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ABSTRACT 

Aims: To explore the potential additional reach of treatment to crack users if 

pharmacotherapy were to become available.  

Methods: Data were derived from interviews with 1,039 frequent crack users, both inside 

and outside treatment, in the three largest Dutch cities. Based on desire and attitude, 

participants were classified into three hypothetical groups: reach of current treatment, 

potential added reach with pharmacotherapy and out of treatment reach. Bivariate analyses 

were used for comparisons between groups.  

Findings: The majority (73.7%) wished to reduce or quit their crack use in the near future. 

Only 32.4% was interested in reducing or quitting with the aid of currently available 

treatment, but another 35.9% showed interest in doing so with hypothetical 

pharmacotherapy, indicating that the reach of treatment might potentially double if 

pharmacotherapy were to become available. The potential added reach of pharmacotherapy 

was characterized by less severe patterns of crack use and a less extensive treatment history 

and included crack users of mixed age, gender, ethnicity, homelessness, criminal 

involvement and health. 

Conclusions: Although the efficacy of pharmacological treatment strategies for crack 

dependence has yet to be proven, pharmacotherapy could substantially broaden treatment 

reach and increase the coverage of social and health care among crack users. 

Keywords: Crack cocaine, treatment reach, pharmacotherapy. 
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6.1. INTRODUCTION 

Methadone substitution therapy has proven its worth for the treatment of opioid 

dependence. What if an equivalent therapy or other pharmacological treatment strategies 

were to become available for crack cocaine users? What would then be the potential added 

reach of treatment and profile of those additionally reached? 

Recurrent crack cocaine use is understood as high-risk drug use (Thanki & Vicente, 

2013) and often associated with medical problems (Afonso, Mohammad & Thatai, 2007; 

Falck, Wang, Siegal & Carlson, 2003; Mégarbane & Chevillard, 2013), psychopathology 

(Falck, Wang & Siegal, 2004; Haasen, Prinzleve, Gossop, Fischer & Casas, 2005; Paim 

Kessler, Barbosa Terra, Faller, Ravy Stolf, Carolina Peuker, Benzano & Pechansky, 2012), 

public health issues (Des Jarlais, Mcknight, Arasteh, Feelemyer, Perlman, Hagan, Dauria & 

Cooper, 2014; Story, Bothamley & Hayward, 2008), crime (Bennett & Holloway, 2009), 

violence (Atkinson, Anderson, Hughes, Bellis, Sumnall & Syed, 2009; Boles & Miotto, 2003) 

and public disorder (Debeck, Buxton, Kerr, Qi, Montaner & Wood, 2011). Although an ageing 

and shrinking population, crack users in the Netherlands remain a group of chronic, 

problematic, marginalized users (Coumans, 2005; Nabben & Korf, 1999; Van der Poel, 

Barendregt & Van de Mheen, 2006). An estimated 5.891 – 7.761 crack dependent users 

reside in the three largest Dutch cities (Oteo Pérez, Cruyff, Benschop, & Korf, 2013); which 

extrapolates to a national estimate of 19.577 – 20.510 (Wisselink, 2013). In 2012, the annual 

treatment demand for crack as primary or secondary drug problem numbered 5.828 

(Wisselink, 2013), implying that the majority of crack users in the Netherlands remain out of 

treatment reach. 

To date, the only registered treatment option for crack users is psychosocial therapy, 

among which cognitive behavioral therapy, motivational interviewing and contingency 

management (EMCDDA, 2014). However, these interventions generally show moderate 

results at best in resolving the chronic, relapsing nature of stimulant dependence (Dutra, 

Stathopoulou, Basden, Leyro, Powers & Otto, 2008; Knapp, Soares, Farrel & Lima, 2007; 

Shearer, 2007; Vocci, & Montoya, 2009). This is illustrated by the fact that 76% of crack 

users in addiction treatment in the Netherlands have been registered there for more than 

three years, 47% have had at least three treatment episodes and a mere 5% of the annual 

crack treatment demand concerns first treatment (Wisselink, 2013). 

