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Tratamento de mulheres e homens usuários de crack internados: 
um estudo qualitativo

Treatment of female and male inpatient crack users: 
a qualitative study

Abstract

Objective: To map treatment trajectories in a sample of male 
and female crack users through their narratives about the course 
of treatment seeking and their attempts to access health care 
services in Brazil. 
Methods: Qualitative study of a purposive sample (five female 
and nine male hospitalized crack users) using semi-structured in-
terviews. The interviews were transcribed and data explored using 
content analysis. 
Results: Respondents reported difficulties getting access to hos-
pitalization, relapse after discharge, and abandonment of treat-
ment. There seems to be a peculiar model of behavior for women 
and men while dealing with craving for crack: while women got 
involved with prostitution and consequently became infected with 
HIV, every men of the sample reported criminal involvement.
Conclusions: The relationship between relapse and a social envi-
ronment conducive to consumption, associated with belief or dis-
belief in spiritual support, prostitution, and the legal complications 
arising from the use of crack, are relevant issues and should be 
taken into consideration in the development of preventive actions 
aimed at this specific population. 
Keywords: Treatment, crack, drug users, treatment services, 
treatment access, qualitative study.

Resumo

Objetivo: Mapear as trajetórias de tratamento em uma amostra 
de homens e mulheres usuários de crack, através de suas narrati-
vas acerca do percurso de busca por tratamento e suas tentativas 
de ter acesso ao sistema de saúde brasileiro. 
Método: Estudo qualitativo de uma amostra intencional (cinco 
mulheres e nove homens usuários de crack internados) utilizando 
entrevistas semiestruturadas. As entrevistas foram transcritas e 
os dados explorados utilizando-se a técnica de análise de con-
teúdo.
Resultados: Os entrevistados referiram dificuldades em obter 
acesso à internação, recaídas após a alta e abandono do trata-
mento. Parece existir um modelo de comportamento peculiar 
às mulheres e aos homens para lidar com a fissura pelo crack: 
enquanto as mulheres se prostituíram e, consequentemente, 
infectaram-se pelo HIV, todos os homens da amostra referiram 
envolvimento com o crime.
Conclusões: As relações entre recaída e um ambiente social pro-
pício ao consumo, associadas a crença ou descrença em um au-
xílio espiritual, prostituição e às complicações legais decorrentes 
do uso de crack, são pontos relevantes e devem ser levados em 
consideração no desenvolvimento de ações preventivas voltadas 
a essa população específica.
Descritores: Tratamento, crack, usuários de drogas, serviços de 
tratamento, acesso ao tratamento, estudo qualitativo.
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Background

Treatment seeking trajectories among users of crack, 
combined or not with other psychoactive substances, can 
be inferred as we look at the great numbers of patients 
seeking help at detoxification units of overcrowded 
hospitals in Brazil. Notwithstanding, very few Brazilian 
studies have focused on evaluating the treatment 
provided for crack users; the only paper currently 
available describes samples consisting predominantly of 
men aged between 20 and 30 years and not including 
female crack users.1

We believe in a dynamic profile of crack users: nearly 
every day, patients bring in new forms of consumption, 
which spread among users regardless of gender, age or 
social class. Thus, we also deem it important to give voice 
to female crack users, expanding the characterization of 
crack users and valuing the increasingly diverse clientele 
who seeks treatment and is part of a broader group at 
risk for sexually transmitted diseases, including AIDS.2-6

The trajectory of these patients – successful or 
unsuccessful – in the search for health care is currently 
unknown. Evaluating different trajectories of drug use 
and treatment seeking among crack users would help 
characterize our health care system and reveal its 
fragility when faced with the large demand imposed by 
crack users. In particular, such an analysis would expose 
the patients’ vulnerability to relapse and other factors 
pertaining to the maintenance of abstinence, which have 
been significantly associated with a longer period of 
aftercare after hospital discharge.5 On the one hand, there 
is reason to believe that several characteristics influence 
abstinence rates among crack users. Siegal et al.,3 for 
example, followed 229 crack users during 18 months and 
found that, after 6 months, 45.4% had relapsed. Based 
on the subjects’ trajectories of abstinence or relapse, 
three groups were identified: abstinence in the course 
of use, consistent use during the period, cycling between 
abstinence and use during the period. On the other hand, 
reports obtained during interviews with crack users about 
their course of treatment could potentially improve our 
knowledge about the care that should be delivered to 
this specific and differentiated clientele, especially with 
regard to treatment approaches, the involvement of 
experts in drug dependence, and also the involvement 
of the entire framework of public policies that dictate the 
model of care, often deficient and outdated.2,4

