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Abstract

OBJECTIVES.—Cocaine use has been linked to stroke in several studies. However, few studies 

have considered the influence of cocaine use on stroke mechanisms such as small vessel disease 

(SVD). We conducted a study to assess associations between the toxicology-confirmed use of 

multiple drugs, including cocaine, and a marker of SVD, white matter hyperintensities (WMH).

MATERIALS AND METHODS.—We conducted a nested case-control study (n=30) within 

a larger cohort study (N=245) of homeless and unstably housed women recruited from San 

Francisco community venues. Participants completed six monthly study visits consisting of an 

interview, blood draw, vital sign assessment and baseline brain MRI. We examined associations 

between toxicology-confirmed use of multiple substances, including cocaine, methamphetamine, 

heroin, alcohol and tobacco, and WMH identified on MRI.
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RESULTS.—Mean study participant age was 53 years, 70% of participants were ethnic minority 

women and 86% had a history of cocaine use. Brain MRIs indicated the presence of WMH (i.e., 

Fazekas score>0) in 54% (18/30) of imaged participants. The odds of WMH were significantly 

higher in women who were toxicology-positive for cocaine (Odd Ratio=7.58, p=0.01), but not in 

women who were toxicology-positive for other drugs or had several other cerebrovascular risk 

factors.

CONCLUSIONS.—Over half of homeless and unstably housed women showed evidence of 

WMH. Cocaine use is highly prevalent and a significant correlate of WMH in this population, 

while several traditional CVD risk factors are not. Including cocaine use in cerebrovascular risk 

calculators may improve stroke risk prediction in high-risk populations and warrants further 

investigation.
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INTRODUCTION

Stroke is disproportionately common in low-income populations,1–4 due in part to the high 

prevalence of risk factors like cardiovascular disease (CVD)5–9 and substance use.10–12 

The links between stroke and alcohol or cigarette use are well-documented.13–19 However, 

recent studies also show that stroke is associated with opiates,20 all forms of amphetamine 

use,21–23 and there is particularly strong evidence implicating cocaine as a risk factor for 

stroke.24–28 While the evidence is consistent, few studies have considered the influence of 

cocaine use on mechanisms of stroke, such as cerebral small vessel disease (SVD). Whether 

prevalence differs in asymptomatic individuals who use substances like cocaine is an area of 

study that has received little attention.

SVD causes approximately 20%−30% of all strokes,32, 33 more than doubles the future 

risk of a second stroke34, 35 and increases risk of death or ischemic stroke in patients 

with atherosclerotic disease.36 Few SVD studies consider the influence of drugs such as 

cocaine. Among the few that have, one retrospective study based on medical chart review 

reported that, among young (≤49 years), mostly male urban stroke patients presenting for 

care, microbleeds were more common among individuals reporting a history of drug use 

and those with a current positive cocaine toxicology.37 In addition, significant associations 

between cocaine and white matter hyperintensities (WMH) have been reported in all-male38 

and mostly male samples.39 Whether similar results would be observed in middle-aged 

populations that include more women is unclear. However, this is an important question 

because some studies suggest that women may have more severe and progressive SVD, 

possibly due to smaller arterial size and/or more frequent vascular remodeling.40 This, 

combined with additional cerebrovascular insults from cocaine, could result in a greater risk 

of SVD. It is also unclear whether similar results would be observed in populations that 

have not presented for stroke care. This is important because silent disease progression is 

pronounced in people who use cocaine, and many remain asymptomatic until they present to 

an emergency department with an acute event.41–43
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While abstinence is an important goal, our prior research with homeless and unstably housed 

women shows high rates of consistent use and high rates of initiating use predicted by 

homelessness and violence, paired with low quit rates.44 We conducted a study to assess 

associations between toxicology-confirmed cocaine use and WMH detected on magnetic 

resonance imaging (MRI) in a community-recruited cohort of homeless and unstably housed 

women. The goal of the study was to gain a better understanding of stroke mechanisms 

in low-income women, which could facilitate stroke prevention and care strategies for this 

vulnerable population.

METHODS

Study Design

We conducted a nested neuroimaging sub-study within the “Polysubstance use and Health 

Outcomes Evaluation” [PULSE] cohort study. Cohort data were collected for the PULSE 

study between June 2016 and January 2019 and details have been described elsewhere.45 

In brief, we used community-based recruitment methods to obtain a cohort that reflected 

San Francisco’s larger population of homeless and unstably housed women.46 HIV-positive 

individuals were over-sampled on additional recruitment days to address specific aims of 

the main study. Participation included monthly study visits for six consecutive months, 

including interviews, vital sign assessment, and blood draws to assess drug toxicology. 

