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FOREWORD

The epidemiology of nonmedical drug use or abuse continues to be
one of the most active research programs in the National Insti-
tute on Drug Abuse. It is active in that it has inspired numer-
ous research endeavors, and additionally in meeting continuing
and pressing demands for information. This is one of the subject
areas that responds most frequently to questions from the public,
Congress, and other government agencies. It is also active meth-
odologically. There is no "status quo" in the means of acquiring
this knowledge; few if any are satisfied with the techniques now
at hand. There is much searching, examining, and speculation
about better ways of comprehending the extent and nature of drug
use and abuse.

The presentations and discussions in this publication are a fair
reflection of the state of the art in 1975, its imperfections as
well as its achievements. They should provide an excellent four-
dation for improved research in the future.

William Pollin, M.D.
Director
Division of Research
National Institute on Drug Abuse
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PREFACE

These papers are edited transcripts from the Conference on the
Current Issues in the Epidemiology of Drug Abuse held in Miami
Beach, Florida, on November 18-19, 1974. The procedural format
of the Conference was informal. A roundtable exchange was encour-
aged in order to promote the most relevant, stimulating and wide-
ranging examination of the issues involved. Participants were
invited to speak briefly on a particular topic on the agenda.
Their comments in turn became the lead-off remarks for discussion.

The two days’ proceedings were tape recorded in their entirety.
Edited transcripts of presentations were submitted to each speaker
for further editorial review. Discussion sections were edited

as well for clarity and relevance. This final report does not
represent a verbatim transcript but a joint effort of participants
and editors to render an accurate yet concise representation of
the Conference.

The editors wish to thank Joseph Romm, System Sciences’ Project
Director, for his intelligent guidance of the Conference itself
and his careful supervision of the project report to its comple-
tion. The contributors are also owed thanks for their conscien-
tious editing of transcripts and tendering of finished manu-
scripts.

Louise G. Richards, Ph.D.
Chief
Psychosocial Branch
Division of Research
National Institute on Drug Abuse
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INTRODUCTION
Louise G. Richards, Ph.D.

With this conference in Miami Beach, the epidemiology of non-
medical drug use and dependence came into its own. A total of
three national meetings had been held specifically on the subject
of the extent and patterns of drug abuse.* In the government’s
classification of research projects, epidemiology had been singled
out as a prime focus. At the time of the meeting, there were
already two active programs of drug abuse epidemiology, one in the
National Institute on Drug Abuse and the other in the Special
Action Office for Drug Abuse Prevention, under the leadership of
Dr. Mark Greene.** Since that meeting, specialized programs and
positions have become firmly established and are now devoted ex-
clusively to drug abuse epidemiology, both in Canada and the United
States.

The purpose of the Miami Beach Conference was to review the state
of research at the time, identify major problems and gaps, and
recommend new directions that should be taken. Geographically, it
was midway between Washington and San Juan. Also, conceptually
its purpose lay at a point between the extremes of the first na-
tional meeting on this subject held in San Juan in 1972, and two
later meetings in Washington, D.C. Columbia University’s School
of Public Health was the sponsor of the first meeting. It was
rich in intellectual fare, and created the first community of
scholars for this research area. The proceedings of the San Juan
conference still stand as the definitive conceptual work on the
subject (Josephson and Carroll, 1974). The second and third meet-
ings had practical purposes oriented toward specific plans or pro-
jects. Between these extremes, the agenda of the Miami Beach
meeting was devoted to evaluation of progress, reminders of the
hazards in the territory, and discussion of the precautions to ob-
serve if further advances were to be made.

*The term "drug abuse" is employed broadly here to include all
non-medical drug use, with recognition of the fact that not all
use results in adverse consequences.

**With the closing of the SAODAP, most of the active projects were
transferred to the N.I.D.A.



Because of the emphasis on review and assessment, the group was
small and consisted primarily of those who were actively engaged
in research at the time. They were and still are the leaders in
the field. Full reports of the participants’ research are not in-
cluded here, but references are given to many of the pertinent
publications available at that time or in the months since.

EIGHT QUESTIONS

Eight sets of questions were offered to the conference participants
as a scaffold for the meeting. These were questions that frequent-
ly teased and plagued officials responsible for reporting on drug
abuse in the nation and seemed to cry for answers from the research
community:

1. The first was an old but still unanswered question: What is
the extent of opiate addiction in the U.S.? How much of it
is hidden? What proportions are treated and untreated? HOw
much use is there at different levels of frequency and regu-
larity, from chipping to hard-core addiction?

2. How accurate are the sample survey data now abundant? More
specifically, how well do they reflect the actual extent of
use or abuse, in all groups? Can they accurately chart changes
over time?

3. How can the adverse consequences of drugs be measured as they
occur among users? Specifically, how many accidents result
from drug use? How many hospitalizations, bad trips and
deaths? Can the serious methodological problems be overcome?

4. How accurate are data on clients in treatment? Can this in-
formation be used for national allocation of resources?

5. Is it possible to predict drug abuse epidemics? Further, can
the next new fad be predicted?

6. Can states and cities assess their own drug abuse problems
accurately, at a reasonable cost? Is it realistic to try?

7. Are there indicators of drug abuse accurate enough to assess
incidence or prevalence? Of those currently used, which are
the best?

8. How can one resolve conflicting estimates of the same phenom-
enon?



OVERVIEW

It is fair to say that the conference participants, if they did
not answer these questions, made valiant attempts to address them.
At the same time, they commented on other developments of a con-
ceptual or philosophical nature, as would be expected of scientists
whose responsibility is to put practical questions in a thoughtful
context.

One conceptual issue was the state of operational definitions in
this field, dealt with by Elinson; another was the term "polydrug
use," covered by James Sample, both in Section I. A number of
philosophical questions raised by Nowlis in Section V gave pause
to the purposes of the entire endeavor, asking whether epidemio-
logical statistics can actually serve the cause of ameloriation of
drug abuse.

The methodological issues covered in Section II reiterated some
perennial difficulties in achieving high return rates and prevent-
ing bias, but authors Cisin and Robins also conveyed guarded opti-
mism about the possibility of obtaining high quality data from sur-
veys . Johnston and Kandel spoke on survey problems from experience
in conducting longitudinal studies over several years’ time, com-
menting on sample attrition, interpretation of changes, and adher-
ence to rules on protection of human subjects. Crawford and
Fitzpatrick related their experiences in looking at extent and na-
ture of drug use from a different angle: the observation of users
on the street. The shortcomings of validity and reliability often
present in household or classroom surveys seem less a problem in
observational methods, though these also fail to meet the ideal be-
cause they seldom achieve complete coverage of the population or
employ standard instruments.

Representatives of special indicator data sources commented on
their methodological problems of collection and interpretation.
Savitz discussed one of the oldest sources in use, arrests of drug
law violators. In connection with arrests, Newmeyer proposed the
use of price-and-property data on street drugs, as an important
clue to the state of a drug epidemic. Sells dealt with the prob-
lems of designing studies of treatment populations and with the
possibilities of use of such data when available. Gottschalk pre-
sented preliminary findings from a comprehensive survey of drug-
related deaths in major cities and Person described the National
Drug Abuse Warning Network (DAWN) from which data on other adverse
consequences such as hospitalizations are available. Alexander
and Minichiello discussing the utility of serum hepatitis figures
for estimating trends in drug use, were alternately pessimistic
and optimistic on the topic. Finally, Berkowitz threw out a seri-
ous challenge to the assumption of accuracy in the urinalysis data
used to screen or monitor drug abuse.



Once data are collected from a primary source, whether it is drug
users in households, in classrooms, on the street, in physicians’
offices, or in military settings, the estimation of extent and na-
ture of the behavior is not automatic. Statistical manipulations
of various kinds take place to portray the situation in a conven-
tional but technically correct form that can be understood and
used. These problems of relating and extrapolating data were undcr-
taken in Section III. Glenn argued that some efforts to produce
point estimates in numbers of persons, characterized in certain
ways, had been misleading because the standard error was not taken
into account. A second presentation by Greenwood pointed out the
possibilities of using addict register data for estimating the
total population of addicts, and Rootman commented on a number of
uses of the Canadian Narcotics Registry. Lukoff was critical of
the procedures used in keeping the New York Narcotics Registry up-
to-date and recounted the difficulties he encountered in trying to
use the Register for research purposes. Richman, on the other
hand, reported on his successful use of the Register in connection
with attempts to characterize treated addicts in ecological terms.
Sample also described the use of management information on clients
in treatment, in this case the nationwide Client Oriented Data
Acquisition Process (CODAP), as a research tool.

In Section III, Chambers inserted a summary of major trends from
the numerous state surveys conducted by Resource Planning Corpora-
tion, as an example of the product of epidemiological research.
He pointed to a number of findings showing concentrations of cer-
tain kinds of behavior in special populations, and gave an example
of how such data can engage treatment needs.

The final presentations of the meeting pointed toward possible new
directions for the future as well as toward the accomplishments of
the past. As mentioned earlier, Nowlis asked for a broader look
at drug abuse than the epidemiological framework provides. Kramer
suggested closer collaboration with epidemiological activity in
mental health, and McGlothlin urged the merging of information on
alcohol use with that of drug abuse for greater insight into
trends in substance use. McGlothlin also recommended more longi-
tudinal surveys in this field. Myrick described how the informa-
tion on government supported research was classified and how one
could find out about the types and amounts of research underway.

NEW INITIATIVES

With the opportunity to look back at accomplishments and expecta-
tions in Miami Beach, it is surprising how many of the eight ques-
tions are still waiting for answers. However, a number of salu-
tary advances have occurred that bode well for the future of this
enterprise. Taking each question in turn, the following new ini-
tiatives either have been completed or are progressing well:

1. A NIDA sponsored conference on heroin epidemiology was held at
Stanford University in February, 1976, the proceedings of



7.

which will be available in the near future (Rittenhouse 1976).
Also, a completed study by O'Donnell sheds new light on the
patterns of heroin use in a national sample of the population
at risk in recent years (O'Donnell 1976).

The first study measuring validity of the interview method for
incidence and prevalence of non-medical drug use in the gener-
al population has been completed (Abelson and Atkinson 1975).
The results do provide confidence in the use of interview ques-
tions for most substances, the major exception being the mea-
surement of heroin use. The National Survey of 1975 that fol-
lowed the validity study made possible a third point in time
for assessment of trends in use (Abelson and Atkinson 1975).
The survey is now on an annual basis with the completion of the
1976 report (Abelson and Fishburne 1976).

The research territory of adverse consequences is still in need
of development. A new initiative for developing guidelines and
questionnaire items for measuring drug use consequences has re-
cently been launched in NIDA.

The CODAP source of nationwide data on admissions to treatment
has improved its coverage of programs dramatically since the
Miami Beach meeting. Quarterly reports of admissions and other
aspects of treatment are now available from NIDA (NIDA 1976).

A method for predicting future drug epidemics or fads is still

primarily a hope and not an expectation, although a number of

investigators have been experimenting with techniques for post-
diction. Healthy debate goes on over the feasibility of use of
treatment admissions data for predicting the incidence of her-

oin use in the community (Richman 1976).

As many as thirty states have conducted surveys of drug abuse
to date and undoubtedly as many cities have done so too
(Richards and Glenn 1976). The cost of conducting a reliable
survey 1s high, and the expectation of obtaining trend data for
local areas is unrealistic, for the most part. Several inves-
tigators have explored means of using existing indicator data
for assessing need at the local level, but more development is
needed (Chambers and Hunt 1976). A beginning has been made to-
ward an index of drug abuse employing survey and census data,
but this too needs much more effort devoted to it (Cohen 1974).

A good deal of attention has been paid to the question of inter-
relations among indicators since the meeting (Person 1976). As
yet, there are no conclusive answers on which indicator, if
any, might be the most accurate. This initiative should even-
tually result in knowledge highly useful to the field.

There is still a visible gap in the estimates provided from
drug abuse surveys and from indicators. No one has been able

to link one to the other in a useful way, but it is a worthy
goal.



The examples of progress outlined above are satisfying indeed, but
the unanswered questions do not allow relaxation of efforts to im-
prove the state of the science.