Taking into consideration that the use of crack has 
been observed in both genders and in different social 
classes and age groups,4-6 the purpose of this study 
was to map treatment trajectories of male and female 
crack users receiving inpatient treatment at a psychiatric 
hospital in Porto Alegre, the southernmost state capital 

of Brazil (current population: 1.5 million inhabitants). A 
second aim of the study was to assess other, still scarcely 
studied, aspects related to the treatment of crack users, 
such as initiation of the use of licit and illicit drugs in 
general and crack in particular, use of licit and illicit 
drugs by family members, treatment attempts, previous 
hospitalizations, relapse, spiritual help seeking, legal 
problems, prostitution, and HIV infection.

Methods

Design

We used a qualitative research methodology, 
with the viewpoint of crack users as reference. This 
methodological approach aimed at understanding the 
trajectory of each subject from their first use of crack 
and other drugs over their lives, treatment and relapse, 
and hospital to which the user was admitted at the time 
of the interview.7-10

Sample

Samples were collected between December 2009 
and January 2010 at a Brazilian psychiatric hospital that 
serves patients living on the outskirts of Porto Alegre. 
The hospital has a male detoxification unit dedicated 
exclusively to treating crack users, although some of the 
patients treated there had also used other psychoactive 
substances throughout life. All the 11 men who were at 
the detoxification unit concluded the interviews. Another 
unit, aimed at female psychotic patients, had no specific 
treatment program for crack users. Nevertheless, at 
the time of data collection, six female crack users were 
receiving treatment there; all of them started the interview 
process, but only five completed it (one dropout).

Interviews were conducted until theoretical 
saturation, as recommended by several authors.7,9,10 
The process of analysis used to determine theoretical 
saturation is described elsewhere.11 Briefly, it includes 
full interview audio transcription, careful reading of each 
interview, definition of categories according to previously 
established topics, grouping of data analyzed in each 
interview (already coded according to topics), and final 
verification of categories for content analysis. In this 
study, sampling closure by theoretical saturation occurred 
on the 14th interview, but the 15th and 16th interviews 
were carried out to confirm narrative repetitions (two 
male inpatients; data not included in the analysis). The 
principal investigator continuously evaluated theoretical 
saturation of the sample collected, as well as the process 
of analysis since the beginning of data collection.
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Pilot study

In order to better prepare for the final process of data 
collection, the principal investigator collected qualitative 
data on the treatment trajectory of crack users in a 
pilot study (Figure 1). Crack users and street dwellers 
selected at different neighborhoods of Porto Alegre, who 
were not related and did not know each other, were 
interviewed. The snowball (chain) sampling technique 
was used,12 i.e., the first respondents indicated others 
to be interviewed, and so forth. Five chains were used, 
to ensure a heterogeneous sample. Another part of the 
sample comprised inpatient crack users.

Eight crack users admitted to the detoxification unit 
were interviewed in a focus group. An expert panel 
comprising eight drug dependence specialists (four 
psychiatrists and four clinical psychologists) analyzed the 
transcribed interviews of the eight inpatient crack users 
who participated in the focus group.13 Our original plan 
was to use a structured interview, with closed questions, 
in the focus group, in order to work with previously defined 

answer categories and ensure a greater uniformity of 
data. However, as a result of the pilot study, we decided to 
use a brief questionnaire to collect sociodemographic data 
and a semi-structured interview with standard questions 
and predetermined answers to assess the users’ report 
about their history of use and treatment seeking (Table 
1). The eight guiding questions comprising the focus 
group interview were selected based on literature review 
and also on the experience of the principal investigator in 
the care of addicted patients.14

Procedures

Interviews were conducted on the 7th day of 
hospitalization and abstinence. After obtaining the 
participants’ consent, the audio of the interviews was 
recorded for subsequent transcription, as explained in 
the informed consent form. The study was approved 
by the Research Ethics Committee (institutional review 
board-equivalent) of Hospital de Clínicas de Porto 
Alegre.
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Figure 1 – Pilot study flow chart
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Questions	 Objectives

1.	What was your life trajectory like before you first used crack? 	 Aspects related to birth, schooling, work, family, and friendships.

