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Objectives. This study examined differences between the visibility of drugs and drug use in more
than 2100 neighborhoods, challenging an assumption about drug use in poor, minority, and urban
communities.

Methods. A telephone survey assessed substance use and attitudes across 41 communities in an
evaluation of a national community-based demand reduction program. Three waves of data were col-
lected from more than 42 000 respondents.

Results. Measures of neighborhood disadvantage, population density, and proportion of minority
residents explained more than 57% of the variance between census tracts in visibility of drug sales but
less than 10% of tract-to-tract variance in drug use.Visible drug sales were 6.3 times more likely to be
reported in the most disadvantaged neighborhoods than in the least disadvantaged, while illicit drug
use was only 1.3 times more likely.

Conclusions. The most disadvantaged neighborhoods have the most visible drug problems, but drug
use is nearly equally distributed across all communities.Thus, efforts to address drug-related problems
in poorer areas need to take into account the broader drug market served by these neighborhoods. (Am
J Public Health. 2001;91:1987–1994)
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Illicit drugs are associated with a panoply of
social, economic, and health problems, and ef-
forts to reduce use have met with mixed suc-
cess. Despite strict penalties for illicit drug use
and sale—part of a “war” against drugs involv-
ing an annual cost of $40 billion1—use of il-
licit drugs remains widespread and continues
to be a serious health and social problem.
Multiple reasons explain the limited effective-
ness of substance abuse programs. One is that
programs focus on visible manifestations of
substance use. In particular, in the framework
of prevention efforts, programs focus on illicit
drug use in poor and minority communities
where drug markets are most visible. Yet visi-
bility of drugs in particular communities does
not necessarily imply drug use among resi-
dents of those communities. As a result of the
conflation of visible drug use with presumed
drug use, community-based demand reduc-
tion strategies may fall short of their desired
impact.

To deal more effectively with illicit sub-
stance use, public policy has increasingly em-
phasized demand reduction. National policy
remains heavily focused on law enforcement
approaches, but there has been a steady in-
crease in investment in prevention, treatment,
and research.2 A key thrust of these activities
has been to engage communities perceived to
be hardest hit by illicit drug use in organizing
prevention, treatment, and aftercare initia-
tives. Public and private agencies have pro-
vided resources for communities to develop
comprehensive antidrug programs that en-
gage and promote coordination among gov-
ernments, private organizations, and citi-
zens.3,4 Two assumptions underlie these
programs: first, that substance abuse is associ-
ated with significant harm to individuals and
communities and, second, that communities
themselves can shape the behavior and be-
liefs of individuals.

As noted by Schorr,5(p7) successful social
programs must deal with “families as [a] part

of neighborhoods and communities.” In the
context of substance abuse, the former head
of United States drug policy characterized
the drug problem as “a series of community
drug epidemics.”6,7 The etiology of substance
abuse is complex, involving individual- and
community-level risk factors.4 Thus, solu-
tions turn on the ability to engage commu-
nity members and neighborhoods. Despite
wide recognition of the relationship between
social problems and neighborhood charac-
teristics,8,9 the social processes that explain
such relationships remain unexplicated.10 In
the area of substance abuse, prevailing theo-
retical models have been clinical, focused on
changing the behavior of addicted individu-
als.11,12 Community-based programs have
proven popular,13,14 but we lack evidence of
their effectiveness.3,15–18

Although public rhetoric emphasizes that
substance abuse harms all of us, not only the
most disadvantaged,19,20 the predominant
focus of social policy experiments has been
on those areas where social problems are as-
sumed to concentrate: poor, inner-city neigh-
borhoods, typically inhabited by minority
populations. A special issue of the Journal of

Community Psychology, for example, described
a series of 8 government-sponsored pro-
grams.21 Six of the programs targeted youths
in inner-city, disadvantaged neighborhoods.
Only 2 programs22,23 crossed social and eco-
nomic boundaries. This bias may be due to
the association of crime and violence with the
crack-cocaine market. It is assumed that
where there is crime, there is drug use, and
crime is evident in poor, urban communities.

