundamental aspects that allow us to determine whether treatment 

centers for drug abuse and dependence offer care for comorbidity (Martínez & Rubio, 2002; 

Minsal, 2005). 

 

Justification 

 

Comorbidity affects millions of people every year according to the Surgeon General’s 

Report on mental health in the United States (2006).  This report stated that “between 31% and 

65% of those who had abused substances at some point in their lives also had a history of at least 

one mental disorder and 51% of those with one or more mental health disorders over the course 

of their lives had at least one episode of substance abuse disorders.” (apud Colin, 2006).  

Chile is not immune to this reality, despite its progress in implementing policies and 

programs to address the drug phenomenon. The Program for the Treatment and Rehabilitation of 

Persons with Alcohol and Drug Dependence was implemented in 2001. This program 

encompasses the health services, including the primary care network, the Community Mental 

Health Centers, hospitals, and therapeutic communities throughout the country. This program 

provides free coverage and treatment to beneficiaries of the National Health Fund and is a joint 

effort of the Ministry of Health and the National Council for the Control of Narcotics 

(CONACE).  

The principal studies on the prevalence of substance use and mental health disorders in 

Chile are conducted by CONACE on a regular basis based on probabilistic samples. This has 

allowed comparisons on lifetime prevalence, on drug use over the last 12 months, and drug use 

during the last 30 days. Use during the last 12 months as indicated in the last study in 2008 

produces the following results: alcohol with 68.5%; marijuana with 6.4%, cocaine base paste 

with 0.7%, powder cocaine with 1.8%, crack with 0.2%, and ecstasy with 0.1%. There are few 

data on the prevalence of mental disorders, Minoletti, A. Castro, L. et al. (1999) in their study 

showed the following: (lifetime prevalence) major mental health disorders: 36.0%, agoraphobia:  

11.1%, major depression: 9.0,% dysthymia:  8.0%, alcohol dependence:  6.4%. However, there 

are no studies on comorbidity between mental health disorders and drug abuse or dependence.  

This research was conducted in ten treatment and rehabilitation centers for those who 

abuse or are dependent on drugs, with technical guidance from CONACE. The centers were 

located in Greater Valparaíso, a metropolitan area that includes much of the province of 

Valparaíso, in the region of Valparaíso, Chile. The sample size was 107 user patients.  

http://es.wikipedia.org/wiki/%C3%81rea_metropolitana�
http://es.wikipedia.org/wiki/Provincia_de_Valpara%C3%ADso�
http://es.wikipedia.org/wiki/Regi%C3%B3n_de_Valpara%C3%ADso�
http://es.wikipedia.org/wiki/Chile�
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Results 

 
Socio-demographic aspects 

Of the participants, 69 (64.6%) were men, with a lower percentage of women: 39 

(35.8%); most participants were between the ages of 24 and 30: 66 (62.9 %). As for place of 

residence, referring to the location of the treatment centers, 73 (62.9%) participants in the sample 

live in Viña del Mar. Most of them, 106 (99.1%) are Chilean. As for ethnic group, 60 (56.6%) 

consider themselves white and 43 (40.6%) as mixed race. Forty-one have lived during the last 30 

days in the home of their family of origin (36.9%) and 26 (23.4%) live in a home they own; 25 

(22.5%) also live in their own home, but are renters; 54 (27.0) live with another family member; 

45 (22.5%) live with their mother; 26 (13.0%) with a sibling and 21 (10.5%) with a boyfriend or 

girlfriend. 

 

Educational and occupational characteristics 

Of the sample, 105 (98.1%) of the users read and write, a result consistent with the 

educational level in Chile, noting that 34 (32.1%) have completed secondary, 19 (17.9%) have 

incomplete secondary education, 17 (16.0%) have completed university education, and 17 

(16.0%) have an incomplete university education. Only 2 (1.9%) have never been to school, and 

this percentage is equal to that for users who do not know how to read or write. As for 

employment, 56 (51.4%) are employed or self-employed, 16 (14.7%) are housewives, and 32 

(29.4%) are unemployed, which is higher than the unemployment rate in Greater Valparaíso, 

Chile, which is about 10.0%. Regarding income, 40 (42.1%) state they have no income; 9 (9.5%) 

say they get earn than US$200.00; 22 (23.2%) received between US$200.00 and US$400.00; and 

24 (25.3%) say their income is more than US$400.00. 

 

Characteristics related to the drugs for which the patients are in treatment 

The report on which is the first drug in terms of importance showed that the substances 

mentioned most are: coca paste or base paste 43 (41.0%); powder cocaine 27 (25.7%); alcohol 

25 (23.8 %), and far fewer for marijuana 6 (5.7%). There are no answers referring to stimulants, 

opioids, hallucinogens, inhalants, and abuse of prescription medications. There is no reference to 

anabolic steroids. On the second drug in terms of importance: 23 (30.5%) mentioned powder 

cocaine, followed by alcohol and marijuana, both with 19 (25.0%); coca paste or base paste 

11(14.5%); 3 (3.9%) for benzodiazepines, and one for amphetamines (1.3%). There are no 
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responses referring to opioids, hallucinogens, inhalants, abuse of prescription medications, and 

anabolic steroids. The third drug in terms of importance: marijuana with 20 (39.2%), alcohol 

with 13 (25.5%), powder cocaine with 8 (15.7%) and coca paste with 4 (7.8%). Amphetamines 

were referenced by 3 (5.9%) and benzodiazepines by 2 (3.9%). There are no responses referring 

to opioids, heroine and methadone, nor to inhalants, abuse of prescription medications, nor 

anabolic steroids. 

 

Legal problems related to alcohol or drugs 

Of the participants, 50 (48.5%) had legal problems related to alcohol or drugs and 53 

(51.5%) did not. During the last year, 33 (32.4%) had legal problems and 69 (67.6%) did not. 

Regarding the times they had legal problems in the last year: 69 (69.7%) did not have any; 14 

(14.1%) had problems once; 6 (6.1%) twice; 4 (4.0%) three times; 3 (3.0%) four times; and only 

one person had problems 5, 8, and 20 times (1.0%). 

 

Previous conditions of the patients before receiving care in the treatment centers 

Previous diagnoses given to the patients include: depression in 49 (45.8%); anxiety in 42 

(39.9%); and bipolar disorder in 5 (4.7%). Most of them were diagnosed one year ago: for 

depression in 19 cases (38.7%); for anxiety in 15 cases (35.7%). As for whether they received 

treatment for drug abuse or dependence before entering the treatment center, 37 (35.9%) had no 

previous treatment; 34 (33.0%) were treated only once before; and 32 (31.1%) were treated more 

than once before. The type of drug abuse treatment most often received was: outpatient care in 

43 cases (30.3%); residential treatment in 15 cases (10.6%); a detox unit in 13 cases (9.2%); and 

an inpatient unit specializing in drug treatment in 14 cases (9.0%); in a psychiatric unit in 11 

cases (7.7%); in daily care in 6 cases (4.2%); and through attending self-help groups in 5 cases 

(3.5%). 

 

Current conditions of patients in treatment centers 

Other diagnoses of patients currently in treatment centers include: anxiety in 48 cases 

(44.9%); depression in 30 cases (28.0%), and bipolar disorder in 2 cases (1.9%). Patients with a 

diagnosis in treatment centers are receiving care for anxiety in 38 cases (79.2%); for depression 

in 23 cases (76.7%); and for bipolar disorder in 2 cases (1.9%). The medications used most often 

are benzodiazepines in 34 cases (28.1%); antidepressants in 30 cases (24.8%); typical 

antipsychotics in 14 cases (11.6%); atypical antipsychotics in 11 cases (9.1%); and mood 
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stabilizers in 3 cases (2.5%). Total treatment currently being received in treatment centers for 

drug abuse and dependence includes: group therapy in 99 cases (14.7%); family therapy in 93 

cases (13.8%); psychotherapy in 90 cases (13.4%); counseling in 87 cases (12.9%); support 

groups in 74 cases (11.0%); self-help in 71 cases (10.5%); medication in 69 cases (10.2%); 

meditation in 45 cases (6.7%); and yoga in 39 cases (5.8%). Regarding the treatment received in 

the treatment center they are in: 95 patients (88.8%) are satisfied; 2 patients (1.9%) are not 

satisfied; 4 patients (3.7%) don’t know, and 6 patients (5.6%) did not answer this question.  

 

Qualitative aspects regarding current treatment as perceived by the patients 

On what the patient likes best: there are 45 opinions related to aspects of the treatment 

team. On what the patient doesn’t like: the answer “nothing” is mentioned 57 times. On what the 

patient would change again the answer “nothing” predominated, and was mentioned by 61 

participants.  

 

Presence of a level of psychological distress and the perception of family function 

Of the patients, 22 (20.6%) show a mild level of distress; 33 (30.8%) show moderate 

distress; 26 (24.3%) show severe stress; and 26 (24.3%) show very severe distress. The average 

is 23.2 points and the median is 21 points, falling within the score for moderate distress. On 

perceived family function, the family is seen as functioning normally by 71 (66.4%); as 

moderately dysfunctional by 24 (22.4%); and as severely dysfunctional by 12 (11.2%). The 

average is 7.3 and the median is 8.0, which according to the score assigned would be within the 

normal function category. 

 

Discussion 

 

We can see that among individual characteristics, the age range seen most frequently in 

the study population was between 24 and 39 years, representing 62.9% of the sample. In this age 

range, the individual is in the process of forming a family, so that drug abuse will affect family 

structure and functioning and will be an element causing psychological distress. 

Other socio-demographic characteristics such as educational level, employment, race or 

ethnicity, marital status, and income are other components that could affect comorbidity. In this 

study, it can be highlighted that 45.8% of the patients are single, in that this marital status has 

been seen as a risk factor for the emergence of conditions affecting mental health, such as 
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depression. Most users, 51.4%, indicated they had a job, which could be a protective factor, but 

42.1% in turn reported having no income, contrasting with the first assertion. The large majority 

or 105 patients (98.1%) know how to read and write and are well educated.  

Regarding the patients’ perception of family function, contrary to expectations, it can be 

shown that most of the patients appear in the normal function category, i.e., 71 (66.4%) of them; 

then 24 (22.4%) patients perceive their family as moderately days functional, and only 12 

(11.2%) patients perceive their family as severely days functional. This could be because the 

concept of family function as such is distorted in those who abuse drugs (Basso, L. 2008). 

However, all these factors interact in a context where histories of judicial problems related to 

drug use come together: 50 (48.5%) of the users report having had problems in this regard. 

The age at which patients began to use the principal drugs for which they are in treatment 

was mostly between 16 and 18, with the youngest age being 7 and the oldest 41, with an average 

of age 21. As for when they began to use alcohol, most patients began between the ages of 15 

and 18, and the youngest age was 7 and the oldest was 50 years, with an average age of 16. 

Patients report having started to use illegal drugs at age 15, with an average of age 18. Before 

starting treatment, the drugs used most were alcohol at 26.6%, powder cocaine at 18.2%, 

marijuana at 17.2%, coca paste at 16.9%, benzodiazepines at 5.1%, and amphetamines at 4.4%. 

The drugs for which most entered treatment centers are: coca paste (base paste) 43 

(41.0%); powder cocaine 27 (25.7%); and alcohol 25 (23.8%). This is consistent with the 

prevalence of drug use in Chile, where these three drugs represent those most used by the 

population (not considering tobacco), along with marijuana (Eighth National Study of Drugs in 

the General Population of Chile. CONACE, Ministry of the Interior. 2004). In Chile, and this is 

consistent with the data obtained in this study, problems associated with the use of injectable 

drugs such as heroine or hallucinogens like LSD do not appear.  

The type of care the patients have, the team of professionals that provides that care, and 

the user’s satisfaction with it are fundamental aspects that allow us to determine whether 

treatment centers for drug abuse and dependence provide care for comorbidity. The data show 

that of 42 (39.3%) patients who reported have had anxiety before entering the center, 48 (44.9%) 

were diagnosed after entering, and 38 (79.2%) are being treated (it is understood that 6 new cases 

have been diagnosed). For depression, 49 (45.8%) patients said they had it before entering the 

center, 30 (28.0%) were diagnosed after entering the centers, and 23 (76.7%) are being treated 

for this condition. Significant presence of other pathologies is not noted. Most of the users, 95 

(88.8%), said they were content with the treatment they received (Kessler, R.C et al, 2002). 
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Conclusions 

 
The results of the study show that 80 (74.7%) of the patients who sought treatment 

centers for drug abuse or dependence have comorbidity; with depression in 30 cases (28.0%), 

anxiety in 48 cases (44.9), and with bipolar disorder in 2 cases (1.9%) according to their 

diagnosis in the treatment centers. The disorders being treated in these centers are: depression in 

23 cases (76.7%), anxiety in 38 cases (79.2%), and bipolar disorder in 2 cases (100%). There 

were 95 (88.8%) patients who reported satisfaction with the current treatment at the treatment 

centers. Of the 107 patients, 52 (48.6%) showed psychological distress, and the family APGAR 

indicated that many of the patients, 71 of them (66.4%), belonged to a normally functioning 

family. The results from this research will make it possible to refine and improve interventions 

for patients being treated and rehabilitated in the treatment centers. 

 

Limitations 

 
Related to the design of the cross-cutting study. Survivor bias is assumed given the cross-

cutting nature of the design, since the information obtained corresponds to a moment in the life 

of the patient. The lack of participant follow-up makes it impossible to perceive a clear sequence 

of events, limiting any cause-effect inference. With the use of a self-administered questionnaire 

as the principal source of data collection, a higher rate of missing data is expected. This effect 

can be minimized with the help of trained research assistants.  

