
INTRODUCTION

Substance dependence, among them that of heroine,
has become one of the psychiatric diseases having the
greatest prevalence in recent years. Several studies car-
ried out in Western populations estimate this parameter
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Summary

Introduction. Substance dependence, especially heroin
dependence, has become one of the most prevalent
psychiatric diseases during recent years.  In spite of the
numerous related publications, very few articles offer a
heroin users profile based on an extensive sample and 
a broad range of variables of opiate dependent patients 
in Spain, thus limiting the possibility of generalizing the
different findings published. 

Objective. Present a description of an opiate dependence
user profile, based on the analysis of a broad range 
of variables in an extensive population sample. 

Methodology. An observational, retrospective study, with
treatment group (n= 1177) and no control group was
established. Descriptive and survival techniques were used
to analyse different variables (sociodemographic data,
medical and psychiatric history, drug consumption record,
risk behavior in regards to HIV infection, previous
dehabituations, legal situation, treatment carried out for
addiction, etc.). 

Results. We describe a heroine dependent user pattern that
coincides in the different variables with the data offered 
by previous reviews in Spain. 

Conclusions. The profile defined can be considered as
representative of opiate users in Spain, and it may be used
as a reference for future articles.

Key words: Profile. Opiate. Dependence. Review. Variables.
Heroine user.

Resumen

Introducción. La dependencia de sustancias, entre ellas
especialmente la de heroína, se ha convertido en los últimos
años en una de las patologías psiquiátricas de mayor
prevalencia. A pesar del alto número de publicaciones
relacionadas, no existen demasiados trabajos que ofrezcan
un perfil completo y basado en un amplio tamaño 
muestral del paciente dependiente de opiáceos en España,
limitando la posibilidad de generalizar los diferentes
hallazgos publicados. 

Objetivo. Presentar una descripción pormenorizada del
paciente adicto a sustancias opiáceas, basada en una
amplia población muestral, y atendiendo a un extenso 
y diversificado tipo de variables descriptoras. 

Metodología. Se plantea un estudio observacional
retrospectivo, con diseño de un grupo de tratamiento sin
grupo control (n=1177). Se analizan mediante técnicas
descriptivas y de supervivencia las diferentes variables
contempladas (sociodemográficas, de antecedentes médicos
y psiquiátricos, historia adictiva a sustancias y
deshabituaciones previas, situación legal, etc.). 

Resultados. Se describe un patrón de dependiente de
opiáceos que coincide en las diferentes variables con los
datos recogidos en otros trabajos del entorno. 

Conclusiones. El perfil del sujeto descrito puede
considerarse representativo de la población de adictos 
a opiáceos atendidos en España, pudiendo servir de
referencia para futuras publicaciones. 

Palabras clave: Perfil. Opiáceos. Dependencia. Revisión.
Variables. Usuario de heroína.
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for opiate dependence at 0.3-1.5 %1-6. It also seems to 
be concluded from the publications that this prevalence
has tended to behave in a stable ways in recent years7-8.
A yearly prevalence of 0.14 %, with approximately 8 
million opiate dependent subjects is calculated in the
world9. In regards to Europe, the value for the depen-
dent population is close to 1.5 million (0.27%, and 0.4 %
have problems with it, even when they do not fulfill de-
pendence criteria)10. In Spain, opiate consumption ex-
panded during the decade of the 80's, calculating a pre-
valence for opiate dependence in 1999 of 0.1 % (and
0.4% if those who have tried the substance at some time
are considered)8.



However, the impact of opiate addiction, far from
being limited to the high prevalence of the diagnosis, ex-
pands to dif ferent areas of interest: mortality, morbidity,
health care costs, criminality, etc. Thus, for example, the
social cost of opiate consumption increased during 1992
to 97.7 billion dollars in the United States alone11. In 
relationship to the National Observatory on Drugs, its 
re p o rt for the year 20018 indicates the high mortality that
is directly or indirectly caused in Spain by substance con-
sumption (HIV epidemia among addicts, acute reactions
to the administration of heroine, suicides, traffic acci-
dents, etc.). 