2. At what age did you start using drugs before crack?	 Age at the beginning of use of licit and illicit drugs.

3. How many times were you hospitalized before?	 Trajectory of previous hospitalizations.

4. How many times did you try to be hospitalized?	 Hospitalization seeking trajectory: number of attempts.

5. In your opinion, which factors have contributed to your relapse	 Risk factors related to crack use.
	 after discharge or to abandonment of previous hospitalizations?	

6. Have you ever been involved with crime, prostitution or under 	 Legal aspects: crime or exchange of sex for crack.
	 arrest due to your crack addiction?	

7. Has your physical health been affected due to the use of crack? 	 Physical aspects: clinical conditions.

8. Do you believe that faith, religion and/or spirituality may help 	 Spiritual beliefs related to abstinence from crack use.
	 you to abandon crack?	

Table 1 – Guiding questions in the semi-structured interview

	 Name initial, 	 Education	 Mean household
	age and gender	 (years)	 monthly income (US$)

	 S22F	 3	 1,188

	 M27F	 11	 891
	 R26F	 8	 891
	 E28F	 8	 297
	 A29F	 8	 416
	 P20M	 9	 356
	 T22M	 10	 713
	 J22M	 10	 594
	 N25M	 8	 416
	 L25M	 8	 1,188
	 B27M	 4	 297
	 D27M	 8	 356
	 I29M	 8	 416
	 F30M	 14	 2,078

Table 2 – Sample characteristics

F = female; M = male.

Transcript of interviews

In order to preserve the identity of study 
participants, each interview was coded with a number. 
The transcription of audio files was conducted by the 
principal investigator.14

Focus group: expert panel

In two meetings lasting for 1 and a half hour each, 
the same panel of experts of the pilot study (i.e., four 
psychiatrists and four psychologists) read the sample 
reports and selected treatment seeking indicators for 
crack users.13

Results

Sample characteristics

We interviewed five female and nine male crack 
users, with a mean age of 25.6 years (range: 20 to 30 
years). Mean years of education were 8.4 for the whole 
sample, and the mean household monthly income was 
US$ 721. Regarding marital status, four participants 
were married (28.57%), and the remainder were single. 
Sample characteristics are shown in Table 2.

Crack use and treatment seeking trajectories 

Based on the questions shown in Table 1 and on 
interview results, the panel of experts established 
the following 14 topic categories for data analysis: 1) 
beginning of licit drug use; 2) beginning of illicit drug 
use; 3) beginning of crack use; 4) use of illicit drugs 
among relatives; 5) age at the beginning of use of other 
drugs and crack; 6) treatment attempts and previous 
hospitalizations; 7) motivation for treatment; 8) legal 
problems arising from the use of crack; 9) prostitution; 
10) HIV infection; 11) search for spiritual help; 12) 

hospitalization and family/affective losses; 13) relapse 
and a social environment conducive to the consumption 
of crack; and 14) relapse after discharge or abandonment 
of previous hospitalizations. 

For the purposes of this study, the principal 
investigator grouped the main results into five domains, 
described and commented on below, with emphasis 
on the patients’ stories about treatment seeking, 
hospitalization, and relapse after discharge. Keywords 
representative of all categories mentioned above were 
selected for discussion.

Domain 1: Beginning of drug use (licit and illicit 
drugs and crack)

Respondents believed that the use of tobacco and 
alcohol by family members facilitated their access to and 
experimentation of licit drugs and was responsible for 
their early start of drug consumption.

My grandmother used to smoke and I collected all 
cigarette butts and smoked hidden from her. I was 
twelve. (R26F)

Treatment of inpatient crack users – Pedroso et al.



40 – Trends Psychiatry Psychother. 2013;35(1) 

I smoke cigarettes since I was 6 or 7 years old... I 
lighted the cigarette for my mother and I used to 
light the cigarette for my mother and [then] take a 
few puffs myself... (J22M)
My dad used to drink... it is a shame... I started 
drinking alcohol at 8... but not directly, like this, 
right... just trying a little bit, see? (B27M) 
Everybody smokes and drinks back home. Two of my 
older brothers use cocaine and crack. (I29M)

Regarding the use of illegal drugs, marijuana appears 
first, coming shortly before cocaine.