Informed consent was obtained from all study participants and each was reimbursed $45 for 

each PULSE study interview.

Study Participants

Individuals undergoing regular PULSE study interviews between July and October of 2018 

were invited to participate in a neuroimaging sub-study. Sub-study participation involved 

brain MRI, and linkage of the MRI data with sociodemographic and drug use data from 

the PULSE study. Sub-study participants were reimbursed $65 for completing imaging and 

sub-study activities. Approval for all study procedures was obtained from the Committee on 

Human Research, University of California, San Francisco.

Study Outcome

The outcome of the study was WMH of presumed vascular origin. We chose WMH because 

they are among the most commonly observed and clinically applied markers of SVD29, 

making them a sensitive and clinically relevant measure. We defined WMH by a Fazekas 

score, which indicated the burden of MRI-confirmed white matter microangiopathic change 

(0=absent, 1=mild, 2=moderate, 3=severe).47, 48 No contrast or sedation were given for MRI 

examinations, and images were acquired on a 3T GE MR750 MRI scanner. The presence 

of lacunar infarcts and cerebral microbleeds were also characterized using subjective 

assessments of T2 FLAIR and susceptibility-sensitive T2*images, respectively. Assessments 

were made by a single neuro-radiologist who was unaware of participant substance use 

status to maintain consistency and impartiality.

The following 45-minute imaging protocol was used: (1) Volumetric 3D T1 BRAVO 

(TR/TE/TI=min/min/600ms, ASSET=2, FA=10°, 1.0mm isotropic), (2) Coronal 3D CUBE 
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T2 FLAIR (TR/TE=6000/116ms, ASSET=2, 1.0mm isotropic), (3) Axial 3D T2* SWAN 

(TR/TE=45/24ms, slice thickness 2.8mm, matrix 400×260; FOV 25.6cm; parallel), (4) Axial 

3D TOF MRA (TR/TE=min/5.6ms, ASSET=2, FA=25°, slice thickness 0.7mm, 1×1 mm 

in-plane), (5) Axial diffusion tensor imaging (DTI, TR/TE=min/60 ms, b=1000, 30 gradient 

directions).

Study Exposures

Primary study exposures were toxicology-confirmed use of alcohol, nicotine/cotinine, 

cocaine/benzoylecgonine, methamphetamine and heroin at any one of six monthly follow-up 

visits. We tested hydrolyzed urine samples using a qualitative liquid chromatography-high 

resolution mass spectrometry (LC-HRMS) method. Data acquisition and generation of mass 

spectra took place using an SCIEX 5600 TripleTOF® LC-HRMS system. We used HRMS 

full scan mode with information-dependent acquisition of HRMS product ion spectra, which 

were searched against a mass spectral library for positive identification of each substance. 

This methodology has proven sensitive and specific for the detection of these compounds 

in urine49. In addition to single drugs, we considered two-drug combinations that included 

cocaine. All additional exposure variables were assessed at baseline, including age, race, 

BMI, HIV status, hypertension, LDL cholesterol, HDL cholesterol, self-reported blood 

pressure medication and self-reported history of stroke.

Analysis

Chi-square tests and logistic regression were used to assess associations between cocaine use 

and WMH. Simple and multivariable logistic regression using Firth’s penalized likelihood 

adjustment for small sample sizes50 was used to assess associations between study factors 

and any WMH. We decided a priori to minimize the number of variables included in 

multivariable analyses based on the recommendation of roughly one exposure variable per 

10 individuals with the outcome.51

RESULTS

Among 245 women participating in the PULSE study, the neuroimaging sub-study recruited 

30 individuals. Compared to the original PULSE study sample, a higher proportion of the 

sub-study sample was HIV-positive (63% vs. 27%, p<0.001). No other study factor differed 

by sample.

The median age of study participants was 57 years, 67% were ethnic minority women and 

67% of women had hypertension at baseline (Table 1). The most commonly used drug 

was cocaine (67%). Large vessel findings included two participants with old large-territory 

(“cortical”) infarcts (one large right MCA infarct and one very small right MCA branch 

infarct).