The Netherlands, like many other countries, have known a long harm reduction 

tradition of agonist substitution therapy for opioid dependence, mainly in the form of 

methadone maintenance treatment. This approach has not only proven effective in 

preventing HIV and other blood-borne diseases among injecting drug users, but has also 

proved to be useful in reducing associated criminality and social harms and provides a low 

threshold treatment setting in which a reduction of opioid use accompanied by 

improvements in health and social functioning is regarded as a positive (often final) outcome 

(Amato, Davoli, Perucci, Ferri, Faggiano & Mattick, 2005; Mattick, Breen, Kimber & Davoli, 

2009; Van den Brink & Haassen, 2006). A similar substitution treatment strategy for crack 

dependence has nevertheless not been implemented, despite encouraging results from 

research investigating the administration of sustained-release psychostimulants like 

dexamphetamine (Castells, Casas, Pérez-Mañá, Roncero, Vidal & Capellà, 2010; Herin, Rush 
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& Grabowski, 2010; Mariani & Levin, 2012). Research efforts have also focused on other 

pharmacological strategies, including studies with anticonvulsants, antidepressants, 

antipsychotics and dopamine agonists, comprehensively reviewed by Van den Brink (2012). 

However, ample studies notwithstanding, no pharmacological therapy for crack dependence 

has proven satisfactory efficacy (Fischer, Blanken, Da Silveira, Gallassi, Goldner, Rehm, 

Tyndall & Wood, 2015). 

Adding pharmacotherapy to the existing crack dependence treatment spectrum 

might increase treatment retention for those crack users in psychosocial therapy and might 

also broaden general treatment reach in attracting groups of crack users wishing to quit or 

reduce their use but currently unwilling to ask for professional help. This could contribute to 

the improvement of both individual and public health and the reduction of crime. Our aim 

was to explore the extent and profile of the potential added reach of pharmacotherapy by 

studying the desire to reduce or quit and attitude towards pharmacotherapy within a large 

sample of crack users, both inside and outside treatment. Research questions were threefold: 

1) To what extent could pharmacotherapy increase reach of treatment, 2) To what extent 

could pharmacotherapy reach a different group of crack users than currently available 

treatment, and 3) To what extent could pharmacotherapy reach a specific subgroup of crack 

users currently out of treatment reach? 

6.2. METHODS 

6.2.1. Data collection 

Data were derived from a social epidemiological survey that was conducted as part of the 

multidisciplinary project „Prevalence, treatment needs and new pharmacotherapeutical 

options for crack users in the Netherlands.‟ The full study design was approved by the ethical 

committee of the Faculty of Medicine of the University of Amsterdam. We interviewed 1,039 

current crack users using two different recruitment methods in the three largest Dutch cities 

(Amsterdam, Rotterdam, and The Hague) between March 2009 and January 2011. Inclusion 

criteria were smoking crack at least two days per week in the last month, aged 18 years or 

older, and residing in one of the city areas. Details of sampling procedures and data 

collection have been documented in a previous article (Oteo Pérez, Benschop & Korf, 2012). 

In short, the first recruitment method was respondent-driven sampling (RDS) (Heckathorn, 

1997). Seeds (first participants of a recruitment chain) were selected taking demographic and 

geographic diversity into account. Participants received two coupons to invite other crack 

users they knew to the study and only recruits presenting their coupons (and meeting 

inclusion criteria) were allowed to participate. RDS recruiters received € 5 for each 

successfully recruited respondent. The second recruitment method consisted of random 

sampling of crack users registered at substitution treatment facilities and user rooms. The 

combination of recruitment methods ensured a diverse representation of crack-using 

populations both inside and outside institutional settings. RDS resulted in crack users who 

were younger on average and more often female and western than in the institutional 

samples (Oteo Pérez, Benschop & Korf, 2012). Participants signed an informed consent form 

before being interviewed and received € 10 after completing a face-to-face structured 

questionnaire. Whenever possible interviews were conducted outside treatment settings (at 
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the research institute, at a participant‟s home, in a park, etc.); if the interview did take place 

at an institution, no care workers were present during the interview. The questionnaire 

covered a broad array of questions on substance use patterns, crack market and supply, 

treatment history, social, physical and mental problems, criminal activities, quitting and 

reducing crack use and attitude towards pharmacotherapy. The latter are the focus of the 

present study. 