Public perceptions about where drug prob-
lems concentrate are supported by research
on individual characteristics. Thus, research-
ers have found that both abstinence and
heavy use of alcohol and drugs occur at high
rates among African Americans24,25 and His-
panics.26 Moreover, although African Ameri-
cans are less likely than the general popula-
tion to initiate substance use in adolescence,
those who do so are more likely to continue
and to progress to heavy use.27,28 These re-
sults are consistent with findings that African
Americans have relatively low rates of life-
time use but high rates of recent use.29,30

Similarly, Brownsberger31 concluded that fre-
quent cocaine use is far more prevalent in
low-income urban areas than elsewhere.
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Contrary to evidence that drug use is ram-
pant in minority communities and disadvan-
taged neighborhoods, many who live in these
communities see dealers, rather than users, as
the primary problem. Ethnographies of Afri-
can American and poor communities afflicted
by drugs indicate that many users drive into
those neighborhoods.32 In a study of heroin
and cocaine trafficking in 6 cities, Whites
were more likely than African Americans to
buy drugs outside of their own neighbor-
hoods and to buy them indoors.33 Thus, visi-
ble drug use and sales in a neighborhood
may not necessarily imply elevated levels of
drug use by residents of that neighborhood.29

That the association of substance abuse
with poor, minority communities is a misper-
ception is further suggested by other re-
search,34–36 including studies demonstrating
higher use rates among affluent, suburban, or
White youths than among impoverished, non-
White, urban youths37 and studies demon-
strating higher rates of substance use among
White than non-White populations.38 African
Americans, however, are arrested and incar-
cerated at rates that are disproportionate to
their drug use.39–42

The distinction between drug use among
residents in urban, disadvantaged neighbor-
hoods and the perception of community
harms from substance abuse is critical for
community-based drug policy. The assump-
tion that substance abuse needs to be at-
tacked primarily in communities most visibly
affected by drug sales and related crime1,43

has led to civic initiatives such as efforts to re-
claim, renovate, and resell “crack houses.”
These strategies exemplify “fixing broken win-
dows” to reverse deterioration in inner cities
by restoring their physical and social infra-
structure.44,45 Although recent research dis-
putes the broken windows theory,10 coordi-
nated community programs are rarer in
middle-class and affluent communities, where
substance abuse tends to be understood in
terms of individual deviance, psychopathol-
ogy, or life-skills deficiency.37,39

Thus, community programs typically con-
found visible community drug problems with
individual drug use. In part, this reflects a fail-
ure to distinguish individual outcomes from
those attributable to neighborhood character-
istics. Few studies employ the multilevel ana-

lytic techniques required to separate these ef-
fects.10,46,47 The present study was designed
to test the assumption that neighborhoods
with the most visible drug problems are those
with the highest rates of substance use. The
data were drawn from an evaluation of a na-
tional demonstration program, Fighting Back,
sponsored by the Robert Wood Johnson
Foundation in an attempt to nurture broad-
based antidrug coalitions. The foundation
originally supported coalitions in 14 US com-
munities48 selected according to the extent of
their substance abuse problems and capacity
to develop coalitions. Fighting Back communi-
ties are disproportionately poor, urban, and
African American.

The evaluation, designed to assess the im-
pact of demand-reduction strategies across
Fighting Back communities,49 included a bi-
ennial survey conducted in Fighting Back and
comparison communities. The present analy-
ses examined the visibility of the drug prob-
lem at the neighborhood level and the rela-
tionship between visible drug sales and
individual drug use. Three waves of survey
data from more than 42000 respondents
were available. The respondents represented
“participant observers” who reported on drug
sales in their neighborhoods as well as on
their own use of drugs.