 

Recommendations 

 

CICAD should continue to promote new research in the area of treatment and 

rehabilitation centers for drug users, to include other countries, in order to provide a broader 

view of what is happening in the Americas in terms of the drug phenomenon and how it is being 

addressed. The national anti-drug commissions of the Latin American countries should combine 

their efforts to professionalize the care provided to users who abuse drugs, provide resources, 

and issue policies on the problems of drugs, and should support treatment and rehabilitation 

programs. 
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Introduction 

 

The high rate of comorbidity between substance use disorders and other mental disorders 

such as psychological distress can be associated with the complex interaction between the 

environment and individual factors (Drake & Mueser, 2004). Such environmental factors include 

culture, family dysfunction, poor interpersonal relations, unemployment, social exclusion, 

poverty, legislation, health services, and many other factors. On the other hand, individual 

factors include genetic predisposition, coping strategies, personality, biological factors, and other 

factors. 

The importance of expanding the field of research in relation to comorbidity, associated 

with abuse of alcohol and illegal drugs and psychological distress takes on special interest when 

it is related to the factors mentioned above. This situation extends from the individual to the 

family, to the workplace, to school, and to the development of social and economic policies, and 

has cultural implications (Conway et al., 2006) Therefore, when substance abuse and another 

mental disorder or psychological distress occur simultaneously, functional disability and self-

destructive behaviors increase and the success of treatment becomes more problematic. 

Based on the indicated context, the principal purpose of the study was to explore 

psychological distress, as well as some aspects of the care patients receive for their mental 

disorders in drug abuse treatment centers in Guatemala. It also sought to estimate the presence of 

comorbidity involving psychological distress and substance use disorders (drug abuse and 

dependence) in the patients at these centers, and to gather information on their perceptions of 

family function, all of which shows the socio-demographic characteristics and drug use of the 

individuals who make up the study population. This report provides the results of the study 

conducted in Guatemala City, Guatemala. 
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Justification 

 

Nearly all studies of comorbidity have been conducted in North America, Europe, and 

Australia. Although prevalence is known to be influenced by gender, ethnicity, and other 

variables (Grant, 1997; Brady, 1999, Conway, 2006), only a few studies have been developed in 

Latin America and the Caribbean. The research conducted in North America, Europe, and 

Australia cannot be directly transferred to Latin America and the Caribbean, due to historical, 

sociocultural, and political differences. Therefore, more studies must be developed to estimate 

the prevalence in this region in particular. 

Guatemala’s experience is similar to that of other countries in the region in terms of 

actions implemented to address the drug phenomenon. According to the report from the 

International Narcotics Control Board (INCB/UN, 2003), the corridor of Central America, 

Mexico, and the Caribbean is a route for cocaine and heroin trafficking from Colombia to North 

America. Guatemala has been working to develop policies to strengthen enforcement of legal 

procedures to reduce drug trafficking by land and sea. The country has been implementing a 

National Policy to Combat Addictions and Illegal Drug Trafficking since January 2009. This 

reflects the ongoing effort to adapt domestic policy to the agreements signed by the country 

under the United Nations Convention on the subject of drugs in 1961 and renewed in the 1970s. 

In 1994, a national governmental agreement was promulgated by the Executive Secretariat of the 

National Commission to Combat Addictions and the Trafficking of Illegal Drugs (SECCATID). 

Due to the existence of the drug trafficking corridor, the availability of drugs in the 

country has been increasing year by year. Through SECCATID, the Guatemalan government has 

been working arduously to implement control measures to reduce the use and abuse of legal and 

illegal drugs in schools, universities, prisons, and specific sectors such as the “El Gallito” 

neighborhood, the most well-known area for drug sales in Guatemala City. 

In Guatemala, the Ministry of Public Health and Social Assistance is responsible for 

evaluating the quality of the services and institutions that offer drug treatment programs. This 

work is done through the Department for the Regulation, Accreditation, and Control of Health 

Facilities (DRACES). However, the national report on the quality assessment of services has not 

been prepared as yet. 

 

According to the Multilateral Evaluation Mechanism (MEM, 2005-2006), Guatemala has 

92 treatment centers, two of which are public and 90 of which are private. There are five private 
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centers for detox and 85 centers for treatment and rehabilitation. The public institution focuses 

on early detection, training for patients, and treatment. The country reported no data on 

admissions or on patients in treatment during 2004 and 2006, so it is impossible to determine 

demand in the country.  

The WHO Mental Health Atlas (2005) estimates that in Guatemala the prevalence of the 

principal mental disorders is as follows: depression is 25.5%; chronic psychosis 21.9%; epilepsy 

10.4%; bipolar disorder 5.2%; somatoform disorders 11.4%; mental retardation 4.4%, and 

anxiety disorders 8.3%. There are also other studies that have been conducted in specific 

populations under the direction of the Commission.  

SECCATID has been responsible for managing the information from the crisis hotline 

(dial 1545) since 1996, as well as relevant studies on the subject, consolidating information on 

drug use, particularly in the metropolitan area. According to the study on the drug abuse situation 

in Guatemala (Díaz, 1998), drug use trends showed a percentage decline in the three years of 

study, with the exception of cocaine, which increased significantly. The drugs most used among 

men, in decreasing order, are cocaine, alcohol, and marijuana, while women used cocaine, 

marijuana, alcohol, barbiturates (including tranquilizers and inhalants) most. The percentage of 

multi-drug users increased gradually during the three years of analysis in all the combinations 

analyzed. The combination of alcohol with barbiturates (depressive drugs) declined in 1997 in all 

age groups, with the exception of those between the ages of 40-44, 45-49, and 55 and up, and 

percentage use increased in 1998. The rates of using alcohol with marijuana within the sample 

studied increased significantly, primarily among minors, and in the group between the ages of 10 

and 14.  

The rates for cocaine users increased, putting that drug in first place for the first time 

during the period of this analysis, as did the number of people who acknowledged its use in 

combination with other drugs. In Guatemala, according to the different studies conducted, except 

for the 1545 hotline report, the drug with the highest use is alcohol (the descriptive analysis was 

done in six of the country’s departments, the fourth round of epidemiological surveillance in the 

capital only, and the survey on the urban adolescent population in the capital). Cocaine appears 

in two of the three studies; marijuana, inhalants and tranquilizers in all of them, allowing for the 

inference that these are the addictive substances used most in Guatemala.  

 

SECCATID has reinforced the initiative that the CICAD/OAS is carrying out through the 

Inter-American System of Uniform Drug-Use Data (SIDUC) proposed in 1998, in emergency 
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centers and treatment centers. In these latter centers, it was possible to achieve participation on 

the part of the NGOs that provide care to street children. 

During 1997 and as part of the Demand Reduction Program for the Atlantic Coast of 

Central America, Guatemala made the decision to establish the situational diagnosis of the drug 

abuse problem in the region through the DUSI survey (Díaz et al., 1998). The results obtained 

indicated high lifetime prevalence in cocaine use. The drug with the highest lifetime prevalence 

is alcohol, followed by tobacco, tranquilizers, marijuana, stimulants, cocaine and inhalants in 

decreasing order. This confirmed the hypothesis postulating that throughout the country, region, 

or area that is part of an illegal drug trafficking route, the inhabitants sooner or later end up being 

users.  

The Survey on the Use of Drugs among Secondary Students at the Metropolitan Level in 

Public and Private Facilities (SIDUC), conducted in 2002 among 3,233 students, reports that 

tobacco and alcohol were the drugs used most.  The survey also detected significant use of 

marijuana, tranquilizers, and stimulants. The ages at greatest risk for drug use were from age 13 

to 15.  

The First National Household Survey on Health, Use of Alcohol, Tobacco, and other 

Addictive Substances was conducted in 2005 to determine the prevalence of drug use.  This 

survey took a sample of 4,899 valid cases, in 29 municipalities of the urban area, with a 

population of more than 30,000 inhabitants and 17 of the country’s departments. The sample was 

40.8% male and 59.2% female, was divided into age groups. In terms of education, 8.8% did not 

attend school, 37.5% had a primary education (complete or incomplete); 17.3% had basic 

education (complete or incomplete), 19.5% completed diversified education, and 4.4% did not 

complete. In terms of higher education, 5.1% completed it and 7.4% did not. 

In the case of illegal drugs, the survey reveals that such drug use is quite low for the 

general population. The age range between 19 and 24 years was determined to be the group that 

consumed most. The survey confirms that alcohol is the legal drug most used, followed by 

tobacco. Drug use in general is higher in men between the ages of 19 and 25 (17.9%); in the case 

of women, the group with the highest prevalence is that between the ages of 45 and 65 (6.6%); 

with prevalences increasing as the subjects indicate more years of schooling. 

 

It is important to point out that the development of preventive programs has taken into 

account the fact that Guatemala is a multilingual country. Its population is distributed among 24 

languages, including Quiché, Mam, Cakchiquel, Kekchí, Kanjobal, Tzutujil, Ixil, Chortí, 
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Pocomchí, Poptí, Pocoman, Chuj, Sacapulteco, and other languages. After the internal war, 

ended in 1996   the importance of psychological assistance to Mayan population has increased 

because of the mental health status as a trigger to drug abuse (Sabin, et al. 2006) 

The subject of comorbidity had not been addressed until this study was conducted. It is 

important for the country to have data related to the linkage between psychological distress and 

disorders due to drug abuse and dependence and this will no doubt open new scenarios for 

promoting drug prevention and providing care for the general population and will make it 

possible to consider mental health as a vital reference in the handling of various situations related 

to reported comorbidity. 

 

Results 

 

Socio-demographic aspects 

Most of those surveyed were men (87 or 95.6%) and only 4 were women. The 

predominant age group was between 24 and 39 (48.4%). The maximum age reported was 70. 

There were few young adults 19.8%. Of those surveyed, 93.4% were Guatemalans, and 4.4% 

were foreign. The most frequent color/race category as assigned by the subjects themselves was 

mixed close to 55.0%, followed by white 31.8%, native 6.6% and Afro-descendants 5.5%. 

Other important data to be emphasized are marital status, where 47.3% are single, 20.9% 

are married, 19.8% are in a stable union, 6.6% are separated, 3.3% are widowed, and 1.1% are 

divorced. Regarding where the patient lived in the last 30 days prior to entering the treatment 

center, 44.0% report having lived with their family of origin and 5.5% report having lived in the 

street; 18.7% report having lived in their own home, whether they owned it or rented it; 4.4% 

said they had lived in shelters, havens, refuges, and finally 4.4% lived in other unspecified 

locations.  Regarding where they lived before entering the center, the highest percentage reports 

living with their mother 39.7%, 27.5% report living with their wife, 18.7% with their father, 

16.5% with a brother or sister, 6.6% report living alone, and 5.5% report living with another 

family member. Minor percentages reported living with their stepmother, stepfather, boyfriend or 

girlfriend, friend.  

 

Educational and occupational characteristics 

With respect to educational level, 15.4% completed primary school and 14.3% did not; 

27.5% completed secondary school and 23.1% did not; 4.4% completed university and 14.3% 
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did not. It should be noted that no one reported not having attended school at all.  Of the 

population surveyed, 98.9% know how to read and write.   In terms of occupation, 51.9% say 

they work; 15.4% study and work; 13.2% are students; 3.3% are unemployed; 3.3% are 

pensioners; 3.3% take care of housework; and 1.1% do not work due to disability.  As for 

income, close to 55.0% indicate they received more than US$400.00 per month and 45.1% 

indicate they receive less than US$ 400.00 per month. 

 

Characteristics related to the drugs for which the patient is receiving treatment 

The principal or first drug, both legal and illegal, identified in terms of importance and 

for which patients are receiving treatment: crack is reported as the first drug 36.3%,  base paste 

takes second place 27.5%, and powder cocaine takes third place 16.5%, followed by lesser 

percentages for marijuana 10.9%, alcohol 5.4% and the opioids 3.3%.   

With respect to drugs, both legal and illegal, used during the last 30 days prior to 

beginning treatment, alcohol stands out with 78.0%, followed by cannabis with 37.4%, crack 

with 36.3%, cocaine with 27.5%, and lower percentages for inhalants at 14.3%, abuse of 

prescription medications with 6.6%, and anabolic steroids with 4.4%, as well as LSD with 4.4% 

and other hallucinogens with 4.4%. Other drugs appear with lower percentages. 

 

Legal problems related to alcohol or drugs 

Of the subjects surveyed, 75 of them or 82.5% report having had legal problems related 

to alcohol or drugs, and 16 of them or 17.5% say they have not had such problems.  In the last 

year, 25 (27.5%) have had legal problems related to the use of drugs and 66 (72.5%) have not.  

In terms of the number of times they have had legal problems, the answers indicate that 16 

(17.5%) have had no legal problems; 34 (37.4%) had problems once; 25 (27.5%) had problems 

two, three, five, six, eight, and twenty times. Only five (5.5%) and 3 (3.2%) had problems once. 

Eight persons (8.8%) did not want to answer this question. 

 

Referral to treatment centers 

Of the subjects interviewed, 42 (46.2%) say they were referred to the treatment center at 

the urging of friends or family members and 25 of them (27.5%) say they entered treatment 

voluntarily. A lower percentage (9 individuals or 9.9%) came to treatment based on referral from 

another drug treatment program. Referrals from the courts or police account for 6 subjects 

(6.6%); referrals from social or other services account for 3 subjects (3.3%). National drug 
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councils referred 2 (2.2%), a primary health care unit referred only 1 patient (1.1%), and a 

secondary or tertiary health unit referred one more individual (1.1%). Prisons or juvenile 

detention centers referred one patient (1.1%). One patient was referred by his employer (1.1%). 