I started to use marijuana at 12 years... everybody 
used it... after that came the dust [cocaine]. (S22F)
Marijuana appeared naturally. Crack is the major 
problem. Today I don’t even consider it a drug. If I 
had stuck to marijuana I wouldn’t be here. The worst 
problem is crack. At 12 I smoked marijuana and was 
happy. I only used cocaine some time later. (J22M)
If you ask, everybody will say the first step was the 
harmless marijuana. Who has never smoked a joint? 
After that the normal path was to use cocaine. Crack 
is more recent, right? (E28F)

The first use of crack seems to be related to the 
influence of friends and curiosity about the drug.

I searched for the stone [crack rock] for my brother-
in-law and I did not even know what it was. One day 
there... I smoked with him and some friends. It was 
curiosity. (S22F)
I only used crack at 26 and it was because of 
friendship... I guess. (M27F)
My stupidity was to believe that crack was something 
innocent. My friends talked me into it. (E28F)
We get blinded and let others influence us. I used 
crack for curiosity. (A29F)

[...] I was quiet at home; there came a mate... a 
friend of mine. Look what I got here... a stone... So I 
took it, tried it, and fell in love, right? (B27M)

Respondents believed that the use of illicit drugs 
by their family reinforced their own use, but saw their 
crack addiction as their own responsibility, as a personal 
vulnerability to the drug.

My foster father uses marijuana... and my older 
biological brother uses cocaine. But they always told 
me not to use. (T22M)
I have two brothers who use crack and were never 
treated. Funny thing is they have helped my mother 
to forcibly hospitalize me. (I29M)

Regarding age at initiation of the use of crack and 
other drugs, it is clear that the respondents’ indirect 
contact with other drugs, by observing the use of other 
psychoactive substances by family members and friends, 
has influenced and encouraged the beginning of their 
own trajectory of crack use. 

Table 3 shows the respondents’ ages at the beginning 
of use of licit and illicit drugs and their evolution to the 
use of crack.

Domain 2: Treatment seeking trajectory, previous 
hospitalizations, and relapse

This section brings examples that illustrate the 
clinical need for treatment, with subjects reporting from 
one to five treatment attempts. 

I called my aunt and said we were trying a court 
order for me to be hospitalized. (F30M)
After three attempts, my mother could get a court 
order to hospitalize me. The Brigade (Military Police) 
picked me up at home. (S22F)
[...] the guys told me I had to attend CAPS 

	Name initial, age and gender	 Alcohol	 Tobacco	 Marijuana	 Cocaine	 Crack
	 S22F	 12	 12	 12	 NU	 12

	 M27F	 16	 26	 27	 27	 26
	 R26F	 16	 12	 14	 15	 23
	 E28F	 15	 12	 15	 16	 20
	 A29F	 14	 15	 16	 17	 21
	 P20M	 15	 16	 16	 NU	 16
	 T22M	 12	 12	 14	 17	 18
	 J22M	 12	 06	 12	 16	 18
	 N25M	 12	 12	 13	 21	 21
	 L25M	 13	 20	 16	 16	 23
	 B27M	 08	 12	 13	 18	 18
	 D27M	 12	 12	 17	 20	 27
	 I29M	 12	 12	 18	 20	 26
	 F30M	 14	 NU	 14	 14	 24

Table 3 – Reported age of drug initiation

F = female; M = male; NU = never used.
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(Psychosocial Care Center, where crack users receive 
care that is equivalent to that received at day 
hospitals) for them to evaluate my case and see if 
hospitalization was needed, and I was saying that I 
was dying and needed to be locked. Then I came here 
(hospital) about five times and nothing... until one 
day I was crazy at night... I wanted to be admitted to 
the hospital, so I went to a policeman who told me, 
oh! Try a court order. (F30M)
CAPS works... but does not hold the guy... if the guy is 
craving the drug, he can leave, so being an inpatient 
here [hospital] is better. But there... the guy stays 1, 
2, or 3 days, and then they send them to a hospital. 
There are other illnesses there, not just drug use. I 
waited for 3 days to be admitted here. (J22M)
The politicians go on TV and say one thing... But 
when we need it is not so. This is the first time I am 
hospitalized. I went to Postão [local health care unit] 
at my neighborhood and they sent me home. And 
there I was... begging to be hospitalized... I could no 
longer stay on the street using crack. I had no family 
anymore. I went back to Postão and stayed there... 
until I was assisted. I stayed there for 3 days taking 
medicines and they sent me here. (D27M)

The decision and motivation to be hospitalized comes 
from the crack users’ concern regarding emotional and 
family loss.

