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ASTRACT

In this study on 99 outpatients who were beingtér@#&or alcohol and/or drug dependence
and also using benzodiazepines (BZDs), prevaleates of DSM-11I-R and ICD-10
substance dependence diagnoses were ascertainsdadatuility, reliability and validity of
the scales of thBenzodiazepine Dependence Self-Report Questionnaire (Bendep-SRQ) were
assessed. The latter properties were investigagt&hbch analyses, discriminability
coefficients, test-retest coefficients and factualgses. BZD dependence was found to be a
prevalent additional diagnosis. The psychometridifigs appear to support the use of the
Bendep-SRQ at outpatient addiction centres, whathdccontribute to a more differentiated

treatment of poly-substance dependence.
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INTRODUCTION

It has been recognized that benzodiazepines (BZi2sthe most commonly prescribed
class of psychotropic druds.In a number of studies high rates of BZD use Hmen
reported in samples of patients treated for alcohalpiate problems. In their review of
studies on BZD use among alcoholic in- and outpéieCiraulo et al. (1988)eported that
the frequencies of BZD use ranged from 3 to 419%eBaon urinalysis, rates of 33% and 31%
BZD use were reported in alcoholic out- and inpatierespectively®

Similar rates of BZD use were reported with respedilalaysian and Australian opiate
users: 39 % in 30 previous daysd 37% in the last month of typical opiate Y.
methadone maintenance patients, the rates of BEDvase similar as well: 27% was
detected by means of urinalySighile 37% BZD use was estimated in the month pxor
investigation™

Higher rates of BZD use were encountered in opiatgs who were admitted for inpatient
addiction treatment: 69% of heroin addicts werag8ZDs at the time of admissidrand
65-70% of the urinalysis tests of methadone maanea patients were positive for BZDs
during a single month of admissidn.

Considering the high rates of BZD use in alcohal apiate dependent patients, mentioned
above, a high risk of BZD dependence may be preduMevertheless, only a few studies
have been published on the prevalence of BZD degeaadin alcohol and drug dependent
BZD users. The studies by Ross and San &t-hhased on the DSM-III criteria, did not
reflect the currently-held view on substance depand and they did not distinguish BZDs

13,14

from other sedative-hypnotics. The DSM-III-R andHZO criteria,” " which have been

derived from the Substance Dependence Syndfefievere recently applied to a sample of
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99 outpatients at community-based addiction cef€8ACs). Past-year prevalence rates of
BZD dependence were 59% (DSM-I1I-R) and 71% (ICD-10

These rates confirm that BZD dependence is oft@ajar additional problem in alcohol
and drug dependent patients and should therefoetveemore specific attention. To further
explore the relationship between dependence on Biidother substances in the above-
mentioned CBAC sample, the prevalences of the yeet-and lifetime DSM-111-R and ICD-
10 dependence diagnoses with respect to BZDs, a@lleoid the most common illicit drugs
are assessed in the present study.

This diagnostic approach with respect to BZD usal@éohol and drug dependent patients
could be augmented by a more comprehensive evatuatithe severity of BZD dependence.
Recently, theBenzodiazepine Dependence Self-Report Questionnaire (Bendep-SRQ), has
been developed to fulfil this aifi. The Bendep-SRQ is self-administered, requires no
preliminary training and can easily be applieddoreening and monitoring purposes. It has
been shown to comprise four Rasch homogeneousssdalgether, the scores on these scales
constitute a multidimensional severity profile B dependence. So far, the Bendep-SRQ
scales have yielded good scalability, reliabilibgavalidity results in general practice
patients, psychiatric outpatients and self-helpep&s'® However, to justify the use of the
Bendep-SRQ for a more comprehensive evaluatioheo$everity of BZD dependence in
alcohol and drug dependent patients, separatesassesof the psychometric properties of
the Bendep-SRQ is required in alcohol and drug dget patient samples. Therefore, in the
present study, the scalability, reliability andig@y of the Bendep-SRQ scales were

evaluated in the above-mentioned CBAC outpatiemipéa.
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SUBJECTSAND METHODS

Settings and subjects

This study was conducted at six community-basepatignt addiction centres (CBACS) in
the province of Gelderland, the Netherlands. AtGBACs patients were being treated for
their substance dependence and/or misuse probleinekated psychosocial problems by
counselling or methadone maintenance. In genémimiethadone users stuck to the latter,
which was a supportive approach. Methadone maintenaras combined with counselling in
only a few cases.

To participate in the investigation the subjectd ttameet the following inclusion criteria:
1) actual BZD use; no distinction was made betwwescribed and illicit BZD use; 2)
average frequency of BZD use of at least once &wBeage between 17 and 70 years; 4)
treatment for substance dependence/misuse, nofamiambling; 5) ability to speak and
read Dutch. The patients who visited the CBACsrdythe period of investigation were
screened according to these inclusion criterigyillk patients were asked to participate by a
representative of the treatment team. Informed@&uinwas obtained from 76% of the
outpatients (99 out of the 131). This responsewai® inflated a little by the fact that a small
number of methadone users did not comply with tieva-mentioned selection procedure
and could therefore not be included in our databBise total sample of participants consisted
of 99 subjects.