6.2.2. Measures 

Current desire to quit or reduce crack use was assessed using a single question “Would you 

like to quit or reduce your crack use within the next 12 months?” (Response options: „no,‟ 

„reduce‟ or „quit‟). This was followed up with an open-ended question about the reasons for 

their response. Answers were recorded in short phrases and key words and later categorised 

(multiple categories per answer possible). Those who wished to quit or reduce their crack use 

were also asked if they thought they needed treatment to do so (response options: „yes, with 

the aid of treatment,‟ „no, by myself without treatment‟). 

Attitude towards pharmacotherapy was based on four questions, preceded by a 

hypothetical scenario: “Suppose a new medication would exist that helps you reduce or quit 

your crack use, would you participate in treatment or research with such medication if you 

got the chance, (a) if the pharmacotherapy was aimed at abstinence, (b) if the 

pharmacotherapy was aimed at reduction, (c) would you be prepared to attend treatment 

services twice a week to receive the medication, and (d) would you be prepared to undergo 

regular urine drug tests during treatment”. Response options for all four questions were: 

„certainly no,‟ „probably no,‟ „don‟t know,‟ „probably yes‟ and „certainly yes.‟ These were 

recoded to „yes‟ (probably/certainly) and „no‟ (other responses). 

Five types of characteristics were assessed in comparisons between groups. With the 

exception of treatment history and crack dependence, all measures refer to the last 30 days. 

Sociodemopgraphics: age, gender (female), ethnicity (non-Western, classification 

according to Statistics Netherlands (Alders, 2001)), social benefit (obtaining any kind of 

social welfare allowance), and homelessness (sleeping rough or in a night shelter). 

Criminality: criminal involvement (committing drug sales, property crimes and/or violent 

crimes (Oteo Peréz, Benschop, Blanken & Korf, 2015)), and number of days of committing 

criminal and/or minor offences (street prostitution, public drunkenness, public order 

offences or fare evasion). 

Severity of crack use: average years since onset, near-daily use (6 or 7 days/week), binge 

episode (using crack without sleeping for 24 h), and perceived severity of crack use problems 

(“To what extent do you suffer from problems with your crack use?”, response options: 0 „not 

at all,‟ 1 „a little,‟ 2 „somewhat,‟ 3 „quite a bit‟ and 4 „a lot‟). 

Health: MAP-H score (Maudsley Addiction Profile –Physical Health section, a 10-item 

symptom rating scale with a 0-40 overall scoring range (0 = no symptoms) (Marsden, 

Gossop, Stewart, Best, Farrell, Lehmann, Edwards & Strang, 1998)), in treatment for 

physical problems, and in psychiatric treatment. 
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Treatment history: number of lifetime treatment episodes for alcohol or drugs, lifetime 

treatment for crack (outpatient psychosocial treatment, detoxification and/or clinical drug 

free treatment), appreciation of crack treatment received (appraisal per type of treatment: 0 

„very negative,‟ 1 „negative,‟ 2 „neutral,‟ 3 „positive‟ and 4 „very positive‟; averaged for those 

who received two or three types of crack treatment), and lifetime episode of reduction or 

abstinence (ever quit or considerably reduced crack use for more than a month besides 

hospitalisation or detention time, last time with or without the aid of treatment). 