These and other considerations explain the efforts ta-
ken in recent years by several clinical and investigator
groups to study the addictive disease to opiates in its dif-
ferent aspects, giving rise to a large number of publica-
tions.

The interest of these publications is based on the pos-
sibility of ge n e ralizing and ex t rapolating the results 
obtained to heroin addicts. The pro file of the addict
should thus be re p re s e n t a t i ve of at least the population
studied. In Spain, most of the studies presented are based
on small patient samples, or only part i a l ly describe the
p ro file of the drug addict. In the present study, data based
on a re l a t i ve ly large sample population (1,177 patients)
a re offe red and they describe diffe rent aspects of the opia-
te addict patient. This study thus aims to offer a wide pro-
file of the opiate dependent subject, based on a sample
that is re p re s e n t a t i ve of the Spanish population.

This study aims to provide a description of the opiate
addict profile in its different areas.

METHODOLOGY

Data gathering

The stru c t u red clinical history protocol of Baca-Garc í a
et al.1 2 was used in the data gathering process. This wa s
d eveloped in the Drug Addict Unit of the Hospital Ramón
y Cajal. The stru c t u red clinical history makes it possible to
gather coded info rmation, in an objective, precise and
planned way, that would be used both on the health care
l evel as well as investigator one1 3 - 1 5.

The stru c t u red protocol of clinical data gathering is
subdivided into seve ral sections, that gather sociodemo-
graphic data, medical and psych i a t ric back ground, his-
t o ry of substance consumption, risk behav i o rs in re l a-
tionship with HIV infection, previous attempts at dehab i-
tuation, legal situation, treatment done for the addiction,
and info rmation related with the onset and end of tre a t-
m e n t1 6. The ch a ra c t e ristics of the study population and
the constant process of adaptation of the protocol to the
n ovelties which have been occurring over the ye a rs in
the drug addict field lead to the fact that not all the va-
ri ables ava i l able are complete for all the patients.

Informed consent was obtained for all the subjects
participating in the study, guaranteeing them the confi-
dentiality of the data.

This information was stored in an Access database 
and processed with the aid of the SPSS 8.0 statistical 
program.

Statistical analysis

To ach i eve its objective, an observational, re t ro s p e c -
t i ve study was designed with a design of a treatment gro u p
with no control group (case series, antero grade dire c t i o-
nality and mixed temporality according to the Kra m e r
and Boivin1 7 cl a s s i fication. All those subjects diagnosed 
of opiate dependence disorder (F 11.2)1 8 who consecu-
t i ve ly we re hospitalized vo l u n t a ri ly in the Naltrexone pro -
gram of the Hospital Ramon and Cajal of Madrid duri n g
the decade of 1991-2000 fo rm a part of the study popu-
lation. The sample was made up of 1,177 patients.

As exclusion criteria, the presence of pregnancy,
b re a s t feeding or any of the fo rmal contraindications to the
drug listed in the corresponding section, especially sen-
sitivity to it, presence of acute hepatitis (evaluating their
inclusion after this is resolved), and transaminase levels
greater than three times those accepted as normal (GPT
or GOT> than 120 IU/l) if the subject has hepatic failure
(without this symptom, treatment is prescribed with fre-
quent analytic follow-up) have been established.

Treatment onset in the study is considered to occur in
the case of the patient who has not prev i o u s ly fo l l owe d
t reatment in the Drug Addict Clinic of the Hospital Ramón
y Cajal and who takes the fi rst complete dose (50 mg) of
naltrexone, after deintoxification of any type and in any
place. Re-onset is understood to be that subject who, hav -
ing had some previous treatment in the Drug Addict 
Clinic, and who has spent at least one month since the
last relapse or abandonment, begins treatment again16.

Statistical techniques

To achieve the objective established, descriptive tech-
niques of the sample were used, using parameters estab-
lished for this objective, such as arithmetic mean, and
standard deviation in quantitative variables and relative
and absolute frequencies in qualitative variables. The in-
formation corresponding to treatment retention is given
as survival probability of the subject in the therapy at 
least until a certain moment in time19-21.