THE "NUMBERS" CRITICISM

Throughout the Miami Beach meeting and at other meetings on the
epidemiology of drug abuse, the theme of "mumber numbness" fre-
quently appears. The theme is expressed in questions of why num-
bers seem important, and whether they lead to real understanding
or merely serve to satisfy reporters and politicians. These
queries led to some provocative discussion, and undoubtedly de-
served a larger portion of the agenda. Since the time was not suf-
ficient to expand on the theme at the meeting, some comments are
offered here.

Non-medical use and abuse of psychoactive substances continue to
evoke curiosity, fear and uncertainty, and continue as a topic for
political debate. Thus, requests and demands for numbers repre-
senting the size and scope of the phenomenon have not abated. The
need for numbers has been real and constant and admittedly con-
stituted one impetus for the Miami Beach meeting. It is a legiti-
mate need and the research community is a legitimate source of such
information. The objection seems to be that the desire for numbers
does not go far enough in providing an understanding of what the
phenomenon of drug abuse means for individuals, the society and the
culture. The implication is that numbers alone may short-change
the contribution that research could and should make to public un-
derstanding.

Undoubtedly there is danger in blind acquiescence to requests for
simple numbers representing the extent of drug use or abuse or
changes over time. Often the consumers of such statistics are not
interested in further explanation but only wish to comprehend size.
Yet the projects designed for epidemiological purposes are seldom,
if ever, limited to a few estimates of size. The surveys commis-
sioned by the government, for example, always include as many ex-
planatory variables as feasible and always report results by socio-
demographic correlates, at the least. Providers of estimates
should routinely offer adjunctive information along with numbers
to serve subtly as a kind of consumer education.

Even the numbers themselves can improve understanding, if couched
in the proper language. Numbers never stand completely alone -
they are always presented in a semantic context; that is, they are
always numbers of something. In earlier years of the current drug
abuse period (since 1965), numbers of drug abusers were almost al-
ways reported as those who had "ever used" a substance, a reflec-
tion of lifetime experience. Experts with intimate knowledge of
drug abuse knew that those numbers were an exaggeration of the ac-
tual "problem." Since then, there has been a slow, but definite
movement toward reporting current use along with lifetime experi-
ence, and reporting of new users or other measure of incidence



along with prevalence figures. In addition, the reporting from
DAWN and other monitoring systems complements the survey data on
non-medical use by emphasizing only the "abusive" features. Thus,
the types of numbers chosen for reporting and the accompanying
terminology in and of themselves, have improved general understand-
ing. It should be the practice of scientists to report as much as
possible of this context or qualifying data along with the simple
numbers requested by others.

The fact that the epidemiology of drug abuse has come into its own
does not mean that it is the whole story of the drug abuse phenom-
enon. Many psychosocial and clinical studies employing a myriad of
variables have been completed or are in progress and these will
ultimately have more elucidative importance than studies of the ex-
tent and nature of the behavior. Nevertheless, science has always
proceeded from description to explanation, and the description is
essential. The Miami Beach Conference has helped a number of
scientists do a better job of description in the ensuing years.
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I. ISSUES UNDERLYING INCIDENCE
AND PREVALENCE ESTIMATES



Status of Operational Definitions

Jack Elinson, Ph.D.

One of those "nuts and bolts" conferences that Louise Richards re-
ferred to took place about a year ago. One of the "nuts" present,
namely myself, felt that in the discussion about some of the gen-
eral problems affecting survey research in this field -- specifica-
tion of the population, sampling schemes, response rates -- the
question was raised as to whether there was any agreement on cer-
tain definitions of terms used in survey research on drug use.
The group agreed that there was no agreement on the way in which
sample surveys of general populations defined "drug usage." It
was felt that it might be useful to create an ad hoc committee to
work toward the possibility of achieving more comparable usage in
survey research, such that the knowledge gained could be more cu-
mulative than it is now.

Among the several questions posed by Louise Richards, this commit-
tee addressed the one on the utility of sample survey data. Util-
ity might be increased if definitions were more comparable. It
also addressed the issue of conflicting estimates, which has to do
not only with definition, but also with other things. These then
are the two major questions being addressed by this committee.
Some of those present there -- about ten people -- expressed a
special interest in forming themselves into an ad hoc committee
which has met now about three times. What is being given to you
here today is a report of these three meetings, and the extent of
work so far.

At the first meeting of this group -- five or six of whom are here
today -- the entire day was spent just discussing what drugs ought

10



to be paid attention to and what drugs should we be worried about,
without coming to agreement on that one day. Before the second
day’s meeting, which took place some months later, it was felt that
perhaps a review of existing studies (survey research in recent
years) that have dealt with the issue of drug use research be done
and be placed before the committee for an overview of the way in
which terms are actually used. Accordingly, a research associate
and I, and two students, reviewed some 50 studies which met cer-
tain criteria: for example, the study had to do with survey re-
search; it had to do with populations of a general sort -- not too
special; it had to do with a survey of both users and non-users;
these non-users had to be very prominently featured in the popula-
tion studied; and it had to have resulted in some publication of
an open variety, whether in printed form or in progress reports to
a government agency (that is, available to the general scientific
community, not merely inhouse or agency reports). Some fifty of
these met the criteria. You will notice the principal exclusion
were studies which dealt with known drug addicts. Definition of
terms required in studies of known drug addicts was much more spe-
cific, much more refined, and much more detailed than could be
applicable to general populations. It was felt that another com-
mittee, another group, should be concerned with that highly impor-
tant population of drug addicts or drug users in treatment, and
ways of approaching some comparability. In point of fact there
have been such efforts.

Approximately 15 concepts were identified. These were:

User, ever
Frequency/quantity
Onset of use

Recent or current use
Interest in trying, maintaining, or changing use
Typology of use
History of use
Polydrug use

Methods of use
Conditions of use
Reasons for use
Reasons for non-use
Effects

Pathology
Availability

000000 COO0O0OD0COO0OC

These fifty studies were reviewed with regard to their use of these
concepts and terms. dJust to show by way of illustration the varia-
tion that exists in even the most objective of these concepts,
namely "ever use" the following are some of the ways in which some
of the studies refer to it. These are among the various question-
naire phrasings: "Did you ever use (selective) drugs?" "Do you
now or have you ever used, or do not use now (selective) drugs?"
"Which drugs have you taken at least once when they were not pre-
scribed for you by a physician or received during medical treat-
ments, but you use larger doses or more frequently than directed
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and that you use with a specific intention of getting high?" (These
are all different surveys, not in the same survey.) "Up until to-
day, how many times have you used marihuana in any of its forms --
grass, pot, hash, etc.?" In another phrasing: "Have you ever used
this drug or class of drugs?" And an agree/disagree type of state-
ment: "During my lifetime I have used the following drugs without
a medical prescription," etc. This report, entitled the Operational
Definition of Terms of Drug Use Research, is merely a compilation
and an examination of the different ways in which terms have been
used in recent survey research.

Following the presentation of this report at the second meeting
various members of the ad hoc committee were assigned the task of
taking one of these concepts and working up "recommended" ways of
approaching it, with some rationale. The people who were involved,
just for the record, were: Denise Kandel on measurement of "ever
use" and frequency/quantity, Lee Robins on history of drug use,
John O’Donnell on effects of drug use, Charles Winick on typologies
of drug use, and Gail Crawford on conditions of drug use. Subse-
quent ly , the following were added: Louise Richards on measurement
of currency or recency, Lloyd Johnston on measurement of polydrug
use, and Mildred Bateman and Roger Meyer on a functional taxonomy
of drugs.

We have working papers from the group on these subjects and the next
meeting (the third) of the ad hoc committee, was supposed to deal
with reviewing these papers and coming to some recommendations.
Maybe you can anticipate what happened. We were able to deal with
only one of the papers in one day, namely the functional taxonomy
of drugs. These individualistic investigators undertook their
assignment in the way they do their work -- instead of coming up
with recommendations, they analyzed the problem further, looked at
the way things were conceptualized and suggested other ways of con-
ceptualization. The analysis was full of qualifications, limita-
tions, problematics and so on, which leads us a long, long way from
the accomplishment of arriving at some, not "standard," but even
some recommended, comparable use of terms in this field.

Prior to the meeting I ended the little report that we did on the
operational definitions of drug use with this paragraph which I
think still fits even after the meeting: "It is clear that in the
current stage of socio-cultural and socio-psychological research on
drug use, there is little consensus among investigators as to oper-
ational definition of the same concepts and terms. There is of
course more agreement with respect to some terms than others."
Still, T think Denise Kandel showed us in reviewing the more objec-
tive ones, such as frequency of use, that among ten or so investi-
gators there were not two who used exactly the same frequency-of-
use vocabularies, although some were transposable into the others.
Even in the case of objective experiences, it was remarkable how
many different ways concepts or terms are reported. It would seem
that at least in such cases a greater degree of consensus among the
investigators could be relatively easily achieved without sacrific-
ing either concepts or findings. That is the optimistic statement.
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In other cases, especially those which attempt to get at motiva-
tion, it is fairly obvious that a consensus would be more diffi-
cult to achieve.

We are now preparing for another meeting next month. This time
we are allowing two whole days in which we have six more concepts
to concern ourselves with. I think we still agree that we do not
yet have agreement.

(Editorial Note: The working papers referred to in Elinson’s
presentation have been published as Operational Definitions in
Socio-behavioral Drug Use Research, Jack Elinson and David Nurco,
eds., National Institute on Drug Abuse Research Monograph Series 2,
Rockville, Maryland, 1975.)

AUTHOR

Jack Elinson is Professor, Sociomedical Sciences, Columbia Univer-
sity, New York, N.Y.
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DISCUSSION

Dr. Richards: 1 should be corrected on the use of the word "Stand-
ard" in connection with Elinson’s Committee. That was wishful
thinking more than anything else. What advice do you have for peo-
ple who might be in the business of constructing a questionnaire or
initiating research in this field? You gave a gloomy conclusion
from the work up to this point. Do you have any advice?

Dr. Elinson: The first bit is just to be aware of what others have
done. That is partially covered in this document in which someone
looked at approximately fifty other studies and put it down --
awareness is first. The second thing -- I am not so gloomy about
it as you think because this is really early stuff, as far as epi-
demiology goes in the field. I have previously worked in the field
of cardiovascular disease where it took an international commission
perhaps ten years to arrive at some international definitions which
people might repair to. The question really is, as I see it,
whether or not this is a field in which one ought to strive toward
serious research such as that of vascular disease, in which case it
will take some time and effort to arrive at some consensus. Is it
worth that much? Or should it stay primarily pretty much where it
is -- the field of journalistic polling, the sociological fashions
in research? I mean this is what’s going on in these years. Of
(Izourse,dthe answer may be someplace in between; that’s about where
stand.

Dr. Robins: One of the problems we were hassling with was the prob-
lem of "current?" The definition varies between two weeks to a
year. Some people when they speak of a "user" are talking about
use within the last year. Some are talking about anytime in their
lifetime. Some are talking about a shot of something in the last
48 hours. These obviously are not comparable. The problem is com-
parability from one study to another.

Dr. Kramer: You don’t get involved in dosage or level of use and
so on?

Dr. Robins: That is another problem. That is more refined than

the one concerning use within an amount of time. The amount of
time is never the same from one study to the next.
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Dr. Johnston: 1If you are trying to address a particular question
and standard measures that exist are not going to do that, ob-
viously you are going to develop measurements appropriate for that.
On the other hand, I think that a lot of people develop measures
and really do not care much whether it is measure A, B or C; they
all sort of address the same general point the person wants to get
at. A provision that a set of standards be recommended in the
field would allow, for example, a number of studies all using "A"
to do a better job on integrating their findings. What the com-
mittee is trying to do is come up with recommendations that I think
make sense as general measures, where it is possible, and I suspect
in some of those areas we will conclude it is not possible, that
is, the investigators will have two different kinds of purposes.

Dr. Richman: In regard to the question of "abuse" in our New York
City area -- "use" brought low response; "try," "have you taken"
brought high response. Surveys should employ verbs other than

Dr. Robins: We had the same experience. We scratched out "use"
every time we used it. Quite often this is misunderstood. "Taken"
is still innocuous; however, next month that may not work.