Evidence of WMH was observed in over half (54%) of participants. Based on its appearance 

(i.e., patchy, deep white matter lesions), the white matter disease observed was typical of 

microvascular ischemic disease (e.g., SVD). The lesions did not occur in typical places for 

demyelination (e.g., corpus callosum), trauma (also callosum, more at gray-white junctions) 

or other disorders. These findings, in conjunction with the tendency for vascular white 
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matter disease to occur frequently with microbleeds, supported our presumption of an 

etiological link between WMH and SVD.

The distribution of Fazekas scores to characterize WMH was as follows: 12 people (44%) 

had a score of 0 (no lesion), 5 (19%) had a score of 1 (mild WMH), 8 (29%) had a score 

of 2 (moderate WMH), and 2 (7%) had a score of 3 (severe WMH). Observed white matter 

changes in all subjects were typical of small-vessel microangiopathic changes, and did not 

fit a pattern to suggest demyelination or trauma, and subjects reported no current migraine 

headache. Lacunar infarcts were present in 4 individuals (13% of the sample), cerebral 

microbleeds were seen in 3 individuals (10% of the sample).

The unadjusted odds of WMH by toxicology-confirmed cotinine/nicotine, alcohol, 

methamphetamine and opiate use were non-significant (Table 2). However, the odds of any 

WMH among persons who were toxicology-positive for cocaine or benzoylecgonine at any 

study visit were 7.58 (p=0.01; 95% CI: 1.56–49.91). This association persisted, even after 

adjusting for age, race, BMI, hypertension, blood pressure medication use, history of stroke 

and HIV status (Table 3).

Among study participants, 21 (70%) used multiple substances concurrently (polysubstance 

use) (Table 4). Associations between WMH and each 2-drug combination that included 

cocaine (compared to neither or one drug only) were non-significant after adjusting for age.

DISCUSSION

Over half of community-recruited homeless and unstably housed women showed evidence 

of WMH, a marker of SVD. The odds of WMH were over seven-fold higher for individuals 

who were toxicology-positive for cocaine; however, associations between all other drugs and 

WMH were non-significant. In addition, polysubstance use was common in this population, 

but associations between WMH and all two-drug combinations including cocaine were 

non-significant. Results suggest that a sole focus on acute cerebrovascular effects of cocaine, 

such as infarction and sudden death,52 may be shortsighted in populations like homeless and 

unstably housed women where cocaine use is common and may have chronic influences 

on subclinical conditions that act as mechanisms of stroke. Given that SVD increases 

risk, not only of stroke but also of dementia, vascular death, and all-cause mortality,53, 54 

results presented here suggest that including cocaine use in the risk assessment of serious 

conditions like SVD and stroke could improve their prediction in high-risk populations.

The significant association we found between toxicology-confirmed cocaine use and WMH 

in community-recruited women extends prior research showing significant associations 

between cocaine use and stroke in mostly male, young individuals who present for stroke 

care. It has been suggested that cerebral SVD is disproportionately common, more severe, 

and more progressive in women compared with men.40 While no male study subjects were 

included for comparison in the current study, it is possible that cocaine use could exacerbate 

sex differences even further. Future research could help clarify sex differences and determine 

whether risk assessment tools could be improved by accounting for effect modification by 

--or possibly interaction between --sex and cocaine use.

Riley et al. Page 5

J Stroke Cerebrovasc Dis. Author manuscript; available in PMC 2022 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



An important limitation of this study was the use of WMH as a surrogate for SVD. Some 

other markers of SVD are infrequently found, making WMH a more sensitive measure and 

particularly strong candidate as the study outcome. In addition, SVD is a main mechanism 

behind age-related WMH, further strengthening its use as the study outcome. However, 

the etiology of SVD is less certain in younger populations like the one described here, 

and WMH were presumed to be of vascular origin. While justified, larger future studies 

may strengthen the etiological link of our findings by including multiple markers of 

vascular disease. Another important limitation was the small sample size, which reduced 

statistical power and generalizability. Also, HIV-positive persons were overrepresented, 

which may have limited the generalizability of study findings; however, HIV was not 

significantly associated with WMH, suggesting very minimal if any bias. In addition, 

medical record verification was unavailable for prior stroke. A third limitation was the 

absence of substance-using years, which could help elucidate associations with certain use 

patterns and/or possible threshold effects. Study strengths included recruiting a probability 

sample of community-recruited, middle-aged homeless and unstably housed women, which 

differs from traditional clinic-based research by including women both in and out of care, 

as well as women with and without symptomatic disease. Another strength is the study’s 

inclusion of toxicology-confirmed drug use and WMH detected on MRI, rather than relying 

on chart review or self-report alone.

