Section 2:

Extent and Impact of Substance Abuse 

Contrary to some stereotypes, the overwhelming majority of individuals who experience problems with substance abuse are employed members of the workforce.  Thus, the extent and impact of substance abuse has a direct bearing on employers and their workplaces, as well as on other communities, such as the substance abuse prevention and treatment community and the workforce investment system pursuing related objectives—helping people overcome substance abuse and helping people get jobs.  Because of these interrelated effects of substance abuse, this conference and briefing book focus on how employers, the workforce investment system, and the substance abuse treatment system can join forces to address the intersecting needs for job training and substance abuse services in the context of working toward a drug-free workforce.

As background to discussions on how these systems can combine their efforts, this section introduces various definitions and measures of substance abuse and explores the extent of alcohol and other drug use, abuse, and dependence within the workforce and the general population.  It also summarizes research findings on the negative impact of substance abuse on workplace productivity.  Specifically, this section covers:

· Extent of the Substance Abuse Problem

· Workplace Impact of Drug and Alcohol Use 

2.1 Extent of the Substance Abuse Problem 

This section summarizes the prevalence of this substance use in the workforce and the general population.  

The most comprehensive and current source of national data on the use of alcohol and other drugs is the annual National Household Survey on Drug Abuse (NHSDA), which began in 1971 and in 2002 was renamed the National Survey on Drug Use and Health (NSDUH).  Unless otherwise noted, the prevalence data in this section came from the 2001 NHSDA.
  

It should be noted that the NHSDA/NSDUH measures self-reported substance use, which may underestimate the real prevalence and extent of substance use.
  When asked to self-report their substance use, many people may under-report it, out of denial that their use is a problem or due to fear of punishment.
  

The substance use levels discussed in this section include much more than substance use disorders, substance abuse, or substance dependence as defined below.  The broader definitions of substance use levels are included because many workplace problems result from less severe substance use, as discussed further in Section 2.2.4.  

2.1.1
Definitions 
“Substance abuse” is a general term commonly used to describe a range of alcohol and other drug use that has negative effects and consequences—up to and including addiction.  Although this term will be used throughout the Briefing Book in this manner,
 this section and the next will use other operational definitions consistent with the data sources being discussed.  

Many of this section’s definitions and measures of various levels of substance use and misuse come directly from the NHSDA/NSDUH.  The following NHSDA/NSDUH definitions are most useful to this discussion: 
· Current illicit drug use: Using an illicit drug (marijuana, cocaine, heroin, hallucinogens, inhalants, and non-medical use of prescription-type pain relievers, tranquilizers, stimulants, and sedatives) in the past 30 days.  

· Binge alcohol use: Consuming five or more servings of alcohol on the same occasion at least once in the past 30 days. 

· Heavy alcohol use: Binge alcohol use on at least 5 of the past 30 days. 

The NHSDA also defines and measures the abuse of and dependence on alcohol and other drugs as follows: 

· Substance abuse: Substance use that, in the past year, caused problems at work, school, or home; problems with family or friends; physical danger; or trouble with the law.  

· Substance dependence: Substance use for which the respondent reported addiction symptoms, such as health problems, emotional problems, tolerance to the substance, withdrawal syndrome, and attempts to cut down on use, in the past year.  

In addition, the NHSDA defines substance abuse treatment as any service utilized in the past year (including self-help groups) to reduce or stop drug or alcohol use or for medical problems associated with drug or alcohol use.  

2.1.2
Workforce Prevalence of Substance Use and Abuse 

Substance use and abuse are clearly present in the U.S. workforce and workplace, although workplace prevalence is much more difficult to measure than workforce prevalence.  

The data captured in the NHSDA and many research studies on employee substance use include overall substance use across all contexts, most of which likely occurs away from the workplace and outside work hours.  Few credible data exist on the prevalence of on-the-job substance use or impairment, and these prevalence estimates have varied widely, from less than 1% to about 39%.
  One reason for the lack of data is that workplace drug tests neither indicate whether a drug user is drug impaired nor distinguish between on-the job and off-the-job drug use. Moreover, workplace alcohol testing, which can provide an indication of current impairment, is not as widespread.
  