6.2.3. Analyses 

Descriptive analyses were used to explore desire to reduce or quit and attitude towards 

pharmacotherapy. Based on desire and attitude, participants were classified into three 

hypothetical groups: reach of currently available crack treatment, potential added reach of 

pharmacotherapy and out of treatment reach (see paragraph 3.3 Potential reach of 

treatment in the Results section). The first and second group were compared to explore if 

pharmacotherapy could reach a different group of crack users than currently available 

treatment. The second and third groups were compared to explore if pharmacotherapy could 

reach a specific subgroup of crack users currently out of treatment reach. Bivariate analyses 

were used for comparisons between groups: Χ2 tests for nominal variables and Student‟s T-

test for continuous variables. All analyses were performed with SPSS v.20. 

6.3. RESULTS 

6.3.1. Participants 

The study sample consisted of 1,039 frequent crack users (≥ 2 days per week) in Amsterdam, 

Rotterdam, and The Hague, aged 18-73 years (mean 46.0 (SD 8.7) years). Most (81.5%) were 

male and about half (49.5%) were of non-Western ethnicity. For further relevant 

characteristics of the total sample (including severity of crack use, criminality, health and 

treatment history) we refer to Table 3. 

6.3.2. Desire to reduce or quit 

About a quarter of the crack users (26.3%) expressed no desire to reduce or quit their crack 

use within the next 12 months. In an open-ended question these users were asked why they 

did not wish to do so. Excluding the generic “I don‟t feel like it” and similar statements 

reflecting the absence of a clear motivation, the top five categories of reasons given to not 

reduce or quit were that they controlled their use, were satisfied with their life as it was, 

enjoyed using crack, had resigned themselves to a lifetime of use, or were unable to reduce or 

quit because of other crucial issues (Table 1). On the other hand, 26.9% of the crack users in 

the study did desire to reduce their crack use in the near future and almost half (46.8%) 

wished to quit their crack use. Both these groups substantiated their desire with largely 

similar reasons, although the order of the top five categories varied (Table 1). Among those 

wishing to reduce their use, financial problems were the most prevalent, followed by health 

issues, life improvement, age and relationships. Among those wishing to quit, relationships 

were most often mentioned, followed by financial reasons, health, and age. Life 

improvement was not in the top five categories of reasons to quit; instead crack users 

wishing to quit their use stated that they were fed up with their life as a user. 
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Table 1: Top five categories of reasons for (lack of) desire to reduce or quit crack use. 

 

No desire to reduce or quit (n = 273)* 

 

Use under control  

(e.g. “I can manage my use”, “I have my use under control”, “I use moderately”) 

18.7% 

Enjoy using 

(e.g. “I like it”, “It feels good”, “I love crack”)  

17.9% 

Satisfied with life 

(e.g. “It‟s my way of life”, “I‟m doing well”, “I have no problems with it”) 

17.2% 

Resigned to lifetime of use 

(e.g. „” I have used for too long”, “I‟m at peace with not being able to”, “At my age, it will be my 

death” 

12.8% 

Other crucial issues 

(e.g. “I need to quit heroin first”, “Pointless, I have no home”, “I have more important 

problems”)  

5.9% 

 

Desire to reduce (n = 280) 

 

Financial 

(e.g. It‟s too expensive”, “Waste of money”, “Financial problems”) 

31.8% 

Health 

(e.g. “It destroys my body”, “I want to stay healthy”, “Trouble with my lungs”) 

25.4% 

Improve life 

(e.g. I want to start a new, better life”, “To do fun things”, “So I can go on vacation”) 

15.7% 

Age 

(e.g. I‟m getting older”, “I will be a grandmother next year”, “Because of my age”) 

13.2% 

Relationships 

(e.g. “My girlfriend is pregnant”, “For my husband”, “I cause my mother and daughter grief”) 

12.9% 

 

Desire to quit (n = 486) 

 

Relationships 

(e.g. “I‟m in love”, “I disturbs my social life”, “I want to see my children again”) 

24.1% 

Financial 

(e.g. “All my money is spent”, “I want to be rid of my debts”, “For my wallet”) 

22.8% 

Health 

(e.g. “Heart problems”, “For my body and soul”, “Because I have COPD”) 

19.1% 

Age 

(e.g. “I‟m 40, time to do something with my life”, “I‟m too old for this”, “I grow older and wiser”) 

14.0% 

Fed up with this life 

(e.g. “I‟ve had enough”, “I don‟t want to live like this any longer”, “I‟m done, I‟m tired”) 

14.0% 

* Excluded from top five: No real reason (e.g. “I don‟t feel like it”, “I don‟t want to”, “No need”; 18.7%). 