CONCLUSION

Cocaine is a well-established risk factor for stroke,24–28 and high rates of silent 

cerebrovascular disease are reported in cocaine users.41–43 This, combined with the high 

rate of WMH observed here and its significant associations with cocaine use, reinforce the 

contention that a failure to account for drug use in stroke-related research and clinical care 

has likely led to an underestimation of its influence.55, 56 This is particularly problematic 

for homeless and unstably housed women, a population known to have high rates of 

crack cocaine use and low quit-rates.44, 57 Including cocaine use in cerebrovascular risk 

calculators may improve stroke risk prediction in high-risk populations and warrants further 

investigation.

ACKNOWLEDGEMENTS

The authors wish to thank the PULSE study participants, the PULSE study team, Ms. Emma Bahroos and the 
UCSF Department of Radiology and Biomedical Imaging MR Imaging staff for their contributions.

This work was supported by the National Institute on Drug Abuse R01 DA037012, R01 DA049648 and K24 
DA039780; the National Institute on Neurological Disorders and Stroke K23 NS105575; and the NIH Office of 
Research in Women’s Health DA037012-04S1.

REFERENCES

1. Marshall IJ, Wang Y, Crichton S, McKevitt C, Rudd AG, Wolfe CD. The effects of socioeconomic 
status on stroke risk and outcomes. Lancet Neurol. 2015;14:1206–1218 [PubMed: 26581971] 

2. Addo J, Ayerbe L, Mohan KM, Crichton S, Sheldenkar A, Chen R, et al.Socioeconomic status and 
stroke: An updated review. Stroke. 2012;43:1186–1191 [PubMed: 22363052] 

Riley et al. Page 6

J Stroke Cerebrovasc Dis. Author manuscript; available in PMC 2022 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



3. Nordahl H, Osler M, Frederiksen BL, Andersen I, Prescott E, Overvad K, et al.Combined effects 
of socioeconomic position, smoking, and hypertension on risk of ischemic and hemorrhagic stroke. 
Stroke. 2014;45:2582–2587 [PubMed: 25123220] 

4. Sposato LA, Grimaud O. Neighborhood socioeconomic status and stroke mortality: Disentangling 
individual and area effects. Neurology. 2013;80:516–517 [PubMed: 23284066] 

5. Abeyta IM, Tuitt NR, Byers TE, Sauaia A. Effect of community affluence on the association 
between individual socioeconomic status and cardiovascular disease risk factors, colorado, 2007–
2008. Prev Chronic Dis. 2012;9:E115 [PubMed: 22721500] 

6. Korda RJ, Soga K, Joshy G, Calabria B, Attia J, Wong D, et al.Socioeconomic variation in incidence 
of primary and secondary major cardiovascular disease events: An australian population-based 
prospective cohort study. Int J Equity Health. 2016;15:189 [PubMed: 27871298] 

7. Mejean C, Droomers M, van der Schouw YT, Sluijs I, Czernichow S, Grobbee DE, et al.The 
contribution of diet and lifestyle to socioeconomic inequalities in cardiovascular morbidity and 
mortality. Int J Cardiol. 2013;168:5190–5195 [PubMed: 23998549] 

8. Thurston RC, El Khoudary SR, Derby CA, Barinas-Mitchell E, Lewis TT, McClure CK, et al.Low 
socioeconomic status over 12 years and subclinical cardiovascular disease: The study of women’s 
health across the nation. Stroke. 2014;45:954–960 [PubMed: 24578209] 

9. Thurston RC, Matthews KA. Racial and socioeconomic disparities in arterial stiffness and intima 
media thickness among adolescents. Soc Sci Med. 2009;68:807–813 [PubMed: 19147264] 

10. Chong JY, Sacco RL. Epidemiology of stroke in young adults: Race/ethnic differences. J Thromb 
Thrombolysis. 2005;20:77–83 [PubMed: 16205856] 

11. Jones L, Bates G, McCoy E, Bellis MA. Relationship between alcohol-attributable disease and 
socioeconomic status, and the role of alcohol consumption in this relationship: A systematic 
review and meta-analysis. BMC Public Health. 2015;15:400 [PubMed: 25928558] 

12. Ojagbemi A, Owolabi M, Bello T, Baiyewu O. Stroke severity predicts poststroke delirium and 
its association with dementia: Longitudinal observation from a low income setting. J Neurol Sci. 
2017;375:376–381 [PubMed: 28320171] 