At the time of investigation, the policy of the CBA with respect to BZD use was to treat
BZD dependence or misuse only if it accompaniedtersubstance dependence or misuse
problem. If there only seemed to be a BZD depenelenenisuse problem, the patient was

referred to a community-based outpatient psycleiaiepartment. This implies that our
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sample consisted of polysubstance users, using BADst least one other substance.

Study design

This study formed part of a larger project beingducted by the University of Nijmegen
Research Group on Addictive Behaviours (UNRAB)ha Netherlands on the detection and
diagnosis of BZD dependence. The study populatétigipated in two interviews, separated
by three weeks. During the first interview, socioagraphic data were collected, followed
by the administration of the Benzodiazepine Deprodeself Report Questionnaire (Bendep-
SRQ), the Benzodiazepine Dependence-StructurechDstig Interview (Bendep-SDI) and
the Schedules for Clinical Assessments in Neurdpagry (SCAN)* The Bendep-SRQ and
Bendep-SDI have been constructed by our own relsegoup® The second interview,
which was conducted by the same interviewer a$irgte consisted of a second
administration of the Bendep-SRQ, followed by tlyenBtom Checklist-90 (SCL-98)and

the Addiction Severity Index-Revised (ASI-R).

The Schedules for Clinical Assessments in Neuropsychiatry (SCAN)

The SCAN, in which both the DSM-III-R and ICD-10bstiance dependence criteria are
operationalized in a semi-structured format, weseduto make DSM-I11I-R and ICD-10 past
year (PY) and lifetime (LT) diagnoses of BZD depemck, while reserving the category
'sedatives’ for BZDs only. More details about tiASI and its application to BZD users

have been given in preceding repdft&’

The Benzodiazepine Dependence Self-Report Questionnaire (Bendep-SRQ)

The Bendep-SRQ was constructed at the Departmdtgyahiatry of the University
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Hospital Nijmegen, the Netherlands, with the aimeaffecting the severity of BZD
dependence. The construction process of the BeS&&p-and its composition have been
described in a previous repdttin the latter study, four Rasch homogeneous seabes
extracted from the item pool of the Bendep-SRQ cWisippeared to reflect ‘Problematic Use’,
'Preoccupation’, 'Lack of Compliance' and 'Withdabwl he items of these scales were shown
in this previous report. The authors can providgructions with regard to the computation of
the scale scores on request, but these scorelsaradomatically presented when the
Bendep-SRQ is administered on the internethdtfe//baserv.uci.kun.nl/~fzitman/Bendep-
SRQ.html.

Analogously to the earlier study, the items of Bendep-SRQ scales, which are 5-point
rated, were dichotomized between the responsenspBdthis is not true for me) and 3 (this

is partly true, partly false for me) in order tqppRasch analysis.

Item Scalability

In the previous study by Kan et al. on GP patigoggchiatric outpatients and self-help
patients'® theoretical rationales were formulated to estalili® construct validity of the
Rasch-homogeneous Bendep-SRQ scales. In the pstadptwe repeated the Rasch analyses
on the same scales in the sample of CBAC patiehtswere using BZDs.

Rasch analysis. While using the Bendep-SRQ scales, which areuhessores of the
dichotomized item responses, certain assumptiansralicitly made, which are specified in
the Rasch model. To justify the use of the sumsctirese assumptions must be tested, which
implies that the Rasch model should hold true. @smptions from which the Rasch model
can be derived and the required additive struatnderlying the observed data have been

recapitulated in earlier report§*®?%In essence, while the item responses depend on the
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respective underlying probabilities in a random wtag response probabilities themselves
depend in a deterministic way on the subject am gcale values. According to the Rasch
model, both subjects and items can be arrayedcomanon unidimensional scale and the
items have equal discriminative power (i.e. theperty of equi-discriminability). Gl&&has
developed two statistical tests for the dichotomi@asch model, which are known as R1 and
R2. The statistic R1 is especially sensitive toi-@gcriminability, while the statistic R2 is
sensitive to unidimensionality and local stochastiependence. If R1 is not significant at
the 1% significance leveP¢& 0.01) the null hypothesis that all the items hegeal
discriminative power cannot be rejected and egstrdninability can be assumed. Similarly,
unidimensionality and local stochastic independdraid true when R2 is not significa® ¢
0.01). Rasch-homogeneity is demonstrated if battissics hold true, meaning that the
sumscore across items is a sufficient statisti¢Hersubject scale and that the sumscore
across subjects is a sufficient statistic for thdarlying item scale. To compute R1 and R2

the Rasch Scaling Program (RSP) was 336Y.