None of the subjects were referred by some other method or by the school system. 

 

Previous conditions of patients before receiving care in the treatment centers 

The study tells us that patients who go to treatment for addiction to drugs have other prior 

mental health diagnoses. Schizophrenia is reported by 8 subjects (8.8%), 4 subjects (4.4%) say 

they do not suffer from that condition, and 79 (86.8) say they do not know. As for bipolar 

disorder, 7 (7.6%) say they have it; 4 (4.4%) say they do not, while 80 (87.9%) say they do not 

know.  As for anxiety, 7 (7.6%) say they suffer from it, and 45 (49.5%) say they do not; 36 

(39.6%) say they do not know, and 3 did not answer. With respect to depression, 6 (6.6%) suffer 

from it, 39 (42.8%) do not, 46 (50.5%) say they don’t know. Other diagnoses are reported by two 

subjects (2.2%).  As for the number of times they were in treatment before, 11 (12.1%) have not 

been treated before entering these treatment centers; 56 (61.5%) have been in treatment more 

than once before, and 20 (nearly 22.0%) have been in treatment once before. In terms of the type 

of care received before, 32 (35.2%) report not having any earlier care; 26 (28.6%) received care 

from a self-help group  (AA/NA); 16 (17.6%) were treated in a detox unit; 14 (15.4%) were 

treated in a residential program; 13 (14.3%) received treatment from an outpatient program; 10 

(11.0%) received it from an UIETD (Specialized inpatient unit for treatment of alcohol and 

drugs); and 9 (9.9%) were treated in a psychiatric unit. 

 

Current conditions of patients in the treatment centers 

According to the data recorded on whether patients seeking treatment for drug use 

disorders also report another diagnosis, 2 (2.4%) report anxiety; 32 (35.2%) do not report any 

other disorder; and 50 (54.9%) do not know. Three (3.3%) report depression, 16 (17.6%) say 

they are not suffering from depression now, 61 (67.0%) don’t know, and 11 (12.1%) did not 

answer. Four (4.4%) say they suffer from schizophrenia, 2 (2.2%) say they do not, 67 (73.6%) do 

not know, and 18 (19.7%) did not answer. On bipolar disorder, 4 (4.4%) indicate they suffer 

from this disorder, 1 (1.0%) say they do not, 66 (72.5%) do not know, and 20 (21.9%) did not 

answer. Other diagnoses were reported by three subjects or 3.9%. As for the type of treatment, 

33 (36.0%) indicate they received psychotherapy, 27 (29.7%) indicate group therapy, 39 (42.9%) 

indicate counseling, 32 (35.2%) indicate a support group, 9 (9.9%) indicate family therapy, 18 
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(19.8%) indicate self-help, 16 (17.6%) indicate meditation, and 9 (9.9%) indicate other 

treatments. 

 

Qualitative aspects of the current treatment as perceived by patients 

On whether they are satisfied with the treatment received, 64 (70.3%) say they are, 13 

(14.3%) say they are not, 12 (13.2%) do not know, and 2 (2.2%) did not answer.  On what the 

patient likes best, 88 (96.7%) say it is the religious services they receive every day, group 

therapy, psychotherapy, and family therapy and the assistance they receive from professionals at 

the center, as well as their willingness to help the subjects during the most complicated phases of 

their entry to the center.  

On what the patients likes least, 26 (28.7%) say it is the food, bathing with cold water, 

waking up early, not having sports or recreation, a lot of free time without activities, restrictions 

of various kinds (not bringing food in, no use of cell phones, visits prohibited, and other 

complaints). The rest preferred not to answer this question for obvious reasons (fear of reprisals, 

mistreatment if they say something, threats not to say anything, and other reasons). 

On what the patients would change, 70 of the subjects say they would not change 

anything. Subjects indicate they would like better beds, better meals, more time in family therapy 

and psychotherapy, more activities during the day, and some at night. They say they would like 

the centers to be more attractive, with better equipment, televisions and large screens for 

television and CDs, as well as decoration such as pictures, plants, and natural adornment; they 

say they wish the centers weren’t so “cold” and were more welcoming and warm; they wish 

things weren’t piled up and there were more order and beauty around. 

 

Presence of a level of psychological distress and perception of family function 

As for psychological distress reported by the patients, 8 (8.8%) show a mild level, 18 

(19.8%) a moderate level, 29 (31.9%) a severe level, and 36 (39.6%) a very severe level.  The 

relevant data for this study are those referring to severe stress and very severe stress in that they 

are significantly associated with diagnoses of anxiety and depression. The K-10 scale scores 

varied between 8 and 50 (average=27.7; median=27). The distribution indicates that, on average, 

patients have distress levels in the “severe” range (between 22 and 29). The prevalence of severe 

and very severe distress is 71.4% (n=65) in patients suffering from disorders due to use of legal 

and illegal drugs who were treated in two centers in Guatemala City. 



 

 
 

143

On perceived family function, it should be pointed out that for 54 (59.3%) the family is 

functioning normally, 21 (23.1%) see the family as moderately dysfunctional, and 16 (17.6%) 

see it as severely dysfunctional. 

 

Discussion 

As confirmed by recent international epidemiological studies, at least six out of every ten 

patients who seek treatment for substance abuse have some other psychopathology, and most 

patients who suffer from serious mental illness also have drug use disorders. These two 

approaches should be considered as comorbidity so that the pathologies that do appear can be 

better treated, and establishing whether one or the other began first should not affect the actions 

to be considered since both conditions are a single clinical reality, the health impact of which 

merits the attention of the Ministry of Health and the Directorate of Mental Health, as well as 

institutions that train human resources in health. 

Comorbidity affects millions of people every year, according to the 2006 U.S. Surgeon 

General’s report on mental health. It reported that “between 31% and 65% of those who had 

abused substances at some point in their lives also had a history of at least one mental disorder 

and 51% of those with one or more mental health disorders over the course of their life had at 

least one episode of substance abuse” (Colin, 2006).  

This study found that comorbidity involving severe and very severe psychological stress 

and drug addiction affects 71.4% of the patient population. Of that population, 95.6% are men, 

the most frequent age range in the study is 24 to 39 (48.4%), followed by the 40 and up range 

(31.9%).  These life stages are productive ages and involve important family dynamics so that 

drug abuse has repercussions for family structure and function, and will thus be an element that 

triggers psychological distress. 

Other socio-demographic and economic characteristics of the interview subjects, such as 

educational level, employment, ethnicity, marital status, and income influence and are other 

components that have repercussions for comorbidity. Relevant data from this study indicate that 

close to 55.0% belong to a mixed ethnic group. Of the subjects, 47.3% are single, a marital status 

that is considered a risk factor. However, most of them live in their family’s home 44.0%, which 

is considered a protective factor.  In terms of education, 27.5% completed secondary school, 

evidence of a good educational level. Close to 99.0% know how to read and write and most of 

those surveyed, or 51.9%, say they have a job, and these are also protective factors. 
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In addition, in terms of the subjects’ perception of family function, contrary to 

expectations, the data indicate that most patients 59.34% see their families as functioning 

normally, 23.07% see them as moderately dysfunctional, and 17.59% see them as severely 

dysfunctional. These data could be related to the concept of a functional family, which is 

distorted in those who abuse drugs. To these data should be added judicial problems with drug 

use, which were reported by 82.5%, which has significant impact as a risk factor. 

Most patients being treated in the centers report that they began to use drugs between the 

ages of 15 and 18. The drugs used most before beginning treatment are alcohol 78%, followed by 

marijuana 37.4%, crack 36.3%, cocaine 27.5%, inhalants 14.3%, abuse of prescription 

medications 6.6%, anabolic steroids 4.4%, as well as LSD 4.4%, and other hallucinogens 4.4%. 

Other drugs appear with lower percentages.  

The drugs for which patients sought treatment in the centers in this study are crack 

36.3%, base paste (coca base) 27.5%, and powder cocaine 16.5%.  Alcohol is reported by 5.4%, 

a low percentage but explainable because it is not the drug for which they are in the treatment 

center. However, it is the drug with which the majority 78% began to use substances at an early 

age. These data are consistent with the dynamic of drugs in the country according to the data 

from the SECCATID. 

In addition, it should be emphasized that most of the patients come to the treatment 

centers upon the recommendation of friends or family members 46.2%; others are there on their 

own initiative 27%. This is evidence of the interest of family members and the patient himself in 

seeking support to deal with addiction. However, most patients have already been treated for 

drug abuse on more than one occasion, indicating relapses. They did not report any other drugs 

such as stimulants, hypnotics and sedatives, hallucinogens, inhalants, abuse of prescription 

medications, or anabolic steroids.  

This study reports low percentages for diagnoses received in the treatment centers with 

respect to anxiety 2 (2.4%), depression 3 (3.3%), schizophrenia 4 (4.4%), and bipolar disorder 4 

(4.4%). This is possibly due to the fact that the patients were not informed of their diagnoses 

when they were identified. It may also be because the patient does not remember the diagnosis or 

because mental health disorders are associated with the stigma of “being crazy or not well in the 

head” and patients prefer not to declare any disorder. It may also be that the treatment centers are 

not establishing mental health diagnoses or providing the related treatment except for those 

patients who arrive with an established diagnosis and the medications for treating it. There were 

no psychiatrists in the treatment centers that were part of this study, but there were psychologists 
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for addressing mental health problems. This data allow for the inference that care is being 

provided for comorbidity in those cases in which the patient already had a diagnosed mental 

health disorder before entering the treatment center.   

The patients indicate they are being treated with psychotherapy in 33 cases (36%), group 

therapy in 27 cases (29.7%), counseling in 39 cases (42.9%), support groups in 32 cases (35.2%), 

family therapy in 9 cases (9.9%), self-help groups in 18 cases (19.8%), medication in 16 cases 

(17.6%), and other treatments in 9 cases (9.9%).  

Most patients report that they are in agreement with the treatment received in these 

centers; they indicate that the professionals treating them are providing quality care and users are 

generally satisfied with the care received. As possible improvements, they report strengthening 

the infrastructure, services, and quality of care. 

Early diagnosis and correct treatment of comorbidity helps to reduce morbidity and to 

improve the patients’ living conditions. Abuse of or dependence on legal or illegal drugs is 

closely linked to social, educational, familial, cultural, economic, and other health-related 

factors. Therefore, efforts made to strengthen prevention and treatment should seek the patient’s 

readjustment to society. 

The results of this research will be used to inform the SECCATID, the Ministry of Health 

and Social Assistance, and the School of Medical Sciences, so that this initial study on 

comorbidity between drug abuse/dependence and mental health disorders will serve to generate 

further research as well as the search for improved interventions for patients in treatment centers. 

 

Conclusions 

 

Based on the proposed objectives of this study, it can be concluded that in the two 

treatment centers, SECCATID and Casa Hogar Jeova Jireh, during the months of September and 

October 2010 in Guatemala City, the prevalence of severe and very severe psychological distress 

was 71.43%, making it possible to identify the risk of mental disorders, anxiety, and depression 

in this population group. These findings confirm the data reported by other studies regarding the 

existence of a high risk of mental health disorders in those who present with substance abuse 

and/or dependence. Individual, social, familial, and legal factors impact the use of crack, base 

paste, and powder cocaine as the first drug identified by the population studied. Most of the user 

group (59.34%) perceives their family as functioning normally. A low percentage of the patients 

in these centers receive care for comorbidity.   
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Limitations 

 

The limitations of this research are related to the type of study, the selection of the 

treatment centers, and the instruments used. The cross-cutting design of the study limits the data 

to a moment in the patients’ life and the general dynamic of life in the treatment centers is lost. 

Survivor bias is assumed due to the cross-cutting nature of the design, in that the information 

obtained corresponds to a moment in the patient’s life. The lack of participant follow-up and 

monitoring does not allow for the perception of a clear sequence of events (both in terms of 

exposure to risk and health results), limiting any cause and effect inference. The selection of the 

locations studied, given the characteristics of each center in terms of structure and organization, 

presents differences with respect to the population being treated.  

The institutional referral bias, as well as the different situations for accessing the health 

services, limits the ability to generalize the results in terms of the total population of those who 

abuse or are dependent on substances. It must be kept in mind that for this study the two 

treatment centers are different, since one of the centers treats men only and the other treats both 

sexes, one is private and the other is public, and these aspects determine the user profile studied 

in this research. This limits extending the results to the general population of substance users and 

abuser. The self-administered instrument used to collect the data was a limiting factor, due to 

missing data. 

Considering that this procedure guarantees greater confidentiality and effectiveness, a 

high rate of missing data is expected. The missing data may be higher among those who find it 

difficult to complete the questionnaire due to low educational levels or unfamiliarity with 

surveys. 

 

Recommendations 

 

 The international institutions that supported this research should continue to promote 

studies on comorbidity in treatment and rehabilitation centers for drug users, particularly 

to examine in greater detail the data provided in this document, and data from other 

countries of the region, and thus contribute to an increased and better understanding of 

and approach to the drug phenomenon in Latin America.  

 The effort made in treatment centers to meet demand in the country should be 

recognized.  
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 Professionals in treatment centers for alcohol and drugs should be trained on the 

prevalence of psychological distress at different levels. 

 Professionals in treatment centers for alcohol and drugs should be trained on the 

existence, frequency, and relevance of comorbidity. 

 The use of screening should be implemented in treatment centers to detect the presence of 

coexisting mental disorders in order to promptly identify comorbidity; 

 Studies on the application of the K-10 for validity in diverse population groups should 

continue and the differences should be established. 