According to the 2001 NHSDA, the overall workforce prevalence of substance use varies by the type of use.  A relatively small proportion of full-time workers said they engage in illicit drug use (6.9%) or heavy alcohol use (7.2%) or have substance abuse or dependence (7.9%).  In contrast, a greater percentage (26.2%) of full-time workers said they had engaged in binge alcohol use in the past month.  
Although the proportion of substance abusing workers is relatively small, efforts to reduce drug use as a nation cannot succeed without employers’ attention because, by far, most substance abusers are in the workplace.  The 2001 NHSDA found that the vast majority of substance users work at least part-time.
  This includes illicit drug users as well as substance abusing or substance dependent adults, at least three of every four (76%) of whom are employed.  Likewise, at least four of every five binge alcohol users (81%) and heavy alcohol users (80%) are employed.  Also, substance abuse that is technically off the job can still negatively affect the workplace, as is discussed in Section 2.2.3.  

Finally, several past NHSDA reports have found significant occupational differences in illicit drug use and heavy alcohol use.  For example, in the 1997 NHSDA, illicit drug use was 10.8-18.7% among workers in restaurant-related (food preparation, bartending, and wait staff), construction, and transportation occupations, compared to the 7.7% rate across all occupations.

  These and other data
 suggest that workplace or occupational cultures may account for significant variation in prevalence.  

2.1.3
Substance Use and Abuse in the General Population 

Table 2A, drawn from the 2001 NHSDA, shows the general prevalence of various categories of substance use among adults (age 18 and older).   This table shows that the most common type of potentially problematic substance use is binge drinking.

Table 2A: Overall Prevalence of Various Substance Use Categories

	Adults (age 18 or older) who are: 
	Number
	% of age group

	· Current illicit drug users
	13.4 million 
	6.6%


	· Binge alcohol users
	43.9 million
	21.7%

	· Heavy alcohol users
	12.4 million 
	6.1%

	· Substance abusing or substance dependent 
	14.7 million 
	7.3%


In addition, the NHSDA found that 3.1 million persons age 12 or older had received substance abuse treatment in the past year. (The number of adults who received treatment was not readily available.)  Given that the 3.1 million persons receiving treatment is less than one-fifth of the number of substance abusing or dependent persons (16.6 million persons age 12 or older), the data imply that there is a substantial unmet need for substance abuse treatment.  

Table 2B: Substance Use by Age Group

	Percentage of each age group who are:
	Teenagers
 

(age 12-17)
	Young adults (age 18-25)
	Adults age 26 or older

	· Current illicit drug users
	10.8%
	18.8%
	4.5%

	· Binge alcohol users 
	10.6%
	38.7%
	18.8%

	· Heavy alcohol users 
	2.5%
	13.6%
	4.8%

	· Substance abusing or substance dependent 
	7.8%
	18.4%
	5.4%


As shown by Table 2B, all categories of drug and alcohol use vary widely by age group and are highest among young adults age 18-25 and lowest among adults age 26 or older.  For example, compared to those over age 26, adults under 26 have more than four times greater rates of illicit drug use, nearly three-and-a-half times the rate of substance abuse or dependence, nearly three times the rate of heavy alcohol use, and more than twice the rate of binge alcohol use.  

The Youth Employment and School study, which examined high school students’ alcohol use and its relationship to school and work, indicates that a significant share of adolescent workers, particularly males, engage in work-related alcohol use.  As shown in Table 2C, more than one in 5 of the boys surveyed, and one in 20 of the girls surveyed, said they had been intoxicated at work at least once during the school year.
   