Reliability

To evaluate the reliability of the Bendep-SRQ sgdllee subject discriminability, item
discriminability and test stability were assessed.

Subject discriminability (Internal Consistency). Subject discriminability implies that the
subjects should differ systematically, i.e. theiatawn between subjects should be larger than
the variation due to random error. The subjectraignability of the Bendep-SRQ scales was
evaluated by means of the KR-20 coefficient. Tlze sif KR-20 reflects the reliability of the
scale, as the error variance of the estimator dseseif KR-20 increases.

Item discriminability. This should not be confused with the above-mestidierm equi-

98



discriminability. It implies that the items shouddfer systematically, i.e. the variation
between items should be larger than the variatientd random error. This was tested by
Cochran’s Q test’ If the test result is significant, items can besidered to occupy distinct
points on the scale. Additionally, analogous todbecept of reliability as described by
Hoyt,2® which is a measure of inter-subject discriminaila measure of inter-item
discriminability has recently been developed: teenidiscriminability coefficient (IDC)®
On the premise that the underlying item responsaefiaolds true, the IDC shows to what
extent the differences between the items are sydgtenthe higher the IDC, the more
powerful the predictions about the item scale ball

Sability. To assess the test-retest reliability of the BprBRQ scales, Pearson Product-
Moment correlation coefficients were computed frin@ Bendep-SRQ data obtained at the
first and the second interviews. The subjects wdmb discontinued their BZD use in the

period between the interview sessions were exclérdead the analysis

Validity

The validity of the Bendep-SRQ scales was assasdedns of construct, concurrent and
discriminant validity.

Construct Validity. To establish the construct validity of the Ben@®#HQ scales
theoretical rationales have been formuldteo explain the specific item orders based on
increasing Rasch scale values, reflecting incrgasaverity levels of the constructs. To
comply with the postulated theoretical rationatas, estimates of the Rasch scale values in
the present study should approximately replicagesthecific item orders of the Bendep-SRQ
scales in the former stud§ This would further support the construct validifythe Bendep-

SRQ scales.
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Concurrent and Discriminant Validity. To investigate the concurrent and discriminant
validity of the Bendep-SRQ we conducted Maximumellitkood factor analyses with
Varimax rotation on the data matrix of the subjed® completed both interviews (n = 91).
A non-significant Chi square test result (p > .@8jnonstrating goodness of fit was required
to accept the factor solution. The data matrix ted of the sumscores of the Bendep-SRQ
scales except for 'Withdrawal' (in order to avdid selection of patients with withdrawal
experience only and thereby also reducing the sasipé for factor analysis), the SCL-90
subscales, the ASI-R problem severity scores ahdreihe Rasch-homogeneous ICD-10 or
DSM-III-R BZD dependence scale. The latter two ssalonsisted of subsets of substance
dependence items of the SCAN, as described inaraeppapel’ The concurrent validity of
the Bendep-SRQ is supported when the Bendep-SREsstiae ICD-10 or DSM-III-R BZD
dependence scale and the ASI problem severity $opodrug use (which includes BZD use)
load substantially on a common factor, which camberpreted as a BZD dependence factor.
If the sumscores of the SCL-90 subscales and thainéng ASI problem severity scores load
substantially on different factors, this suppohis discriminant validity of the Bendep-SRQ

scales.

RESULTS

Sociodemographic features and aspects of BZD use
Table 1 shows a number of sociodemographic cheniatits and some aspects of BZD use
at the time of investigation. Most subjects werdanButch, had no steady partner and were

receiving unemployment or disability benefits. Thest frequent level of education was the
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primary level. This pattern of characteristics wasst apparent in the methadone users,
except for the fact that they comprised more subj@ith non-Dutch cultural backgrounds.
On average, the BZD dose used exceeded the théiageses which are recommended by
the WHO, as is shown by the values of ‘Mean Daihg® Defined Daily Dose

(MDD/DDD) which were greater than 1. The mean darabf BZD use, based on the BZD
which had been used for the longest period, wasaasiderable (69 months in the total
sample). The values of the quartiles in Table Wsti@at the MDD/DDD and BZD duration
values were inflated by the patients who had exgéhgrigh values. Again, these features
were most prominent in the methadone users.

Figure 1 shows the frequencies of the separatesBitilich were used. Oxazepam and
diazepam were the most commonly used BZDs. Theltenitrazepam was only
remarkable in the methadone users (23%). Of cothrese frequencies do not simply reflect
the dependence liability of each BZD, but are a¢dated to prescribing habits and the

availability and costs of BZDs on the illicit matke
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Table 1.Sociodemogr aphic variables and aspects of BZD usein the BZD usersat CBACs