 Subjects and contents on psychiatric comorbidity and the importance of identifying it in 

treating drug abuse and dependence should be added to the design of undergraduate and 

postgraduate curricula in the health sciences. 

 Treatment centers should be evaluated to establish their ability to handle patients with 

comorbidity. 

 Plans should be developed to improve treatment centers for drug abuse and dependence 

in terms of care for mental disorders. 

 Other studies should be done to follow up this study in order to examine psychological 

distress and comorbidity in other populations in greater detail. 
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Introduction 

 

Jamaica, like many other countries worldwide is plagued by the problem of the use of 

illicit and licit drug use.  Given this phenomenon, local authorities and agencies such as the 

Ministry of Health and the National Council on Drug Abuse have been and continue to address 

such problems. Compounding the problem of drug dependence or abuse is that of co-occurring 

psychological problems.  Jamaica is one of few islands within the Caribbean where surveys 

conducted have accounted for co-morbid conditions among adolescents and adults (Irons-

Morgan, 1999; The National Household Survey-NCDA, 2001; Lowe and Gibson, 2005; 

Hickling, et al., 2005; De La Haye, 2008; and Barnaby and Gibson, 2008). The National 

Household Survey (NCDA, 2001) found that among a sample of 2,380 participants between the 

ages of 12 to 55 years old, 20% of the seriously mentally ill are dependent on or abusing alcohol 

and drugs.  Such dual disorders are mostly common among the homeless, prisoners and mental 

hospital patients (NCDA, 2001). 

 

Justification 

 

De La Haye (2006) in his study of co-morbidity among patients with drug abuse or 

dependence in Jamaica found that among 158 patients with a history of substance misuse, 31.6% 

of these patients had a co-morbid psychiatric disorder. The general categories within this 

proportion of patients had psychotic disorders (48.8%), mood disorders (40.0%), conduct 

disorders (10.0%) and anxiety disorders (2%) (De La Haye, 2008). The clinical relevance of 

mental disorders among people with addictions is well known (Skinner et al., 2004; Watkins et 

al., 2001; Kessler, 1995 Hersh et al., 1988, and Kranzler et al., 1998) especially within North 

American, European and Australian contexts. The presence of these co-occurring problems has 

implications for cognitive, interpersonal, emotional and biological functioning, thus making the 
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treatment of each problem more difficult. The impact of these two mental health problems in the 

same person has also a higher and specific effect on their families, producing such feelings of 

shame, guilt, stigma, and despair.  To this end, treatment must take into account those related 

feelings as illustrated by many studies that fail to or do not adequately discuss how these persons 

should be treated – with integrated interventions and treatment for both problems  (Burnan, 

2006; Drake, 2004; Minkoff, 1989,1991; Osher, 1996,1989; and  Ridgely, 1991) - but also  how 

important is to provide support and self-care for the rest of the family. McKay, Murphy,  Rivinus 

and Maisto (1991) explored the relationship between family functioning and substance use in 

adolescent psychiatric in-patients and found that the greater degree of family dissatisfaction in 

the areas of affective responsiveness and role function were associated with higher levels of 

substance abuse.  In light of the above, the role of the family and its functioning is important to 

explore in conjunction with substance use, abuse and dependence. 

This is particularly the case in relation to treatment, where the family involvement is 

deemed as essential for rehabilitation. Therefore, this research sought to find out: i) the 

prevalence of psychological distress among patients being treated for substance abuse, ii) the 

socio-demographic correlates of patients with psychological distress, iii) the family structure and 

perceived family functioning among patients with psychological distress, and iv) the attention 

given to patients receiving care in treatment centers for substance abuse.  

 
Results 

 

Results indicated that among 49 males and 7 females, ages 18-70 years (mean age = 

39.39) of mainly Jamaican nationality 98.2% and of Afro-Jamaican descent 67.9%.  The 

majority of the sample was enrolled in private treatment centers 55.4%, with the remaining in 

public/governmental based centers 44.6%. The first main substances for which the majority of 

patients were seeking treatment were marijuana 30.4% and a combination of crack/cocaine 

28.6%. Among the participants in treatment for problems related to substance use and abuse, it 

was found that within the sample 10.7% of the patients were categorized to have very severe 

psychological distress and 32.1% categorized with severe psychological distress, thus suggesting 

that both groups are likely to have a Depressive or Anxiety disorder. Additionally 26.8% were 

categorized as having moderate psychological distress and 30.4% categorized as having mild 

psychological distress, thus were likely to be well. Within the sample who presented with 

moderate to very severe psychological distress 26 were single, 8 married, 5 divorced, 3 
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separated, 2 living together, with nine living alone and others cohabiting with family members 

and/or companions. 

Furthermore, 53.6% of patients reported being self-employed or working, while 25% 

reported being unemployed. Patients with mild to very severe psychological distress reported 

wages reported ranging from US$23.17 (JA$2000.00) to US$2, 595.60 (JA$224, 000.00) per 

month.  Measure of perceived family functionality among the general sample indicated that 

66.1% have high perceived family functioning, 16.1% perceive moderate family dysfunction and 

17.9% perceive severe family dysfunction. Cross-tabulation of measures of perceived family 

functioning and psychological distress indicate that seven patients who perceive severe family 

dysfunction have severe to very severe psychological distress; five patients who perceive 

moderate family dysfunction have severe to very severe psychological distress; and twelve 

patients who perceive little or no family dysfunction, thus high family functioning have severe to 

very severe psychological distress.  The type of treatment received in the centers included 

predominantly counseling (83.9%), group therapy (67.9%), support group (60.7%), self-help 

(51.8%), meditation (44.6%), medication (37.5%), psychotherapy (35.7%) and other types of 

treatment accounting for 19.8% (i.e. exercise and sports, biblical study, Christian inspiration, and 

breathing exercises). Patients’ satisfaction with their treatment was 83.9%, not satisfied 5.4%, 

and undecided 8.9%. 

 

Discussion 

 

The data obtained regarding the drug of choice for which treatment was sought is 

consistent with information trends of the national survey (from 2004 to 2008), where the major 

drugs of impact declared by patients admitted to treatment and rehabilitation centers were crack 

(n=845), marijuana (n= 732), alcohol (n=201), seasoned spliff (n=45), cocaine (n=33) and 

cigarettes/tobacco (n=13) (NCDA/EPI-SIDUC Summary, 2004-2008).  

The results corresponding to the prevalence of psychological distress among the 

population sampled, while minuscule in its representation of the wider Jamaican population in 

treatment is somewhat reflective of multiple national population studies conducted since the 

1980’s that show that individuals “diagnosed with a mood or anxiety disorder were about twice 

as likely to suffer also from a drug use disorder” in contrast to general populations (NIDA, 

2008). Additionally, the results pertaining to the socio-demographic correlates of persons with 

psychological distress is of importance as the results shed light on the research which suggest 
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that persons who have difficulty maintaining employment or who are unemployed are more 

likely to drop out of treatment prematurely as well as to relapse (United Nations, 2002).  

Furthermore, results pertaining to family functioning serve to illustrate the role family 

dynamics and satisfaction within those relationships may influence the therapeutic process 

(Mckay, Murphy, Rivinus and Maisto, 1991).  Finally, in relation to the type of treatment 

received in the centers catering to substance abuse/dependence, these modalities have been found 

to be effective in targeting underlying problems (McKay et. al, 1997; United Nations, 2002; and 

Stevens, Hallam and Trace, 2006). 

 This study has some limitations, including, among others: (1) those related with cross 

sectional designs, (2) limited number and representation of sites, and (3) reduced size of number 

of participants.  

 

Conclusions 

 

The presence of very severe and severe psychological distress among patients being 

treated for substance abuse, in the population sampled suggests that patients captured in both 

groups are likely to have a depressive or anxiety disorder. This in turn has implications for client 

treatment, rehabilitation and relapse potential. The perception of family functionality among 

patients with psychological distress was varied. This variation of patients presenting with severe 

to very severe psychological distress perceiving moderate to severe family dysfunction has 

implications for the therapeutic process, as the research suggests that familial support and 

healthy family functioning serves as a factor for promoting individuals well-being and better 

treatment outcomes (Boyer, McAlpine, Pottick, and Olfson, 2000 as cited by Murray-Swank et 

al, 2007; Dakof, Tejeda, and Liddle, 2001; Murray-Swank et al, 2007), which may also have an 

influence the outcomes of treatment for those in the treatment centers.  

Finally, predominant exposure to and use of  multiple modalities with particular focus on 

“talking therapies” which includes counseling, group therapy and psychotherapy are an effective  

approach in reducing substance use problems and reduces the risk of relapse. These outcomes are 

further enhanced if clients are satisfied with the treatment received and the partnerships had with 

helping professionals in the recovery process. In light of the above, despite the small sample size 

which does not allow for generalizability, the results do highlight that the phenomena explored is 

of importance and that further research in this area with a larger sample may afford helping 
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professionals and therapeutic communities further insight so as to tailor treatment and 

rehabilitation programs and policies accordingly. 

 

Recommendations 

 

In light of the results obtained and limitations highlighted in this study, the following 

recommendations should be considered for future exploration of the phenomenon. To this end, 

should future research be feasible, research methodologies which foster the use of pre and post 

testing with the use of the various interventions and or a longitudinal approach could be 

employed rather than a cross-sectional design. In doing so, this may serve to present an accurate 

and possibly more detailed depiction of psychological distress experienced and the experience of 

patients in treatment for substance use and abuse in Jamaica. Results obtained from either or both 

approaches may shed light on treatment modalities used and their effectiveness, which may have 

an impact on policy and effectively promote changes in treatment centers across the island. 

Overall, the results indicate the need for continued data collection across the island of 

Jamaica for a prolonged period of time in light of periods of low intake in treatment centers so as 

to enhance the quality of the data.  Additionally, more convincing studies that speak to treatment 

planning, design and policy implications have been those that follow patients upon intake into 

treatment centers and trace changes throughout and after treatment. Other studies with similar 

strengths are those experimental in nature or have involved random assignment of patients to 

specific interventions and comparison conditions (United Nations, 2002). Such studies may then 

serve to be more supportive to imply changes to policy and program designs.  
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Introduction 

 

The prevalence of comorbidity between abuse of or dependence on psychotropic 

substances and other mental disorders is currently increasing and affecting millions of people. 

Fifteen percent of the population has had three or more psychiatric diagnoses at some point in 

their lives. Research studies seeking to clarify the central aspects of mental disorders in addicts 

(Skinner, 2005; Kessler et al, 2002) have made it clear that the simultaneous presence of both 

problems produces cognitive deficit, interpersonal problems, and emotional and biological 

damage. Comorbidity is a reality in treatment centers for drug abuse/dependence that 

complicates care and arouses increasing interest. The Nicaraguan health system is currently 

facing challenges based on socioeconomic conditions and the need for integrated care of 

comorbidity in treatment centers requires significant efforts in terms of formulating policies in 

different sectors. 

 

Justification 

 

The vulnerability of patients who are dependent on psychoactive substances in Nicaragua 

more than justifies choosing this phenomenon as a subject of study. Nicaragua has neither 

explicit national mental health policies nor legislation on this subject (WHO-AIMSM 2006). The 

lack of a budget for mental health, deficiencies in specialized centers for treating psychoactive 

substance abuse/dependence in the health system, and lack of coordination among different 

treatment resources puts the treatment of these patients at risk, increasing the rate of comorbidity. 

In Nicaragua, few scientific data related to this subject are reported. At the national level, 

the only information obtained was on the prevalence of drug use in the general population aged 

12 to 65 (CICAD/OAS, 2006) and on the school population aged 12 to 17 (SIDUC-OAS, 2003), 

in addition to records on the prevalence of mental health problems, where bipolar disorder is 
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seen as the principal cause of psychiatric care, followed by schizophrenia (Fletes-González, 

2006). The lack of knowledge on the situation of drug addicts seeking out treatment centers in 

Nicaragua requires research that would clarify the clinical reality of this population and would 

provide valuable input for intervention policies and strategies. The proposed objective was to 

determine the prevalence of comorbidity between psychological distress and drug 

abuse/dependence in patients in treatment centers, by studying patients’ psychosocial profiles 

and identifying their perception regarding the functionality of their families. 

 

Results 

 

Socio-demographic aspects 

The majority 83% of the participants were men (81% in Managua and 98% in Leon). The 

average age of the study population was 34, with a minimum age of 18 and a maximum age of 

67; 62% of the total number of participants were younger than 40. All the participants were 

Nicaraguans from the country’s 14 departments, 59% of whom were from the capital of 

Managua. Ninety-six percent identified as belonging to the mixed ethnic group or race and 4% 

were Afro-descendants. Of the total number of participants, 58% said they lived in their family’s 

home before entering the shelter. Fifty-three percent were single. Of the total number of 

participants, 65% said they had no partner. 

 

Educational and occupational characteristics 

Most of the participants 40% attained an average level of education (complete and 

incomplete secondary education), 38% a basic level (complete and incomplete primary 

education), 18% had higher education, and 5% said they were illiterate (did not know how to 

read or write). Forty-six percent were unemployed and 55% said they had no income at all. 

 

History in terms of treatment centers 

The data from the cities of Managua and Leon differ on this point. Fifty percent of the 

users in Managua went to the shelter at the suggestion of their family members or friends and 

26% went on their own initiative, while the users in León reported contrary data: 66% said they 

went there on their own and 2% at the suggestion of others. Forty-two percent of the participants 

in Managua said they had never received any treatment before entering the center, 20% had been 

treated once, 33% a few times, and 5% many times, and 83% of the users in León reported 
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having come to the shelter one or more times. Among those who had received some treatment 

before entering the center, 33% received that treatment in self-help groups (AA), 8% were 

treated in the detox unit, 7% were treated on an outpatient basis, and 2% in a psychiatric unit.  