 

Among crack users wishing to reduce or quit, most (56.0%) said they would do it 

themselves and did not think they would require treatment. Combining the desire to reduce 

or quit and the perceived (lack of) treatment need, five groups were distinguished: no 

current desire to reduce or quit (n = 273, 26.3%), current desire to reduce (n = 185, 17.8%) or 

quit (n = 244, 23.5%) without treatment, and current desire to reduce (n = 95, 9.1%) or quit 

(n = 242, 23.3%) with treatment. 

6.3.3. Attitude towards pharmacotherapy 

Regardless of their current desire to reduce or quit, all crack users were asked if they would 

be interested in treatment with hypothetical medication that would help them to reduce or 

quit their use. Of the total group, 55.2% stated they would be interested in pharmacotherapy 
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aimed at reducing crack use and 65.9% would be interested in abstinence-orientated 

pharmacotherapy. In total 69.9% of the crack users in the study expressed a positive attitude 

towards pharmacotherapy. However, some were not prepared to attend treatment services 

twice a week and/or undergo urine drug tests. Since pharmacotherapy for crack use without 

such or similar requirements seems highly unlikely, Table 2 represents the number of crack 

users interested in pharmacotherapy with mandatory attendance and urine tests within the 

aforementioned five groups. Generally, there seemed to be a broad willingness to adhere to 

these requirements, since a total of 61.2% (3.6%+45.0%+12.6%) expressed a positive attitude 

towards pharmacotherapy with mandatory attendance and urine tests. Additional analysis 

showed that aversion to therapy requirements was not associated with current (lack of) 

desire to reduce or quit and/or the perceived (lack of) need for treatment. 

 

Table 2: Current desire to reduce or quit crack use and expressed interest in pharmacotherapy 

 Expressed interest in hypothetical pharmacotherapy to 

reduce and/or quit crack use 

Total 

 no reduce only reduce  

and quit 

quit only  

No current desire to reduce or quit 157 

(57.5%) 

C* 

18 

(6.6%) 

B* 

76 

(27.8%) 

B* 

22 

(8.1%) 

B* 

273 

(100%) 

 

Current desire to reduce without 

treatment 

73 

(39.5%) 

C* 

9 

(4.9%) 

B* 

89 

(48.1%) 

B* 

14 

(7.6%) 

B* 

185 

(100%) 

 

Current desire to quit without 

treatment 

99 

(40.6%) 

C* 

2 

(0.8%) 

B* 

103 

(42.2%) 

B* 

40 

(16.4%) 

B* 

244 

(100%) 

 

Current desire to reduce with 

treatment 

27 

(28.4%) 

A* 

4 

(4.2%) 

A* 

57 

(60.0%) 

A* 

7 

(7.4%) 

A* 

95 

(100%) 

 

Current desire to quit with treatment 47 

(19.4%) 

A* 

4 

(1.7%) 

A* 

143 

(59.1%) 

A* 

48 

(19.8%) 

A* 

242 

(100%) 

 

Total 403 

(38.8%) 

37 

(3.6%) 

468 

(45.0%) 

131 

(12.6%) 

1039 

(100%) 

*Hypothetical groups: A = reach of currently available crack treatment, B = potential added reach of 

pharmacotherapy, C = out of treatment reach. 