METHODS

A telephone survey involving random-digit-
dialed sampling procedures assessed drug-
and alcohol-related behaviors and attitudes in
41 sites throughout the United States (12
Fighting Back and 29 comparison sites). Each
site had a population of 100000 to 250000
residents and included whole cities, portions
of cities, and sometimes surrounding
areas.50,51 The sampled sites were more
urban, more African American, and poorer
than the United States at large and included a
wide range of areas, from Santa Barbara,
Calif, to central Newark, NJ. The surveys, con-
ducted in the spring of 1995, 1997, and
1999, consisted of random samples of indi-
viduals aged 16 to 44 years.51

Sample
The Fighting Back and comparison areas

consisted of 2104 neighborhoods (defined

as census tracts). The 47 482 respondents
included residents of every tract within the
41 sites. In 1995, the sample included ap-
proximately 500 respondents per treatment
area and matched group of comparison
areas (n = 12 113). In 1997 and 1999, the
sample included up to 1000 respondents in
each treatment area and 600 in each group
of comparison areas (n = 17 900 and n =
17 469, respectively). The overall response
rate was 76% (interviews/initial contacts).

A sampling firm drew a random sample of
telephone numbers based on the zip code in-
cidence of telephone exchanges, and this sam-
ple was then matched against listed numbers.
Forty-four percent of the sampled numbers
matched an address. Interviewers screened
respondents to ensure that they lived within
the targeted area. Respondents furnished the
intersection closest to their residence, and ad-
dresses were geocoded.50 The current analy-
ses included the respondents who were geo-
coded and provided full information on all
variables used (n=42650).

Measures
Survey measures assessed alcohol and

other drug use, tobacco use, harm associated
with use, perceptions of own use, friends’ alco-
hol and other drug use, and perceptions of
one’s neighborhood. The survey adopted
questions from major government-sponsored
surveys such as the National Household Sur-
vey on Drug Abuse (NHSDA),52 Monitoring
the Future,53 and the National Comorbidity
Survey.25 The average interview length was
22 to 23 minutes. 

The 3 dependent variables were illicit drug
use, drug dependency, and observations of
drug sales. Illicit drug use was measured by a
dichotomous variable defined as individuals’
reports of their own use of any substances
during the previous 12 months (marijuana,
cocaine, amphetamines, barbiturates, inhal-
ants, LSD, or heroin). Drug dependency,
which indicates severity of use, was defined
as in the National Comorbidity Survey. Rate
of drug dependency usually is based on those
“at risk,” but here the rate was instead based
on all respondents. Thus, dependency was a
proxy for heavy drug use.

Tract-level data derived from the 1990 US
census were appended to respondent data to
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TABLE 1—Individual Reports of Drug Sale Visibility and Drug Use, by Characteristics of
Census Tract Variables: Fighting Back Evaluation, 1995-1999

Frequently See Use of Any Illicit
Drug Sales Drug in Last 12 Months

Total, No. (%) (n = 44 998), % (n = 44 998), %

Neighborhood disadvantage ranking

0.80–0.99 18 119 (42.5) 40.45 13.51

0.60–0.79 8 788 (20.6) 18.88 15.34

0.40–0.59 6 105 (14.5) 11.15 15.03

0.20–0.39 5 881 (13.8) 6.46 13.83

0.00–0.19 3 697 (8.7) 3.37 12.68

Proportion of disadvantaged minority 

residents in tract

0.80–1.00 10 859 (25.5) 48.45 13.02

0.60–0.79 4 224 (9.9) 29.13 11.85

0.40–0.59 6 133 (14.4) 23.17 14.64

0.20–0.39 7 068 (16.6) 15.93 14.85

0.00–0.19 14 313 (33.6) 8.05 14.98

Population density (100 000/square mile)

0.1251–0.7602 8 373 (19.6) 46.52 14.94

0.0700–0.1250 8 392 (19.7) 29.75 15.14

0.0431–0.0700 8 668 (20.3) 20.30 14.98

0.0251–0.0430 7 874 (18.5) 14.28 13.53

0.0001–0.0250 9 343 (21.9) 10.42 11.93

provide measures of neighborhood context.
The 1990 census data are the only extant
data that portray poverty status, educational
status, family status, and Hispanic and racial
status. Although changes in population may
have occurred subsequently, these changes
were not expected to have much effect on
neighborhood-level relationships. Vast
amounts of data exist for census tracts, which
are widely used as a proxy for neighbor-
hoods.54,55 Our sample included an average
of 20 respondents per census tract (range:
1–270).