13. Donnan GA, McNeil JJ, Adena MA, Doyle AE, O’Malley HM, Neill GC. Smoking as a risk factor 
for cerebral ischaemia. Lancet. 1989;2:643–647 [PubMed: 2570900] 

14. Kiyohara Y, Kato I, Iwamoto H, Nakayama K, Fujishima M. The impact of alcohol and 
hypertension on stroke incidence in a general japanese population. The hisayama study. Stroke. 
1995;26:368–372 [PubMed: 7886708] 

15. Kelly MA, Gorelick PB, Mirza D. The role of drugs in the etiology of stroke. Clin 
Neuropharmacol. 1992;15:249–275 [PubMed: 1516072] 

16. He Y, Lam TH, Jiang B, Wang J, Sai X, Fan L, et al.Passive smoking and risk of peripheral arterial 
disease and ischemic stroke in chinese women who never smoked. Circulation. 2008;118:1535–
1540 [PubMed: 18809795] 

17. Lee W, Hwang SH, Choi H, Kim H. The association between smoking or passive smoking 
and cardiovascular diseases using a bayesian hierarchical model: Based on the 2008–2013 korea 
community health survey. Epidemiol Health. 2017;39:e2017026 [PubMed: 28728350] 

18. Bhat VM, Cole JW, Sorkin JD, Wozniak MA, Malarcher AM, Giles WH, et al.Dose-response 
relationship between cigarette smoking and risk of ischemic stroke in young women. Stroke. 
2008;39:2439–2443 [PubMed: 18703815] 

19. Markidan J, Cole JW, Cronin CA, Merino JG, Phipps MS, Wozniak MA, et al.Smoking and risk of 
ischemic stroke in young men. Stroke. 2018;49:1276–1278 [PubMed: 29674522] 

20. Brust JC, Richter RW. Stroke associated with addiction to heroin. J Neurol Neurosurg Psychiatry. 
1976;39:194–199 [PubMed: 1262894] 

21. Ho EL, Josephson SA, Lee HS, Smith WS. Cerebrovascular complications of methamphetamine 
abuse. Neurocrit Care. 2009;10:295–305 [PubMed: 19132558] 

22. McGee SM, McGee DN, McGee MB. Spontaneous intracerebral hemorrhage related to 
methamphetamine abuse: Autopsy findings and clinical correlation. Am J Forensic Med Pathol. 
2004;25:334–337 [PubMed: 15577524] 

23. Rothrock JF, Rubenstein R, Lyden PD. Ischemic stroke associated with methamphetamine 
inhalation. Neurology. 1988;38:589–592 [PubMed: 3352918] 

Riley et al. Page 7

J Stroke Cerebrovasc Dis. Author manuscript; available in PMC 2022 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



24. Treadwell SD, Robinson TG. Cocaine use and stroke. Postgrad Med J. 2007;83:389–394 [PubMed: 
17551070] 

25. Fonseca AC, Ferro JM. Drug abuse and stroke. Curr Neurol Neurosci Rep. 2013;13:325 [PubMed: 
23299821] 

26. Lucas CE. The impact of street drugs on trauma care. J Trauma. 2005;59:S57–60; discussion 
S67–75 [PubMed: 16355064] 

27. Mladenka P, Applova L, Patocka J, Costa VM, Remiao F, Pourova J, et al.Comprehensive 
review of cardiovascular toxicity of drugs and related agents. Med Res Rev. 2018;38:1332–1403 
[PubMed: 29315692] 

28. Darke S, Kaye S, Duflou J. Comparative cardiac pathology among deaths due to cocaine 
toxicity, opioid toxicity and non-drug-related causes. Addiction. 2006;101:1771–1777 [PubMed: 
17156176] 

29. Das AS, Regenhardt RW, Vernooij MW, Blacker D, Charidimou A, Viswanathan A. Asymptomatic 
cerebral small vessel disease: Insights from population-based studies. J Stroke. 2019;21:121–138 
[PubMed: 30991799] 

30. Schmidt R, Ropele S, Enzinger C, Petrovic K, Smith S, Schmidt H, et al.White matter lesion 
progression, brain atrophy, and cognitive decline: The austrian stroke prevention study. Ann 
Neurol. 2005;58:610–616 [PubMed: 16178017] 