RESULTS

From 1991-2000, 1,177 patients were seen consecu-
t i ve ly in the Drug Addict Unit of the Hospital Ramón y Ca-
jal. This means a total of 1726 treatments between onset
(1,177) and later re-onset (549) (table 1). These admis-
sions in the program follow the distribution offered in
table 2, based on the year of onset.

Most of the users (n = 1177) (mean age: 27.6 years; 
sd: 5.27) were male (83.7%), caucasian (99%). Their ci-
vil state was predominantly single (71.4%), mostly living
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with their origin family (76.6%), although with a high
percentage of family conflictivity caused by the con-
sumption (47%) (table 3).

In the family nucleus, it stands out that 13.9% of the
subjects had some brother in the family who was an 
active consumer and that psychiatric disease could be
found in the fathers (19.1 %) (alcoholism, mostly), as
well as in the mothers (6.7%) (generally affective disor-
der reactive to the consumption situation of the patient)
of the subjects studied. 

A total of 33.9% of the sample reported having the
support of a non-consuming partner. Most of them de-
clared that they had no help from a group of non-consu-
ming friends (58.9%), even when 41.1% moved within a
non-consuming social network.

In re g a rds to the academic education obtained, most
re p o rted having studied pri m a ry education (45.5%). A to-
tal of 46 % of the users we re wo rke rs and 39.8 % emplo-
yees. Almost half (49.7%) of the patients' wo rk situation
was that of unemployed with no unemployment pay.

Most of the subjects, as was to be expected, we re ac-
t i ve in opiate consumption on their fi rst visit (98.6 %). A 
total of 44.5% of the sample had prev i o u s ly used the intra-
venous route, although 62.5 % of the population study
p re fe rred the smoked/inhaled route in the last 6 months.
The mean dose of heroin per day was 0.65 mg. (sd: 0.59).
H e roin consumption was initiated at approx i m a t e ly 20.07
ye a rs (sd: 4.58). A total of 63.2% of the subjects also con-
sumed cocaine (0.65 mg/d) in the 6 months prior to the
i n t e rv i ew, almost half of those surveyed did so intrave-
n o u s ly together with heroin (49.8%). They began with it

at 19.72 ye a rs (sd: 4.78). Consumption of other opiates,
when done, is ge n e ra l ly in substitution of heroin (37.5% ) .
Use of methadone hard ly exists among the sample stud-
ied. A total of 44.9% of the patients interv i ewed used can-
n abis (a mean of 24.4 joints per week) and they began
their consumption at 15.63 ye a rs; only 11.2% of the sam-
ple used stimulants; 62% consumed alcohol (60.8% of tho-
se who drank it did so daily, and 40.4 % drank high per-
c e n t age alcoholic drinks); 56.7 % of the users decl a re d
t h ey had taken benzodiazepines in the last 6 months.

On the first visit, almost half of those interviewed ad-
mitted legal incidences (48.1%): theft without violence
(43.3%), theft with violence (21.4%), substance posses-
sion or drug dealing (31.2%), traffic accident under the
effects of a substance (3.1%), murder (0.6%). Of those
with legal implications, 41.7% were pending trial, and
5.4% in situation of parole.

Most of the subjects interv i ewed decl a red they had a
n e g a t i ve HIV condition (60.5%). A total of 28.7% decl a re d
t h ey we re infected by the virus (AIDS carri e rs or pa-
tients), while 10.8% did not know their condition. Study -
ing the risk behav i o rs for HIV transmission, 23.6% re p o rt
h aving shared syri n ges at some time; 42.6 % have re - u s e d
them; 40.5 % also use a condom; hetero s exual tendency
being the most frequent among those surveyed (93.8 % ) .