Using tract-level data, we constructed a
neighborhood disadvantage index from 5
neighborhood context indicators.56 All US
census tracts were given percentile scores
on frequently used measures of disadvan-
tage: adult population unemployed, high
school dropouts, female-headed households,
individuals receiving public assistance, and
those living in households below the pov-
erty level. For each census tract, the 5 per-
centile scores were summed to form a 500-
point index in which higher numbers
indicated greater disadvantage. The index

was divided by 500 to yield a 0 to 1 scale,
which was then ranked.

The individuals sampled lived in neighbor-
hoods with an average neighborhood disad-
vantage rank score of 0.65, as compared with
a national average of 0.45. The distribution
of disadvantage scores is displayed in Table 1.
Overall, consistent with the design of the pro-
gram, communities were disproportionately
disadvantaged, with more than 40% of tracts
ranked above 0.80 in disadvantage. All levels
of disadvantage, however, were represented
in the sample. 

Of the respondents, 27.4% lived in neigh-
borhoods in which 50% or more of resi-
dents were non-Hispanic African Americans,
30.3% lived in neighborhoods in which
10% to 50% of residents were African
Americans, and 42.3% lived in neighbor-
hoods in which fewer than 10% of residents
were African Americans. Approximately
10% of the respondents lived in neighbor-
hoods consisting of 50% or more Hispanic
residents, and an additional 24.7% lived in
neighborhoods consisting of 10% to 50%
Hispanic residents. Because extremely disad-

vantaged neighborhoods are predominantly
composed of minority residents,56 the pro-
portions of non-Hispanic African American
and Hispanic residents were summed to cre-
ate a “disadvantaged minority” index. This
index had a mean of 0.48. 

Population density was computed by divid-
ing the number of individuals living in each
tract by the area (in square miles) of that
tract. The mean density was 8012 individuals
per square mile, with the minimum density
being about 7 individuals per square mile
and the maximum being 76024 individuals
per square mile. This variable was a proxy for
the “inner-cityness” of an area.

RESULTS

The assumption that drug use and the visi-
bility of drug sales predominate in neighbor-
hoods that are most disadvantaged, have the
highest concentrations of minority residents,
and are most densely settled was tested with
multilevel logistic regression models. Table 1
summarizes the relative distribution of visible
sales and individual drug use, by census tract,
for each of these neighborhood characteris-
tics. Much higher percentages of respondents
in areas with high degrees of neighborhood
disadvantage, high proportions of minority
residents, and high levels of population den-
sity reported that they frequently observed
drug sales. There was little relationship be-
tween reported drug use and these neighbor-
hood characteristics.

Multilevel models were estimated to dis-
tinguish whether these observed differences
reflected neighborhood problems and influ-
ences or were uniquely determined by indi-
vidual characteristics. Variance between
individuals was modeled at the first level,
and variance between neighborhoods was
modeled at the second level. In this context,
the use of multilevel models allowed deter-
mination of (1) how much variance in drug
use and other outcomes was accounted for
by place (tract) and (2) the extent to which
the neighborhood disadvantage index, the
proportion of disadvantaged minority resi-
dents, or the population density accounted
for differences between the tracts. 

Although the data could be arrayed in 3
levels (site, tract, person) or even 4 levels (site
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TABLE 2—Two-Level Hierarchical Logit Analysis of Indicators of Visible and Other Drug Use: 
Fighting Back Evaluation, 1995–1999

Drug Sales Drug Use Drug Dependency (All Respondents)

Coefficient SE z Coefficient SE z Coefficient SE z

Model 1: constant, level 2 variance

Constant –1.050 0.030 –35.000 –1.828 0.019 –96.210 –3.489 0.034 –102.618

Level 2 variance 1.204 0.055 21.890 0.183 0.018 10.167 0.198 0.050 3.960

Model 2: constant, level 1 Black and Hispanic, level 2 variance

Constant –1.581 0.034 –46.500 –1.699 0.025 –67.960 –3.452 0.047 –73.447

Level 1

Black 0.878 0.035 25.086 –0.198 0.037 –5.351 –0.088 0.072 –1.222

Hispanic 0.555 0.038 14.605 –0.333 0.044 –7.568 –0.035 0.082 –0.427

Level 2 variance 0.889 0.044 20.200 0.143 0.018 7.944 0.196 0.050 3.920

Model 3: constant, level 1 Black and Hispanic, level 2 neighborhood disadvantage, proportion of disadvantaged minority residents, population density and variance