I made many people suffer. My father is well known 
in the city I live and he is ashamed of me. That’s why 
I am back here. I wanted to be someone else. I didn’t 
want to be like this. (R26F)	  
[...] there was a small couch where my father’s 
dog used to sleep. I pushed him off the couch, and 
he was growling at me. And I said: you sleep here 
everyday; today is my day... and I lay down at that 
place. I stayed there until early morning, and when 
my mother woke up, she couldn’t believe I was there, 
because I was craving the drug, but I didn’t leave, 
and I said I wanted to smoke, but I was not going 
after it. I want help! Send me to a hospital. (N25M)

With regard to relapse after discharge from hospital, 
reports reveal concerns with the place of residence, 
proximity to traffic, and old friendships that hinder the 
maintenance of abstinence from crack.

I was hospitalized 13 times, around twice a year. I 
can remain clean for a period... the maximum was 
1 year and 2 months. It seems there is a period of 
validity, so I am clean for some time and the relapses 
may start again, right? (F30M)

I live with crack next door. That disturbs me and 
that’s what made me fall in again. (E28F)
The environment influenced. My biological mother 
lives here in the slum close to the prison and 
sometimes I would visit her and had to go through 
alleys and stuff, right? And in the midst of these 
alleys, people were getting high. (T22M)

To illustrate the common discourse referring to relapse 
after previous hospitalizations, we provide accounts of users 
who were discharged and users who abandoned treatment.

I’ve been hospitalized twice. My last stay lasted 33 
days, I was discharged and returned to use after 3 
days. (R26F)
I ran away from the hospital after a week. I couldn’t 
stand it... and went back to crack the following day. 
(E28F)
I was in the hospital for 10 days, and then I ran away 
and returned to drug use. I was arrested selling 
drugs and stayed in prison for 5 months. I went out 
on parole and the first thing I did was to go back to 
the drug den again. (N25M)
My case is pretty serious... I was hospitalized 13 
times. Last time I stayed here for 35 days. I was 
discharged and remained clean for only 7 months. 
It’s always like this... I am well and I relax... then, 
when I see it, I’m using again. (F30M)

Only two patients were hospitalized for the first time 
and could not provide information on factors influencing 
relapse. Notwithstanding, they also showed concerns 
over their discharge, referring that they did not feel 
prepared to deal with cravings or to avoid relapse.

It is the first time I am hospitalized and I cannot 
imagine how it will be out there. Here I’m fine. 
I’m afraid to go back to using when I leave. The 
environment is complicated. (S22F)
I had never been hospitalized. I started using crack 
recently. I used and now I came here to get away 
from it. I will never use it again. (D27M)

Data on previous hospitalizations, last hospitalization, 
relapse, and number of attempts for the current 
hospitalization are shown in Table 4.

Domain 3: Legal problems arising from the use 
of crack

All men interviewed related the use of crack with 
trafficking, theft, robbery, and even imprisonment. Only 
one woman appeared in this section, also reporting having 
been arrested, but not mentioning theft or robbery.

Treatment of inpatient crack users – Pedroso et al.
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When I was dating a drug dealer, the police appeared 
and arrested him. And I was handcuffed and arrested 
because the wife of drug dealer goes along. I was 
a rich girl who fell in love and settled in the slum. 
(R26F)
To buy crack I stole and robbed... I just was not 
arrested... yet. (P20M)
To get crack I stole and robbed. Of course this life of 
crime led me to jail. But the craving pushes us to do 
that. (T22M)
I am a normal guy... I even started college... but 
who has never committed a little crime... never stole 
anything from anyone... just picked up things at 
home to sell and buy crack. (F30M)

Domain 4: Prostitution and HIV infection
In this sample, all women reported to have engaged 

in prostitution because of crack. Conversely, none of 
the men reported involvement with sex in exchange for 
money or crack.

Who has never been hired out for sex for the drug? 
Addicts are like this... nothing else matters... crack 
erases the brain. Crack is all we think about, and the 
rest is the rest! (S22F)
Prostitution was complicated, but I was discrete 
and did it with my bosses at work. I didn’t want the 
money. I wanted crack. (M27F)
I was hired out for sex just to get the drug. Crack 
craving is so strong that we exchange [sex for drug]. 
(R26F) 

Two women reported having been infected with HIV. 
None of the men interviewed mentioned any sexually 
transmitted disease.