A total of 11.3% of the users reported, on admission,
having a previous diagnosis of psychiatric disease other
than substance use that had required specialized care. Of
these, 43.75 % were diagnosed of affective disorders;
11.45% of psychotic disorders; 6.25% of neurotic disor-
ders; 34.37 % of personality disorders; and 4.16 % of 
other psychiatric disorders (anorexia, etc.).

In regards to the onset and development of the pro-
gram, most of the subjects came to the Naltrexone Clinic
recommended by acquaintances (72.8%). In 75.9% of
the patients, family involvement in the therapy can be
considered high or middle high. The mother (47.9%) is
the person who got most involved in it. Only 24.4% of
the subjects who initiated therapy finished it with medi-
cal discharge, abandonment of it (70.6%) being the most
frequent cause of treatment termination. A total of
74.7 % of the population interviewed had made some
previous attempt to become dehabituated, with a mean
of 2.91 previous attempts (sd: 2.11) and a mean of 13.53
months of abstinence (sd: 17.85).

In regards to retention in treatment, measured as pro-
bability of survival in the same year of initiating therapy,
26.95% (41.21% at 6 months) was found. If only the pro-
bability of survival for those who initiate their first treat-
ment is considered, this is 29.57% (44.35% at 6 months).
This means that a subject who begins the first treatment
in the Naltrexone Clinic had a 29.57% probability of con-
tinuing in it after one year (figs 1 and 2).

DISCUSSION

The user profile must be representative of the popu-
lation in order to be able to generalize and extrapolate

Madoz-Gúrpide A, et al. OPIATE DEPENDENCE USERS PROFILE. A DECADE REVIEW

265Actas Esp Psiquiatr 2003;31(5):263-271

TABLE 1. Onset and re-onset of treatments

No. of treatments n %

1 1,177 68.2
2 367 21.3
3 134 7.8
4 42 2.4
5 6 0.3

Total 1,726 100.0

TABLE 2. Distribution of the patients per year of
admission in the clinic (first tr e a t m e n t s )

Year n %

1991 244 20.7
1992 229 19.5
1993 164 13.9
1995 136 11.6
1996 107 9.1
1997 54 4.6
1998 32 2.7
1999 30 2.5
2000 9 0.8
Total 1,177 100.0
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TABLE 3. Opiate dependent patient pr o f i l e

n % % valid n % % valid

Gender

Man 985 83.7 83.7
Woman 192 16.3 16.3

Race

Caucasian 1,165 99.0 99.0
Gypsy 8 0.7 0.7
Arab 3 0.3 0.3
Black 1 0.1 0.1

Civil state

Single 797 67.7 71.4
Married 199 16.9 17.8
Separated/divorced 97 8.2 8.7
Widow/widower 16 1.4 1.4
Others 8 0.7 0.7
No information 60 5.1

Living condition

Origin family 836 71.0 76.6
Own family 174 14.8 15.9
Own + origin family 32 2.7 2.9
Alone 27 2.3 2.5
Institution 5 0.4 0.5
Homeless 3 0.3 0.3
Others 15 1.3 1.4
No information 85 7.2

Siblings who consume 
drug

Only child 21 1.8 2.2
Brother not consumer 694 59.0 72.3
Brother active consumer 133 11.3 13.9
B rother inactive consumer 112 9.5 11.7
No information 217 18.4

Background father

No background 648 55.1 80.9
Alcoholism 140 11.9 17.5
Drug addiction 4 0.3 0.5
Other psychiatric diseases 9 0.8 1.1
No recogidos 376 31.9

Background mother

No background 742 63.0 93.3
Alcoholism 3 0.3 0.4
Drug addiction 1 0.1 0.1
Other psychiatric diseases 49 4.2 6.2
No information 382 32.5

Stable partner

No 480 40.8 50.8
Yes, not consumer 320 27.2 33.9
Yes, consumer 145 12.3 15.3
No information 232 19.7

Family conflictivity

No 239 20.3 53.0
Secondary to consumption 179 15.2 39.7
Violence 19 1.6 4.2
Expulsion 14 1.2 3.1
No information 726 61.7