Variables Methadone users  Non-methadone Total sample
(n=53) users (n=46) (n=99)
Sex (%)
male 79 59 70
female 21 41 30
Mean age (years)+sd 357 43 +11 3810
Cultural Background (%)
Dutch 83 100 91
Otherwise 17 0 9
Marital/social status (%)
Single/never married 49 24 37
Engaged / steady relationship 15 11 13
Married 4 28 15
Divorced 28 28 28
Widowed 4 9 6
Living arrangement (%)
Alone 42 41 41
With partner 9 39 23
Otherwise 49 20 36
Level of education (%)
Primary level 43 46 45
Secondary level 43 39 41
Advanced level 14 15 14
Financial income (%)
Profession 4 13 8
Unemployment benefit 72 33 54
Disability benefit 23 28 25
Pension 0 7 3
Partner's income 0 13 6
Otherwise 1 6 4
MDD/DDD"™ 3.6 1.4 2.5
Quartiles 1.3-25-36 5-1.0-20 .8-15-3.0
Mean duration of BZDuse 74 63 69
(months)
Quartiles 24 - 60 - 120 9-24-102 12 -36-120
*0% . percentages are given in rounded numbers
“MDD/DDD : Mean Daily BZD Dose/Defined Daily BZD Des
“BZD . if more than 1 BZD was being used, the doratvas based on the BZD

which had been used the longest
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% of patients

Figure 1. BZDs used by CBAC outpatients

methadone users (n=53) non-methadone users (n=46) total sample (n=99)

chlordiazepoxide D diazepam % flunitrazepam
oxazepam . temazepam

7
_|nitrazepam
D other BZDs
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Table 2. Past-year (PY) and lifetime (LT) prevalences of DSM-111-R and | CD-10 substance dependence diagnosesin CBACs outpatients.

Methadone users (n=53) Non-methadone users (n=46) Total sample (n=99)

Diagnosis DSM-III-R ICD-10 DSM-II-R ICD-10 DSM-1I-R ICD-10
PY LT PY LT PY LT PY LT PY LT PY LT
BZD Dependence (%*) 79 85 87 90 37 59 54 63 59 72 71 78
Alcohol Dependence (%) 33 54 27 50 63 87 63 85 a7 69 44 66
Opiate Dependence (%) 94 96 94 96 7 15 9 15 53 58 54 58
Cocaine Dependence (%) 29 67 25 60 2 11 2 11 16 41 14 37
Cannabis Dependence (%) 21 39 23 39 7 13 7 11 14 27 15 26
Stimulant Dependence (%) 2 33 2 25 2 9 0 7 2 21 1 16
Hallucinogen Dependence (%) 2 8 2 6 0 0 0 0 1 4 1 3
BZD & Alcohol Dependence (%) 33 52 27 50 30 50 39 52 32 51 33 51
BZD & Opiate Dependence (%) 79 85 85 89 4 15 9 15 44 52 49 54
BZD & Cocaine Dependence (%) 21 56 21 54 2 9 2 9 12 34 12 33

%?*: percentages are given in rounded numbers
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Prevalences of DSVI-111-R and 1CD-10 Dependence Diagnoses

In Table 2 the prevalence figures of the past gearlifetime DSM-III-R and ICD-10
substance dependence diagnoses are shown in th€ G&patients who were using BZDs.
The prevalences of the combinations of BZD depecelamd the other most frequent
dependence diagnoses are also given. Overall, Bfierdlence was the most frequent
diagnosis in this selected CBAC sample, rangingf&®% (past-year DSM-III-R) to 78%
(lifetime 1CD-10); in the methadone users BZD useswnainly combined with opiate
dependence; in the non-methadone users with alc®EpaEndence. Apparently, if BZD use
accompanies dependence on other substances, BAndkxe is the most probable
additional dependence diagnosis. Alcohol, cocaimkecannabis dependence were also
abundant in the methadone users. On the other Bamdilant and hallucinogen dependence

were relatively uncommon.

Scalability

As is shown in Table 3, the R1 and R2 test resifitee Rasch analyses on the Bendep-SRQ
scales were non-significar®$0.01), except for the R2 of the 'Lack of Compli@recale P=
0.007). However, this significant value was fouadbé due to a very high contribution of
score one. In such a case, this can be correctdyy feaving out the scores one, which
resulted in a non-significant R2 value. Thereftine, Bendep-SRQ Rasch scales formerly
found in a sample of GP patients, psychiatric digpés and self-help patientdwere

confirmed in CBAC outpatients, because the Rasatieingas not rejected in any case.
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Table 3. Results of Rasch analyses by RSP on Bendep-SRQ scalesin CBAC outpatients
Bendep-SRQ Scale i R1 df p g R2 df p n

Problematic Use 5 754 4 A1 2 8.62 8 .38 71
Preoccupation 5 8.70 8 37 3 1389 8 .08 59
Lack of Compliance 5 7.38 8 50 3 2113 8 .007 71

Lack of Compliance 5 10.32 8 24 3 992 8 27 58

Withdrawal 5 9.08 4 .06 2 1167 8 A7 52
RSP : Rasch Scaling Program
R1 and R2 : test statistics of Rasch anal{sis
[ : number of items in the scale
df : degrees of freedom
p . p-value
g : number of subgroups
n : number of subjects left in the analysis
# : contribution of score one 10.35
Lack of Compliance : repeated Rasch analysis on sample without theesone on

Lack of Compliance scale
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Reliability

The subject discriminability, item discriminabyliand test stability results, shown in Table 4,
indicated good reliability of all the Bendep-SRQ@les with respect to the total CBAC
sample.