Dr. Richards: 1 remember a really nice illustration of this soft-
ness in definitions in a study of marihuana taking or use, about
1968, which asked about people who had used it one or more times --
those people fell into the "ever used" group, of course. This in-
cluded some experimenters, and some with more frequent use. Then a
couple of years later, someone did a study which, because marihuana
use had increased so much, categorized people who had used it once
or twice as the "non-user" group. This shifting may not be going
on extensively now, but you feel that you are walking on eggs when
you compare these kinds of results.

Dr. Sells: T would like to make a few comments about some other
variables that might be relevant to a study of standard definitions.
One is the use of a manual of jargon that may accompany interview
questionnaires where the language varies widely. A second question
involves the method of data collection, e.g., self-report question-
naires; they may yield results quite different from interviews.
And finally I would like to ask Dr. Elinson what criteria he uses
for deciding on the appropriate definitions to adopt.

Dr. Elinson: On the issue of a manual of jargon, I think this use-
ful for educational purposes for the investigator. Such a manual
can get rather thick, especially if you go into other languages,
and other localities and over time. We have been having trouble
trying to adapt an English questionnaire which we use in the U.S.

to Puerto Rico, then back from Puerto Rico to high schools in New
York City where there are Puerto Ricans, Dominicans and Cubans. The
word for a pack of cigarettes becomes an issue worthy of an academy
of Spanish language. If it's for educational purposes, I say fine.
Let people be at least aware of the different kinds of jargon.
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On the business of self-report versus interviews, we will be coming
out with a report shortly on just this issue, at least in high
schools where we are concerned with the same question.* We thought
we were getting much higher yields of use of drugs in self reports
and questionnaires and honest questionnaires in classrooms in high
schools than we were in the interviews as reported in household in-
terviews around the country for people in this age group. It turns
out however, that when we tried it out in the same city using the
same population, the same sample, and these two different methods,
at least with the questions that we used at that level, there were
no significant differences.

On the issue of criteria, i.e., how are criteria in science devel-
oped for selection of measures? How did one finally decide to use
a platinum meridian bar tested at a certain temperature located in
Paris to be a measure of length of a defined sort? It came about
through an authoritative scientific body with consensus of that
scientific body. We are nowhere near that. That is why I differ
from Dr. Richards’ characterization: that is, it is pessimistic.

It is just a start and whether it’s worthy of this amount of effort,
is a question I put before all of you.

It’s not the accuracy that we are dealing with so much as compara-
bility where one investigator says that there is a relationship be-
tween A and B, and the second person says there is not. We would
be able to look at these two statements and appraise them in terms
of the fact that they are both talking about "A" and they are both
talking about "B," whereas if the second one is talking about "A"
and "B" then they are both true. Go back and solve Dr. Sell’s cri-
terion’in which you look at the data of each and every investiga-
tion, and it becomes an epic in itself, a poem, a piece of art, a
piece of sociological interpretation, a journalistic report. Each
is judged on its own merits, and everyone somehow arrives at a be-
lief in what is, or an understanding of what is going on. By lack
of cumulation, the basic scientific question is lost in the terms
of a unique phenomenon. If we can move toward cumulation, we need
to see some kinds of things that we can say are comparable. They
can be equally inaccurate. Precision should only be precise for a
purpose. You want also to avoid creating straightjackets, stand-
ards, dogma. We don’t want this to become something which every
applicant or grant application must use or else they won’t get their
grants.

Dr. Kramer: Since you are dealing with epidemiologic issues, there
are a few epidemiological indicators we are talking about. I think
these must be defined so you know what you are getting and compar-
ing and what these measures in two different populations might in-
deed mean. If I might put the three or four terms on the board it
might help clarify some of the issues involved, because this prob-
lem of "ever use" or "ever tried" is comparable to the concept that

*Anne Zanes and Euthenia Matsoukas. Comparison of reported drug
use in self-administered questionnaires at home and school. Arti-
cle submitted for publication, 1976.
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was introduced into psychiatric epidemiology which is called life-
time prevalence. Then you also have the other forms of prevalence
which would be the point prevalence and we have another concept
called interval prevalence. All of these things are functions of
the rate at which the thing that you are looking at will occur,
which is called incidence. They are also related to a variable
called duration. Lifetime prevalence simply means, just generally
speaking, how many people have ever had a history of doing some-
thing. If you go into a population as of today, you would ask how
many people had used a given drug. It is a function of the inci-
dence and the duration which is also a function of mortality in a
population. I was trying to think of a drug that might have a zero
lifetime prevalence in a live population -- cyanide is one. Go in-
to a population and ask how many people have ever used sodium cya-
nide or potasium cyanide and you’ll find a zero prevalence. Here
you get into the concept of mortality, because in certain popula-
tions you may find that people are dying off more rapidly than in
another population for a variety of reasons -- whether using drugs
or not -- so this duration does have an effect. Also if you are
looking at institutional populations versus the general population
you have another problem. Because if you have everybody who has
ever used a drug in prison and you are doing a population survey,
you would never find a lifetime prevalence in the general commun-
ity. The same thing is true of any kind of condition that has a
very high fatality rate. If you go into a population where any-
body who had developed an abnormality was killed off, you would
find a zero prevalence in that particular population. Point pre-
valence means how much do you have as of a given point in time?
And that would mean -- are you looking for people who are actually
using the drug as of today or used it in some prior interval, etc.
So as of a given point in time, interval means what it says -- how
many people were doing something within that interval? That could
be one year, six months, one day or whatever it may be. It depends
on the question you are asking. Incidence would mean the rate at
which people are first using a compound or whatever it may be with-
in some defined interval of time, Duration gets involved in any of
these things because it relates to how long are you interested in
studying this, due to the fact that prevalence is a function of
interval times duration. I do not see how you can get away from
raising the question of what it is you really want to measure. If
you're measuring it in two different groups, and you get lifetime
prevalence, you want to determine whether it is due to differences
in incidences or duration and also take into account the fatality
rate. So I do think you have to define which epidemiological indi-
cator you want to use and why you want to use it in order to get
comparable measures. I think it’s important to keep these measures
in mind because they have led to a lot of confusion in psychiatric
epidemiology. If you get into societies where people have a very
high fatality rate, for any reason -- for example in dealing with
Putting people in institutions and institutional care being terri-
ble, and people dying off very rapidly -- you are getting into that
kind of a comparison. So I do urge you to think through the kinds
of measures you are trying to get in order to determine what you
want to do in terms of standardizing your definitions.
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Dr. Greenwood: 1 am interested in both of these problems of pre-
valence and incidence and I think I understand what you have been
saying. And, I would like to tell you my definition. Prevalence:
in a given, stated interval of time it is the number of people who
have that property sometime during that interval. Incidence is the
same, practically: it is the number of new ones who come in during
that interval. That is unequivocal, too. Both of the past in-
vestigations I have done have been based on the theory of probabil-
ity; it is basically the probability that a given person with a
property will do so and so, e.g., get arrested, etc. The basic as-
sumption is equal probability in equal time for all addicts.

Dr. Gottschalk: 1 want to address myself also to the question of
definitions. What is a drug? Is alcohol a drug? What is abuse?
Was the drug prescribed? Was the prescription made out to the per-
son or someone else? Are drugs to be limited to the illegal which
in my opinion are just a small portion of the problems related to
abuse. There needs to be some clarification of what constitutes
drug abuse.

Dr. Elinson: This Committee has not dealt with the issue of abuse
but we hope to be able to say something about the medical or non-
medical conditions under which drugs are used. Onme further ques-
tion with reference to a given concept: Even after agreement has
been reached on its definition, how do you operationalize it?
Again, this practical issue varies from investigator to investiga-
tor and the need for consensus exists.
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Concept of Polydrug Use

C. James Sample, Ph.D.

Charged with the responsibility to present a paper on polydrug use
following a paper by Dr. Elinson on Operational Definitions, I had
hoped for some assistance in defining what is meant by the term
polydrug use. Currently used definitions of polydrug use or abuse
cover a wide range, with no real consensus favoring any one defini-
tion. These definitions range from the NIDA treatment definition
of use of an illegal drug or drugs other than the opiates to a def-
inition more common to the literature reflecting use of many drugs
without necessarily a strong preference for any particular drug.
At the risk of adding still another definition to the long list, I
will use the term polydrug abuse to mean the use of more than one
drug, excluding heroin, which are used simultaneously and with a
frequency of use of at least once per month. Regular use of heroin,
regardless of how many other drugs are also used will not be clas-
sified as polydrug use for my purpose here. It is recognized that
this definition is no better or worse than many others. The defi-
nition of polydrug use will vary depending on the subject matter
and purpose for which it is being used. The intention of this pa-
per is to establish the trends in polydrug use as defined above,
utilizing as many data sources as possible.

Other than various surveys that have been done, there is no cur-
rently available data source that accurately or appropriately ad-
dresses polydrug use. The Drug Abuse Warning Network (DAWN), for
example, may be the only data source with the potential to accur-
ately reflect trends in polydrug use. However, because of the con-
centration on drug mentions rather than episodes, it is not possi-
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ble to obtain recurring information on the combinations of drugs
being used. Medical Examiner reports from the DAWN system showed
that of the 933 drug related deaths during April, May and June of
1974, 69 percent involved use of more than one drug. These data
are consistent with reported drug abuse treatment data reported
below, but should not be considered to represent polydrug users.

The Client Oriented Data Acquisition Process (CODAP) provides cur-
rent data on the combinations of drugs used by clients as they en-
ter treatment. With any self-reporting system it is often diffi-
cult to distinguish between minor differences in the interpretation
of responses. The largest problem of concern here is the distinc-
tion between historical use and concurrent use of various drugs.
Clients upon admission to treatment have a tendency to overstate
their drug problem. In the revised CODAP system we have attempted
to be more specific in obtaining responses as to their current
drug use. This will be covered below.

Table 1 provides the primary drug of abuse on admission reported
under CODAP between April 1973 and December 1974. Most noteworthy
is the decline in the relative importance of heroin admissions and
the increasing importance of marihuana and hashish as the primary
drug problem of clients admitted. The drug categories of illegal
methadone, other opiates, barbiturates, and amphetamines have main-
tained the same relative importance. Clients admitted for alcohol
abuse have nearly doubled in relative importance but still account
for only 5.1 percent of the clients admitted to treatment under
CODAP. This provides a rough description of the trends identified
by CODAP since its inception in 1973.

TABLE 1

PERCENTAGE DISTRIBUTION OF REPORTED PRIMARY DRUG USE
APRIL 1973 THROUGH DECEMBER 1974
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Apr. - Jun. 1973 62.9 0.9 1.8 7.0 4.0 2.7 12.2
Jul. - Sep. 1973 62.1 1.4 2.0 6.1 5.2 2.6 11.5
Oct. - Dec. 1973 55.4 1.4 1.8 6.6 4.5 3.3 14.7
Jan. - Mar. 1974 55.5 1.3 1.7 5.9 4.5 4.7 15.3
Apr. - Jun. 1974 58.7 1.3 1.5 4.8 4.0 4.6 15.0
Jul. - Sep. 1974 56.7 1.2 1.6 4.8 4.0 5.1 15.2
Oct. - Dec. 1974 48.7 0.4 2.4 5.1 5.6 5.1 21.1

SOURCE: CODAP Quarterly Summary Reports
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Opiate use of clients admitted to treatment has generally not been
in combination with non-opiate use. Tables 2 and 3 provide data

on the combinations of opiate use and non-opiate use for the quar-
ters April through June 1974 and October through December 1974,
respectively. There is little difference in the relationships
shown for these two quarters. In each case, more than 95 percent
of the reported heroin use is as the primary drug problem.* The
use of illegal methadone and other opiates is either as a primary
drug or as a secondary or other drug to heroin. As shown by the
last column of Tables 2 and 3, opiates are not generally used as

a secondary or other drug to the non-opiate. Where these are re-
ported as secondary to non-opiates, I must assume that they are
used less often than once per week to be consistent with the defini-
tion expressed above. This is an assumption and cannot be supported
by available data at this time.** However, this assumption may not
be unreasonable. Consistently, 20 percent of the reported heroin
users have reported use of this drug less often than once per week.