Work

Yes, stable 189 16.1 17.1
Yes, not stable 175 14.9 15.8
Unemployed with pay 121 10.3 11.0
Unemployed without pay 549 46.6 49.7
Incapacity 59 5.0 5.3
Others 12 1.0 1.1
No information 72 6.1

Profession

Without profession 51 4.3 6.2
Housewife 3 0.3 0.4
Student 12 1.0 1.5
Unqualified worker 206 17.5 25.1
Qualified worker 171 14.5 20.9
Employee 326 27.7 39.8
State worker 13 1.1 1.6
Liberal 38 3.2 4.6
No information 357 30.3

Socioeconomic level

High 34 2.9 8.2
Middle-high 115 9.8 27.8
Middle 92 7.8 22.2
Middle-low 114 9.7 27.5
Low 59 5.0 14.3
No information 763 64.8

Economic dependence

Independent 92 7.8 41.4
Dependent 130 11.0 58.6
No information 955 81.1

Schooling

Primary 287 24.4 26.9
Compulsory education 485 41.2 45.5
Secondary/pre-univ 253 21.5 23.7
University 42 3.6 3.9
No information 110 9.3

Social network

Alone 78 6.6 14.9
Fiends-non-consumers 230 19.5 44.0
Friends-consumers 175 14.9 33.5
Only partner 40 3.4 7.6
No information 654 55.6

Heroin consumption

No 17 1.4 1.4
Yes 1.160 98.6 98.6

Present heroin route

I. V. 431 36.6 37.5
Inhaled/smoked 719 61.1 62.5
No information 27 2.3

Previous heroin route

I. V. 416 35.3 44.5
Inhaled/smoked 518 44.0 55.5
No information 243 20.6

Cocaine consumption

No 385 32.7 36.8
Yes 661 56.2 63.2
No information 131 11.1
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TABLE 3. Opiate dependent patient profile (cont.)

n % % valid n % % valid

Present cocaine route

IV + IV heroin 316 26.8 49.8
IV + smoked heroin 41 3.5 6.5
Inhaled/smoked 277 23.5 43.7
No information 543 46.1

Methadone consumption

No 325 26.7 91.8
Yes 29 2.5 8.2
No information 823 69.9

Opiate consumption

No 286 24.3 59.0
Heroin substitute 182 15.5 37.5
Heroin group 17 1.4 3.5
No information 692 58.8

Cannabis consumption

No 516 43.8 55.1
Yes 421 35.8 44.9
No information 240 20.4

Alcohol consumption

No 287 24.4 38.0
Yes, prior to opiates 99 8.4 13.1
Yes 369 31.4 48.9
No information 422 35.9

Tipe of drink

Beer/wine 177 15.0 59.6
High percentage 120 10.2 40.4
No information 880 74.8

Frequency

Daily 209 17.8 60.8
3 times a week 21 1.8 6.1
Week end 114 9.7 33.1
No information 833 70.8

BZD consumption

No 266 22.6 43.3
Yes 349 29.7 56.7
No information 562 47.7

Legal incidences

No 523 44.4 51.9
Fines 34 2.9 3.4
Arrests 215 18.3 21.4
Convictions 235 20.0 23.3
No information 170 14.4

Legal situation

Whitout trial 264 22.4 52.9
Pending trial 208 17.7 41.7
Parole 27 2.3 5.4
No information 678 57.6

Psychiatric diseases

No 730 62.0 88.7
Yes, without admission 58 4.9 7.0
Yes, with admission 35 3.0 4.3
No information 354 30.1

Situación HIV

Negative 611 51.9 60.5
Carrier 21 1.8 2.1

AIDS 269 22.9 26.6
Unknown 109 9.3 10.8
No information 167 14.2

Referral

Known 228 19.4 72.8
Infectious service 13 1.1 4.2
Other hospital services 9 0.8 2.9
Emergency service 8 0.7 2.6
Others 55 4.7 17.6
Total 313 26.6 100.0
No information 864 73.4