One night I was desperate for crack, and when I 
realized I had already become a prostitute. That’s 
how it was from then on. Today I am HIV positive. 
(S22F)
I had sex for 30 or 40 reais and bought the stones. 
And now I am HIV positive. (R26F)

Domain 5: Search for spiritual help
With the exception of one subject, all interviewees 

believed that faith, religion, and spirituality could help crack 
users to remain abstinent after discharge from hospital.

My parents are Protestants but I do not believe it. If I 
ever quit crack it will be by myself. (S22F)
I don’t go to church, but I pray every day to get away 
from this life. This is my way of believing. (A29F)
I always look up to God and Jesus. When I left the 
hospital I went to church twice. The following week I 
didn’t go and relapsed. (I29M)
I... like to make it clear that spirituality is important 
to me; it’s what kept me firm, but I didn’t remain 
clean for long, see? (F30M)

Discussion

Our findings indicate that the traditional treatment 
seeking route starts at primary health care units, with 
treatment attempts ranging from one to five times in 
our sample until hospitalization was achieved. Treatment 
seeking trajectories among the crack users interviewed 
showed a relevant social characteristic of access to 
public health in Brazil, namely, that most users were only 
hospitalized once the family resorted to prosecutors to 
obtain a court order that would ensure their right to have 

	  		  Place and duration	 Final status	 Time to relapse	 No. attempts	
	 Name initial,	 No. of previous	 (days) of last	 of last	 after discharge	 to current	 Hospitalization
	age and gender	 hospitalizations	 hospitalization	 hospitalization	 (days)	 hospitalization?	 status
	 S22F	 0	 NH	 NH	 NH	 3	 CO
	 M27F	 2	 TF, 20	 AB	 1	 1	 V
	 R26F	 2	 H, 33	 D	 3	 1	 V
	 E28F	 2	 H, 7	 AB	 1	 3	 V
	 A29F	 3	 H, 21	 D	 1	 4	 V
	 P20M	 2	 TF, 10	 AB	 1	 4	 V
	 T22M	 6	 H, 42	 D	 90	 3	 CO
	 J22M	 15	 TF, 23	 E	 15	 1	 CO
	 N25M	 4	 H, 10	 AB	 1	 5	 CO
	 L25M	 6	 H, 21	 AB	 15	 4	 V
	 B27M	 2	 PC, 270	 D	 210	 4	 V
	 D27M	 0	 NH	 NH	 NH	 5	 V
	 I29M	 2	 H, 21	 D	 2	 3	 V
	 F30M	 13	 H, 35	 D	 210	 5	 CO

Table 4 – Hospitalization attempts and relapse

AB = abandonment; CO = court order; D = discharge; E = exclusion; H = hospital; NH = never hospitalized; PC = private clinic; TF = therapeutic farm; V = 
voluntary.
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a family member treated. This evidence suggests that the 
Brazilian public health care system still lacks appropriate 
approaches and programs to properly address the reality 
of the clientele seeking services.

Respondents described that the use of licit drugs by 
their relatives, such as tobacco and alcohol, increased 
their own use, although families were not held 
responsible for their own crack addiction. However, they 
described vulnerability resulting from indirect contact 
with other drugs and with drug paraphernalia used by 
relatives as factors responsible for experimentation, 
initiation, and dependence.15-18 This finding underscores 
the need to treat crack users taking into consideration 
a family perspective, which is often the perfect and 
favorable scenario for drug use, as already shown in 
literature and in our own data.19 Family structure among 
crack addicts is often dysfunctional, and if not dealt with 
adequately, may contribute to maintain drug use. In 
this sense, the public health care system should offer 
treatment programs that involve family members, with 
approaches aimed at helping identify factors that may 
encourage relapse and others that may strengthen 
family resilience.20

Although crack users define marijuana as a harmless 
and less impactful drug, they also mention that it served 
as a gateway to other illicit drugs. Previous studies17,21 
have reported similar results, with marijuana being the 
first drug used in this transition. Therefore, we believe 
that treatment programs offered to drug users in general 
should design more effective strategies for marijuana 
users, in order to prevent further experimentation of other 
drugs, especially crack. Also, based on these findings, 
which are similar to results of previous studies,22,23 
it seems that preventing the use of marijuana, which 
usually occurs in adolescence, may prevent the future 
use of other drugs. If treatment programs could offer a 
set of coping strategies and skills aimed at dealing with 
the supply and experimentation of drugs, the trajectory 
of teenagers who are offered marijuana in their transition 
from licit to illicit drugs might be potentially different.24-27