31. Roob G, Schmidt R, Kapeller P, Lechner A, Hartung HP, Fazekas F. Mri evidence of past cerebral 
microbleeds in a healthy elderly population. Neurology. 1999;52:991–994 [PubMed: 10102418] 

32. Sudlow CL, Warlow CP. Comparable studies of the incidence of stroke and its pathological types: 
Results from an international collaboration. International stroke incidence collaboration. Stroke. 
1997;28:491–499 [PubMed: 9056601] 

33. Joutel A, Faraci FM. Cerebral small vessel disease: Insights and opportunities from mouse models 
of collagen iv-related small vessel disease and cerebral autosomal dominant arteriopathy with 
subcortical infarcts and leukoencephalopathy. Stroke. 2014;45:1215–1221 [PubMed: 24503668] 

34. Debette S, Markus HS. The clinical importance of white matter hyperintensities on brain magnetic 
resonance imaging: Systematic review and meta-analysis. BMJ. 2010;341:c3666 [PubMed: 
20660506] 

35. Vermeer SE, Longstreth WT Jr., Koudstaal PJ. Silent brain infarcts: A systematic review. Lancet 
Neurol. 2007;6:611–619 [PubMed: 17582361] 

36. Conijn MM, Kloppenborg RP, Algra A, Mali WP, Kappelle LJ, Vincken KL, et al.Cerebral 
small vessel disease and risk of death, ischemic stroke, and cardiac complications in patients 
with atherosclerotic disease: The second manifestations of arterial disease-magnetic resonance 
(smart-mr) study. Stroke. 2011;42:3105–3109 [PubMed: 21868739] 

37. Shoamanesh A, Catanese L, Romero JR, Lau H, Babikian VL, Benavente OR, et al.High 
prevalence of cerebral microbleeds in inner city young stroke patients. J Stroke Cerebrovasc Dis. 
2016;25:733–738 [PubMed: 26775270] 

38. Bartzokis G, Beckson M, Hance DB, Lu PH, Foster JA, Mintz J, et al.Magnetic resonance 
imaging evidence of “silent” cerebrovascular toxicity in cocaine dependence. Biol Psychiatry. 
1999;45:1203–1211 [PubMed: 10331113] 

39. Lyoo IK, Streeter CC, Ahn KH, Lee HK, Pollack MH, Silveri MM, et al.White matter 
hyperintensities in subjects with cocaine and opiate dependence and healthy comparison subjects. 
Psychiatry Res. 2004;131:135–145 [PubMed: 15313520] 

40. Shaw LJ, Bugiardini R, Merz CN. Women and ischemic heart disease: Evolving knowledge. J Am 
Coll Cardiol. 2009;54:1561–1575 [PubMed: 19833255] 

41. Hsue PY, Salinas CL, Bolger AF, Benowitz NL, Waters DD. Acute aortic dissection related to 
crack cocaine. Circulation. 2002;105:1592–1595 [PubMed: 11927528] 

42. Aquaro GD, Gabutti A, Meini M, Prontera C, Pasanisi E, Passino C, et al.Silent myocardial 
damage in cocaine addicts. Heart. 2011;97:2056–2062 [PubMed: 21690608] 

43. Diercks DB, Fonarow GC, Kirk JD, Jois-Bilowich P, Hollander JE, Weber JE, et al.Illicit 
stimulant use in a united states heart failure population presenting to the emergency department 
(from the acute decompensated heart failure national registry emergency module). Am J Cardiol. 
2008;102:1216–1219 [PubMed: 18940295] 

Riley et al. Page 8

J Stroke Cerebrovasc Dis. Author manuscript; available in PMC 2022 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



44. Riley ED, Shumway M, Knight KR, Guzman D, Cohen J, Weiser SD. Risk factors for stimulant 
use among homeless and unstably housed adult women. Drug Alcohol Depend. 2015;153:173–179 
[PubMed: 26070454] 

45. Riley E, Vittinghoff E, Wu A, Coffin PO, Hsue PY, Kazi D, et al.Impact of polysubstance use on 
high-sensitivity cardiac troponin i over time in homeless and unstably housed womenDrug Alcohol 
Depend. in press.