1,177 100.0

Responsible person

None 9 0.8 6.2
Mother 70 5.9 47.9
Father 18 1.5 12.3
Brother 17 1.4 11.6
Non-consuming partner 31 2.6 21.2
Consuming partner 1 0.1 0.7
No information 1.031 87.6

Share syringes

Never 165 14.0 76.4
Sometimes before 39 3.3 18.1
Always before 8 0.7 3.7
Cont. sharing 4 0.3 1.9
No information 961 81.6

Reuse syringes

Never 119 10.1 57.5
Sometimes 68 5.8 32.9
Always 20 1.7 9.7
No information 970 82.4

Sexual tendency

Homosexual 8 0.7 3.8
Heterosexual 196 16.7 93.8
Bisexual 5 0.4 2.4
No information 968 82.2

Use of condom

Never 61 5.2 29.8
Before no, now yes 20 1.7 9.8
Sometimes 41 3.5 20.0
Always 83 7.1 40.5
No information 972 82.6

Family involvement

High (always comes) 588 50.0 55.0
Middle-high 224 19.0 20.9
Middle 125 10.6 11.7
Middle-low 73 6.2 6.8
Low (alone) 60 5.1 5.6
No information 107 9.1

Reason for discharge

Medical discharge 287 24.4 24.4
Abandonment 830 70.5 70.5
Pregnancy 9 0.8 0.8
Prison 9 0.8 0.8
Treatment transfer 33 2.8 2.8
Death 4 0.3 0.3
Other 5 0.4 0.4



the results obtained of one study to the heroin addict
group. A series of difficulties for the extrapolation of 
results should be considered in this situation.

The cultural setting of the study population labels the
sample decisively. As an example, the distinction bet-
ween Anglo-Saxon and Mediterranean European popula-
tions, in questions such as family involvement, availabi-
lity of other therapies, vectors of HIV transmission, etc.,
is clear. This fact determines characteristics in the thera-
peutic programs, that should be considered for the 
interpretation of the data. Thus, the consideration of nal-
t rexone as a therapeutic re s o u rce that has little va l i d i t y
and that needs a ve ry specific indication to be successful
is re l a t i ve ly frequent in the Anglo-Saxon setting2 2 - 2 4, while
its usefulness in Mediterranean European countri e s2 5 - 2 7

is demonstrated with retention rates that are usually su-
perior to the Anglo-Saxon influence groups28-31.

Even within the same cultural setting, differences
could be found between the profiles offered by the dif-
ferent therapeutic resources. Most of the publications re-
port profiles of patients who use only one type of thera-
peutic programs. This profile may not coincide with that
found in another type of resources.

The sample size (generally the publications gather se-
ries of cases) and the temporal length of the study also
establish limitations when permitting comparisons be-
tween the different studies.

Publications in which the comparison between the
profiles must be partial can also be found since the pro-
tocol of data gathering of some of them gather a lower
number of variables or focus on certain aspects of the
drug dependency.

The present study, that covers a decade of treatments,
makes it possible to include different consumption pro-
files and customs, partially marked by developments in
different health care policies. In this way, there is greater
heterogeneity in the sample, which conditions the pat-
tern of the mean heroin addict. The analyses offered by
other publications are generally confined to shorter pe-
riods of time, making it possible to define more homo-
geneous profiles. This study is hindered by the diversity
of the therapeutic proposals as an enriching element of
the profile, but it has a large number of subjects studied
as well as an important group of variables considered.

The previous publication that has the most subjects
presented in Spain comes from 1995. In it, Bedate et al.32

report the mean profile of the patient who initiates with
naltrexone (n = 1966): male subject (84%), with a mean
age of 26.2 years, mostly single and without stable part-
ner (55%), without permanent work (70%), living with
their families (94.3%). Their addiction history is that of
a heroin consumption time of approximately 61 months,
with a mean dose of 417 mg/d,  and preference for the
smoked or inhaled route (63%) against the intravenous
one. Almost half of the sample also use cocaine, alcohol
and cannabis. The fi rst one of these is also more fre-
q u e n t ly consumed by the smoked or inhaled route (ap-
p rox i m a t e ly 70%), with a mean dose of 3.2 g/week. 