 

Several figures and patterns in Table 2 are noteworthy. First, the interest in 

pharmacotherapy is highest among crack users with a current desire to reduce or quit with 

treatment, followed by those who wish to reduce or quit by themselves, and lowest among 

those who currently do not wish to reduce or quit. Nevertheless, a sizeable part of the latter 

crack users (6.6%+27.8%+8.1%=42.5%) do show a positive attitude towards 

pharmacotherapy. Second, a considerable proportion of crack users show no interest in 

pharmacotherapy to reduce or quit their use; even among those with a current wish to 

reduce (28.4%) or quit (19.4%) with treatment. Third, more interest is shown in 

pharmacotherapy aimed at abstinence than in treatment aimed at reduction of crack use. Of 

the total group, 57.6% (45.0%+12.6%) are interested in quitting with the assistance of 

pharmacotherapy, while 48.6% (45.0%+3.6%) wish to reduce with pharmacotherapy. And 

fourth, a majority of crack users who currently wish to reduce (not quit) their use, shows a 

positive attitude towards quitting with pharmacotherapy. Of the 280 (185+95) crack users in 
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this study with a current desire to reduce 167 (89+14+57+7) show interest in abstinence-

orientated pharmacotherapy; a majority of 59.6%. 

 

6.3.4. Potential reach of treatment 

The potential reach of currently available (non-pharmacological) treatment for crack use is 

theoretically formed by users who wish to reduce or quit with treatment in the next 12 

months (light-grey cells marked „A‟ in Table 2, n = 337, 32.4%). The potential added reach of 

pharmacotherapy is then theoretically formed by those who currently do not wish to reduce 

or quit, or wish to reduce or quit without treatment, but express interest in reducing or 

quitting with pharmacotherapy (mid-grey cells marked „B‟ in Table 2, n = 373, 35.9%). 

Hypothetically, if pharmacotherapy for crack use would become available, the reach of 

treatment could therefore double within the group of crack users in this study. Table 3 shows 

differences and similarities in characteristics between the current reach of crack treatment 

(A) and the potential added reach of pharmacotherapy (B). 

The potential added reach of pharmacotherapy differs from the current reach of crack 

treatment in terms of age (older), ethnicity (less non-western) and health (better health, 

indicated by a lower average MAP score), but mostly in terms of severity of crack use and 

treatment history. The potential added reach shows less severe patterns of crack use than the 

current reach; they have less often experienced a crack binge episode in the last month and 

show a lower perceived severity of crack problems. Co-morbid heroin use is also less 

frequent in the potential added reach. Treatment history is less extensive in the potential 

added reach. Compared to the current potential reach, these crack users have less often 

attended drug or alcohol treatment (8.3% of the potential added reach have never received 

any form of treatment versus 4.7% for the current potential reach, figures not in table). The 

potential added reach has also less often received out-patient or in-patient (detoxification or 

drug free) treatment for crack, and those who did show less appreciation of the crack 

treatment they have received. And the last time (if ever) the potential added reach quit or 

significantly reduced their crack use, it was less often with treatment and more often without 

treatment on their own accord. 

Crack users who currently do not wish to reduce or quit with treatment nor show 

interest in pharmacotherapy, theoretically remain beyond the reach of both currently 

available crack treatment and potential future pharmacotherapy (dark-grey cells marked „C‟ 

in Table 2, n = 329, 31.7%). Table 3 also shows differences and similarities between the 

potential added reach of pharmacotherapy (B) and crack users who remain out of reach of 

crack treatment (C). There are relatively few differences between these two groups. Crack 

users that remain out of reach experience less severe problems from crack use, have less 

often attended detoxification treatment for crack use and are more often near-daily heroin 

users. Both groups also differentiate in their current desire to reduce or quit: those who 

remain out of reach more often do not wish to reduce or quit in the near future than the 

potential added reach (47.7% versus 31.1%, χ2 20.373, p = .000, figures not in table). 
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Table 3. Characteristics of reach of currently available treatment, added reach of pharmacotherapy 

and crack users who remain out of treatment reach (hypothetical groups) 

 TOTAL 

 

 

n = 1.039 

A* 

current 

reach 

n = 337 

B* 

added 

reach 

n = 373 

C* 

out of 

reach 

n = 329 

difference 

between 

A and B 

p 

difference 

between 

B and C 

p 

Sociodemographic 

characteristics 

      

av. age (SD) 46.0 (8.7) 44.1 

(8.4) 