Constant –1.776 0.032 –55.500 –1.695 0.028 –60.536 –3.469 0.052 –66.712

Level 1

Black 0.693 0.039 17.596 –0.205 0.043 –4.741 –0.063 0.087 –0.720

Hispanic 0.376 0.041 9.200 –0.355 0.046 –7.778 –0.055 0.088 –0.631

Level 2

Neighborhood disadvantage 2.081 0.132 15.735 0.309 0.099 3.133 0.730 0.180 4.054

Minority disadvantage 0.913 0.093 9.772 –0.180 0.084 –2.150 –0.395 0.150 –2.631

Population density 4.498 0.284 15.854 0.644 0.250 2.577 –0.528 0.473 –1.117

Level 2 variance 0.381 0.027 14.111 0.131 0.017 7.706 0.188 0.050 3.760

Change in level 2 0.508 . . . . . . 0.012 . . . . . . 0.008 . . . . . .

Change in proportion of level 2 variance 0.572 . . . . . . 0.085 . . . . . . 0.043 . . . . . .

Proportion of level 2 variance explained 0.684 . . . . . . 0.285 . . . . . . 0.053 . . . . . .

group, site, tract, person), the primary hypoth-
esis concerned between-neighborhood differ-
ences. Inclusion of between-site variability did
not alter the between-neighborhood findings;
thus, we treated the data as consisting of a
reasonably representative sample of tracts in
the United States. Only the results of the be-
tween-neighborhood tests are presented here. 

Model 1, reported in Table 2, displays re-
sults of the constant term at level 1 and the
variance at level 2, which was the tract-to-
tract variance in the 3 outcomes. Tests em-
ploying the change in log likelihood revealed
significant tract-to-tract variance in all 3 out-
comes. Examination of the magnitude of
tract-to-tract variance across visibility of drug
sales, drug use, and drug dependency re-
vealed a striking pattern: visible drug sales
had a much higher level 2 variance than did
either drug use or drug dependency. 

In short, the variation in visible drug sales
was in large part a neighborhood characteris-
tic. This pattern makes sense analytically be-

cause, in the case of visible drug sales, the re-
spondents were reporting on a neighborhood
characteristic. Although we might expect
some variation within neighborhoods among
respondents in regard to awareness of this
characteristic, their responses should be
largely similar. Illicit drug use and drug de-
pendency are individual-level behaviors. The
difference between the individual- and neigh-
borhood-level variables suggests that analysis
of an individual characteristic can lead to con-
clusions about substance use that are differ-
ent from conclusions based on analysis of the
composition of neighborhoods. To assume
that correlations with individual characteris-
tics are replicated at the neighborhood level
is to commit the “ecological fallacy.”57

Model 2 in Table 2 adds two level 1
dummy-coded race/ethnicity variables: non-
Hispanic African American/other and His-
panic/other. African American or Hispanic
ethnicity was positively associated with re-
ports of visible drug sales, negatively associ-

ated with drug use, and not related to drug
dependency.

Model 3 in Table 2 addresses neighborhood
effects. Neighborhood disadvantage, propor-
tion of disadvantaged minority residents, and
population density together explained 57% of
the remaining variance between tracts (after
level 1 variables had been added) in visible
drug sales, while they explained only about
9% of the remaining variance in drug use and
about 4% of the variance in drug dependency.
This model explained roughly two thirds
(68%) of the tract-to-tract difference in visible
drug sales, whereas it explained just over a
quarter (28%) of the variance in drug use and
only 4% of the variance in drug dependency.