In ge n e ral lines, the drug addict pro file explained in 
Bedate et al.3 2 coincides with that coming from the data analy-
zed in this investigation, in which most are also male 
subjects (83.7 %), who are young (mean age: 27.6 ye a rs ) ,
single (71.4 %) and live with their fa m i ly (79.5 %). The
s chool level does not surpass pri m a ry education in 72.4%
of the patients and only 17.1 % have a stable job. There is
a somewhat higher mean consumption time, 90.6
months, with a similar mean dose of heroin (0.65 g/d).
The consumption route hardly differs since the popula-
tion studied in this investigation also gave preference to
the smoked/inhaled route (62.5 %). Cannabis, alcohol
and cocaine are also consumed (in a somewhat higher
percentage in both number as well as daily dose). The
p re fe rential consumption route of cocaine diffe rs
slightly, observing a greater use of the intravenous route
(56.3%). In this way, it is observed that both patterns of
heroin addicts present similar characteristics in the defi-
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Figure 1. Survival curve. All of treatments.

Figure 2. Survival curve. First treatments.
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ning variables and aspects of the profile, sociodemo-
graphy and history of consumption, only varying those
factors most related to the situation, as can be the co-
caine consumption route22,23,33,34, and its consumption,
which has increased in recent years35.

In a study on 1.368 ultrafast deintoxifications, Carre-
ño et al.36 offer some sociodemographic data and con-
sumption data that are very similar to those presented in
this study. A total of 82% of the patients are males, with
a mean age of 26.2 years. Being single is also the most fre-
quent civil status and unemployment is the wo rk 
situation re p o rted most (51%). The educational level is al-
so similar to that found in the present sample, this mostly
being pri m a ry education in 72% of the subjects. Although
the consumption time was mildly less (a mean of 4.9 
ye a rs), the route used (smoked in 69% of the cases) and the
h e roin dose employed are similar to those re p o rted in this
s t u dy. Coincidence in the perc e n t age of subjects (76 % )
who had undergone previous treatments can also be ob-
s e rved, although the mean is greater in the Carreño et al.
s t u dy (2002)4. Elizag á rate et al.3 7 o ffe rs data on ultra fa s t
d e i n t ox i fication treatment, although in a smaller sample
(91 patients), that gre a t ly coincide with those found in the
p resent sample (although some ch a ra c t e ristics are obser-
ved that can be explained part i a l ly by a greater part i c i p a-
tion of subject from the gypsy ethnic group in the study ) .

In a more recent sample (n = 132) (initiated in 1991-
1992) that has a greater fo l l ow-up over time (6 ye a rs), Fe r-
nández Miranda et al.3 8 coincide in showing, a similar pro-
file from the analysis of the methadone pro gram users :
male (88.6 %), mean age of 27.9 ye a rs, single (68.7 %), 
living with their fa m i ly (about 90 %), with a school leve l
l ower than elementary school graduate (69%), who is
u n e m p l oyed (69 %), and has not been in prison (49.2 % ) .
That study also re p o rts that a part of the population has
a c t i ve consuming siblings (15.2%) and consuming part n e r
( 1 0 . 6 %), is infected by the HIV (38.3%) and has psych i a-
t ric back ground (12.2 %). Furt h e rm o re, in a methadone
p ro gram, Gimeno et al.3 9 d e s c ribe a sample of 197 pa-
tients. Most of the va ri ables gi ven (distribution of ge n d e r,
fa m i ly living, consumption type and route, HIV situation)
a re similar to those re fe rred to in this present study. The
p e rc e n t age of subjects with legal back grounds is signifi-
c a n t ly gre a t e r, this circumstance being explained, as some
other diffe rences, by the inclusion of prison population in
the study mentioned. In the data analysis of a population
of 60 patients, March Cerdá et al.4 0 also present similar 
data in re g a rds to mean age, gender distribution, age at 
onset of consumption (a little less than that presented in this
s t u dy) and wo rk situation. It is diffe rent, howeve r, in 
a lower incidence of HIV infection (only 16.7% are HIV+)
and lower frequency of subjects who pre s e n t ly use the 
i n t ravenous route to administer the drug (21.7 % ) .