TABLE 2

COMBINATIONS OF OPIATE AND NON-OPIATE USE
(CODAP Admissions, April through June 1974)

Used as Used as
Secondary  Secondary
or Other or Other

Total Drug with  Drug with
Reported Used as an Opiate Non-Opiate
Category Use Primary as Primary as Primary
Heroin 18,707 17,859 223 625
Illegal
Methadone 1,812 409 1,302 101
Other
Opiates 1,600 448 983 169
(PERCENT)
Heroin 100 95.5 1.2 3.3
Illegal
Methadone 100 22.6 71.6 5.6
Other
Opiates 100 28.0 61.4 10.6

SOURCE: Calculated from the CODAP National Summary Report for
April through June 1974.

*This is subject to the limitations presented in another discus-
sion in this volume entitled "Institutional Data -- CODAP"
(Section III).

**The revised CODAP system, however, does have the capability to
test this assumption.
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TABLE 3

COMBINATIONS OF OPIATE AND NON-OPIATE USE
(CODAP Admissions, October through December 1974)

Used as Used as
Secondary  Secondary
or Other or Other

Total Drug with  Drug with
Reported Used as an Opiate Non-Opiate
Category Use Primary as Primary as Primary
Heroin 8,584 8,341 79 164
Illegal
Methadone 272 71 187 14
Other
Opiates 885 404 399 82
(PERCENT)
Heroin 100 97.2 0.9 1.9
Illegal
Methadone 100 26.1 68.8 5.1
Other
Opiates 100 45.6 45.1 9.3

SOURCE: Calculated from Table 8 included in this paper.

Tables 4 and 5 provide an estimate of polydrug abuse based in the
definition expressed earlier. Data are provided for the periods
April through June 1974 and October through December 1974 and are
also based on CODAP reports. Although there has been some shift-
ing in the relative importance of some drug categories between
these periods, the estimate that 22 percent of CODAP admissions
fall into the category of polydrug users as defined for this paper
is consistent for the two quarters. In each case, 8.8 percent of
the defined polydrug users report marihuana or hashish as their
primary drug for which treatment was sought. Discounting the mari-
huana clients as probably not in need of drug abuse treatment --
which is also the current NIDA policy -- leaves approximately 14
percent of treatment admissions classified as polydrug users in
need of treatment. These are listed by reported primary drug type
by Tables 4 and 5. The specific combinations of non-opiate drugs
used will be discussed below at which time we can further define
the need for polydrug treatment.
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Alcohol
Barbiturates
Amphetamines
Cocaine
Marihuana
Hallucinogens
Psychotropics
Inhalants

Non-RX Over
the Counter

TOTAL

TOTAL LESS
MARIHUANA

TABLE 4

POLYDRUG ABUSE WITH NON-OPIATES AS THE PRIMARY DRUG
(CODAP Admissions, April through June 1974)

Percent of

Admission
Percent of Consistent
Percent Admission with
Total of Reporting Definition
Clients with Total Only of Polydrug
Primary Drug  Admission Primary Use
1,385 4.6 2.4 2.2
1,474 4.8 1.0 3.8
1,216 4.0 0.6 3.4
301 1.0 0.2 0.8
4,574 15.1 6.3 8.8
778 2.6 0.4 2.2
222 0.7 0.4 0.3
234 0.8 0.4 0.4
60 0.2 0.1 0.1
10,244 33.8 11.8 22.9
13.9

SOURCE: Calculated from the CODAP National Summary Report for
April through June 1974.

23



TABLE 5

POLYDRUG ABUSE WITH NON-OPIATES AS THE PRIMARY DRUG
(CODAP Admissions, October through December 1974)

Percent of

Admission
Percent of Consistent
Percent Admission with
Total of Reporting Definition
Clients with Total Only of Polydrug
Primary Drug  Admission Primary Use
Alcohol 866 4.9 2.8 2.1
Barbiturates and
Other Sedatives 1,217 6.9 1.9 5.0
Amphetamines 954 5.4 2.2 3.2
Cocaine 178 1.0 0.4 0.6
Mar ihuana 3,619 20.4 11.6 8.8
Hallucinogens and
Psychotropics 549 3.1 0.9 2.2
Inhalants 281 1.6 0.9 0.7
Non-RX Over the
Counter 84 0.5 0.3 0.2
TOTAL 7,748 43.7 21.0 22.7

SOURCE: Calculated from Table 8 included in this paper.

Although a clear understanding of the current drug use patterns is
important in order to establish the size and type of treatment re-
sources needed, knowledge of trends or changes in trends is also
important. Prior to the implementation of CODAP the most complete
and respected drug abuse treatment data base was the Drug Abuse Re-
porting Program (DARP) operated by Dr. S.B. Sells. The research
results of this effort have recently been published in a two volume
series.® In an analysis of polydrug patterns, Sells and Simpson de-
fine multiple or polydrug users as:

Users who reported using at least three of six drug classes
(excluding heroin and other opiates). The polydrug users

who reported no use or less than weekly use of heroin were
placed in . . . (a "poly" classification), while those who
reported more frequent use of opiates were placed in . . .
(a pattern termed "poly plus opiates").**

* S.B. Sells, The Effectiveness of Drug Abuse Treatment, Volume I,
Evaluation of Treatments and Volume II, Research on Patients
Treatments and Outcomes. Ballinger Publishing Company: Cambridge,
Mass., 1974.

** S.B. Sells, Volume 2, pp. 180-181.
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These definitions differ from the one used here, but, at admitted
risk, I will draw some comparisons. Table 6 sets forth these com-
parisons, some of which are more valid than others. The most valid
and the most frequent category in both reporting systems is the use
of heroin alone. The DARP system for the period June 1969 through
June 1971 records this category of use as representing 28.3 percent
of admissions, CODAP for the quarter October to December 1974 is
29.6 percent of admissions. No drug use reported under DARP was
6.9 percent of admissions whereas CODAP shows this at 2.9 percent
of admissions. The use of heroin and cocaine or marihuana does not
seem to have changed much over the last four years. It is diffi-
cult, with the currently available data summaries from the revised
CODAP system, to accurately calculate similar information from the
DARP summaries when three or more drugs used in combination are de-
fined. Therefore, I have attempted to define rough ranges for
these two cases. In each of these cases shown on Table 6, the DARP
estimate falls within the range estimated from CODAP. The defini-
tion of polydrug used by DARP is too different from that used here
to draw any really valid comparison.

TABLE 6
COMPARISONS OF DRUG USE PATTERNS

(percent of admissions)

DARP CODAP

DRUG USE TYPE 6/69 - 6/71 9/74 - 12/74
Heroin Only 28.3 29.6
Poly and Opiates 13.3 10.6 - 17.5*
Heroin and Cocaine 8.8 6.9
Heroin and Marihuana 7.8 10.5
Opiates plus Non-Opiates 7.8 <15%*
Heroin, Cocaine, Marihuana 7.3 6.6 - 12.5%*%*
No Use 6.9 2.9
Polydrug 4.9 -

*This range was estimated based on data from Table 8 included in
this report. The higher estimate is based on the number of
opiate wusers also reporting other drug use. The lower estimate
excludes opiates as secondary or other drug use.

**Only the upper limit of this category can be calculated with
current outputs from the revised CODAP system although the sys-
tem is capable of providing this data.

***This range was calculated from the source document from which
Table 8 included in this report was calculated. The lower esti-
mate assumes that, in CODAP terminology, cocaine was used as a
secondary drug and marihuana was used as the other drug. The
higher estimate relaxes this assumption by including heroin and
cocaine and heroin and marihuana.
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Admittedly, these comparisons are not precise and with a few ex-
ceptions are subject to interpretation. However, I believe that
the data do show significant consistency in that it is unlikely
that there have been major changes in drug use patterns between
the periods covered by these two data systems.

I mentioned earlier that clients have a tendency to overstate drug
use at the time of admission to treatment. Tables 7 and 8 estab-
lish this trend. Table 7 provides reported drug use combinations
regardless of whether or not any frequency of use of the secondary
or other drugs at the time of admission is reported. Table 8 pro-
vides the same information, but requires that the secondary or
other drugs are used at least once per month at the time of admis-
sion. As can be seen from comparison of these two tables, the use
of only the primary drug and no others increases from 41 percent
(Table 7) to 55 percent (Table 8). More dramatically, the use of
heroin alone increases from 48 percent to 62 percent of all heroin
admissions or from 23.6 percent of total admissions to 30.6 percent
of total admissions. This relationship holds for most of the pri-
mary drug problems reported.

The picture of multiple drug use of non-opiates is primarily one
where marihuana or hashish is reported as one of the drugs being
used (Table 8). These combinations, in order of relative impor-
tance consist of:

Percent of

Total
Drug Combinations Number Admissions

Marihuana and Alcohol 1,056 6.0
Amphetamines and Marihuana 716 4.1
Marihuana and Hallucinogens 666 3.8
Marihuana and Barbiturates 666 3.8
Barbiturates and Alcohol 253 1.4
Amphetamines and Alcohol 224 1.3

Based on the definition of polydrug abuse set forth above, polydrug
users in need of treatment currently account for 13.9 percent of
total admissions (Table 4). However, this 13.9 percent estimate
was based on the assumption that the primary drug problem was a non-
opiate, excluding marihuana and that there was also an additional
drug problem. As can be seen from the drug combinations listed
above and from Tables 8A and 8B, marihuana is listed in highest fre-
quency as the secondary or other drug to the non-opiate primary
drugs reported.

The current treatment population, on the basis of these data, may
therefore be characterized as:

0  consisting of 50 percent heroin users of which 62 percent use
no other drug at the time of admission.
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COMBINATION OF DRUG USE REPORTED AT ADMISSION TO TREATMENT: TOTAL DRUG PROBLEMS REPORTED

TABLE

7A

(October - December 1974)
SECONDARY AND OTHER DRUGS -

TOTAL _REPORTED DRUG USE*

PRIMARY TOTAL OTHER OTHER
DRUGS PRIMARY NONE _ HEROIN METH. OPIATES ALCOHOL BARB. SED. AMPH.  COCAINE MARIJ. HALLUC. INHAL. _Q-T-C  OTHER
NONE 521 521 B
HEROIN 8,341 4,033 254 583 590 1,134 182 518 1.183 1,795 362 12 67 27
ILLEGAL METHADONE 71 13 38 11 2 16 5 2 3 7 6 0 6 0
OTHER OPIATES 404 132 91 7 23 101 32 46 18 68 34 3 4 2
ALCOHOL 866 314 28 0 2 113 45 69 11 330 60 6 9 150
BARBITURATES 878 151 80 7 31 203 95 190 38 349 133 11 16 16
OTHER SEDATIVES 339 110 8 0 10 84 36 48 12 109 24 2 6 6
AMPETAMINES 954 152 73 2 32 187 164 44 59 497 234 9 3 22
COCAINE 187 31 34 1 5 19 38 4 28 75 33 1 1 11
MARIJUANA 3,619 1,302 104 7 52 879 529 133 478 108 636 58 25 533
HALLUCINOGENS 549 65 24 2 14 81 127 32 135 30 327 7 1 1
INHALANTS 281 144 5 0 0 39 25 7 18 3 89 13 5 0
OVER-THE-COUNTER 30 19 2 0 00 3 3 2 0 0 3 0 1 1
OTHER 84 42 16 0 2 9 7 0 8 3 13 5 1 1
TOTAL 17,115 17,029 503 280 742 2,119 2,293 581  1.540 1.468 3,662 1,540 111 144 799

* Drug use reported at admission may have been

discontinued prior to admission.
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TABLE 7B

COMBINATION OF DRUG USE REPORTED AT ADMISSION TO TREATMENT: TOTAL DRUG PROBLEMS REPORTED
(October - December 1974)