46. Riley E, Cohen J, Knight K, Decker A, Marson K, Shumway M. Recent violence in a community
based sample of homeless and unstably housed women with high levels of psychiatric comorbidity. 
Am J Public Health. 2014;104:1657–1663 [PubMed: 25033127] 

47. Fazekas F, Chawluk JB, Alavi A, Hurtig HI, Zimmerman RA. Mr signal abnormalities at 1.5 t 
in alzheimer’s dementia and normal aging. AJR Am J Roentgenol. 1987;149:351–356 [PubMed: 
3496763] 

48. Li L, Simoni M, Kuker W, Schulz UG, Christie S, Wilcock GK, et al.Population-based case-control 
study of white matter changes on brain imaging in transient ischemic attack and ischemic stroke. 
Stroke. 2013;44:3063–3070 [PubMed: 24021688] 

49. Thoren KL, Colby JM, Shugarts SB, Wu AH, Lynch KL. Comparison of information-dependent 
acquisition on a tandem quadrupole tof vs a triple quadrupole linear ion trap mass spectrometer for 
broad-spectrum drug screening. Clin Chem. 2016;62:170–178 [PubMed: 26453698] 

50. Heinze G, Schemper M. A solution to the problem of separation in logistic regression. Stat Med. 
2002;21:2409–2419 [PubMed: 12210625] 

51. Katz MH. Study design and statistical analysis: A practical guide for clinicians. Cambridge, UK: 
Cambridge University Press; 2006.

52. Fischbach PThe role of illicit drug use in sudden death in the young. Cardiol Young. 2017;27:S75–
S79 [PubMed: 28084963] 

53. Debette S, Beiser A, DeCarli C, Au R, Himali JJ, Kelly-Hayes M, et al.Association of mri markers 
of vascular brain injury with incident stroke, mild cognitive impairment, dementia, and mortality: 
The framingham offspring study. Stroke. 2010;41:600–606 [PubMed: 20167919] 

54. Kuller LH, Lopez OL, Newman A, Beauchamp NJ, Burke G, Dulberg C, et al.Risk factors 
for dementia in the cardiovascular health cognition study. Neuroepidemiology. 2003;22:13–22 
[PubMed: 12566949] 

55. Yeung M, Bhalla A, Birns J. Recreational drug misuse and stroke. Curr Drug Abuse Rev. 
2011;4:286–291 [PubMed: 22150621] 

56. Wolff V, Jouanjus E. Strokes are possible complications of cannabinoids use. Epilepsy Behav. 
2017;70:355–363 [PubMed: 28237318] 

57. Torchalla I, Strehlau V, Li K, Krausz M. Substance use and predictors of substance dependence in 
homeless women. Drug Alcohol Depend. 2011;118:173–179 [PubMed: 21498010] 

Riley et al. Page 9

J Stroke Cerebrovasc Dis. Author manuscript; available in PMC 2022 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Riley et al. Page 10

Table 1.

Prevalence of Baseline Study Factors by SVD status in homeless and unstably housed women (N=30)

N (%) or Median (IQR) SVD 
(Fazekas>0)

N (%) or Median (IQR) No 
SVD (Fazekas=0)

p-value

Age 59.4 (56.5–63.3) 51.8 (40.9–57.6) 0.004*

Combined race/ethnicity 0.49

 Non-Latina white 9 (56.3) 4 (28.6)

 Non-Latina Black 4 (25.0) 4 (28.6)

 Latina 2 (12.5) 4 (28.6)

 Non-Latina other 1 (6.3) 2 (14.3)

BMI 27.4 (23.0–33.9) 35.4 (24.9–42.3) 0.08

Hypertension 12 (75.0) 8 (57.1) 0.26

LDL cholesterol (mg/dL) 83.5 (70.5–98.5) 56.5 (46.0–71.0) 0.08

HDL cholesterol (mg/dL) 54.0 (42.5–63.0) 56.5 (46.0–71.0) 0.56

Blood pressure medication use at baseline 7 (43.8) 4 (30.8) 0.37

History of stroke 4 (25.0) 2 (14.3) 0.40

HIV status 10 (62.5) 9 (64.4) 0.68

Toxicology-confirmed cotinine/nicotine use during the 6
month study period

9 (56.3) 7 (50.0) 0.51

Toxicology-confirmed alcohol use during the 6-month study 
period

10 (62.5) 7 (50.0) 0.38

Toxicology-confirmed cocaine use during the 6-month study 
period

14 (87.5) 6 (42.9) 0.02*

Toxicology-confirmed methamphetamine use during the 6
month study period

4 (25.0) 1 (7.1) 0.21

Toxicology-confirmed heroin use during the 6-month study 
period

0 (0) 1 (7.1) 1.0

Use of 2+ substances (polysubstance use) during the 6
month study period

13 (81.3) 8 (57.1) 0.15

*
= p-value below 0.05. Non-parametric Wilcoxon Rank Sum Test and Fishers Exact Chi-square Test were used for the continuous and categorical 

factors, respectively.
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Table 2.