 

Characteristics related to the drugs for which the patient in in treatment 

Regarding the principal substance for which the participants are currently receiving care, 

the results differed in the two cities. In Managua, 71% of users reported alcohol, 29% reported 

crack, followed by 26% reporting marijuana, whereas in Leon the highest percentage 44% 

reported crack and 37% reported alcohol. The participants reported that in the last 20 days, 

before entering the shelter, they used different drugs, including alcohol 90%, followed by crack 

66%, pot 51%, and cocaine 36.9%.  

 

Legal problems related to alcohol or drugs 

The percentage of users who have had legal problems related to drug use at some point in 

their lives was slightly different in the two cities: in Managua 59% reported problems and 46% 

had problems in the last year before entering the shelter, whereas in Leon, 46% had problems 

with the courts at some point in their lives and 36% had problems in the last year. Average 

frequency of problems was 3 times in Managua and 6 times in Leon. 

 

History of mental health problems 

Fifty-nine percent of the participants have had previous diagnoses of some mental health 

problem, with 31% reporting anxiety and depression, 9% reporting bipolar disorder, and 2% 

reporting schizophrenia.  

 

Current situation in terms of mental health problems  

With regard to current treatment for mental health problems, the reported data differ in 

the two cities. In Managua, 38 % of the patients currently receive treatment for anxiety, 24% 

receive treatment for depression, 5% for bipolar disorder, and 1% for schizophrenia, 22% of 

whom stated they were receiving treatment in the same center for less than a year. In León, few 

users are being treated currently, 17% for anxiety and 14% for depression. 
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Presence of a level of psychological distress and perceived family functionality 

The study found that the overall presence of very severe psychological distress was 41%, 

occurring more frequently in Leon 56% than in Managua 12%. For purposes of comparison, 

when severe and very severe levels were combined, the overall level of distress was 44%, 

occurring more frequently in the city of León. With regard to family functionality, 55% of the 

participants, in both Managua and León, perceived their families as functioning normally. 

However, the perception of family dysfunction was higher in Managua 45% than in Leon 26%. 

 

Discussion 

 

Overall, the socio-demographic profile of the population in this study is similar to that 

found by most of the authors consulted (Smilkstein, et al. 1982). This population is primarily 

male 83% with an average age of 34. In different samples from studies conducted in Mexico, the 

United States, and Europe, males predominate (averaging 80%) and are about 30 years of age 

(Puigdollers et al., 2004; Cacciola et al., 1998; Lee, et al., 1998); the percentage of subjects who 

are single or without a partner ranges between 60% and 68%, which also coincides with the 

marital status of the subjects in this study, where 65% have no partner.  

Regarding education, the results evidence a positive association between educational 

level and comorbidity: as the educational level attained increases, the risk of experiencing 

symptoms of distress decreases, confirming that academic training is an important protective 

factor in terms of how adverse situations are handled. 

Another interesting datum is that 59% of the patients have had previously diagnoses of 

some mental problems, which is confirmed in various studies (Eggea-Zapata et al., 2005).  Colin 

(2006) reports that “between 31% and 65% of those who abused psychoactive substances at 

some point in their lives also had a history of at least one mental disorder and nearly 51% of 

those with mental health disorders during their lives had at least one episode of substance abuse 

disorders.”  

Regarding the epidemiological aspects of comorbidity described in the literature, there 

does not seem to be unanimity since the studies yield very different data (Lee et al., 1998). As 

for the prevalence of distress found overall (44%), the study shows that users in the shelters of 

Nicaragua share a clinical reality similar to that of users in other countries.  
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The condition of having or not having a partner indicated that the highest percentage of 

patients with symptoms of distress occurs in those without a partner. It was also noted that there 

is a positive association between the levels of severe and very severe distress in users and users’ 

perception of their families as dysfunctional. The family is customarily considered a primary 

source of emotional support and may act as a protective factor for its members when they are 

faced with adverse situations and may facilitate good coping skills in dealing with problems 

(Minichello, Schmidt, 2004).  An important finding relates to patients currently being treated for 

mental health problems. The study indicates that a high percentage of them experiences 

symptoms of distress. One possible explanation for this situation could be found in the shortage 

of systems to provide care for them. 

 

Conclusions  

 

The results suggest that most users who seek help for abuse of/dependence on 

psychoactive substances present with comorbidity. The percentage of users who have had a 

previous diagnosis of mental health problems and those who have not is almost the same and a 

significant number of the patients who are being treated currently for mental health problems 

continue to experience symptoms of psychological distress. 

 

Limitations 

 

One of the limitations of the study is related to its cross-cutting design. The lack of 

participant follow-up makes a clear perception of the sequence of events impossible (both in 

terms of exposure to risk and health results), limiting any cause and effect inference. In addition, 

the participant sample is small and does not necessarily represent Nicaragua’s reality, so that its 

results should be considered with caution. 

 

Recommendations 

 

Continue to implement the CICAD recommendations on accreditation of treatment 

centers, promoting professional training on subjects related to the coexistence of psychiatric 

disorders and disorders related to abuse of/dependence on psychoactive substances. Become 

aware of the magnitude and specificity of the problems and improve intersectoral coordination. 
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Introduction   

 

As shown by recent research and key informants like the Multilateral Evaluation 

Mechanism (MEM) and the Inter-American Drug Observatory (OID), drug use seems to be 

increasing in many member states. In addition, new drugs like ecstasy and methamphetamines 

and new drug combinations are appearing in areas that were not affected in the past. 

Therefore, projects and programs for preventing and treating drug problems are becoming 

a priority and CICAD’s demand reduction program serves to support governments and civil 

society organizations that provide prevention and treatment services in the community setting. 

The School of Nursing of the University of Panama accepted the offer from the CICAD-

OAS (Inter-American Drug Abuse Control Commission) to train human resources in the 

International Research Capacity-Building Program for Health-Related Professionals to Study the 

Drug Phenomenon in Latin America and the Caribbean, which resulted in the study titled: 

Multicenter Study of Comorbidity between Psychological Distress and Drug Abuse in Patients in 

Treatment Centers, in Seven Latin American Countries and one Caribbean country: Implications 

for Policies and Programs. 

The individual’s socio-demographic characteristics, age, gender, educational level, 

employment, race or ethnicity, marital status, income, etc. represent relevant factors relating to 

concurrent disorders. The presence or absence of psychological distress and its levels (mild, 

moderate, severe or very severe) will provide the other component of comorbidity that will be 

investigated in this study. However, all these factors interact in a broader context where judicial 

(history of judicial problems related to drug use) and health factors also converge and are called 

the environment. It is specifically one of these environmental factors, the treatment centers, 

where the other factors come together. The type of care they provide, the team of professionals 
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that provides that care, and the user’s satisfaction with the care provided are fundamental aspects 

that allow us to determine whether treatment centers for drug abuse and dependence offer 

adequate care for comorbidity. 

 

Justification 

 

Comorbidity affects millions of people every year according to the U.S. Surgeon 

General’s Report on mental health (2006).  This report stated that “between 31% and 65% of 

those who had abused substances at some point in their life also had a history of at least one 

mental disorder and 51% of those with one or more mental health disorders during their life had 

at least one episode of substance abuse disorders” (Colin, 2006).  

Reducing the demand for illegal drugs and other abused substances means avoiding and 

preventing initial drug use, as well as addressing the negative consequences for both health and 

society due to drug abuse through treatment, rehabilitation, and reintegration programs.  For 

several years, CICAD’s Demand Reduction Program has given priority to the education and 

training of a professional cadre of individuals who manage prevention programs and deliver 

treatment services in the member states.  

As seen in the background section, projects and programs to prevent and treat drug abuse 

are a great priority in our country, and according to studies published by the National 

Commission for the Study and Prevention of Drug-Related Crimes (CONAPRED), there is a 

perceived need for more promotion and prevention programs, since the drug problem is 

increasingly occurring at younger ages. Also needed is human resource training that can support 

governments and civil society organizations that provide prevention and treatment services in the 

community setting. 

This situation extends from the individual to the family, to the workplace, school, and to 

the development of social and economic policies and has cultural implications. Therefore, when 

substance abuse and another mental disorder or psychological distress occur simultaneously, 

functional incapacity and self-destructive behaviors increase and the success of treatment 

becomes more problematic.  Thus, it is important to determine whether the centers treating drug 

abuse and dependence offer care for comorbidity, making it clear that studies are needed in this 

area. 

Therefore, the importance of broadening the field of research with respect to comorbidity 

associated with abuse of alcohol and illegal drugs and psychological distress takes on special 
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interest when it is related to the factors mentioned above. Based on this context, the primary 

purpose of this multicenter study is to explore psychological distress as well as some aspects of 

the care that patients receive for mental disorders in drug abuse treatment centers in Panama. 

 

Results 

 

Socio-demographic aspects 

The sample consisted of 167 patients in 11 treatment centers as follows: 8 in the province 

of Panama, 2 in the province of Colon, and one in the province of Cocle. They are all NGOs. 

With regard to gender, 20.4% of the sample was female and 79.6% was male. The average age 

was 44, the minimum age was 18, and the maximum age was 78, distributed as follows: 18-29 

years -- 19.2%, 30-39 years -- 15.6%, 40-49 years -- 38.3%, 50-59 years -- 16.2%, 60-69 years -- 

8.9% and 70-79 years -- 1.8%.  Of the patient population, 56.9% were single, followed by 

married at 15.6%, and 12.0% live with a partner without being married.  Distribution according 

to ethnic group yielded the following results: white 24.6%, mestizo or mixed 44.9%, Afro-

descendants 29.9%, and indigenous 0.6%. 

 

Educational and occupational characteristics 

The educational level was varied and distributed as follows: 3.0% never went to school, 

8.4% did not complete primary school, 11.4% completed primary school, 44.3% did not 

complete secondary school, 21.0% completed secondary school, 7.8% did not complete 

university studies or technical training, and 4.2% completed university studies or technical 

training. As for income, 77.8% report that their monthly income is less than US$200.00. 

 

Characteristics related to the drugs for which the patient is in treatment 

Of those surveyed, 71.3% report alcohol as one of the substances that motivated them to 

seek treatment. As for the substance the patients had used in the 30 days prior to starting their 

current treatment, 73.9% reported the use of cannabis, 62.3% reported the use of powder 

cocaine, 40.7% indicated use of crack, 14.4% reported the use of base paste or bazuco, while the 

use of the remaining substances did not yield significant results. In analysis by gender, 85.3% of 

the women and 67.7% of the men reported alcohol abuse; 55.9% of women and 53.4% of men 

reported using cannabis; 55.9% of women and 63.9% of men reported using cocaine; 41.2% of 

women and 40.6% of men indicated they used crack; and 23.5% of women and 12.0% of men 
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stated they used base paste or bazuco. Some 85% of the patients in treatment centers used 

multiple drugs and the remaining 15% reported abusing alcohol as their only drug. 

 

Legal problems related to alcohol or drugs 

When questioned whether they had had legal problems due to alcohol or drugs, 38.0% 

said yes.  By gender, 50.0% of women and 34.8% of men answered affirmatively. 

 

Previous conditions of patients before receiving care in the treatment centers 

Of the individual with anxiety disorders, 18.5% abuse alcohol, 16.0% with depression 

also abuse alcohol.  Of the marijuana users, 54.8% reported anxiety diagnosed by a physician 

and 18.2% had medically diagnosed depression.  With respect to the diagnosis of schizophrenia, 

5.9% of the women and 0.8% of the men surveyed reported having had this diagnosis. As for 

bipolar disorder, 2.9% of the women and 0.0% of the men reported have been diagnosed with 

this disorder. 

 

Current conditions of patients in the treatment centers 

The study found that the current conditions of the patients in treatment centers were as 

follows: 53.9% deny having psychiatric disorders, 6.0% have been diagnosed by a psychiatrist as 

have anxiety disorders, 6.6% have been diagnosed with depression, 1.8% with schizophrenia and 

0.6% with bipolar disorder.  It should be noted that 9.6% said they did not know and 21.5% did 

not answer. Of the patients in treatment centers for drug abuse/dependence, 67.7% indicated that 

their treatment consisted of group therapy; 2.4% report being treated with medications for their 

psychiatric problems, in this case psychotropics for the problem from which they suffer, in 

addition to those who receive another type of medication for other complaints. 

 

Qualitative aspects of current treatment as perceived by the patients 

Regarding their satisfaction with the treatment they receive in the center, 81.8% indicated 

they were satisfied; when the analysis is broken down by gender, 97.1% of the women said they 

were satisfied and 77.9% of the men said they were satisfied. 

 

Presence of level of psychological distress and perception of family functionality 

With regard to the presence of psychological distress, 49.1% of the patients in treatment 

centers for drug use showed mild psychological distress, 22.1% showed moderate psychological 
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distress, 9.6% showed severe psychological distress, and 19.2% showed very severe distress. The 

results of applying the family APGAR indicated that 50.9% of those surveyed considered their 

families as functionally normally, 14.4% reported moderate dysfunction, and 34.7% reported 

severe dysfunction. 

 

Discussion 

 

When comparing the results from a study conducted by the National Commission for the 

Study and Prevention of Drug-Related Crimes (CONAPRED) in 2002 and published in 2004 

with the results of the 2003 survey of students in the capital, where an increase is seen in use of 

the following drugs: cigarettes, alcohol, inhalants, marijuana, cocaine and pegón, we note that 

behavior is different in adults, with a tendency to choose illegal drugs. 