Percent

PERCENT OF SECONDARY AND OTHER DRUGS BY PRIMARY DRUG CATEGORY -.- TOTAL REPORTED DRUG USE *

PRIMARY TOTAL OTHER OTHER

DRUGS PRIMARY NONE HEROIN METH. OPIATES ALCOHOL BARB. SED. AMPH. COCAINE MARIJ. HALLUC. INHAL. O-T-C OTHER
NONE 521 100 _ _
HEROIN 8,341 48.4 - 3.0 7.0 7.1 13.6 2.2 6.2 14.1 21.5 4.3 0.1 0.8 0.3
ILLEGAL METHADONE 71 18.3 53.5 - 15.5 2.8 22.5 7.0 2.8 4.2 9.9 8.4 0.0 5 0.0
OTHER OPIATES 404 32.7 22.5 1.7 - 5.7 25.0 7.9 11.4 4.5 16.8 8.4 0.7 1.0 0.5
ALCOHOL 866 36.3 3.2 0.0 0.2 - 13.0 5.2 8.0 1.3 38.1 6.9 0.7 1.0 17.3
BARBITURATES 878 17.2 9.1 0.8 3.5 23.1 10.8  21.6 4.3 39.7 15.1 1.3 1.8 5.2
OTHER SEDATIVES 339 32.4 2.4 0.0 2.9 24.8 10.6 14.2 3.5 32.2 71 0.6 1.8 1.8
AMPHETAMINES 954 15.9 7.7 0.2 3.6 19.6 17.2 4.6 6.2 52.1 24.5 0.9 0.3 2.3
COCAINE 178 17.4 19.1 0.6 2.8 10.7 21.3 2.2  15.7 .- 42.1  18.5 0.6 0.6 6.2
MARIJUANA 3,619 36.0 2.9 0.2 1.4 24.3 14.6 3.7 13.2 3.0 17.6 1.6 0.7 14.7
HALLUCINOGENS 549 11.8 4.4 0.4 2.6 14.8 23.1 5.0 24.6 5.5 59.6 - 1.3 0.2 0.2
INHALANTS 281 51.2 1.8 0.0 0.0 13.9 8.9 2.5 6.4 1.1 31.7 4.6 — 1.8 0
OVER-THE-COUNTER 30 66.3 6.6 0.0 0.0 10.0 10.0 6.6 0.0 0.0 10.0 0 3.3 3.3
OTHER 84 50.0 19.0 0.0 2.4 10.7 8.3 0 9.5 3.6 15.5 6.0 1.2 0.0 —
TOTAL 17,715 41.1 2.9 1.6 4.3 12.4 13.4 3.4 9.0 8.6 21.4 9.0 0.6 0.8 4.7

* Drug use reported at admission may have been discontinued prior to admission.
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TABLE 8A

COMBINATIONS OF REPORTED DRUGS USED AT ADMISSION TO TREATMENT:
SECONDARY AND OTHER DRUGS USED AT LEAST ONCE PER MONTH

(October - December 1974)

SECONDARY AND OTHBR DRUGS -- FREQUENCY OF USE IS AT LEAST ONCE PER MONTH AT ADMISSION

PRIMARY TOTAL OTHER OTHER

DRUGS PRIMARY NONE _ HEROIN METH. OPIATES ALCOHOL BARB. SED. AMPH. COCAINE MARIJ. HALLUC. INHAL. O-T-C_OTHER
NONE 521
HEROIN 8.341 5,239 - 184 395 492 745 140 274 823 1,391 224 7 45 9
ILLECAL METHADONE 71 34 18 - 4 2 14 5 1 3 5 4 0 3 0
OTHER OPIATES 404 215 61 3 18 68 24 28 10 55 22 2 3 2
ALCOHOL 866 490 13 0 0 - - 79 36 45 6 275 32 3 9 1
BARBITURATES 878 343 46 5 18 174 - - 79 135 27 284 88 9 12 2
OTHER SEDATIVES 339 164 2 0 6 68 28 - - 29 8 93 11 1 4 3
AMPHETAMINES 954 384 20 2 12 149 118 29 - - 36 409 136 4 1 4
COCAINE 178 73 19 0 2 16 30 4 19 - - 57 21 1 1 2
MARIJUANA 3,619 2,057 42 5 33 781 382 99 307 65 -- 391 46 19 10
HALLUCINOGENS 549 165 11 2 10 71 89 24 102 19 275 - - 7 1 1
INHALANTS 281 163 1 0 0 37 17 5 13 2 80 5 - 3 0
OVER-THE-COUNTER 30 22 1 0 0 2 2 1 0 0 2 0 0 1
OTHER 84 59 9 0 1 7 5 0 6 0 9 4 0 0

TOTAL 17.115 9.408 243 201 481 1.817 1,577 446 959 999 2,935 938 80 101 35
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TABLE 8B

COMBINATIONS OF REPORTED DRUGS USED AT ADMISSION TO TREATMENT:
SECONDARY AND OTHER DRUGS USED AT LEAST ONCE PER MONTH
(October - December 1974)

Percent

PERCENT OF SECONDARY AND OTHER DRUGS USED BY PRIMARY DRUG CATEGORY --
FREQUENCY OF USE IS AT LEAST ONCE PER MONTH AT ADMISSION

PRIMARY TOTAL OTHER OTHER

DRUGS PRIMARY NONE HEROIN METH. OPIATES ALCOHOL BARB. SED. AMPH. COCAINE MARIJ. HALLUC. INHAL. _ O-T-C__OTHER
NONE 521 100.0
HEROIN 8,341 628 - 2.2 4.7 5.9 8.3 L7 3.3 9.9 16.7 2.7 0.1 0.5 0.1
ILLEGAL METHADONE 71 47.8  25.4 - 5.6 28  19.7 7.0 14 4.2 7.0 5.6 0.0 4.2 0.0
OTHER OPIATES 404 53.2  15.1 0.7 4.5 16.8 5.9 6.9 2.5 13.6 5.4 0.5 0.7 0.5
ALCOHOL 866  56.6 15 0.0 0.0 - 9.1 42 5.2 0.7 318 3.7 0.3 1.0 0.1
BARBITURATES 878 39.1 5.2 0.6 2.1 198 - 9.0  15.4 3.1 32.3  10.0 1.0 1.4 0.2
OTHER SEDATIVES 339 484 0.6 0.0 1.8 201 8.3 .- 8.6 2.4 27.4 3.2 0.3 1.2 0.9
AMPHETAMINES 954 40.3 2.1 0.2 1.3 156 124 3.0 3.8 42,9 14.3 0.4 0.1 0.4
COCAINE 178 41.0  10.7 0.0 11 9.0  16.9 2.2 10.7 - 32.0 11.8 0.6 0.6 1.1
MARIJUANA 3,619 5658 17 0.1 9.9 21.6  10.6 2.7 85  'L.8 10.8 1.3 0.5 0.3
HALLUCINOGENS 549 30.1 2.0 0.4 1.8 12,9  16.2 4.4 186 3.4 50.1 1.3 0.2 0.2
INHATANTS 281 58.0 0.4 0.0 0.0 132 6.0 18 4.6 0.7 28.5 18 1.1 0.0
OVER-THE-COUNTER 30 733 3.3 0.0 0.0 6.7 6.7 3.0 0.0 0.0 6.7 0.0 0.0 3.3
OTHER 84  70.2 10.7 0.0 1.2 8.3 6.0 0.0 7.1 0.0 10.7 4.8 0.0 0.0
TOTAL 17,715 55.0 14 1.2 2.8 106 9.2 2.6 5.6 5.8 171 5.5 0.5 0.6 0.2



o consisting of 21 percent that list marihuana as their primary
presenting problem. Of these marihuana users, 57 percent re-
port using no other drug at the time of admission.

0 consisting of very few polydrug users in need of treatment as
this term is defined in this paper.
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II. PROBLEMS IN DATA ACQUISITION



Surveys of General Populations

Ira H. Cisin, Ph.D.

My subject is data acquisition in surveys of general populations
and my objective is to remind you of two important and unpleasant
facts:

First: if your objective is to estimate the prevalence of a phe-
nomenon in a population, a samply survey is the only game in town;
there are no substitutes for a survey based on a rigorously designed
random (probability-based) sample; and

Second: the job of conducting a sample survey is full of problems;
and the problems seem to be getting worse as time goes by.

It should not be necessary in the year 1975 to issue pious pronounce-
ments on the necessity for random sampling. The statistical theory
is clear: only a random sample can provide unbiased estimates for
the population; and only a random sample can provide the researcher
with the power to make probabilistic statements about the relation-
ship between sample estimates and population values. We do not pre-
tend that any one random sample will accurately reflect a popula-
tion value; we do assert that only a random procedure can arm us
with knowledge of the probability of being wrong -- and by how much.
None of the shortcut inexpensive methods can give us that much
power.

Because of the expense of random sampling, the search for less ex-
pensive substitutes has been unremitting. We hear about quota sam-
ples, about "modified" probability samples (which are comparable to
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a "modified" tomcat) , and about the ingenious application of multi-
variate techniques to aggregates of clinic patients or other volun-
teers in an attempt to use what is readily and cheaply available.
Without laboring the point, I think it is unnecessary to remind this
audience that all such procedures involve the bias of self-selection
or the analogous bias of selection by interviewer and thus provide
estimates that cannot legitimately be defended.

Some quite sophisticated researchers argue that the requirement for
random sampling is less important if we are studying relationships
than it is when our primary interest is in population estimates or
projections . This argument has a kind of specious appeal until we
remember that it is true only under certain restrictive assumptions
or conditions, which include perfect homogeneity within strata and
strict linearity in the relationships being studied. There may be
circumstances under which these assumptions are tenable, but I have
never encountered those circumstances.

So the escape routes are cut off and we are stuck with the require-
ment for honest-to-goodness random sampling in surveys. Let us
turn now to some of the problems we are encountering in trying to
carry out such surveys in the field of drug use.

The first of these problems is characteristic of all sample surveys
these days -- the lack of cooperation from respondents. In years
past, sample surveys were a novelty; people were flattered and
pleased to be asked about themselves; the interviewer was welcomed
into the household. Now we seem to be suffering from a new atmos-
phere of suspicion and distrust; doors are double-locked; the inter-
viewer is an invader who, for nefarious reasons is abridging the
privacy of the selected respondent. You are welcome to speculate
on the reason for this change, but the fact is that the novelty has
worn off, the flattery doesn’t work and the interviewer needs some
salient justification beyond the researcher’s curiosity. More and
more we hear: "What’s in it for me?" from our respondents.

As recently as the early 1960’s, we were able, with diligent effort
and a lot of money, to produce a 90 percent response rate in a pre-
designated random sample of the general population (I am not talk-
ing about special populations, where special pressures can be
brought). Certainly we were worried about the biasing effect of the
missing ten percent, but we consoled ourselves with the fact that
they couldn’t change our estimates by much. At any rate, 90 percent
was about as high as our response rate ever went.

Now, with similar effort, we can produce a response rate of about 75
percent in the general population and considerably less in certain
definable segments of the population. When we remember that the ones
that get away -- the non-cooperators -- are quite likely to include
some of the most interesting cases, we may well worry about the qual-

ity of the population estimates that we make based on the coopera-
tive respondents.



The rapid decline in the rate of cooperation in the general popu-
lation is of great concern to all those who conduct surveys; the
market research people, the statistical association, the sociolo-
gists and the public opinion research association are all casting
about for solutions -- but so far all I have heard is a lot of
groaning and mutual sympathy. So much for the overwhelming prob-
lem of non-cooperation.

In the field of drug use, those who conduct surveys have a special
worry. We know how to do sample surveys of household populations.
If the people would cooperate, we know how to take a sample, we
know how to contact them, and so on. But it seems obvious that the
household population may be a relatively unimportant target popula-
tion in the field of drug abuse relative to the floating population.
And we don't know how to do sample surveys in what may be the most
important population of drug abuse, the floating population.

The next problem to which I would like to draw your attention is the
problem of conceptualization in the planning of survey content.
One of the first discoveries I made in the field of drug abuse is
that there is a very large and varied list of behaviors that we are
concerned about. Merely inventing the term "drug abuse" does not
create a homogeneous concept. When we set out to study the inci-
dence and prevalence of drug abuse we ask ourselves: what behavior
qualified as drug abuse and what behavior does not qualify as drug
abuse? By the time we finish our list of things that qualify --
the variety of human behavior that we are regarding as problematic,
that we are regarding as deviant -- we have a very long list. This
is a practical problem. We have such a long list of different
things that we are studying that we cannot study any part of the
list in any great depth. Doing a big national survey is expensive.
When you are dealing with face to face interviews in the household
population, you don't have three hours in which to collect data,

or your response rate is going to go down even lower. You have per-
haps 40 minutes to an hour. If you have a very long list of things
you are trying to ask about, about all that you can do with respect
to each kind of behavior is ask primitive, simple questions; and
that is what we are doing. We can't have breadth of coverage of
long lists of varied behaviors and go into any one of them in any
depth.