Besides maintaining the similarity in the variables al-
ready mentioned in relationship with the publication of
Bedate et al.32, the new data supplied by the new studies
explained contribute to reinforce the coincidence of the
opiate addict profile. In the sample studied (n = 1177),
the percentage of addict subjects with psychiatric back-

ground is 11.3%, 13.9% have active consuming siblings,
and 15.3% also have an addict partner. More than half of
our sample lacks legal implications (51.9%), 28.7% are
HIV infected (also considering that about 10 % ignore
their situation in this regards).

These and other studies41-47 corroborate that the data
analyzed herein belong to heroin addict subjects at least
representative of the mean profile of the Spanish heroin
drug dependents, and thus not only of the heroin addicts
in naltrexone programs. Agreements in other variables
other than those already analyzed and reported in cer-
tain publications only verify this circumstance. Thus,
Landabaso et al.27 show that 63% of the subjects of their
sample have undergone previous dehabituations (exclu-
ding naltrexone programs) (this reaches 74.7 % in the
study population, although this percentage includes pre-
vious treatments with naltrexone); and the consumption
history reported in 1998 by San Narciso et al.48 (patients
under treatment with naltrexone) coincides with the
subjects reported herein (the percentage of cocaine con-
sumers in this present study is even greater).

Studies specifically focused on psychiatric comorbi-
dity48-51 show a greater psychiatric disease rate than that
found in the study population. However, it should be re-
membered that the item in this regards in the protocol
used only gathers reported psychiatric backgrounds and
thus, prior to the onset, and that no test is used in the
first interview to confirm psychiatric personality traits
or disease. The specific publications on the subject, on
their part, evaluate and diagnose the disease of the sub-
jects already under treatment in dif ferent ways.

In regards to treatment retention, there are few publi-
cations that use the survival technique as reference and
thus they express the retention datum as probability of
survival. Furthermore, they generally refer to limited 
time periods (6 months). Few cases report results at one
year of treatment. Judson and Goldstein52 indicate 64 %
abstinence in this time period; and Lerner et al.53 40%.
Using 81 patients, Resnick et al.54 report a retention of
33% at one year; D’Ippoliti et al. report that 18% of their
sample remain in the program after this time period55, a
lower rate than that found in this study (29.57% for the
first treatments, 26.95% for the total).

Kleber y Ko s t e n5 6 re p o rt a retention at 6 months of
3 5%; Greenstein et al.3 0, 32 %; Ling y We s s o n1 9, 53%; and
Albanese et al.5 7, 55 %. Higher retention rates are re p o r-
ted by Gold et al.5 8 ( 8 0%), and Washton et al.5 9 ( 6 3 %). In
the same setting as this study, the retention rates for the
same time period va ried from 30% re p o rted by Pino6 0, up
to 61% re p o rted by Avila et al.6 1; passing through rates of
3 72 6, 452 1 , 6 2; 506 3; 514 4; 593 7. The data supplied by the lar-
gest sample size study (Bedate et al.)3 2, with 1966 patients
and 6 months of fo l l ow-up, indicate 42 % abstinence in
this peri o d3 2. In the sample presented, the retention ra t e
for the same time period is 44.35 % (for the fi rst tre a t-
ments) (41.21% for all the treatments), similar to that of
the publications re p o rted for this setting.

Some of the difficulties mentioned for other studies
are repeated in the present study. The confirmation of a
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certain therapeutic offer and hetero geneity of the sample,
p a rt i a l ly because it includes a whole decade of fo l l ow- 
up, are perhaps the most important limitations of the
study.

However, it can be concluded that the data defined by
the prototype patient of this present study coincide with
those reported in different publications that have been
done on the subject in Spain and which, therefore, can
be a reference sample for future investigations. 
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