The parameters for neighborhood disad-
vantage, proportion of disadvantaged minor-
ity residents, and population density indicate
that all 3 variables were strongly and posi-
tively related to drug visibility. Drug use was
positively related to neighborhood disadvan-
tage and population density, whereas it was
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Note. Values represent empiric Bayes estimates derived from the full multilevel logistic model.

FIGURE 1—Estimated percentages of respondents frequently observing drug sales, using
any illicit drugs in the previous month, and meeting dependence criteria, by level of
neighborhood disadvantage: Fighting Back Evaluation, 1995–1999.

negatively related to proportion of disadvan-
taged minority residents. Drug dependency
was positively related to neighborhood disad-
vantage, negatively related to proportion of
disadvantaged minority residents, and not sig-
nificantly related to population density.

Thus, the factors that predicted the report-
ing of the visibility of drug sales were not nec-
essarily the same as those that predicted drug
use or drug dependency. Higher proportions of
respondents in tracts with high levels of neigh-
borhood disadvantage and high proportions of
disadvantaged minority residents reported visi-
ble drug sales. There was some association be-
tween higher levels of neighborhood disadvan-
tage and drug use and drug dependency.
Living in a minority neighborhood was nega-
tively associated with use and dependency
once density and disadvantage had been con-
trolled. There was somewhat more drug use in
high-density neighborhoods. The relationships
between the neighborhood characteristics
(Table 2) for drug use and drug dependency
were smaller than for visible drug sales, and
the residual variance was also lower for both
drug use and drug dependency.

Figure 1 displays the relationships between
neighborhood disadvantage and visible sales,
individual use, and drug dependency based

on model 3 (the equation on which the
model is based is available from the first au-
thor). The horizontal axis represents neigh-
borhood disadvantage, which ranges from 0
to 1 (the average disadvantage score was
0.65). The reference category represents a
White respondent living in a tract with an av-
erage percentage of disadvantaged minority
residents (34.44%) and an average density
(8012 individuals per square mile). Percent-
ages (derived from log odds coefficients) are
shown along the vertical axis.

Most notable is the strong relationship
between neighborhood disadvantage and
drug sales, as compared with the relation-
ships between neighborhood disadvantage
and the 2 measures of drug use. The visibil-
ity of drug sales increased from 4.1% to
25.6% with neighborhood disadvantage, a
factor of about 6. Individual drug use in-
creased by roughly one third, from about
13% to 17%. The rate of drug dependency
doubled, from 1.9% to 3.8%.

Although residents of disadvantaged neigh-
borhoods, neighborhoods with high concen-
trations of minorities, and neighborhoods
with high population densities reported much
higher levels of visible drug sales, they re-
ported only slightly higher levels of drug use,

along with somewhat higher levels of drug
dependency. This finding indicates that con-
flating drug sales with use, so that poor and
minority areas are assumed to be the focus of
the problem of drug use, is plainly wrong.
The finding is based on the data collected
across 41 sites, including city and suburban
(but not rural) areas in all regions.

For 1993 (and only for that year), the
NHSDA public use file includes information
on the neighborhood context of its respon-
dents. The NHSDA limits access to these
data to maintain confidentiality. The NHSDA
questions on drug use and visibility of drug
sales were virtually identical to the questions
used in the Fighting Back study. There were
too few respondents for each neighborhood
to perform multilevel analyses; nonetheless,
results from the NHSDA were similar to our
descriptive findings, taking into account that
areas participating in Fighting Back were
more likely to have identified drug problems.
For example, in tracts where 10% or fewer of
the residents were non-Hispanic African
Americans, 11.2% of the Fighting Back re-
spondents, but only 3.5% of the NHSDA
respondents, reported seeing drug sales.
Among tracts in which more than 50% of
residents were non-Hispanic African Ameri-
cans, the corresponding percentages were
45% and 34%.

In short, the direction and strength of the
relationship appear very similar to the find-
ings reported here, even though the NHSDA
involved a much less “urban” sample and
was representative of the United States as a
whole. In tracts with 0% to 50% of house-
holds in poverty, 5.6% and 2.0% of Fighting
Back and NHSDA respondents, respectively,
reported seeing drug sales. Among tracts
with 84% or more of households in poverty,
the corresponding percentages were 35.4%
and 22.1%. Level of poverty was directly re-
lated to observing drug sales in the neighbor-
hood. With respect to drug use, both the
Fighting Back evaluation and the NHSDA
showed virtually no differences among tracts.