Table 2C: Work-Related Alcohol Use Among High School Students

	% of teen workers who did the following at least once during the school year: 
	Males
	Females

	· Used alcohol before starting work shift 
	13%
	3%

	· Used alcohol during lunch breaks
	7%
	1%

	· Used alcohol during work hours
	9%
	1%

	· Used alcohol after work hours on company property
	20%
	5%

	· Were intoxicated at work 
	21%
	5%


These age group differences in substance abuse behaviors indicate that ages at which people are most likely to engage in substance abuse are also the ages at which most people enter the workforce.  Thus it may be especially important for workplace prevention and intervention efforts to reach young workers.  

2.2 Workplace Impact of Drug and Alcohol Use 

As stated previously in Section 2.1, more than three-quarters of the people who use illicit drugs or engage in binge or heavy drinking are employed, according to the 2001 National Household Survey on Drug Abuse (NHSDA).  Because most substance users and abusers have jobs, it may be inevitable that the consequences of their substance use will be felt in the workplace.  Although recent data on the impact and costs of workforce substance abuse are scarce, the data presented demonstrate the nature of the impact.  It is difficult to determine whether the costs have risen, leveled off, or decreased given the wider acceptance of drug-free workplace strategies, but there is little reason to suspect that the types of impact have changed.  

According to estimates by the Office of National Drug Control Policy, in 1998, the illegal use of drugs caused the following productivity losses:
 

· $16.6 billion due to premature death. 

· $23.1 billion due to illness related to substance abuse. 

· $1.8 billion for 122,580 drug-related institutionalizations and hospitalizations. 

· $30.1 billion due to incarceration.   

Similarly, estimates by the National Institute on Alcohol Abuse and Alcoholism show that in 1998, alcohol abuse caused significant economic losses, including:

· $36.5 billion in lost earnings due to premature death.  

· $86.4 billion in lost productivity due to alcohol-related illness.  

· $15.2 billion for medical consequences of alcohol consumption.  

· $9.1 billion in lost productivity due to incarceration.  
 

2.2.1 Substance Abuse and Workplace Safety 

One of the most serious work-related consequences of substance abuse is its effect on workplace safety.  There are few recent data on the role of substance abuse in workplace accidents; occupational health and safety agencies are not required to collect such statistics.  The evidence linking substance use to workplace accidents is stronger for alcohol than for other drugs.  

Toxicology reports on workers involved in occupational injuries and accidents can give some indication of whether alcohol or other drugs were involved.  There are significant limitations on toxicology data.  For example, testing procedures are not uniform in all states and jurisdictions that collect these data.  In addition, toxicology reports are not available on all fatal work-related injuries, or on persons who were not fatally injured but may have contributed to the accident.  Despite these data limitations, the numbers of on-the-job accidents in which substance abuse may be implicated are significant.  For example, the Bureau of Labor Statistics analyzed 1998 data from the Census of Fatal Occupational Injuries and estimated that 10-20% of the nation’s workers who die on the job test positive for alcohol or other drugs.
  

Similarly, a 1993 analysis of toxicology data on injured workers’ blood alcohol concentration estimated that 10% of fatal work injuries and 5% of non-fatal work injuries overall involved acute alcohol impairment.
  While these are not large percentages, when applied to the total number of workplace accidents estimated for 1992, they translate into 653 fatal and 662,500 non-fatal injuries related to alcohol use, at a cost of $14.5 billion.
  

In addition, these statistics focus only on acute alcohol impairment.  “Hangovers” can also affect workplace safety and productivity, as discussed in Section 2.2.4.  The proportion of alcohol-related accidents can vary widely among individual workplaces.  For example, a 1990 study found that among workers in a shipyard where alcohol was readily available during work, an estimated 37% of non-fatal work injuries involved alcohol consumption.
  

Data about the role of other drugs in workplace accidents and injuries are less definitive than data on alcohol.  According to 2001 data from Quest Diagnostics (a laboratory chain that conducts more than 10 million drug tests each year), the proportion of test results that were positive for at least one drug did not differ significantly between post-accident versus random tests.
  Unlike alcohol tests, which measure the level of alcohol in the body at the time of testing, a positive drug test does not indicate when or how much of the drug was consumed or the level of impairment at the time of the accident or injury.
  