In the subgroup of methadone users, inconsistéabiigy results were encountered with
respect to the 'Problematic Use' scale, whichtenihed to measure the 'degree of awareness
of problematic BZD us¥; the low IDC value of .32 was found to be dueh® telatively
invariable response statistics of the items (sinfilgh means, similar low variances), which
minimized their systematic differences. Compareth&higher IDC values formerly found in
GP patients and psychiatric outpatiéhend presently in the non-methadone users, more
extreme items will need to be added to increaséhtteshold at the upper end of this scale to
increase its item discriminability in the methadasers. However, it is questionable whether
such an extension towards 'more extreme degrdaée @fwareness of problematic BZD use
would still be clinically relevant. Despite the lat@m discriminability, the KR-20 value of
.53 still indicated moderate subject discriminadypjlivhile the TRT correlation coefficient of
.76 indicated good stability of the sumscore ohergeriod of three weeks between the two
measurements. The high TRT value therefore appeanedlect a low tendency of change
with respect to the drug-related problems in opissters in the three week period between the
measurements.

The opposite phenomenon was also encounteredResalues of the 'Preoccupation’ and
'Withdrawal' scales were only moderate in the neha and non-methadone users, while the
subject and item discriminability values were goddlike 'Problematic Use', the true scores

of 'Preoccupation’ and 'Withdrawal' are probablyenariable in time due to the influence of
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Table 4. Reliability of the Bendep-SRQ scales, M: Methadone users (n=53); NM: Non-methadone users (n=46); TS: Total sample (n=99)

I. Problematic Use II. Preoccupation lll. Lack of Compliance IV. Withdrawalf
Sample M NM TS M NM TS M NM TS M NM TS
Subject
discriminability
KR-20 .53 .65 .65 75 .64 .70 71 72 .70 .79 g7 .78
Item discriminability
Cochran's Q 5.72 20.79 15.82 15.83 39.40 43.67 92.75 17.80 94.32 27.65 12.36 31.14
p 221 <.001 .003 .003 <.001 <.001 <.001 .001 <.001 <001 .015 <.001
IDC .32 .82 75 g7 .92 .92 .98 .79 .97 .87 .69 .88
Test-retest Stability
PM correlatiofi .76 .78 .81 57 .78 .69 71 .84 .80 .62 .56 .61
p <.001 <.001 <.001 <.001 <.001 <.001 <.001 <.001 <.001 <.001 .001 <.001
# : Respondents who never reduced or discontinudd lBse were excluded, leaving: M: n =51, NM: n 5 B6: n =87
KR-20 : Kuder-Richardson-20 reliability coefficient
IDC : Item Discriminability Coefficient

: Subjects who had discontinued BZD use befoeadtest session were excluded, leaving: M: n &80, n =38, TS: n =88
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the use of other substances or other substandeddtctors. Therefore, the lower TRT

values of these scales might merely reflect setitgitio this true variability in time.

Construct Validity

The present differences between the item-ordesgan increasing scale value estimates
yielded by the Rasch analysis and the item oramnsd in the former study on the Bendep-
SRQ!® did not exceed a range of twice the standard efrtite scale value estimate. This
approximate replication of the item-orders providiedher support for the construct validity

of the Bendep-SRQ scales.

Discriminant and Concurrent Validity

The results of the Maximum Likelihood Factor Anagsvith Varimax rotation are shown
in Table 5. Goodness of fit (Chi square, p > .@%)ld only be ascertained when four factors
were extracted, in the case of the matrix withl@B-10 as well as the matrix with the DSM-
[lI-R BZD dependence scale. The following interptein of this four factor solution is not
necessarily the most proper one, but it appearée the most plausible. In support of the
discriminant validity of the Bendep-SRQ scales,fttst factor appeared to be a distinct
pathology dimension of psychological and physicabfems not related to substance
dependence, as all the SCL-90 subscales and th& A8Verity scores on physical and, in
the case of the DSM-III-R, on psychiatric probleshewed the highest loadings on this
factor.