DISCUSSION

Our results indicate that visible drug sales
are significantly more likely in the most dis-
advantaged neighborhoods than in the least
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disadvantaged neighborhoods, as well as in
the more densely populated neighborhoods.
Neighborhood drug use, however, follows a
different pattern. Individual use of any illicit
drug increases only slightly at higher levels
of disadvantage. As a proxy for heavy use,
drug dependency rates, with ethnicity and
density controlled, doubled from the neigh-
borhoods with the lowest disadvantage to
those with the highest, but with a much less
steep slope than for visible drug sales. 

In addition, important differences in neigh-
borhood drug use and sales are attributable
to race, but the findings are more complex
once neighborhood is taken into account and
population density and disadvantage are con-
trolled. At the individual level, minority resi-
dents are more aware of drug sales but are
less likely to be users, and there is no rela-
tionship between ethnicity and drug depen-
dence. At the neighborhood level, there is a
minority effect on visible drug sales, although
the effect is less than that for population den-
sity or disadvantage. Proportion of minority
residents has a small negative effect on use at
the neighborhood level. These findings chal-
lenge prevailing assumptions about the prob-
lems dealt with by community-based sub-
stance abuse programs.

In regard to drug policy, those who have
focused attention on poor, largely urban areas
have assumed that residents of such neigh-
borhoods (disproportionately members of
racial minorities) have substantially higher
rates of illicit drug use than the general popu-
lation. The present study offers contrasting
evidence that substance use among residents
in these communities varies relatively little in
comparison with observable harms associated
with drug sales.

A key question is how much confidence
can be placed in self-report data. There has
been substantial research on the reliability
and validity of self-report drug surveys,58–60

much of it specifically concerned with ado-
lescents.61–63 For example, Ensminger et
al.29 found that respondents were not reluc-
tant to reveal socially undesirable and even
illegal behaviors. Overall, researchers ex-
press guarded confidence in the reliability
and validity of self-reported drug use.29,35,38

In the present study, the consistent finding
that the popular image of widespread sub-

stance abuse in certain population segments
is false enhances that confidence. Large- and
small-scale studies have not shown the ex-
pected disparities in illegal drug use by race,
socioeconomic status, or population den-
sity.29,30,37,38,61,62,64 When differences have
emerged, they have tended to be in a direc-
tion opposite to that expected.

Extant research suggests a somewhat
greater incidence of heavy drug use in low-
income urban communities, but there is no
consensus about the extent of this difference
or its causes. The present findings support
these overall conclusions but should be inter-
preted cautiously because of unavoidable
sampling bias. In particular, heavy users are
less likely to be available for a telephone sur-
vey. Although heavy drug users are problem-
atic for a community, they represent a very
small group relative to the total population of
the community.

Consequences of Visible Drug Markets
Despite differences between heavy and

overall drug use, the most significant finding
from the present study is the difference be-
tween drug sales and drug use in terms of
their relationships with neighborhood disad-
vantage and urbanicity. Even if use and de-
pendency are slightly higher in the poorer
neighborhoods included in our sample, these
differences pale in comparison with the visi-
bility of drug sales. This finding has important
policy implications.

The visibility of drug transactions creates
the actuality as well as the perception of
greater drug-related individual and social
problems. African American youths are far
more likely than White youths to face arrest
and conviction on drug trafficking charges.
Already vulnerable to the violence of the
drug trade, they are then exposed to the
prison drug trade and risk socialization into a
criminal subculture. Moreover, they bear a
stigma that may further impede their assimi-
lation into mainstream society. Not surpris-
ingly, with fewer resources to overcome these
handicaps, minority youths report more prob-
lems related to alcohol and other drug use
than White youths when quantity used is
held constant.63

The visibility of the drug trade in poorer,
urban communities also has important impli-

cations for other substance abuse programs.
Attempts to decrease drug use and to change
attitudes toward use in an environment
steeped in the visibility of drugs present chal-
lenges beyond streamlining treatment pro-
grams for community members. Not only is
relapse more likely in contexts in which envi-
ronmental cues make substance use salient,34

but economic advantages offered by drug
trading are difficult to ignore when disadvan-
tage is high. These indirect consequences of
drug use shape societal perceptions.