Our data demonstrate that crack dependence tends 
to settle quickly, commonly requiring more urgent 
treatment when compared with users of other drugs.6 
However, current difficulties in access to treatment 
curtail this search, as reported in our interviews. Rather, 
crack users seeking treatment at the public health care 
system face so many difficulties that they end up having 
to try more than once, as noted in our findings and also 
in previous studies.4,18,28,29

Little is known about relapse rates among crack users 
after hospital discharge.26 According to our respondents, 
relapse is inevitable, and usually occurs shortly after 
discharge or abandonment of treatment. We therefore 

believe that treatment programs aimed at crack users 
should employ techniques and approaches dealing with 
coping strategies, so as to prevent relapse via skills 
training and craving management.

One respondent stated that depression and anxiety 
determined the end of his abstinence, so that when he 
started craving, he did not know what to do to avoid 
relapse. This statement emphasizes that psychiatric 
comorbidities should be diagnosed and treated as soon 
as possible, once they play an important role and can 
directly influence relapse after discharge – described in 
this sample as a sequence of signs.30,31

Only one respondent reported not to believe that 
spirituality could aid in maintaining abstinence from 
crack. Other subjects reported faith in God, but the 
relevance of spirituality as a protective factor against 
crack was not investigated. Our findings are in agreement 
with the study of Sanchez et al., which also found high 
rates of spirituality among drug users.32

The literature frequently describes samples of 
male crack users, while our study included reports of 
trajectories of both women and men. This decision was 
an attempt to improve our understanding of the complex 
profile of crack users, typically described as young, adult 
men, aged between 20 and 30 years.17,21 

Our sample demonstrated behavior patterns 
regarding the use of crack which were peculiar to each 
gender. Men got involved with crime in an attempt to 
obtain the drug at any price – either stealing or trafficking 
– while women engaged in prostitution. Women reported 
not having other options to get the drug, deciding to 
expose themselves to the risk of acquiring sexually-
transmitted diseases such as HIV, in addition to violence 
and even unexpected pregnancies, also exposing their 
children to the drug. We speculate that these findings 
collected locally in fact reflect a national reality: Brazil 
lacks enough treatment units for crack users, especially 
female users, who are more vulnerable and more 
susceptible to its consequences. This scenario also points 
to an urgent need to expand studies involving women, 
which are still rare in the Brazilian literature.33-37

Another aspect was repeatedly shown in our sample: 
there are no treatment programs structured to meet the 
demands of female crack users. Our respondents were 
admitted to general psychiatric units, offering treatment 
to various disorders. We believe that treatment for female 
crack users, with specific programs and techniques, 
managed by specialists in drug dependence, would yield 
much more effective results in such an important public 
health issue. 

This qualitative study has inherent limitations because 
it was designed based on intentional sampling criteria, 
i.e., the results obtained for the selected sample cannot 
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be extrapolated to the general population of crack users. 
However, our study raised important questions about 
treatment – questions that do not yet have definitive 
answers yet, but demand accurate reflection of society 
as a whole, and particularly of professionals working 
with addiction. 

The use of crack is becoming increasingly popular as 
a result of innovative trafficking and market strategies, 
such as online sales and home delivery, and needs to be 
controlled.17,21,38 Moreover, the close relationship between 
crack use and legal complications arising from its use, 
such as violent behavior and crime, and the psychological 
and social damage associated with the drug, are all 
aspects that should be taken into consideration when 
dealing with this major health concern.16,39,40

Conclusions

Our study underscored the importance of 
understanding drug use and treatment seeking 
trajectories among crack users and also of developing 
real treatment actions aimed at this specific population. 
Our sample of users believed that their gateway for the 
use of illicit drugs was the use of licit drugs by family 
members, and that relapse after discharge is strictly 
related to a social environment conducive to drug use, to 
belief or disbelief in spiritual aid, and to legal problems 
arising from the use of crack.

Both male and female interviewees reported the use 
of different psychoactive substances; however, according 
to their reports, crack was the drug that imposed major 
changes to their lives. Crack dependence involved not 
only the compulsive use of the drug, but also a large 
range of dysfunctional behaviors that increasingly 
interfered with their relationships with family, school, 
work, and friendships, regardless of gender.

Finally, our findings point to the relevance of studying 
the use of crack at larger scales, raising awareness for 
new treatments and for (the so often mentioned but 
so rarely practiced) preventive strategies in the public 
health care system.
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