2.2.2
Employee Turnover and Absenteeism Linked to Substance Abuse 

Drug and alcohol use correlates with employee turnover and absenteeism.  According to the 2000 NHSDA (the most current one in which work-related outcomes were reported), full-time workers with self-reported illicit drug use or heavy alcohol use in the past month, or dependence on alcohol or other drugs in the past year, had significantly more job turnover and work absences than other full-time workers, as shown in the following figures.
  

Figure 2A shows the percentage, by substance use category, of full-time workers who said they had worked for more than three employers in the past year.  Respondents who used alcohol heavily were more than one-third more likely to have this level of job turnover than those who did not. Respondents who used illicit drugs or were abusing or dependent on alcohol or illicit drugs were more than twice as likely to have this level of job turnover than persons outside these substance use categories.  All of these differences were statistically significant at the .05 level.  
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Employee turnover is costly for employers.  The U.S. Department of Labor estimates that on average it costs a company between one-fourth
 and one-third of a new hire’s annual salary to replace an employee, which is up to $4,350 for an employee who earns only $7 an hour.
  Supervisory, technical, and management personnel cost even more to replace, with cost estimates ranging from half to several times their salaries.
  Other corporate data show a negative relation between employee turnover and profitability.
  

· One large fast food company compared its low-turnover stores with its high-turnover stores (with 100% versus 150% annual turnover) and found that the former had more than 50% higher profit margins. 

· A large retail chain determined that stores with less turnover had 22% higher sales per employee.  

· A trucking company increased profits by 50% by cutting turnover in half.  

Figure 2B shows the percentage, by substance use category, of full-time workers who said they missed more than two days of work in the past month due to an illness or injury.  Workers with heavy or abusing/dependent levels of alcohol use were about 1/4 more likely to have this many health-related work absences than those without these levels of alcohol use.  Workers who used illicit drugs were more than four times more likely than non-users to have had more than two health-related work absences in the past month.  Workers who abused or were dependent on illicit drugs were nearly twice as likely as those who were not to have had this many health-related work absences.  These differences were statistically significant at the .05 level for illicit drugs but not for alcohol.  
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Figure 2C shows the percentage, by substance abuse category, of full-time workers who said they skipped more than two days of work in the past month.  Compared to workers who did not engage in each substance use category, skipping work was more than twice as common among heavy alcohol users, nearly three times more common among illicit drug users, nearly four times more common among workers who abused or were dependent on alcohol, and nearly five times more common among workers who abused or were dependent on illicit drugs.  All of these differences were statistically significant at the .05 level.  
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Because the NHSDA data provide general prevalence data measured at a single point in time, they do not necessarily prove that the above substance use patterns cause the above workplace outcomes.  For example, it is also possible that some workers use alcohol and other drugs in response to job instability or poor health, or that substance abuse and work absences both result from other factors, such as job dissatisfaction or a rebellious personality.
  Still, the strong association of job turnover and work absenteeism with substance use among full-time workers indicates that alcohol and illicit drug use is a significant issue in the employed workforce and that employers have a stake in preventing and treating substance abuse problems.     

2.2.3
“Secondhand” Workplace Impacts of Substance Abuse 

Substance abuse impairs not only the workers who engage in it; it can also place a heavy economic burden on their families, co-workers, employers, and society as a whole in terms of decreased productivity and increased health care costs.  

· A 1998 study funded by the Robert Wood Johnson Foundation and the National Institute on Alcohol Abuse and Alcoholism found that:
  

· 21% of workers reported that a co-worker’s alcohol use had injured or endangered them or forced them to redo work, “cover” for the co-worker, or work harder or longer.  

· 31% of workers who considered their jobs to be dangerous, and a similar share of transportation workers, reported “secondhand” effects of co-workers’ drinking.  

· Research from the 1970s indicates that supervisors of substance-abusing employees often adopt troubled behavior patterns that lead to costly problems in their own job performance and relations with other subordinates.
  

· Alcohol abusers spend four times more days in the hospital than the national average.
  