During 2003, CONAPRED conducted the First National Household Survey on drug use 

and related factors.   The survey was conducted through home interviews of a representative 

sample of persons of both sexes, with ages between 12 and 65 years, finding that the most used 

legal drugs are alcohol, cigarettes, tranquilizers, and stimulants without a medical prescription. 

With respect to illegal drugs, among the population aged 12 to 65, the drugs used most are 

marijuana and cocaine. There are also reports of the use of crack, ecstasy, and inhalants, but in 

lower percentages than the drugs already mentioned. 

The information obtained in the 2003 study is very similar to the current findings, in 

which alcohol use continues to hold first place, and illegal drugs include marijuana (cannabis), 

cocaine, crack, and base paste or bazuco, followed by ecstasy, inhalants, and other drugs, but in 

lower percentages. 

Although the prevalence of comorbidity between substance abuse disorders and serious 

mental disorders seems to increasingly higher, this increase continues to be poorly understood 

and requires more research. One problem is the difficulty of diagnosing this type of comorbidity.  

Differential diagnosis is not an easy task, given that there is an overlay of symptoms in both 

types of disorders. One disorder can increase or “be concealed” or appear to be another disorder. 

Aspects that make this comorbidity unclear range from psychopathological aspects (e.g., 

hallucinations produced by alcohol versus those produced by schizophrenia) to ethnic aspects, 

social conditions, and other socio-cultural and demographic aspects (Grant, 2007). 

These assertions are comparable to the findings in this research, where it was possible to 

obtain information on the use of substances but it is not clear (nor is it the objective of this study) 
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whether the mental disorder provokes the use of the illegal substance or the use of the illegal 

substance leads to the mental disorder. In 50% of the cases in men, the diagnosis of the mental 

disorder and the age at which the use of substances began is consistent, whereas in women, the 

mental disorder was diagnosed before the use of substances began. 

The prevalence of this type of comorbidity also varies according to gender. Studies 

comparing men and women in drug treatment indicate that antisocial personality disorder is more 

common in men, while women have higher rates of major depression, post-traumatic stress 

disorder, and other anxiety disorders (Hendrick, 2000; Brady et al, 1996; and Conway, 2006). 

The psychosocial factor most associated with the problem of drug use was severe 

psychological distress, in a study titled: Consumo de alcohol y drogas y factores psicosociales 

asociados en adolescentes de Lima, conducted in Peru in 2004 by Salazar, Eduardo; Ugarte Gil, 

Manuel Francisco; Vásquez, Luis; Loaiza, José.  The results of that study differ from those in 

this study, in that the total of those surveyed who showed severe and very severe distress reached 

only 28.8%. 

“The family is an open social subsystem in constant interaction with the natural, cultural, 

and social environment, where each of its members interacts as a microgroup, within a family 

environment where there are biological, psychological, and social factors that are highly relevant 

in determining health/disease status.”  (L. de la Revilla, 1998) 

From this systemic perspective, based on interpersonal relations, a family will be 

“functional” when it promotes the individual and integrated development of each of its members 

from the biological, psychological, educational, and social point of view. However, there is no 

single “model” of a functional family, in that the nature of interpersonal relations is varied and 

very complex. Thus, it will always be necessary, in order to arrive at that diagnosis, [to know] 

how each of the family’s members views, perceives, and experiences the family’s functioning. 

Many authors have studied this ability of the family as a system to support or fail to 

support (“family dysfunction”) the individual development of its members and to contribute to 

the genesis and/or perpetuation of diseases such as drug abuse/dependence. In this study, 50.9% 

of those surveyed perceive their families as functionally normally, an aspect that also does not 

agree with the literature reviewed. 

Considering that the basic basket costs between US$226 and US$294, it is notable that 

77.8% of those surveyed reported income below US$200 and 7.2% did not know or did not 

answer. This makes it difficult to understand the buying power providing access to drugs when 
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contrasted with the low percentage (38.0%.) who reported having had legal problems due to 

alcohol or drugs. 

The type of care provided at the center, the team of professionals on staff, and the user’s 

satisfaction with that care are fundamental aspects for approaching a patient with comorbidity 

and this study indicates that 81.8% of those surveyed are satisfied with the treatment received in 

the center. 

 

Conclusions 

 

The prevalence of psychological distress in the patients who are receiving care in 

treatment centers for drug abuse/dependence in Panama is 49.1% for those with mild 

psychological distress and 28.8% with severe and very severe psychological distress. Thus, there 

is evidence of comorbidity among the population in treatment centers for drug 

abuse/dependence. 

Family structure and family functionality among patients with psychological distress who 

are receiving care in treatment centers for drug abuse/dependence are perceived as functioning 

normally. The majority does not perceive their families as dysfunctional and thus do not consider 

their family dynamic as a risk factor for drug use. Despite the fact that 100% of the centers 

visited are managed by recovering addicts and there are no staff members who specialize in 

drugs or mental health, patients consider the care satisfactory. The drugs used most by the 

population studied include alcohol as a legal drug and as illegal drugs, marijuana (cannabis), 

cocaine, crack, base paste or bazuco. These are followed by lower percentages of ecstasy, 

inhalants, mickey, and others. The starting age for drug use is between 11 and 15 years, although 

there were 8 cases of patients who started before age 11.   

 

Limitations 

 

The limitations of this research are related to the design of the cross-cutting study. The 

presence of a survivor bias is assumed due to the cross-cutting nature of the design, in that the 

information obtained corresponds to a moment in the patient’s life. In addition, the lack of 

participant follow-up does not allow for a clear perception of the sequence of events (both in 

terms of exposure to risk and health results), limiting any cause-effect inference. Other 

limitations of the research are based on the selection of the study sites, which depends on the 



 

 
 

173

accessibility and cooperation of those in charge. It is thus probable that the bias of institutional 

referral as well as the different situations for accessing the health services limited the ability to 

generalize the results for the entire population of persons with abuse or dependence, since the 

surveys were only used in NGOs. The small sample size should also be considered a limitation. 

Another limitation of this study is the use of a self-administered questionnaire as the principal 

source for compiling the data. Considering that this procedure guarantees greater confidentiality 

and efficacy, a higher rate of false or incorrect data is expected. 

 

Recommendations 

 

The National Commission for the Study and Prevention of Drug-Related Crimes 

(CONAPRED), together with the University of Panama, a member of the Commission, should 

implement training programs for personnel working in the treatment centers. 

The University of Panama, through its extension activities, should provide counseling 

services and evaluations of physical and mental health for treatment centers for drug 

abuse/dependence.  CICAD should continue promoting new research in the treatment centers in 

order to guarantee quality care for those who find themselves in these facilities. The authorities 

should include the treatment centers and the subject of drugs in national health plans, programs, 

and policies. 
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Introduction 

 

The co-occurrence of disorders related to substance use (abuse/dependence) and other 

mental health problems is frequent. There is a high risk of drug use among patients with mental 

disorders, and a high frequency of psychopathology unleashed by the abuse of illegal drugs and 

alcohol. The simultaneous presence of both disorders is known as comorbidity and significantly 

affects the patients’ quality of life.  

The high rate of comorbidity between substance use disorders and other mental disorders 

such as psychological distress may be related to the complex interaction between the 

environment and individual factors. Such environmental factors include culture, family 

dysfunction, poor interpersonal relationships, unemployment, social exclusion, poverty 

legislation, health services, and many others. On the other hand, individual factors include 

genetic predisposition, coping strategies, personality, biological factors and other factors.  

The importance of expanding the field of research with regard to comorbidity associated 

with abuse of alcohol and illegal drugs and psychological distress becomes particularly 

interesting when it is related to the aforementioned factors. This situation extends from the 

individual to the family, to the workplace, to school, and to the development of social and 

economic policies, and has cultural implications. Therefore, when substance abuse and another 

mental disorder or psychological distress occur simultaneously functional incapacity and self-

destructive behaviors increase and the success of treatment becomes more problematic.  

There is a series of factors among the individual characteristics and the characteristics of 

the drugs and the environment that interact in a patient with comorbidity. Among family 

characteristics, family structure and functioning can promote or inhibit the presence of 

comorbidity, helping to create a context of protection or risk. The specific properties of the drugs 

(type of drug used, age when starting to use, method used) contribute to the emergence of a 

pattern of abuse/dependence. 
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On the other hand, the individual’s socio-demographic characteristics, age, gender, 

educational level, income, and the presence or absence of psychological distress and the level of 

that distress (mild, moderate, severe, or very severe) provided the other component of 

comorbidity that will be investigated in this study. However, all these factors interact in a 

broader context, where judicial factors (history of judicial problems related to drug use) and 

health-related factors converge and are called the environment. It is specifically in one of the 

factors in this environment, the treatment centers, where the other factors mentioned come 

together. The type of care they provide, the team of professionals on staff at the centers, and the 

user’s satisfaction with that care are fundamental aspects that allow us to determine whether 

treatment centers for drug abuse and dependence offer care for comorbidity.  

Based on the indicated context, the principal purpose of this multicenter study, which was 

part of research done in six Latin American countries and one Caribbean country, was to explore 

psychological distress, as well as some aspects of the care patients receive for their mental 

disorders in drug treatment centers. It also sought to estimate the presence of comorbidity 

between psychological distress and substance use disorders (drug abuse and dependence) in 

patients in these centers and to gather background on patients’ perception of family functionality, 

all by showing socio-demographic characteristics and characteristics of the drug use of the 

individuals who make up the study population. 

 

Justification 

 

Comorbidity affects millions of people every year, according to the U.S. Surgeon 

General’s Report on mental health (2006), which stated that “between 31% and 65% of those 

who had abused substances at some point in their lives also had a history of at least one mental 

disorder and 51% of those with one or more mental health disorders during their lives had at 

least one episode of substance abuse disorders.” (Colin, 2006) 

The data from the Epidemiological Studies Catchment Area (CEPA) revealed that about 

half of the individuals diagnosed with abuse of or dependence on alcohol or other drugs have a 

psychiatric diagnosis: 26% have mood disorders, 28% have anxiety disorders, 18% have 

antisocial personality, and 7% have schizophrenia. The presence of major depression among 

those who use drugs varies between 30% and 50%. Similar data and conclusions were also found 

in more recent publications worldwide (Evans and Sullivan, 2001; Dalex and Moss, 2002).  
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More recently, epidemiological studies conducted over the last 15 years have shown that 

many psychiatric disorders and substance abuse disorders co-occur with more frequency than 

would be expected. Eduardo Nunes, cited by Brady (2003) states that the prevalence of 

comorbidity between depression and alcohol use is between 15% and 67%. Interest in the co-

occurrence of mental disorders and substance use is important because it negatively affects the 

course, treatment, and prognosis of both disorders. 

In light of the above, the role of the family and its functioning is an important topic in 

connection with the use of substances, particularly in the treatment thereof, where the 

participation of the family is considered essential for rehabilitation. The prevalence of this type 

of comorbidity also varies by sex. Comparative studies of men and women in drug treatment 

indicate that antisocial personality disorder is more common among men while women have 

higher rates of major depression, post-traumatic stress disorder, and other anxiety disorders 

(Brady, K & Randall, C, 1999; and Conway, 2006).  

Nearly all the studies of comorbidity were conducted in North America, Europe, and 

Australia. Although prevalence is known to be influenced by gender, ethnicity, and other 

variables (Grant, 1997; Brady, K & Randall, C, 1999; Conway, 2006), there are only a few 

studies conducted in Latin America and the Caribbean. The research done in North America, 

Europe, and Australian cannot be directly transferred to Latin America and the Caribbean due to 

historical, sociocultural, and political differences. Therefore, more studies should be developed 

to estimate prevalence in this region in particular.  

In Paraguay, international trafficking is one of the most important problems related to the 

subject of drugs. Cocaine enters the country from Colombia, Bolivia, and Peru and is trafficked 

through Paraguay toward Argentina, Brazil, Europe, Africa, and the Middle East. The data on 

recent seizures and police operations indicate that the restrictions related to the use of Brazil as a 

drug trafficking corridor have increased trafficking through Paraguay. In this case, only small 

quantities of cocaine enter by land in Brazil. 

Marijuana is the only illegal drug grown in Paraguay. Marijuana is grown throughout the 

year and its production has increased recently, including in nontraditional growing areas. The 

National Drugs Secretariat (SENAD) destroyed 1,000 hectares of marijuana crops in 2005 

(enough to produce three tons of the drug). It is estimated that there are 5,500 hectares of 

marijuana crops. The SENAD estimates that nearly 85% is sold for the Brazilian market, 10% to 
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15% for other regional Southern Cone countries, and only 2% to 3% is for domestic use. It is not 

sold in the United States. 

 

Since Paraguay is an important country in international drug trafficking, the SENAD has 

created the Major Offenders Unit (Unidad de violadores principals - UVP). This unit has 

increased the number of cocaine seizures and has been working together with international 

organizations on interrupting the drug trafficking networks. Paraguay is one of the member 

countries of the United Nations Convention against Drugs (1988), the United Nations 

Convention against Narcotics (1961), and signed the 1972 protocol amending the preceding 

conventions, as well as the 1971 Convention on Psychotropic Substances. The Government of 

Paraguay has also ratified the United Nations Convention against Transnational Organized 

Crime and has signed regional agreements like the Inter-American Convention against 

Corruption, the Inter-American Convention against Terrorism, and the Hemispheric Drug 

Strategy of the OAS/CICAD. 