Visibility itself may also promote a cogni-
tive bias whereby the public falsely equates
visible drug use with actual drug use: what
we see is what we believe. Gang-oriented,
street-centered drug use in inner cities creates
disturbing media images. Middle-class sub-
stance abuse is more readily concealed and
less embodied in images of collective behav-
ior, and thus it is easier to disregard. How-
ever, the lower visibility of use in advantaged
neighborhoods does not indicate that use is
less prevalent.

Ethnographic studies32,33 uniformly report
that middle-class Whites venture into poor Af-
rican American neighborhoods to buy drugs.
Such findings bolster the present results. Con-
sensus exists among ethnographers, social ac-
tivists, and police that poor minority neighbor-
hoods are often major hubs for the distribution
of drugs among both those inside and those
outside such neighborhoods. This consensus
has now been verified quantitatively.

Policy Implications
The present findings point to the impor-

tance of understanding how the experience of
drug use may be different for poor and afflu-
ent individuals. Although serious drug use is
slightly more prevalent in poor minority
neighborhoods than elsewhere, the major
problem for disadvantaged neighborhoods is
drug distribution. These communities are vic-
tims not only of their own drug abuse but
also of a criminal drug market that serves the
entire society. The market establishes itself in
disadvantaged communities in part because
of the low social capital in these neighbor-
hoods.65–67 The drug economy further erodes
that social capital. 

Thus, community coalitions and mobiliza-
tions targeted only at users are likely to have
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minimal effects in disadvantaged neighbor-
hoods. Only with sustained effort to rebuild
the social capital of such neighborhoods can
residents acquire the wherewithal to elimi-
nate drug markets. In addition, effective de-
mand-reduction programs must reach all of
this market’s far-flung consumers.

Substance abuse—both in its visible effects
on disadvantaged communities and in its ef-
fects on individual users in all sectors of soci-
ety—is a problem owned by society as a
whole. Addressing the root causes of this
problem seems essential. That overall rates of
substance use do not differ substantially
along racial or socioeconomic lines should
motivate further understanding of the differ-
ent forms and patterns of use. One implica-
tion is that interventions need to target differ-
ent groups and attend to specific risk and
etiologic factors. Targeting is not a novel idea;
for example, Meyer68 has suggested that pro-
grams with community-level components may
be more effective when directed at high-risk
youths, whereas programs that emphasize
skills training and changing social norms may
be more effective with other youths.

Although carefully differentiated ap-
proaches are promising, the salient lesson is
that we need to go beyond what is most eas-
ily and readily visible to understand drug
use. Drug markets have made life in disad-
vantaged communities particularly difficult.
However, the data do not sustain a conclu-
sion, on the basis of visibility of sales, that
the problems within these communities are
strictly a function of high rates of use among
residents. Drug markets will continue to
thrive in these neighborhoods and elsewhere
unless our conception of community is
broadened—politically, geographically, and in
terms of the resources required to address
substance abuse—and the relative viability of
local treatment and prevention efforts is un-
derstood in the context of the high visibility
of drug sales and use and the factors that
contribute to this visibility. 

A broader sense of community is needed
for an understanding of the network of de-
mand that feeds the local drug markets. Local
community organization and empowerment
may be necessary to mobilize local efforts
aimed at both demand and supply reduction
and, in so doing, identify consumers in the

surrounding areas who continue to contribute
to high demand. Success in such efforts, how-
ever, requires an understanding of the nature
and context of substance abuse that avoids
oversimplified conceptions. The differentia-
tion of visibility and sales provides an exam-
ple of how to understand the nature and con-
text of substance use and how to tease out
possible confounds.
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