Associations between study factors and Small Vessel Disease in homeless and unstably housed women (N=30)

Unadjusted Odds Ratio (95% CI)

Age 1.18 (1.05–1.40)*

Combined race/ethnicity

 Non-Latina white Ref.

 Non-Latina Black 2.11 (0.38–12.57)

 Latina 0.56 (0.06–4.13)

 Non-Latina other 0.60 (0.04–6.58)

BMI at baseline 0.92 (0.84–1.01)

Hypertension at baseline 2.12 (0.49–9.97)

LDL cholesterol (mg/dL) 0.99 (0.96, 1.01)

HDL cholesterol (mg/dL) 0.99 (0.95, 1.03)

Blood pressure medication use at baseline 1.67 (0.39–7.70)

History of stroke 1.80 (0.33–11.96)

HIV status 0.94 (0.22–3.97)

Toxicology-confirmed cotinine/nicotine use during the 6-month study period 1.27 (0.31–5.22)

Toxicology-confirmed alcohol use during the 6-month study period 1.62 (0.40–6.83)

Toxicology-confirmed cocaine use during the 6-month study period 7.58 (1.56–49.91)*

Toxicology-confirmed methamphetamine use during the 6-month study period 3.24 (0.51–35.71)

Toxicology-confirmed heroin use during the 6-month study period 0.27 (<0.01–5.55)

Use of 2+ substances (polysubstance use) 2.95 (0.65, 15.50)

*
= 95% CI does not include 1
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Table 3.

Associations between Cerebrovascular Risk Factors and Small Vessel Disease, Adjusted for Cocaine Use 

(N=30)

Odds Ratio (95% CI) Adjusted for cocaine

Model 1: Age + Cocaine

 Age at baseline 1.16 (1.04–1.40)*

 + Cocaine Toxicology 6.49 (1.06–55.00)*

Model 2: Race/Ethnicity + Cocaine

 Combined race/ethnicity χ2 0.81 (3)

  Non-Latina white Ref.

  Non-Latina Black 1.56 (0.23–10.16)

  Latina 0.62 (0.06–5.57)

  Non-Latina other 0.91 (0.05–14.18)

 + Cocaine Toxicology 5.15 (1.06–31.70) *

Model 3: BMI + Cocaine

 Baseline BMI 0.95 (0.86–1.05)

 + Cocaine Toxicology 5.39 (1.03–36.32)*

Model 4: HIV status + Cocaine

 HIV positive status 1.14 (0.23–5.86)

 + Cocaine Toxicology 7.21 (1.51–46.85)*

Model 5: Hypertension + Cocaine

 Baseline hypertension 1.07 (0.16–5.91)

 + Cocaine Toxicology 6.84 (1.31–49.78)*

Model 6: HDL + Cocaine

 Baseline HDL 0.98 (0.94, 1.02)

 + Cocaine Toxicology 8.63 (1.69, 62.63)*

Model 7: LDL + Cocaine

 Baseline LDL 0.99 (0.96, 1.02)

 + Cocaine Toxicology 6.85 (1.41, 44.66)*

Model 8: Medication + Cocaine

 Current Rx for heart rate/BP 2.23 (0.45–14.24)

 + Cocaine Toxicology 7.21 (1.41–52.77)*

Model 9: Stroke history + Cocaine

 History of stroke 1.27 (0.19–9.73)

 + Cocaine Toxicology 6.92 (1.43–45.26)*

*
= 95% CI does not include 1
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Table 4.

Toxicology-Confirmed Use of Multiple Substances (Polysubstance Use)* in Homeless and Unstably Housed 

Women (N=30)

Use of this drug 
+ Nicotine/cotinine # 

(%)

Use of this drug + 
Alcohol # (%)

Use of this drug + 
Cocaine # (%)

Use of this drug + 
Methamphetamine # (%)

Use of this 
drug + 

Heroin # (%)

Nicotine/cotinine --

Alcohol 12 (40.0) --

Cocaine 14 (46.7) 15 (50.0) --

Methamphetamine 3 (18.8) 4 (13.3) 5 (25.0) --

Heroin 1 (3.3) 0 (0) 0 (0) 0 (0) --

*
Drug combinations are not mutually exclusive
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