I have one other conceptual problem here that may be of interest

to you: we face head-on into the question, what do you mean by cur-
rent use? We can tackle the problem of annual prevalence and one
month prevalence and so on. What exactly is current use? If 1 say
I am not now smoking a cigarette, I intend to very shortly and I did
a little while ago -- what interval between past use and next use

is required for a definition of current use? I can only say that we
made a stab at this definition by defining current use in terms of
having used the substance within the month and not intending never
to use it again. TUnless you have both these components and you
simply ask "Are you a user?" -- I think you have an ambiguity. Look
out for the problem of current use or so called regular use. I sus-
pect that self reporting on these particular words is very unreliable.
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Finally one of the problems that pervades the drug abuse field in
this kind of research -- interview research -- is the problem of
validity. We have made some attempts to assess the validity of
these behavior reports. It has been a very discouraging exercise
primarily because the psychometric concept of validity requires a
criterion, i.e., another measure which is assumed to be more valid
than the candidate measure we were using. If you detect a certain
circularity in the definition of validity, your quarrel is with the
psychometricians. In any case, we tried two kinds of validity
studies -- one a group validity study and the other an individual
validity study, and in both cases we are dependent on clinic re-
cords for our criteria. This was a revelation in terms of the oper-
ation of the clinics. We find ourselves sharing the feeling that
Binet had when he first invented the intelligence tests and wvali-
dated them against teachers’ ratings. The relationship was not too
good, so he said, "That must mean that my test is very good because
the teachers’ ratings are very poor!" I have the same feelings
about our questionnaires -- they must be very good because they are
imperfectly correlated with the clinic records. Why is this? We
know the clinic records are rough. Clinic records contain ficti-
tious names and non-existent addresses. Many of the clinics that
we have dealt with do not routinely take drug history, so if the pa-
tient comes in and is strung out on some particular substance, there
is nothing in his record to indicate any of the other substances he
has used. In our validity study which involved a double blind sit-
uation -- the interviewers didn’t know that they were interviewing
clinic patients and randomly selected matched cases -- we found that
our relationship with the clinic records showed approximately an
equal number of errors of the first kind and errors of the second
kind (as explained below). To be specific, in the case of marihuana
we found much more marihuana smoking than the clinics had a record
of. The clinics had apparently not asked for that. In the case of
heroin we found primarily errors of the first kind; that is, we
found that half of the people in our test group who had a clinic re-
cord of heroin usage admitted to heroin usage on the questionnaire;
a smaller number gave us heroin usage and had not given it to the
clinic. In the case of cocaine, on the other hand, (again apparent-
ly the clinics do not ask about it) we found a lot of cocaine use
that was not part of the clinic records. Now I don’t know how to
make an overall validity statement out of this. QOne gets the feeling
that if you are interested in prevalence the questionnaire studies
are going to give you approximately the same prevalence rate as the
clinic records; that is, for the same group of persons, clinic pa-
tients, you are going to get in questionnaires approximately the
same prevalence rate on the average across drugs as you would get
from the clinic records, but they won’t be exactly the same people.
Now ponder that for a moment and ask what happens in terms of the
correlates of various kinds of drug use.

Having presented some of the problems in collecting data on state
and national surveys of the household population I conclude that it
is a very discouraging picture. But I say again that these frustra-
tions must be viewed as challenges, since there is no alternative
to the sample survey. If you want data that you can comfortably

37



use, rather than bits and pieces which don’t fit together; if you
want the kind of projectable information that only a samply sur-
vey can give you, I recommend that you continue doing this kind of
sample survey but accept the fact that you must take the results
with more grains of salt perhaps than you are accustomed to using.
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Surveys of Target Populations

Lee N. Robins, Ph.D.

For those of you who don’t know, let me review what I've been in-
volved in, and then I'll try to give some general thoughts about
problems of surveying on drug issues and tell you very briefly about
some of our solutions, such as they were. I got into this business
a long time ago because I was interested in doing follow-up studies
on children, not really because I was interested in drugs. One of
the things we asked about in a follow-up study of black school boys
was how much drug use they had had by the time we interviewed them
at the age of approximately 32 years. That turned out to be the
first time, I believe, that anybody had asked a general popula-
tion -- not in treatment, not known to the police -- about their
drug behavior. Although we really didn’t have a very big sample,
it was so unusual to have asked about this topic that this got me
into the drug business.

What I've done since then is a follow-up study of Vietnam veterans
in which we interviewed approximately 900 Army enlisted men who had
left Vietnam in September 1971, after they were back in the States
between 8 and 12 months.* We are now in the process of reinter-
viewing most of the same men again. We're also interviewing a com-
parison group of non-veterans who are matched for age, education,

*Robins, Lee N.: The Vietnam Drug User Returns: Final Report.
Contract No. HSM-42-72-75, SAODAP. Government Printing Office,
Washington, D.C., September 1973.
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region of the country, and, hopefully, eligibility for service. In
other words, we are trying to get people as much like the Vietnam
veterans as possible, except that they didn’t go into service.
We're interested in finding out whether veterans’ drug use at the
present time is any different than it would have been if they had
never gone into the service at all.

Let me say very briefly some things I think about interviewing about
drugs and see if you agree with them. The first thing I'd like to
say, at the risk of making an extreme statement, is that just get-
ting incidence and prevalence out of a survey of drug users is not
getting very much for your money. Not only is it very expensive to
go out and interview people, but I would also argue that you never
really want to know those figures. Things change very rapidly in
the drug field and these figures are true as of one moment in his-
tory; they don’t necessarily tell you how much treatment you should
plan for or even how much drug use there will be next year. What
is much more interesting are the relationships among variables
within your population. The only time it is worth simply counting
the numbers of people who use drugs is when you have some simple,
cheap technique for resurveying the same population over and over
again so that you can study trends. For the kinds of surveys most
of us do, just doing a one-time count of cases seems not terribly
rewarding. Patterns of drug use, not only in this country but
throughout the world, seem to be going through rapid changes in the
availability of drugs and in attitudes towards use. If you inter-
view different age-cohorts, you get very different rates of expo-
sure to drugs and different attitudes, and you also find that peo-
ple living in one area have had quite different experiences and
opportunities to use drugs from those in another. Where there are
historical changes in progress, history moves at different paces in
different places. New York City in 1969 is quite different from
Great Falls, Montana, in 1969 but may be much like Great Falls in
1976. It is very hard to generalize from information about a par-
ticular time, cohort, and locality. One reason this is so is that
very different people use drugs when drug use is a rare phenomenon
than when it is a common phenomenon. To a certain extent that
statement is tautologous because if more people are involved, some
of them have to be different people. But there is more to it than
that. The meaning of using drugs changes when it becomes something
that a large portion of the population does instead of a rare and
unusual event. Different types of people are recruited to drug use
when it becomes commonplace.

The other thing that seems to be true of drug abuse in our experi-
ence is that the age of risk of beginning drug use is rather narrow.
Most studies find very few people beginning drug use after the age
of 30. Thus, if you want to estimate life-time prevalence and your
respondents are past 30, they are pretty well through the age of
risk. On the other hand, if your respondents are adolescents, you
don't know exactly where you are regarding the age of risk, because
the risk period keeps changing. It has been observed that the age
of beginning use seems to get lower every year. As a result, you
don’t know how to calculate how much of the age of risk an individ-
ual has been through if he is much under 30. It may well be that
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if drug use becomes more acceptable, the risk period will also be
extended at the upper end. As some middle-aged Americans seem to
have discovered the sexual revolution, they may also be discovering
illicit drugs as time goes on. Then the age of risk will be chang-
ing at both its ends over time.

One problem in studying any form of deviance -- and drug use is no
exception -- is that the group that society has most concern about
is not the occasional deviant, but the regular and consistent de-
viant (in this case heavy users or drug dependents). This serious-
ly deviant group is always a very small segment of the population.
This presents problems in choosing an unbiased sample and still
getting enough cases who have the behavior of interest to be able
to study its natural history in a natural setting.

The next problem is one mentioned earlier today, which is that there
are problems both of ethics and of scientific validity when you
collect information about illegal and disapproved behaviors. On
the one hand, you are very concerned about possibly harming the
individual from whom you are collecting the information, and on the
other hand, since he knows that you could damage him in some way,
you have reason to doubt that he is going to tell you the truth.

Another problem that was also mentioned earlier is that drug users
tend to develop special languages with which those doing the study
or at least those interviewing for the study may not be totally
familiar. This lack of shared language may impair the communica-
tion between the researcher and the subject. And, since there is a
great deal of negative public sentiment about drug use, interview-
ers may share these biases. The interviewers’ bias may make them
reluctant to ask respondents about behaviors that they (the inter-
viewers) disapprove of. In most human interactions, and inter-
viewing is no exception, people try to keep relationships friendly.
They like to ask about things that people are willing to tell them
so that they can maintain what social scientists like to call "rap-
port." (Other people call this "friendly feelings" toward anybody
you are interacting with.) If the interviewer is embarrassed or
reluctant to ask questions about drug use, or if he fails to under-
stand the respondent’s references to drugs because he does not know
the language, the study will underestimate the prevalence of drug
use.

The final issue, which I think is a very important one, is that there
is a strong negative relationship between the seriousness of an in-
dividual’s deviance and the ease of reaching him as a respondent.
When the availability of respondents is related to the very issue
that you’re interested in investigating, you cannot assume that
failures to locate or refusals have not biased your results. Seri-
ous drug abusers tend not to be home in the evening when you knock
on the door -- they’re either dead, or in jail in a hospital or
out on the street hustling drugs. This makes it hard to reach them
through ordinary survey techniques.
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I think it probably sounds now as if it is impossible to do sur-
veys about drug abuse. Having been pessimistic, I now would like
to play Pollyanna and say that it is really not all that hard --
there are some solutions at least. Let’s talk first about the
problem of historical changes in availability and the narrow age
of risk. It seems to me that unless one has money to study enor-
mous samples, one is better off working with somewhat homogeneous
samples with respect to their access to drugs and to the age and
background variables. It is hard to design a study that can apply
to all parts of the population at once, without being very super-
ficial. Which questions about drug experience appropriate to

a 25-year drug pusher in New York would make sense to a 60-year-
old farmer in Iowa? In studying Army enlisted men who were in
Vietnam, we had a sample that was extremely homogeneous. Its mem-
bers shared nationality, sex, occupation, age, and location during
a specific moment of history. This solved many problems of ques-
tionnaire design. The difficulty is that once you choose a homo-
geneous sample you lose generality -- you don’t know to what ex-
tent you can extrapolate from your homogeneous subpopulation to the
population as a whole. What I feel at this moment is that you're
better off first working with a carefully defined homogeneous sam-
ple and then trying to replicate your findings about factors influ-
encing drug use in very differently defined but equally homogeneous
samples -- to see if your findings hold with different kinds of
populations in different places, at different times -- rather than
trying to solve everything in one study.

The next question is how to get enough really serious users in any
general population. One way is to see to it that the homogeneous
subpopulation from which you are sampling is a high risk population,
but in doing that you severely limit your ability to generalize to
the general population. A better solution is to over-sample, at a
known rate, the group within your population which you think is
going to be a high risk subsample and then weight it back in. This
is what we did in the Vietnam study when we took equal proportions
of a general sample and of a sample of people identified as drug
users at the time they left Vietnam. The second sample was simply
a blow-up of that 10 percent of the general sample we could expect
to have the highest rate of use after their return. Then, by know-
ing the proportion identified as drug users at departure in the
general sample, we could weight our large high-risk sample back in-
to the general sample. Thus we simultaneously had an unbiased gen-
eral sample and a large subsample of heavy users in whom to study
the progress of relapse and remission after return.