47.0 

(7.8) 

46.7 

(9.5) 

.000 .569 

Female 18.5% 21.1% 16.6% 17.9% .129 .646 

non-western 49.5% 57.3% 46.6% 44.7% .005 .601 

social benefit 82.4% 80.7% 84.7% 81.5% .158 .745 

homeless 11.6% 13.9% 10.2% 10.9% .123 .249 

Severity of crack use       

av. years since onset crack use 

(SD) 

19.3  

(0.4) 

18.7 

(0.4) 

19.8 

(0.4) 

19.3 

(0.4) 

.077 .430 

near-daily crack use 52.1% 57.0% 50.4% 48.9% .086 .698 

binge episode 35.8% 45.4% 33.0% 29.2% .001 .279 

av. severity crack use problems 

(SD) 

0.9 

 (1.3) 

1.5  

(1.5) 

0.7 

(1.2) 

0.5 

(0.9) 

.000 .001 

comorbid near-daily heroin use 28.2% 31.2% 23.3% 30.7% .019 .028 

criminality       

criminal involvement 41.5% 46.9% 40.2% 37.4% .073 .443 

av. days criminal/minor 

offences (SD) 

7.6  

(11.3) 

8.4 

(11.2) 

7.3 

(11.0) 

7.3 

(11.2) 

.170 .959 

Health       

av. MAP score (SD) 10.6  

(7.6) 

12.2 

(8.4) 

10.2 

(7.0) 

9.3  

(7.2) 

.001 .081 

in treatment for physical 

problems 

41.3% 43.3% 41.3% 39.2% .583 .576 

in psychiatric treatment 18.9% 21.4% 18.5% 16.7% .339 .537 

treatment history       

av. lifetime alcohol/drug 

treatments (SD) 

5.4  

(6.9) 

7.2 

(7.4) 

5.0 

(7.0) 

4.1  

(5.6) 

.000 .077 

lifetime any crack treatment 56.9% 75.7% 51.5% 43.8% .000 .041 

- out-patient 17.0% 24.9% 14.7% 11.6% .001 .213 

- in-patient detox 40.3% 57.9% 35.9% 27.4% .000 .015 

- in-patient clinical drug free 38.3% 54.6% 33.0% 27.7% .000 .127 

av. appreciation of crack 

treatment (SD)# 

2.2 

 (1.0) 

2.3 

(0.9) 

2.1 

(1.0) 

2.2  

(1.0) 

.023 .783 

lifetime episode of reduction or 

abstinence 

70.2% 78.9% 67.3% 78.9% .000 .426 

- last time with treatment 21.5% 37.1% 15.8% 11.9% .000 .131 

- last time without treatment 48.7% 41.8% 51.5% 52.6% .010 .769 

*Hypothetical groups based on current desire to reduce or quit crack use and expressed interest in 

pharmacotherapy (see Table 2). A = reach of currently available crack treatment, B = potential added reach of 

pharmacotherapy, C = out of treatment reach. 

#Only applicable for those with lifetime crack treatment (Total n=591, Current reach n=255, Added reach n=192, 

Out of reach n=144). 

Figures in bold = significant difference between groups (p < .05). 
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6.4. DISCUSSION 

This study explores the desire to quit or reduce crack use and attitudes towards 

pharmacotherapy among frequent crack users in the Netherlands, both inside and outside 

treatment. We did not profess to report anything other than an indication of the potential 

size and profile of the additional influx of crack users in treatment should pharmacotherapy 

become an established treatment option. Results are derived from self-reported intentions to 

change and interest in hypothetical pharmacotherapy, although this hypothetical therapy 

was based on a realistic scenario with mandatory regular attendance to treatment services 

and urine tests. 