In support of the concurrent validity, the secoactdér was nearest to the expected BZD

dependence factor. The highest loadings of the 828RQ scales 'Problematic Use' and
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Table 5. Maximum Likelihood Factor Analyseswith Varimax Rotation on a data

matrix (n = 91) consisting of various scale scor es

Factors

Scales Il I \Y

Bendep-SRQ
Problematic Use 72(.74)
Preoccupation .33 (.36) 44
Lack of Compliance .64(.62)

SCAN
ICD-10* (DSM-III-R*) past year BZD (.30) .61(.63) .30
dependence

SCL-90
Anxiety .82(.79) (.50) 43
Agoraphobia .64(.62) (.50) 46
Distrust and Interpersonal Sensitivity .77(.80) (.33) 40 (.34)
Depression T7(.77) .34(.36)
Insufficiency in thinking and acting 72(.71)  .30(.31)
Hostility Jq4(.71)  .31(.37)
Sleeping problems .54(.51)
Somatization T4(.72) (.43) .38
Remaining items .80(.85)

ASI-R problem severity areas
Physical 43(.51) .38
Professional 31 .37(.37) (.46) .30
Alcohol (.39) .38
Drugs 75(.71)
Criminal .34 .68(.72) .39 (.44)
Social .64 (.64)
Psychiatric 45(.54) .62 (.49)

NOTE. Substitution of the DSM-III-R for the ICD-HXeale yielded the loadings shown
between parentheses. Factor loadings of smallar.thare not shown
*Rasch-homogeneous subset of BZD dependence affteri

Test of fit of the 4-factor model:

Using ICD-10: Chi square = 139.06; df = 116; p # .0
Using DSM-III-R: Chi square = 139.86; df = 116; p07
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‘Lack of Compliance’, the Rasch homogeneous ICBfIDSM-11I-R BZD dependence scale
and the ASI-R severity scores on drug use and eahmproblems were observed on this
second factor. It appeared to reflect aspects pémidence, which interfere with the ability to
function in, or to behave in accordance with aaoenvironment with clear rules and
demands.

The highest loadings of the Bendep-SRQ 'Preocmupatcore and the ASI-R alcohol
problem severity score were found on the thirdn@she ICD-10 scale) or fourth factor
(using the DSM-III-R scale), which therefore apgehio reflect an aspect of BZD
dependence related to problematic alcohol use. Wditition, the highest loadings of the ASI-
R severity scores on social and psychiatric problémly in case of the ICD-10) on the
remaining factor, can be considered to providéhmsupport for the discriminant validity of

the Bendep-SRQ scales.

DISCUSSION

In many reports, high rates of BZD use have beditated in patients being treated for
alcohol or opiate problenis? Explanations which have been given for these higs of
BZD use include the replacement of an unavailabhleary drug, the enhancement of
euphoria from opiates or provocation of euphoriardumethadone treatment, the alleviation
of withdrawal effects or the combat of sleep disesdvhich commonly emerge during
methadone treatmef?:*>?**30wing to these reinforcing factors, alcohol andgddependent
subjects appear to run a high risk of developin@RIépendence as well. On top of this,

Darke et af'°found that the rate of accompanying BZD use wasaated with more
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unemployment, imprisonment, prostitution, intravesndrug use, needle-sharing, methadone
use, polydrug use and self-reported psychopathdegsh as anxiety and depression levels).
In patients with severe BZD dependence, selectethpatient BZD detoxification, it was
found that additional psychoactive substance ndengental disorders were prominéhall
these findings indicate that concomitant BZD usalaohol and drug dependent patients
should not be ignored.

In spite of this, the diagnostic process and meat at the Dutch CBACs are still focused
primarily on alcohol and illicit drugs. To breakttvithis tradition, the present study payed
specific attention to the assessment of BZD depsreln this context of poly-dependence,
by applying the DSM-III-R and ICD-10 substance degence criteria to BZDs, alcohol and
the most common illicit drugs. The high prevalerates of BZD dependence found in the
present CBAC outpatient sample, ranging from 598&6tjyear DSM-III-R) to 78% (lifetime
ICD-10), indicate that BZD dependence should alwsysaken into account as a possible
additional diagnosis in alcohol and drug dependabjects. This could be done by means of
a standard questionnaire with proven psychometaperties.

Aiming for the latter, the ability of the Bendep-QRto reflect the severity of BZD
dependence more comprehensively was investigatiusitiype of patient sample. When the
scalability, reliability and validity of the BendegRQ is proved sufficiently, the questionnaire
could form a feasible standard method to screen B&#s at CBACs and similar settings.

The scalability of the Bendep-SRQ scales formeelyadibed in general practice patients,
psychiatric outpatients and self-help patiéfitsas confirmed in CBAC outpatients using
Rasch modelling. This implies that the sumscorab@Bendep-SRQ scales are sufficient
statistics of the underlying dimensions, which weguired in this study for subsequent

reliability and validity assessment.
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The reliability results in the CBAC sample were geily good, except for the item
discriminability of the 'Problematic Usescale in the methadone subgroup, which was low
and non-significant. The methadone and non-metheadears differed in more respects; the
sociodemographic and the diagnostic DSM-III-R a@B{10 data showed clear differences,
generally indicating a poorer level of social fuantng and higher (poly-)substance
dependence rates in the methadone subgroup. Grullgaldependence was more frequent in
the non-methadone subgroup. Furthermore, the metieagsers generally received a
supportive type of treatment, while the treatmdmtan-methadone users was more often
problem-oriented. The reliability results of thedBlematic Use' scale were good with respect
to this latter subgroup, in which the drug-relapedblems were more variable and accessible
to problem-oriented treatment. This scale couldetfoge be useful in a follow-up strategy to
monitor the effect of such treatment.