Solving the ethics problem requires some kind of super-inviolable
arrangement for confidentiality. It may well be that the most
serious users you are interviewing don’t care very much about con-
fidentiality, because many of them will be known to the police and
have records here and there. We found that the people who cared the
most were the interviewers -- and me. Interviewers are typically
young, anti-establishment, dewy-eyed, and very sensitive about
ethics. That last characteristic applies to me as well. T felt in
undertaking this study that I had to be willing to go to jail rather
than compromise confidentiality, but I didn’t relish incarceration.
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In fact, nobody so far has shown any interest in finding out any-
thing about any individual we interviewed, but I felt we had to be
protected against every contingency. So we had a very elaborate
arrangement -- a double number system -- in which we sent inter-
views without any number on them except on the mailing envelope to
Canada, where they were given a new number, so that the link be-
tween the name and the number identifying the interview was broken.
Our Canadian contact didn’t have the name, only a list of two num-
bers: the original number associated with the name and the new num-
ber they chose. In the U.S. we had a list of names and the first
number, but we could not get from the first number to the second
number without going back through Canada. This system not only
guaranteed protection of confidentiality, it also meant I didn’t
have to worry about whether interviews were locked up, because
there was no way that anyone reading them could tell to whom they
belonged, even if they had my list of names and ID numbers. I
found that a very relaxed situation.

The problem of the relative difficulties in gaining access to drug
users for interview as compared to non-users is a serious one. The
methods used not only in this study but in our earlier studies in
which deviant outcomes were of interest are not very commonly used,
but I would like to recommend them. They are avoided because they
are considered to be very difficult. However, I didn’t find them
so. They involve using an earlier roster as a basis for sample
selection and then a reasonably relentless effort at follow-up.

In this study, the Army made a roster for us which contained every
enlisted man who had left Vietnam during a certain month. Because
appearance on that roster depended only on departure from Vietnam,
and not at all on behavior after return, the sample we chose from
that roster was not at all biased in terms of whether or not they
used drugs after they got back. We could have biased our sample of
respondents against men who used drugs after return by failing to
interview the hard-to-interview cases, but at least we would know
that we were missing them. That is the advantage you don’t have in
an area survey, where, since you don’t know what your base popula-
tion is, you don’t know whom you have missed. When interviewing
civilians, you can get the same total count by using early school
or birth records. (If you use high school records, you will have
lost those too deviant to finish elementary school.) Whatever its
source, access to some sort of roster made up before the behavior
of interest has occurred guarantees that whether or not that be-
havior occurs later cannot influence whether or not the person is
in the sample. The other advantage in starting with a roster made
up before the behavior has occurred is that you can count deaths,
which you can’t do with area surveys.

Once you have a sample that is unbiased with respect to drug be-
havior, you still have to avoid bias due to the fact that it is
harder to contact the more deviant members of your sample. What
we did was, first, to pay the respondent for his time and second,
to set no limit on call-backs; each case had to be pursued until
located and a definite "yes" or "no" obtained. (Incidentally, once
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located, deviant subjects don’t seem to be any more likely than
others to refuse an interview.) Locating virtually all subjects
sounds harder than it is. While the maximum number of call-backs
we had was eleven, most interviews were completed on the first
visit by setting up appointments ahead of time. ‘The fact is --

at least in the old days and I am beginning to think this is only
true of the past -- by the use of various and sundry records, it
was pretty easy to find out where somebody was. What we have found
in the last few months, however, is that many sources that were
public records and open to us as ways of locating people have now
been closed. One useful source we used routinely was drivers li-
cense registrations. These are now available only to police offi-
cers, after having traditionally been public records. There are
many other such examples. Even in recent studies, however, our
completion rates for follow-ups of cases selected from a roster
have been higher than rates in most area surveys. The reasons are
two: first, it is much easier to ask neighbors for information
when you can name your respondent and his close relatives than
when you want the "young man who lives in Apartment No. 3." Peo-
ple are used to answering questions about individuals identified
by name, not by dwelling unit, so long as you can convince them
that you're not a bill collector -- and that is easy when you can
say you have money for the respondent. So communicating with
neighbors and neighborhood shops and using reverse telephone di-
rectories to call people who were former neighbors is considerably
easier when you are looking for somebody whose name and age you
know. Second, I believe both having a name and offering to pay
for the time to answer reduce refusals, because your prospective
respondent doesn’t think you might just as well talk to a neighbor
as to him.

We tried to solve the problems of the specialized language of drug
abusers and interviewer bias through extensive training and by
providing interviewers with a lexicon of technical and street
names for drugs. In the first Vietnam follow-up, most of our in-
terviewers had never before seen anybody who had used heroin.
They were just plain scared. Their fear was further intensified
by one of the people we brought in to train them. He was a young
psychiatrist who had been treating addicts in the amnesty program
in Vietnam. He told the interviewers that the drug addicts they
would interview might well be sociopaths who would try to get
money out of them, and that they had to be extremely careful. His
viewpoint had been biased by his own experience, which was almost
entirely with men who had volunteered for treatment in order to
avoid standing trial for serious non-drug offenses. To overcome
the interviewers’ fears, we had them interview addicts during the
training period in a protected environment, rather than going out
to the addicts’ homes, as they would during the study proper.
They discovered that the veteran addicts who came from treatment
programs to be interviewed in the office were mostly nice kids,
for whom they felt enormous sympathy. This experience changed
their view of what a drug abuser was, and instead of being terri-
fied, they felt warm and friendly toward their respondents. This
abandoning of fearfulness turned out to be justified. In com-
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pleting 900 interviews, we had only one case in which an inter-
viewer had reason to be afraid of a respondent.

While the training sessions enable the interviewers to see addicts
as people instead of monsters and to learn the drug vocabulary,
there was still a question as to whether they would get honest
answers from the users. We tried to test validity in every way we
could. We tested the validity of our estimate of point prevalence
of use by taking urines at the end of the interview, to provide an
independent measure of whether men were currently using drugs. We
got a test of the validity of our interview-based estimate of the
prevalence of heroin in use in Vietnam by reviewing Army records
to see whether the respondents had been known to the Army as drug
users while they were in Vietnam. We have been pleased with the
results of our tests of validity. It turns out that almost every
drug user is willing to tell you the truth so long as nothing is
riding on it. Addicts may be more honest with interviewers who
are going to go away and never come back again than they are with
the doctors they see in drug treatment programs. What the doctor
thinks is going to influence what happens to them, but it doesn't
matter to them what we think -- so they can afford to be candid.

AUTHOR
Lee N. Robins is Professor of Sociology in Psychiatry, Department

of Psychiatry, Washington University Medical School, St. Louis,
Missouri.
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DISCUSSION

Dr. Gottschalk: Dr. Robbins, where did you get the names of the
drug users and how did you get them as of before leaving Vietnam?
I thought those data were confidential.

Dr. Robins: This was funded by the Department of Defense, so they
had an interest in the study and had access to the data.

Dr. Kramer: 1 would like to ask a few questions about the age of
risk. In some way this magic number of 30 years seems to have
gotten into these discussions. When interviewing people of 30

years to ask them retrospective questions, you may indeed have got-
ten all the information there is about their patterns of drug use.
But it depends on the kind of drug you are interested in. If you

are dealing with the way in which people might start using drugs
as a result of a chronic disease which took place after age 30
diabetes, cardiovascular diseases, cancers, and so on -- you run
into another problem. This population may have different patterns
of drug use, side reactions, or perhaps an abuse that resulted
from the prescribing habits of a physician. Therefore, it seems
to me this kind of clarification is needed in terms of the kind of
problem you are studying.

Dr. Robins: 1If John O’Donnell were here he would tell you about
his study of Lexington patients in the 1930’s, where he had a lot

of older people who were drug addicts; having been given morphine
by their doctors, they had become addicted. But that has pretty

much disappeared. It happens rarely now -- doctors have gotten

smarter; although there are a few people who get addicted this
way, they are few and far between.

Dr. Sample: 1 would like to ask Ira Cisin and Lee Robins a ques-
tion. Dr. Cisin gave a somewhat pessimistic viewpoint in terms of
the 75 percent completion rates on interviews. Lee Robins, with
unlimited follow-up -- really unlimited cost considerations -- was
able to track, locate, and interview almost everyone. Johns Hopkins
in 1972 did a study of the NARA Program, Narcotic Addict Rehabili-
tation Act. This follow-up and evaluation study had very low
rates -- completing interviews of about 50 percent of persons
found not suitable for treatment at NARA and about 65 percent of
the people who had completed treatment at Lexington. I have not
read the reports, but, as I understand the results, they took a
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sample of the not-founds in the first study, went after them,
found most of them this time, and found that the sample of the
not-founds did not differ significantly from the sample of the
founds. What I would like to ask Dr. Robins is, in the persons
that you did not find initially, where it took 8, 9, 10, 11 follow-
ups, did you analyze those cases particularly to see if they dif-
fered in fact from the ones who were found early?

Dr. Robins: Yes, we compared people who were interviewed the first
time around vs. people who needed four or more visits and there
are very striking differences, not only in terms of drug use but in
their total social adjustment.

Dr. Sample: Dr. Cisin, a question then. Have we ever considered
taking a sample of the not-founds and going after them in a more
intensive way to test that hypothesis?

Dr. Cisin: But then you need to sample the not-found of your sam-
ple of not-founds. There is an infinite regress model available
for more and more intensive effort on the "not-founds." You have
raised several questions though, and let me comment very briefly
on a couple of them. First, the decline that has been going on in
cooperativeness over the past 20 years is characteristic of the
general population. It is still possible with special populations
to produce rather high response rates and indeed we did in our
special population and I suspect Room and O'Donnell will in their
special population. In special populations the success rate is
better for a variety of reasons that we need to go into now. In
the general population, there has been a significant decline in
cooperativeness. To back up what Lee Robins said about the ones
who "got away," in the study that Cahalan and I did of American
drinking practices about 10 years ago, we did not subsample the
non-cooperators and go after them intensively. As I have said,
you do not find them all and, therefore, you do not really know
what you have when you subsample the non-cooperators. What we did
do was along the lines of what Lee Robins suggested; we compared
those who were easy to get to those that were hard to get. This
was a survey in which we went all out; as I said, it was 10 or
more years ago, and we indeed got over 90 percent of the pre-
designated respondents. We did an analysis of the drinking behav-
ior based on how hard it was to get this interview -- the number
of calls, the amount of time, the amount of effort that went into
the interview, and indeed, we found the same sort of things that
Lee Robins found; not only did the "hard-to-get" differ from the
"easy-to-get" in background characteristics, but they indeed dif-
fered on the criterion variable considerably. There may be cold
comfort in an occasional study that finds no difference between
the "hard-to-get" and the "easy-to-get," but it is improbable.

Dr. Johnston: 1 think another point which is relevant here is
that the type of sampling that is used in the study may have some-
thing to do with the results. That is, there are different proce-
dures for drawing a household sample. One is called quota sam-
pling, which means you get someone off of a block or thereabouts,
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and another is more specific because you are going after a particu-
lar individual in a particular household. If you are using quota
sampling, in essence, you are getting the people who are easy to
get, the ones who are there. Quota sampling is therefore, likely
to give you different estimates than other types of sampling.

is usually "finessed" in reports.

Dr. Cisin: This is not the year 1935. We are talking about proba-
bility based samples which produce unbiased estimates and that
sort of thing. If you duck into what some people call modified
probability samples (which, as I mentioned, is like talking about
a "modified" tomcat), you are dealing with a very different thing
that has nothing to do with the population in the study. I for
example, worked as an interviewer when quota sampling was all that
was being done in this field, and I can guarantee you that I never
interviewed anybody who owned a big dog!
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Surveys of Special Populations

Eric Josephson, Ph.D.

Looking around, I can see I am one of about a dozen or more sur-
vivors of the conference in San Juan that Louise Richards men-
tioned. The proceedings of that conference have finally appeared
in book form, approximately 18 months after it took place. It is
an interesting question whether that makes it ancient history.*

For some time I have been associated with Jack Elinson and a na-
tional study of Drug Use in nearly two dozen high schools in the
United States. This study has had many ramifications. I do not
propose to talk in detail about it, but rather to attempt my hand
at discussing certain methodological and substantive issues which
have emerged from our own experiences and those of others. I
might also add, by way of background, that at Columbia University
a number of us, Kandel, Lukoff, Elinson, and I have recently es-
tablished a new Center for Socio-Cultural Research on Drug Use,
with a grant from NIDA. Sometimes we have thought of calling it
the Center for Adolescent Drug Use, but that is not our only con-
cern.