The majority of crack users (73.7%) wished to reduce or quit their use in the near 

future for reasons related to finance, health, relationships and age. Additionally, the wish to 

reduce crack use was substantiated by positive perceptions of future life conditions, while the 

wish to quit was motivated through negative perceptions of present life conditions. Despite 

the dominant desire to reduce or quit, interest in currently available crack treatment was 

limited to about a third (32.4%) of the crack users in this study. However, another third 

(35.9%) did not wish to reduce or quit with currently available treatment, but did show 

interest in doing so with pharmacotherapy. Thus, results suggest that if pharmacotherapy 

were available, the reach of crack treatment among frequent crack users could potentially 

double. 

The potential added reach of pharmacotherapy showed less severe patterns of crack 

use, indicating that pharmacotherapy could not only broaden treatment reach in mere 

numbers, but also in extending the coverage of the spectrum of crack use patterns. The 

potential added reach was also characterized by a less extensive treatment career than the 

current reach, and the treatment they had received was more negatively appreciated and had 

less often resulted in reduction or abstinence of crack use. The future clientele of 

pharmacotherapy might enter treatment either with a pessimistic, preconceived mindset 

from failed therapy attempts, or with an optimistic, expectant attitude towards novel therapy 

prospects. And treatment compliance might be affected by confirmation or refutation of their 

pessimism or optimism during the course of pharmacotherapy. 

Although pharmacotherapy seems to be able to reach a substantial and different 

group of crack users than the currently available treatment, it does not necessarily seem to 

reach a distinctive subgroup of crack users, for there was little difference between those who 

could (added reach) and could not (out of reach) be persuaded to reduce or quit with 

pharmacotherapy. Conversely, pharmacotherapy appealed to a wide range of crack users of 

mixed age, gender and ethnicity, including those who are homeless, criminally involved or in 

poor health. The addition of pharmacotherapy to the crack treatment spectrum could 

therefore not only help in curbing high-risk crack use, but also contribute to diminishing 

homelessness, reducing crime and improving public health. 

A study strength is that a large and varied sample of 1,039 users is included, both 

inside and outside treatment, comprising approximately 15% of the total population of crack 

users in the city areas under study (estimated at 6,659 by Oteo Pérez, Cruyff, Benschop, & 

Korf, 2013). A study limitation that must also be acknowledged is that our results are based 

on intentions and attitudes. Little is known regarding (perceived) barriers for entry in 



 

102 

today‟s crack treatment system in the Netherlands. Social, financial or service-related factors 

reported in other countries, among other drug using populations and from other decades do 

not necessarily extrapolate to the present day Dutch context (cf. Notley, Maskry & Holland, 

2012). Whatever treatment barriers may exist, the availability of pharmacotherapy alone 

might not suffice to cross the threshold. A first Dutch randomized controlled feasibility trial 

with topiramate showed disappointing treatment compliance (only 14% took topiramate for 

at least 11 weeks of the 12-week study period), possibly because of low dosage and lack of 

reinforcement (Nuijten, Blanken, Van den Brink & Hendriks, 2014). To what extent crack 

users will participate in and adhere to pharmacotherapy should it become a regular 

treatment service, and to what extent anticipated effects on crack use, crime and health can 

be accomplished, remains unclear. 

The reach of treatment we explored was that of crack-specific treatment. Crack users 

who lack interest in currently available crack treatment or possible future crack 

pharmacotherapy do not necessarily remain entirely out of reach of any professional help or 

treatment. In the Netherlands, many crack users also use heroin – many were heroin users 

first and added crack to their repertoire – and are included in the substantial coverage of 

methadone treatment. Of the 1.039 participants in this study, 407 (39.2%) were part of the 

random sample from the opioid substitution treatment services and 233 (22.4%) were part of 

the random sample from user rooms, through which many are in contact with social and 

health services (Oteo Pérez, Benschop & Korf, 2012). Results also show that most have 

received some form of alcohol or drug treatment in their lifetime. Still, the estimated size of 

the crack dependent population in the Netherlands far outranks the number of crack users in 

treatment. Any increase in the number of crack users coming into contact with professional 

care should be encouraged. 
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