A similar division in the CBAC sample appeared ¢gonheaningful for the interpretation of
the results of the factor analyses, which were doressess the concurrent and discriminant
validity of the Bendep-SRQ scales. While the disanant validity was generally supported,
conclusions with respect to the concurrent validhguld be made with more caution. On the
one hand, 'Problematic Use' and 'Lack of Compliasgpeared to reflect the aspects of
dependence which interfere with socially functiob@haviour, while on the other hand
'Preoccupation with respect to the availabilityB@Ds' seemed to reflect a behavioural
dimension related to problematic alcohol use; tioeegPreoccupation’ is probably a coping
strategy to alleviate alcohol withdrawal symptomkich is presumably reinforced by the
customary medical practice to prescribe BZDs f®& purpose. Opiate users will not be
preoccupied with the availability of BZDs in suclvay, because they are primarily offered

methadone maintenance. The assumption that cetianacteristics of the alcohol or drug
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dependence problem influence the nature of BZD niggrece is supported in the literature on
the reinforcing effects of alcohol and drug useconcomitant BZD usé?®*22°*3¥t seems
plausible that such effects between BZD and otyymd of substance dependence reflect a
satisfactory concurrent validity of the Bendep-S&t@les.

The present findings in the CBAC outpatient sanaglé further support to the good
scalability, reliability and validity results oféfBendep-SRQ scales formerly found in GP
patients, psychiatric outpatients and self-helfpepés who were using BZD% Although
cross-validating research is desirable to suppergeneralisability of the present findings to
similar samples, the Bendep-SRQ already seems addesible instrument in clearly
different outpatient settings. The same cannobgetaid for inpatient samples of BZD users,
but it seems reasonable to expect that repeatesgtstudies on inpatient samples will yield
similar results.

The most important conclusion that can be drawmftioe present study is that the
Bendep-SRQ appears suitable for practical useiip datpatient addiction treatment, in
order to become aware of the presence and sewé@yditional BZD dependence. Without
sacrificing too much of the effort put into the mapparent (poly)dependence problems, the
BZD dependence severity profile (provided by thescores of the four Bendep-SRQ scales)
could contribute to developing a more differentiaégproach to all dependence and

dependence-related problems .
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NOTE
The Bendep-SRQ can be obtained from the authors (C. Kan@czzopsy.azn.nl) and is also
available for on-line administration on site http://baserv.uci.kun.nl/~fzitman/Bendep-

SRQ.html.

ACKNOWLEDGMENTS
We thank all the staff at the community-based digpaaddiction centres of the 'Gelders
Centrum voor de Verslavingszorg' (Gelders Centrdfidiction Care) in Nijmegen, Arnhem,

Tiel, Ede, Doetinchem and Groenlo for contributiaghis study.

115



REFERENCES

10.

11.

12.

13.

14.

15.

16.

17.

18.

Quinn K, Baker MJ, Evans B. A population-widefile of prescription drug use in Saskatchewan,9198
CMAJ 1992;146(12):2177-2186.

Jacobson GA, Friesen WT, Peterson GM, RumbleRRithck AE. Psychoactive drug prescribing in the
Tasmanian community [see comments]. Med J Aust 18$3220-24.

Joukamaa M, Sohiman B, Lehtinen V. The predoripdf psychotropic drugs in primary health caretad
Psychiatr Scand 1995;92(5):359-364.

Ciraulo DA, Sands BF, Shader RI. Critical reviefdiability for benzodiazepine abuse among aldiaiso
Am J Psychiatry 1988;145(12):1501-1506.

Busto U, Simpkins J, Sellers EM, Sisson B, S&gdbjective Determination of Benzodiazepine Use a
Abuse in Alcoholics. Br J Addict 1983;78:429-435.

Ross HE. Benzodiazepine use and anxiolytic abodedependence in treated alcoholics. Addiction
1993;88:209-218.

Navaratnam V, Foong K. Opiate dependence--tlecafcbenzodiazepines. Curr Med Res Opin
1990;11:620-630.

Darke S, Hall W, Ross M, Wodak A. Benzodiazepise and HIV risk-taking behaviour among injecting
drug users. Drug Alcohol Depend 1992;31:31-36.

Swensen G, llett KF, Dusci LJ, Hackett LP, Onig Ruigley AJ, Lenton S, Saker R, Caporn J. Padtefn
drug use by participants in the Western Austrafieathadone program, 1984-1991. Med J Aust
1993;159(6):373-376.