· Health care costs for employees who have alcohol problems are about twice as high as for those who do not.
  

· Non-alcoholic members of alcoholics’ families use 10 times as much sick leave as members of families in which alcoholism is not present. 
  

· 20-30% percent of all trips to hospital emergency rooms are alcohol related.
  

· In developed countries, alcohol use is the leading cause of disability among men and the 10th leading cause among women.
  

2.2.4 Workplace Impact of Substance Use “Off Hours” and by Non-Addicted Users 

While it is important to identify and assist workers with drug or alcohol addiction, recent research on job-related alcohol effects indicates that employers must also pay attention to non-addicted users and to substance use outside the workplace.  

In a large-scale 1998 study of 14,000 employees in seven large corporations, the majority (61%) of alcohol-related performance problems were associated with non-dependent drinkers.  Although alcoholic employees had higher rates of work performance problems, non-dependent drinkers were three times more numerous than dependent drinkers, and thus contributed a greater share of work performance problems in the aggregate.
  

Alcohol-related work performance problems are linked not only to the workplace, but also to off-site drinking during the workday (such as at lunch), as well as “off hours” drinking.  A 1997 study of workers at one large manufacturing plant found that being “hung over” at work had an equivalent or greater impact on self-reported work performance problems than drinking at work.
  Heavy drinking several hours before work (such as the night before coming to work in the morning) can impair job performance, even with no alcohol detectable in the blood and no physical symptoms of hangover.
  A 1983 study found that 76% of alcohol-related work accidents occurred during the hours of 8-10 a.m. and 1-2 p.m., which suggests that most on-the-job alcohol impairment resulted from drinking just before work or during lunch, or heavily drinking the night before work.
   

These research findings show that impairment due to substance use, and substance abuse itself, should both be thought of in terms of a continuum rather than an either/or state.  Impairment from substance use increases gradually at any amount of use, not just above a certain threshold level of exposure.
  Similarly, it is possible to have substance abuse problems without being addicted.  

2.2.5 Employment Failure of Substance Abusing Individuals

The 2001 NHSDA found that although the majority of persons in all categories of alcohol or illicit drug use are employed, drug and alcohol use is more prevalent among unemployed persons than among full-time workers.  As with other NHSDA prevalence data, these differences do not necessarily establish substance abuse as a cause of unemployment; it is also possible that people develop alcohol and other drug problems in response to unemployment or that both the substance abuse and the unemployment are influenced by other factors.  These data illustrate that substance abuse is likely to be a significant issue among unemployed persons seeking services from the workforce investment system.  

As shown in Table 2D, differences in use rates by employment status varied by the type of substance use. The prevalence of binge drinking was only slightly higher among unemployed adults than among full-time workers, while the difference in heavy alcohol use rates between these two groups was almost 50%.  Illicit drug use and substance abuse or dependence shows much greater differences in prevalence by employment status.  Compared to full-time workers, unemployed adults were nearly twice as likely to be substance abusing or dependent and more than twice as likely to use illicit drugs.   

Table 2D: Substance Use Among Unemployed Adults Versus Full-Time Workers 

	 
	Share of unemployed adults
 with:
	Share of full-time workers with:

	Past-Month Illicit Drug Use 
	17.1%
	6.9%

	Past-Month Binge Alcohol Use 
	30.2%
	26.2%

	Past-Month Heavy Alcohol Use 
	10.4%
	7.2%

	Past-Year Substance Abuse or Dependence 
	15.4%
	7.9%


Unemployment among substance abusers carries a significant cost to society.  In 1998, an estimated $484 million in social welfare costs for public assistance payments was attributed to alcohol use,
 while another $249 million was attributed to other drugs.
  

2.3 Conclusion

The research summarized in this section indicates that substance abuse has significant negative impacts in the workplace.  It also shows that these negative workplace impacts can result even from substance use that does not constitute abuse or addiction.  The next section describes the benefits of efforts by employers, the substance abuse treatment community, and the workforce investment system to lessen these impacts.  
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