In 2004, the Inter-American Convention on Mutual Assistance in Criminal Matters began 

to take effect in Paraguay. In this respect, Paraguay has specific bilateral agreements with Brazil, 

Argentina, Chile, Venezuela, and Colombia. There is also an extradition treaty with the United 

States. The bilateral agreement with the U.S. (1987) on collaboration in the area of drugs was 

ratified in 2005. In May of that same year, the government approved the structural reorganization 

of the SENAD in order to achieve the more rapid resolution of drug problems. An intelligence 

unit, working closely with the community, began to operate a month later, in order to improve 

the information needed to facilitate SENAD operations. 

Both forensic laboratories and the canine drug detection training program have made it 

possible to improve the operational capacity of the SENAD. The canine detection units have 

been operating at the International Airport of Asunción and at selected points along the 

Paraguayan-Brazilian border, although border surveillance is very difficult. In addition, in 2005 

the country began to sell confiscated property, including planes, and these funds have been used 

to make up for the limited budget allocated to drug control. 

As for the organization of mental health care, most of the government’s financial 

resources are directed to the Psychiatric Hospital. In Paraguay, social security does not have 

wide coverage and only a minority has free access to psychotropic medications.  

Studies conducted in Paraguay on the subject of drugs show that drug use is comparable 

to other data in South America. A pioneering study on comorbidity was conducted by Miguez et 
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al. (1992), based on the DSM-III-R and using the SRQ tool. That study showed a prevalence of 

depression of 21%. 

Results 

 
Socio-demographic aspects 

With respect to socio-demographic aspects: 132 (88.6%) of the users were men, with a 

lower percentage for women, 17 (11.4%), and their ages according to range shown were between 

18 and 31 years. With respect to place of residence, most patients are from the capital and 

surrounding areas, representing 60.5%, and a minority comes from rural areas. The majority, 148 

(99.3%), are Paraguayan nationals. As for ethnic group, 139 (93.5%) answered that they are 

mestizos. The large majority, 91, live with their family of origin (61.2%), 37 live in a home 

owned by the patient (24.8%), and 17 live in the patient’s rented home (11.4%). Regarding the 

person with whom the patient lives, most answered that they lived with their mother, father, or 

sibling, with the following figures 75 (50.3%); 64 (43%), and 54(36.2%) respectively. 

 

Educational and occupational characteristics 

The study indicates that 147 (98.7%) of the users know how to read and write, which is 

consistent with the high percentage of those who have attended school up to the secondary level, 

94 (63%). In addition, 27 (18.1%) have had incomplete university training, and 7 (4.7%) have 

completed their university education. As for occupation, most patients, 52 (34.9%), are self-

employed while 48 (32.2%) are unemployed, and 19 (12.8%) work and study. With regard to 

income, 59 (39.6%) reported receiving no income; 20 (13.3%) receive less than US$200.00; 30 

(20.1%) receive between US$200.00 and US$400.00; and 18 (12%) said they receive income of 

more than US$400.00. 

 

Characteristics of the drugs and type of treatment received 

The results indicating the first drug of choice for which the user sought treatment at the 

center are: 59 (39.6%) indicating alcohol, followed by marijuana with 48 (32.2%); crack with 24 

(16.1%); cocaine with 17 (11.4%), and benzodiazepines with only 1 (0.7%). The other 

substances are not mentioned. 
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Patients’ legal problems related to alcohol or drugs 

Regarding judicial record, the majority, 111 (74.5%) say they have not had legal 

problems and only 38 (25.5%) have had such problems. In the last year, only 18 (12.1%) had 

legal problems related to drug use; in terms of the number of times they had problems, the 

responses were that 22 (14.8) did not have problems, 11 (7.4%) had legal problems on one 

occasion; 2 (1.3%) had problems 2, 3, and 5 times, 1 (0.7%) on 1 occasion, and 109 (73.2%) did 

not want to answer. 

 

Referral to treatment centers 

The majority, 94 (44.5%), come to the treatment center at the suggestion of family 

members and friends while 84 (40%) do so voluntarily; a lower percentage are referred by the 

courts, boss, or another treatment center, with the following percentages: (6.1%); 7 (3.3%), and 5 

(2.3%) respectively. In addition, small percentages were referred by prisons, 4 (1.8%); by the 

school system, 2 (1%), and by a health unit, 2 (1%). 

 

Previous conditions of patients before receiving care at the treatment center 

The study indicates that of the patients who seek treatment for their drug addiction have 

other diagnoses such as anxiety in 33 (21%) cases and depression in 26 cases (17.4%).  Most of 

the patients had been diagnosed a year ago, with 9 cases (27.3%) of anxiety and 8 cases (30.8%) 

of depression.  As for whether they have received treatment for drug abuse or dependence before 

entering the treatment center, 56 (37.6%) have not had previous treatment; 46 (30.9%) have had 

treatment once before; and 38 (25.5%) have been treated more than once. As for the type of care 

received before entering the treatment center, 35 (18.2%) were in a detox unit; 26 (13.6%) were 

in outpatient care; 25 (13%) were in a specialized drug treatment unit; 18 (9.4%) were in self-

help groups; 11 (5.7%) were in a residential program; 5 (2.6%) were in a psychiatric unit; and 2 

(1%) were in daily care. 

 

Current conditions of patients in treatment centers 

With reference to the current diagnoses of patients in drug treatment centers, the large 

majority had anxiety and depression, with 36 (24.2%) and 26 (17.4%) respectively, and only 3 

(2%) and 2 (1.3%) had bipolar disorders and schizophrenia. The types of treatment received in 

the centers are group therapy, 123 (22.7%); self-help groups, 107 (19.8%); support groups, 69 

(12.7%); counseling, 64 (11.9%); medication, 52 (9.6%); and family therapy, 12 (2.2%). The 
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medications used most are vitamins with 37 (23.5%), followed by antipsychotics and 

benzodiazepines with 16 (10.1%) and 10 (6.4%), in addition to antidepressants with 4 (2.5%). 

 

 

Qualitative aspects of current treatment as perceived by patients 

Patients’ perception regarding what they liked best about the treatment provided by the 

center touched on aspects related to the professionals, good care, courtesy, and support. In 

addition, what the large majority appreciate is fellowship among the patients and the support 

they provide each other, as well as meeting new people and making friends who have the same 

problems and seek the same goal through chats and group therapy sessions. 

What they like least about the treatment provided by the center: most of the patients 

disagreed with the operation of the center, such as wake-up times, lunch time, and limited 

contact with family, in addition to the dining service and recreation area at the center.  

What they would change about the care offered by the center: most say they would not 

change anything, but those who would makes changes would change the infrastructure of the 

institution to make it broader, in addition to improving the dining service; some also believe that 

more hours of therapy are needed as well as more time to speak with professionals and more 

recreational activities. 

 

Presence of psychological distress and perception of family functionality 

With reference to psychological distress: 72 (48.3 %) show a mild level of distress; 37 

(24.8%) show a moderate level of distress; 26 (17.5%) have a severe level of distress; and 14 

(9.4%) of the patients have a very severe level of distress. 

On perceived family functionality, it should be noted that 104 (69.8%) patients see their 

families as functioning normally, 32 (21.5%) see their family as moderately dysfunction; and 13 

(8.7%) see their families as severely dysfunctional.  

 

Discussion 

 

Comorbidity affects millions of people every year, according to the U.S. Surgeon 

General’s Report on mental health (2006), which stated that “between 31% and 65% of those 

who had abused substances at some point in their life also had a history of at least one mental 
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disorder and 51% of those with one or more mental health disorders over the course of their life 

had at least one episode of substance abuse disorders.” (Colin, 2006).  

 

This study has found that comorbidity between psychological distress and drug addiction 

primarily affects men (88.6%) between the ages of 18 and 31, stages in life in full development 

and thus a determining factor in patients’ futures. 

In addition, it is important to consider the influence of other familial and environmental 

factors. For example, 57.7% of the patients are single and live in the family’s home, 61.2% with 

their parents, which would affect the development of their personalities. In addition, the 

percentage of patients who know how to read and write is 98.7%, and 57.7% have a job that 

provides an income, which would be defined as a beneficial effect for avoiding disorders like 

anxiety and depression. 

As for the perception of family function among these patients, most 69.8% see their 

families as functioning normally and the rest perceive moderate to severe dysfunction, which 

contrasts with the percentage found for psychological distress 51.7% including moderate, severe, 

and very severe distress. All these factors would affect the life of patients who have or have not 

had legal problems. 

Most of the patients began to use drugs between the ages of 15 and 18. It should be 

emphasized that the principal substance used by the patients is alcohol 39.6%, followed by 

marijuana 32.2%, cocaine in its various forms 27.5% and very small percentages for 

pharmaceuticals and other substances.  

 It should be noted that most patients come to the center at the recommendation of friends 

or family members 44.5% and 40% come at their own initiative. This shows the interest of 

families and the patient himself in seeking help to overcome an addiction problem, although it is 

noted that the large majority of the patients have already been treated for drug abuse on more 

than one occasion, indicating relapse. 

The study found that 33 patients already had a diagnosis of anxiety and 26 patients 

suffered from depression. Those figures did not change over the course of treatment. However, 

23 patients have been diagnosed with bipolar disorder and 2 patients have been diagnosed with 

schizophrenia and are in treatment, mostly in group therapy and self-help groups, in addition to 

psychotherapy, counseling, and support therapies, among others. 

The large majority reports being in agreement with the treatment received in these 

centers, as reflected in the opinions expressed regarding the patients’ perceptions and 



 

 
 

183

suggestions regarding possible improvements that could be implemented both in the 

infrastructure and in the care provided by the professionals. 

 

Conclusions 

 
The study found that the prevalence of psychological disorders such as anxiety and 

depression in patients in treatment for addictions is increasing by 26.7% with reference to studies 

done earlier by Miguez et al. (1992) where prevalence was 20% of patients having some 

depressive-type disorder.  In this sense, the increase would be due to increased use of 

psychoactive substances and an altered family structure, where an increase of family dysfunction 

has also been demonstrated, with moderately dysfunctional values in 32 cases (21.5%) and 

severely dysfunctional values in 13 cases (8.7%). In addition to the presence of a higher 

percentage of moderate distress, 26 patients (17.5%) have severe distress and 14 (9.4%) patients 

have very severe distress, which would be affected by limited incomes with 59 (39.6%) reporting 

that they received no income and 20 (13.3%) reported receiving less than an estimated minimum 

salary of US$200.00. However, despite the increase in the number of patients entering treatment 

and despite the limited budget for developing treatment programs in these centers, patients are in 

agreement with the service provided. 

 

Limitations  

 

The limitations of this study are related to the design of the cross-cutting study. The 

presence of survivor bias is assumed given the cross-cutting nature of the design, in that the 

information obtained corresponds to a moment in the patient’s life. As a result of using this 

method, a dynamic view of the life events, such as death, emigration, and the incidence of other 

diseases cannot be obtained. In addition, the lack of participant follow-up does not allow for the 

perception of a clear sequence of event (both in terms of exposure to risk and the health results), 

limiting any cause-effect inference.  

Other limitations of the study are due to the small sample size as well as the selection of 

study sites, which depends on the existing health structure and the organization of the health 

services. Therefore, it is likely that institutional referral bias as well as the different situations for 

accessing the health services limit the ability to generalize the results for the total population of 

people with drug abuse or dependence.  
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Another limitation of this study is the use of a self-administered questionnaire as the 

principal source for compiling the data. Considering that this procedure guarantees greater 

confidentiality and efficacy, a higher rate of missing data is expected. This effect can be 

minimized with the help provided by the trained research assistants. The appearance of missing 

data may be more prominent among those who find it difficult to complete the questionnaire due 

to low educational levels or unfamiliarity with surveys. 

 

Recommendations 

International institutions should recognize the efforts being made in treatment centers and 

continue to support the various control programs, including control of production, distribution, 

and primarily use of substances, as well as support recovery programs for patients affected by 

this blight on society. 

National institutions should dedicate greater efforts to establishing treatment and 

rehabilitation programs for patients being treated for drug addiction, so that their reintegration is 

society is productive and avoids recidivism or patient relapse. 
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Introduction 

 

The phenomenon of the use of psychoactive substances is complex. According to Valdez 

(2010), its effects depend on the substance, but also on the individual and his psychopathological 

substrate, his previous personality and his family and social setting. Addictions, as currently 

presented, are a disorder that never occurs alone and both polyuse, i.e., addiction to more than 

one substance, and comorbidity, i.e., the association of drug use with another psychic or 

physical disease are frequent. Therefore, treatments are never simple, much less individual.  

There is a high prevalence of simultaneous co-occurrence of disorders related to the use 

of substances (abuse/dependence) and other mental health problems. This comorbidity is 

determined by the interaction of multiple factors that have serious repercussions on the quality of 

life of those who use substances and their families, as well as difficulties in how these dual 

disorders are addressed in treatment centers. 

This subject has been extensively studied. Nonetheless, the results cannot be simply 

extrapolated to the reality of Latin America, which has little background in this regard. 

Uruguay has various settings for treating the problematic use of psychoactive substances 

with different care modalities. The creation of the Portal Amarillo (PA) in 2005, a public 

institution under the State Health Services Administration (ASSE), as a center for information 

and a national drug treatment reference network, has become important for the country and a key 

nexus of an integrated network of specialized health care, which works at the primary care level 

with interdisciplinary teams, and with a strong emphasis on continuing education activities on 

the subject of drugs. 