Darke S, Swift W, Hall W, Ross M. Drug use, Hisk-taking and psychosocial correlates of
benzodiazepine use among methadone maintenaneatpafrug Alcohol Depend 1994;34.:67-70.

San L, Tato J, Torrens M, Castillo C, Farre@dmi J. Flunitrazepam consumption among heroincésidi
admitted for in-patient detoxification. Drug AlcdHoepend 1993;32:281-286.

Stitzer ML, Griffiths RR, McLellan AT, Grabowisk, Hawthorne JW. Diazepam use among methadone
maintenance patients: patterns and dosages. Drnghdll Depend 1981;8:189-199.

American Psychiatric Association. Diagnostid atatistical manual of mental disorders. 3rd edhvised.
Washington, DC: American Psychiatric Associatid®87.

World Health Organization. The ICD-10 classifion of mental and behavioural disorders: diagnost
criteria for research. Geneva: World Health Orgatiimn, 1992.

Edwards G, Gross MM. Alcohol dependence: piona description of a clinical syndrome. Br Med J
1976;1:1058-1061.

Edwards G, Arif A, Hadgson R. Nomenclature alagsification of drug- and alcohol-related proldeia
WHO Memorandum. Bull World Health Organ 1981;59:228.

Kan CC, Breteler MHM, Van der Ven AHGS, Zitnmia@. An evaluation of the DSM-III-R and ICD-10
benzodiazepine dependence criteria using Raschllimgd@ddiction 1998;93(3):349-359.

Kan CC, Breteler MHM, Timmermans EAY, Van derWVAHGS, Zitman FG. Scalability, reliability and

116



19.

20.

21.

22.

23.

24,

25,

26.

27.

28.

29.

30.

31.

32.

33.

34.

validity of the Benzodiazepine Dependence Self-RePaestionnaire in outpatient benzodiazepine users
Compr Psychiatry 1999;40(4):283-291.

Giel R, Nienhuis FJ. [SCAN. Schedules for @iiiAssessment in Neuropsychiatry] SCAN.
Vragenschema's voor de klinische beoordeling inelegopsychiatrie. Geneve: World Health Organization
[division for Mental Health] divisie voor de Ged§iee Gezondheid, 1992.

Arrindell WA, Ettema H. [Dimensional structureliability and validity of the Dutch version dfe

Symptom Checklist (SCL-90): Data based on a phabéta "normal” population.] Dimensionele structuur,
betrouwbaarheid en validiteit van de Nederlandseebleing van de Symptom Checklist (SCL-90):
Gegevens gebaseerd op een fobische en een "nopoglelatie.. Ned T v Psychologie 1981;36:77-108.

Hendriks VM, Kaplan CD, Limbeek Jv, GeerlingsTRe addiction severity index: reliability and idtly in
a Dutch addict population. J Subst Abuse Treat 1893-141.

Kan CC, Breteler MHM, Zitman FG. High prevaleraf benzodiazepine dependence in outpatient users,
based on the DSM-III-R and ICD-10 criteria. Actgy&satr Scand 1997;96:85-93.

Fischer GH. Derivations of the Rasch Model Hischer GH, Molenaar IW (eds):Rasch models:
Foundations, Recent Developments and Applicatidiesv York: Springer Verlag, 1995:15-38.

Glas CAW. The derivation of some tests for fRasch model from the multinomial distribution.
Psychometrika 1988;53:525-546.

Glas CAW. RSP: Rasch Scaling Program. Groningke Netherlands: IEC ProGAMMA, 1993.

Glas CAW. RSP: Rasch Scaling Program User'suslatsroningen, The Netherlands: IEC ProGAMMA,
1993.

Siegel S. The case of k related samples. &gebiS (ed):Non-parametric Statistics for the Batral
Scienses. New York: McGraw-Hill, 1956:161-165.

Hoyt C. Test reliability by analysis of vari@dsychometrika 1941;6:135-160.
Letter: Psychotropic drugs in addiction. JAM@74;227(1):79.

Woody GE, O'Brien CP, Greenstein R. Misuseande of diazepam: an increasingly common medical
problem. Int J Addict 1975;10(5):843-848.

Darke SG, Ross JE, Hall WD. Benzodiazepineanseng injecting heroin users. Med J Aust
1995;162:645-647.

Barnas C, Rossmann M, Roessler H, Riemer Ysdfibacker WW. Benzodiazepines and other psychiotrop
drugs abused by patients in a methadone maintemqmogeam: familiarity and preference. J Clin
Psychopharmacol 1992;12(6):397-402.

Ladewig D, Schroeter U. Drug dependence ireptgiin psychiatric hospitals in Switzerland. Avayr
conducted in nine psychiatric hospitals from 19888. Pharmacopsychiatry 1990;23(4):182-186.

Busto UE, Romach MK, Sellers EM. Multiple druge and psychiatric comorbidity in patients adrditte
the hospital with severe benzodiazepine dependdnCkn Psychopharmacol 1996;16(1):51-57.

117



118