This study was conducted to evaluate the multiple aspects that interact in the psychiatric 

comorbidity of patients who use psychoactive substances and are currently in specific treatment 
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centers, including the centers’ ability to respond to these problems. In Uruguay, this study was 

developed in a treatment center for national referral. 

 

Justification 

 

 “[…] About half of those diagnosed with abuse of or dependence on alcohol or other 

drugs also have a psychiatric diagnosis: 26% have mood disorders, 28% have anxiety disorders, 

18% have antisocial personality, and 7% have schizophrenia. The presence of major depression 

among those who use drugs varies between 30% and 50%.”  

Similar conclusions and data were found in publications worldwide (Evans and Sullivan, 

2001 and Dalex and Moss, 2002). Interest in the co-occurrence of mental disorders and the use of 

substances is important because it negatively affects the course, the treatment, and the prognosis 

of both disorders. 

In Uruguay, the National Drug Board (JND) is the institution responsible for establishing 

national policies on the drug phenomenon. The prevention, treatment, rehabilitation, and 

punishment related to the subject are executed by agencies with specific responsibilities in their 

respective areas, based on laws and regulations. The Uruguayan Drug Observatory (OUD) in the 

First Montevideo Census of Treatment Centers and Users in Treatment” (2006) showed the 

related data in the country’s capital (Montevideo): 65% of the care is provided by private 

treatment centers and 35% by public treatment centers, preferably on an outpatient basis. Most 

treatment teams include psychiatrists and clinical psychologists and less than 10% have degrees 

as nurses, nursing assistants, and social workers. The average treatment time for patients is one 

year. Eighty percent of users are men and treatment focuses on problems involving the use of 

alcohol, marijuana, base paste, and cocaine, (although varied substantially by type of institution). 

In most cases, patients use multiple drugs and most requests for treatment are voluntary and/or at 

the urging of family. In addition to treatment centers, Uruguay has therapeutic communities, the 

basic purpose of which is treatment, rehabilitation, and social reintegration. 

In 2005, the Ministry of Public Health (MSP), in coordination with the National Drug 

Board (JMD), created the Portal Amarillo, the National Drug Network Center for Information 

and Referral. It provides care to users of psychoactive substances through an interdisciplinary 

team and has different therapeutic mechanisms for carrying out its functions (Negrín et al., 

2009).  According to data developed on the basis of Portal Amarillo medical records, that 

institution treated 1,622 users in 2008 and 881 in the first half of 2009, predominantly males and 
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in the age group between 15 and 25 years (ASSE, 2006-2009). The user population profile 

showed that 94% use cocaine base paste; 50% are polydrug users; 48.5% have comorbid 

psychiatric disorders; 65% have engaged in criminal conduct, and 61% have had conflicts with 

the law (Triaca et al. 2009). 

It is the interest of this study to expand on and add to information on the profile of the 

population that uses substances in our country, focusing on the prevalence of comorbidity 

involving psychological distress, in one of the national referral treatment centers, in a sample of 

130 people. 

 

Results 

 

Socio-demographic characteristics 

The sample was made up of 82.3% males, primarily in the age group between 24 and 39 

51.0%. Patients define themselves as 67.7% white and 93.7% Uruguayan and 81.2% are from 

Montevideo. As for marital status, 67.7% are single and 11.5% live in a stable union. Regarding 

where they lived in the 30 days prior to entering treatment, 58.6% of the patients were with their 

family of origin and only 15.4% said they were living in the streets. In terms of the composition 

of their current home, there is a notable presence of mothers 34.8%, siblings 23%, fathers 21.3%, 

and other family members 11.2%. Of the patients, 94.8% know how to read, 95.8% know how to 

write, and 53.1% began secondary school but did not complete it. Of the users, 46.5% said they 

were unemployed and 25.2% that they had worked as employees or were self-employed in the 

month prior to entering treatment. However, 53.1% of users say they receive no monthly income 

in Uruguayan pesos, a situation that is repeated when the variable is converted to U.S. dollar 

income. Of these patients, 17.7% say they receive between 0 and 6,449 Uruguayan pesos per 

month and an identical percentage receive between US$6,500 and US$15,000. 

 

Use of psychoactive substances 

Patients identify cocaine base paste 69.8% as the principal substance for which they are 

currently receiving treatment; they identify alcohol as the second substance 13.5%; and 

marijuana as the third substance 12.5%. The principal method for using the drug of choice was 

smoking 81.2%, and the average age at which the population surveyed began to use this 

substance was 16.5 years. The median age at which they began to use alcohol and other illegal 

drugs is 15 years. The four drugs used most by this population in the 30 days prior to entering the 
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Portal Amarillo were base paste 25.2%, marijuana 20.5%, alcohol 19.4%, and powder cocaine 

10.0%. 

 

Psychological distress 

The application of the K-10 questionnaire to evaluate the level of psychological stress in 

the total population of the sample surveyed indicated that 6.70% of that sample shows mild 

distress; 18.7% show moderate distress; 32.1% show severe distress; and 39.6% show very 

severe distress. The prevalence of severe stress and very severe distress in the population studied 

is interesting, in that they are statistically associated with the presence of anxiety and depression. 

The prevalence of severe distress and very severe distress in the population with substance abuse 

disorders who are receiving care in the Portal Amarillo was 71.6% (n = 96). Of this population 

with comorbidity with severe and very severe distress, the variables are described below. 

 

Judicial information 

Of the sample, 66.7% say they have had judicial problems related to drug use at some 

point in their life. This percentage falls to a 38.5% when referring to the last year. The median 

number of times they had legal problems linked to drug use in the last year was once.  

 

The coexistence of psychiatric morbidity 

Of the users surveyed, 50.0% said they had been diagnosed with anxiety once in their 

life; 39.2% were diagnosed with depression; 1.79% with schizophrenia; 6.25% with bipolar 

disorder, and 2.68% were diagnosed with other mental health problems. The average number of 

years since that diagnosis was three years for anxiety and depression and eight years for 

schizophrenia, bipolar disorder, and other disorders. When the current presence of another 

psychiatric pathology is evaluated, the percentage of users who said they had them is very 

similar 55.2% for anxiety, 34.3% for depression; 0.95% schizophrenia, 7.62% for bipolar 

disorder, and 1.90% for other disorders. The average number of years since the diagnosis of the 

current pathology is lower in the case of anxiety and depression 2 and 2.5 years, respectively) 

and the same for the other pathologies. Most patients with psychiatric pathology indicate they are 

being cared for at the Portal 89.6% of the patients with anxiety; 80.5% of those with depression; 

100% of those with schizophrenia and bipolar disorder, and  50 % of those who suffer from other 

pathologies.  
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The process of treating drug abuse/dependence  

Of the total sample, 34.2% indicated they reached the Portal at the recommendation of 

friends and 36.7% were self-referred. The average number of times that the users report having 

received treatment before is 1, primarily through outpatient treatment as the type of care received 

22% and residential care 14.6%. Of the users, 19% reported not having received any care for 

drug use. Currently, they are receiving group therapy and medication 23.9% respectively, and 

19.2% are in support groups. In terms of the medication they are receiving at the Portal, of the 

total sample population, 30.3% say they do not know what they are taking.  Benzodiazepines 

25.3% predominate in addition to atypical antipsychotics 19%. Of this population, 90.6% say 

they are satisfied with the care they are receiving at the Portal. 

 

Degree of family functionality as perceived by the user according to the Family APGAR 

Of the patients, 48.0% reported that their family was not dysfunctional; 24.0% reported 

moderate dysfunction; and 19.0% reported severe family dysfunction. Finally, the chi-squared 

test was used to establish a significant association of all these variables in the population 

analyzed (patients with severe and very severe psychological distress). A significant risk 

association was found only in the variable “judicial problems linked to use of substance, at some 

point in life”: Odds ratio = 3.43 – IC 95% <1.46 <or<8.11 - Chi-square p= 0.00160045. 

 

Discussion 

 

The presence of comorbidity between substance abuse disorders and another mental 

health pathology has a prevalence of about 50% in most of the studies done, according to the 

U.S. Surgeon General’s Report on mental health (2006). In Uruguay, Portal Amarillo statistics 

showed that 48.5% of the population had co-morbid psychiatric disorders (Triaca et al., 2009).  

In this study, comorbidity with severe and very psychological distress, as a variable that at these 

levels is significantly associated with the presence of anxiety and depression, showed a 

prevalence of 71.6%. 

There are numerous individual, familial, and social factors and factors related to the 

substance itself that interact in users with comorbidity. 

Regarding individual characteristics, this is a predominately young, male population that 

is not different from the total sample population and is directly related to the user profile that 

predominates in the Portal Amarillo: base paste users. Racial characteristics are consistent with 
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the country’s general characteristics as 87% of Uruguay’s population self identifies as white 

according to the National Institute of Statistics (2006). Of this population, 93.7% is Uruguayan 

and 81% comes from Montevideo. This last characteristic is consistent with the georeferenced 

organization that the Ministry of Public Health (MSP) (lead health agency) and ASSE in 

particular suggest for their health services. Montevideo and the metropolitan area are the referral 

areas of the Portal Amarillo. The literacy level is consistent with the country’s general 

characteristics, with a literacy rate of 97.7% (National Institute of Statistics, 2006). 

These variables favor social inclusion, and thus it is expected that they behave as 

protective factors for the use of psychoactive substances, although this study did not find any 

significant association between these variables and comorbidity. However, the unemployment 

reported by the majority of users and not having their own monthly income would seem to 

behave as risk factors. Of the users, 67.7% are single, which is consistent with the place where 

they said they resided in the 30 days prior to entering treatment: with their family of origin, in a 

home with a structure where the presence of a mother, sibling, father, and other family members 

is notable. Family structure does not speak to the functioning of the family, which may serve as 

either a risk factor or a protective factor of comorbidity.  

In this study, the risk of suffering comorbidity with severe and very severe psychological 

distress seems to be statistically associated with the presence of judicial history related to the use 

of substances. The population with comorbidity reports a median of having had judicial problems 

linked to drug use once in the past year, unlike the total sample population (median = 0.5). 

Cocaine base paste is the principal substance for which patients are in treatment. Although this 

datum is not different from the sample’s general characteristics, it does differ from the profile of 

substance use in the country, where according to data from the Fourth National Household 

Survey on Substance Use – JND – OUD – CICAD - 2006, the drugs used most are alcohol 

(50.1% prevalence of use in the last month), tobacco (31.8%), and marijuana (illegal drug used 

most in Uruguay: 3.3%).  

Cocaine base paste has a prevalence of use in the last 30 days of 0.1% nationally; the 

prevalence of the use of this drug is low but its social impact is high. Another notable figure is 

the mean age at which users begin to use base paste in this population (16.5 for alcohol use; 15 

for illegal drugs). This differs from the national data where users start to use base paste at age 

14.81 compared to age 13 for alcohol. There are no differences with respect to the remaining 

illegal drugs (OUD/JND II, 2006) With respect to the social context, the perception of adequate 

family functioning predominates (48%), the result of a dynamic in which the user is seen as the 



 

 
 

192

depository of a family problem that does not recognize anyone else as the source of all the 

conflicts and the family functions on the basis of that pathological equilibrium, where all are 

involved. Finally, we emphasize comorbidity reported by this population: 55.2% for anxiety; 

34.3% for depression; 0.95% for schizophrenia; 7.62% for bipolar disorder, and 1.90% for other 

disorders, with high percentages of these patients currently receiving treatment for these 

disorders through various mechanisms, and a high level of satisfaction with the care received at 

the Portal Amarillo. 

 

Conclusions 

 

The prevalence of severe and very severe psychological distress in patients who received 

care for drug abuse/dependence at the Portal Amarillo – ASSE – Uruguay, during the period 

January to June, 2010 was 71.6%. Regarding the socio-demographic variables and judicial 

histories of patients with comorbidity, we conclude that the majority do not differ from the 

general characteristics of the sample population and reflect in part the profile of the user who 

comes to the Portal Amarillo and in part the socio-demographic profile of our country. This 

study found a significant risk association only between severe and very severe distress and the 

presence of legal problems linked to substance use.  

The estimation of the patient’s perception regarding family functionality shows a 

predominance of high family functionality, which is consistent with the family dynamics 

produced in these human groups, where the addict is the patient identified as the “problem” by 

the other members of the family. Finally, regarding the care provided to the patients participating 

in this study, at the Portal Amarillo – ASSE, we highlight care for comorbidity in a high 

percentage of users, reaching 100% for some pathologies; the profile of interdisciplinary care; 

the presence of multiple therapeutic mechanisms; and high user satisfaction with the treatment 

received. 

 

Limitations 

 

Limitations include the institutional referral bias, the cross-cutting nature of the study, 

and limitations associated with the use of a self-administered instrument. With respect to the first 

point, the response provided by the Portal Amarillo since its creation to the high demand created 

by the sudden and rapid emergence of base paste use in our country is remarkable. Thus, it is 
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these patients and their profile that determine the characteristics and profile of this study, 

although the center has technicians, professionals, and therapeutic mechanisms for addressing 

the use of other types of substances. This limits the ability to generalize the results for the total 

population of persons who abuse or are dependent on substances. Another limitation that should 

be considered is that the size of the patient sample is small. 

 

Recommendations 

 

CICAD should continue support for the international program to develop research 

capacities on the drug phenomenon among health professionals in Latin America and the 

Caribbean because it is an academic-practical contribution to combating the scourge this 

phenomenon represents. The JND and the School of Medicine should continue to articulate 

activities and resources, and treatment centers should always consider the presence of psychiatric 

comorbidity in the approach to their users, given its high prevalence and serious repercussions it 

has in the individual, family, and judicial sphere, as well as the prognosis of treatment 
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