I am staggered by the topic next to my name because it says "Spe-
cial Populations (Adolescents and Other)." It is difficult enough
to try to reach some consensus on the definition of adolescence --

*Josephson, Eric, and Eleanor Carroll, eds. Drug Use: Epidemio-
logical and SociologicalApproaches. New York: Halsted Press,
1974.
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just what "other" means I do not know. I have been trying to
think of some of the other populations we might also talk about --
infants, terminal cancer cases, people studying drug abuse, pre-
adolescents, post-adolescents, etc. In listening to Jack Elinson
talk about the problems that his S.A.0.D.A.P. group is having in
defining terms in drug research, I feel we have equal problems in
trying to define "adolescence," although again, I know that is not
our purpose here. In many United States drug studies we arbitrar-
ily define adolescence as the age group 12 through 17 years, i.e.,
the high school years. This is, I stress, arbitrary. One issue
that could be considered here, for example? has to do with evi-
dence that physiological maturation is taking place earlier in the
life cycle; one of our colleagues in Puerto Rico may have some
data on the relationship between maturation and drug use. Then of
course, there is another way of looking at it. From a sociologi-
cal point of view, it can be argued that adolescence has been pro-
longed as increasing numbers of people spend more and more years
in college and univeristy. I do not know if "adolescents" on this
agenda means college students as well. However, this is related
to a point that Lee Robins made just a moment ago --about getting
information on the starting point or initiation into the drug ex-
perience -- since it is in the college years that many begin such
experiences.

I do not know if it is possible in a few minutes to provide a
state-of-the-art report on the research that has been done in the
United States on adolescent drug use, however adolescence is de-
fined. Glenn and Richards’ recent compendium has abstracted many
of the high school and college studies that have been done.* The
Shafer Commission did the same in its two reports. There have
been a great many such studies, perhaps too many. Maybe we should
declare a moratorium of a year or so on school studies. In fact,
looking at the compendium, it appears that there have been more
studies done in high schools than in colleges. Not only do they
vary enormously in quality, in the definitions they use, and the
methods they apply -- they also vary widely in their findings and
interpretations. It is worth noting too, that some of these
studies have been done by the kids themselves. I cannot think off-
hand of any other presumed health problems or health-related prob-
lems in which those experiencing them have actually conducted re-
search about themselves, but I know of at least one high school
study which was planned, conducted and analyzed by high school
students. It is one of the better ones, as a matter of fact.

So in the last ten years there have been hundreds and hundreds of
such high school studies, most of them done in selected communities,
selected schools, or selected counties. There have been relatively
few national studies, however. I think ours is one of few, al-

*William A. Glenn and Louise G. Richards. Recent Surveys of Non-
medical Drug Use: A Compendium of Abstracts. Prepared for NIDA
by Research Triangle Institute, 1974.
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though it is not a sample survey of high schools. One of the few
systematic sample surveys is the one Denise Kandel has been con-
ducting in New York State, and she may wish to discuss that later.
It was difficult for the Shafer Connnission to try to draw infer-
ences about national trends based on this bewildering variety and
diversity of many hundreds of high school studies conducted at
different times, in different ways, for different purposes.

As regards national data on trends in adolescent drug use there
have been few studies. Two were conducted by Response Analysis for
the Shafer Commission in 1971 and 1972.* In addition to our own
study of selected schools, we have so far commissioned three such
studies and are now starting a fourth small scale national sample
survey of adolescents in which questionnaires are administered to
youngsters in their homes. Looked at together, the surveys con-
ducted by Response Analysis and our own, particularly in regard to
marihuana, show that in the period 1971 through 1973 there was no
significant increase in the proportions reporting "ever" having
used marihuana. The data we have and the data collected by Re-
sponse Analysis show that in that period, 1971 through 1973, there
was apparently stabilization in the proportion of youngsters age
12 through 17 who said they had ever tried marihuana; the figure
was approximately 15 percent during that three year period.

I think it is worth pointing out that while the concern of this
meeting is so-called "drugs of abuse" and I also suppose specifi-
cally the illicit drugs, we have to be reminded that various stud-
ies show that if one is interested in the drugs of choice among
adolescents, they are alcohol first, tobacco second, and marihuana
third.

In the study of drug use many problems of data collection are not
special to adolescence or any age group, e.g., reliability, valid-
ity, maintaining confidentiality, protecting the anonymity of re-
spondents. Some are however, and some I suspect may become more
serious.

One has to do with the issue of parental consent. From our exper-
ience in several states, we found that in many communities the
schools which were our sites for administering the study -- the
school principals acting in loco parentis -- made it possible for
us to reach all those in school on a particular day who were will-
ing to cooperate with the study which we were doing. But in sev-
eral communities where the law of the state required that informed
parental consent be provided before the study could be administer-
ed, this presented serious difficulties, not so much because par-
ents were unwilling to provide that consent but rather because of
the breakdown in communication when youngsters were given slips to
take home to their parents. Youngsters sometimes forgot to give
their parents the slips, or the parents forgot to sign them, and

*Since this conference, two further national studies have been con-
ducted, by NIDA, one in 1974 and one in 1975/76.
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sometimes the youngsters forgot to bring the slips back so that in
at least several schools selected for our study the loss of poten-
tial respondents was considerable. In our experience this does
not seem to reflect any unwillingness on the part of parents to
have their children participate in such studies. However, the con-
sequences of increasingly stringent requirements of informed par-
ental consent for minors to participate in such studies remains to
be determined. It could present very serious difficulties for any
investigator who wishes to reach a fairly large population of ado-
lescents.

Some of the other methodological problems presented in studies of
adolescent drug use are by no means unique. Perhaps most of the
high school studies that have been done in the United States have
been of the cross-sectional type, i.e., done only once. There
have, however, been a number of trend studies done in particular
communities, such as the annual study done for several years in
San Mateo County, California, as well as the panel studies in
which we and Denise Kandel are separately engaged.

On the substantive side there are a number of issues which I think
should be considered. One has to do with the age curve of drug
use. What I have in mind here is the notion that experimentation
with illicit drugs begins for some in adolescence (i.e., 12-17
years) but does not reach a peak until after the age of 17 or 18.
In limiting oneself to the study of this particular age group, one
is missing many who have yet to begin their experimentation with
drugs. The question as to whether the starting age is falling or
not remains to be determined, though in some parts of the country
the data show that it has indeed fallen. But this does not answer
the question as to what happens after the adolescent period. Thus,
an accurate picture of the age curve may require a wider range for
study.

This is a strong argument for going beyond trend and cross-section-
al studies and following-up on adolescents as they reach adult-
hood. Relatively few such studies have been undertaken so far,
although some are planned. Again, since the use of drugs for some
begins in the adolescent period but not for all, one cannot by
some such age limited population study get the full picture of the
pattern of drug use over time which is involved with increasing
age.

Another issue has to do with the question of faddism. By recon-
struction we can detect such fads -- for example, what appears to
have been the fad of interest in glue-sniffing a few years ago!
With regard to marihuana, it remains an issue of debate as to
whether this is a fad which will pass in time or whether it will
become a permanent part of the drug-using scene in the United
States. Will today’s adolescents continue to use marihuana as they
grow older?

I suggest too that most studies of drug use that have been con-
ducted with adolescents are not really studies of drug abuse in
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any sense of the term that I can think of. Most drug users in the
12-17 age group are experimenting, although, no doubt drug abusers
by some criteria can be found in this population. What has been
of concern, I suppose for political reasons, is public concern
about the drug problem which focuses not only on the fear of crime
but also has to do with parental concern about the presumed ill
effects of drug use on their children. Because of this concern,
many of us have been under considerable pressure to do what really
amounts to a nose-counting operation. I think what the public
wants 1s to know how many young people are using these "bad" drugs.
And next, of course, is how to stop them from doing so. Of course
that is not of primary interest to many researchers. Some inves-
tigators have gone considerably beyond those questions in trying
to understand the processes of drug experiences for young people
-- the factors that contribute to different kinds of use or non-
use, as the case may be.

There are just a few other points I would like to make. One has
to do with the need for comparative research, by which I mean
studies of ethnic groups which are likely to be missed even in
large-scale national surveys. However, I am also thinking of the
desirability of conducting studies in other countries. At
Columbia, we have recently collaborated with a team in Britain to
conduct a study of secondary school students' drug use and atti-
tudes towards drugs in one town in England. Preliminary results
indicate that as regards illicit drug use, English adolescents are
far behind their American contemporaries -- at least in this par-
ticular community.

Looking at Louise Richards' list of eight topics, I feel that many
of them do not apply to adolescent drug users, especially as re-
gards opiate addiction. Few adolescents are that heavily engaged
in drug use and fewer still have experienced adverse consequences,
let alone treatment.

Perhaps the most important issue with regard to the continuing
monitoring of adolescent drug use in which some of us are engaged
is Louise Richards' question as to our capability of predicting
new epidemics of drug use. I suspect that what is needed are sur-
veys on a much larger scale than any undertaken so far since epi-
demics usually start with just one case. Most surveys that we do
are not likely to detect any such beginning or initiation of some
new pattern of drug use.

As to indicators which would be most useful in trying to predict
and to help us understand drug use -- the experience of a number
of us, particularly Denise Kandel's research, shows that if you
are looking for powerful predictors of drug use among adolescents,
knowing what their friends do perhaps predicts as well as anything
else, if not better. Of course, the interesting sociological and
philosophical question is whether it is the friends that choose
the drugs or the drugs that choose the friends.
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DISCUSSION

Dr. Eichberg: There is a problem that I am sensitive to regarding
faddists, and I think it is particularly important with adoles-
cents. An example that I will use is the problem of developing a
questionnaire. Recently when I was at a school, I found that the
drug most commonly used was "flying saucers." Now, what do you
do? Do you list every individual drug that young people might be
using or do you group the drugs? If you group the drugs? you run
the risk of grouping it improperly, perhaps losing some informa-
tion. If you don’t group the drugs, then "flying saucers" in a
different community may be a different drug. With regard to that
particular drug, I called several drug programs. Some of them had
never heard of it. Omne drug program had analyzed it as P.C.P.,,
and another drug program had analyzed it as high doses of Valium.
So what do you do with a situation like that? With adolescents it
becomes more of a methodological problem than with adults, perhaps.

Dr. Elinson: This is not really a response to that, but I am re-
minded that in our study that I mentioned before we used a ficti-
tious drug and we gave it the name of "El-Jo’s," an acronym for
the first two letters of the names of the principal investigators,
and, some of the kids in some of the schools weren’t fooled for

a moment. As a matter of fact, we could not, in going back to
these schools in the second wave, use the same fictitious drug be-
cause they had become intrigued by it. By which I mean that at
least in one school as I recall, banners appeared in public, ad-
vertising this fictitious drug. The next time we had to ask about
another fictitious drug although we could not be sure it was so
fictitious.

Dr. Eichberg: 1 am wondering what to do with that kind of situa-
tion because the incidence of the "flying saucers" at this school
is apparently higher than the incidence of the use of anything
else. And we don’t know what it is. They just said "flying sau-
cers," and described the effects; some kids had overdosed on it.
I have a feeling there is no consistency in terms of what it is.
They don’t know where it is coming from.

Dr. Gottschalk: This is a question Dr. Josephson alluded to. In

most school systems that I know about where it is necessary to get
informed consent, we have written a letter to the parents, elimi-
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nating the problem of whether or not the kids take the letter home.
But while you know that using the form letter approach would be
0O.K. with the school system, you only get a certain percentage of
responses. Is it easier to get a biased sample and how much can
you take?

Dr. Josephson: 1 mentioned our experience in which in several
schools in one state, we were required to get parental consent and
we did not do it by mail. (Perhaps we should have.) We did not
pursue further the methodological question to determine just what
bias may have been introduced into that particular population of
respondents. I am sure some was. In most cases in our experience,
since this is a selection of schools, the selection could very well
have been influenced this way. The principals themselves or the
school officials acted in loco parentis: they provided the consent.
Now the question I raised is how long can this go on? I don’t
know. In view of some of the develovments that have to do with
confidentiality and consent, it may be increasingly difficult and
precarious for school officials to undertake this responsibility.

Dr. Gottschalk: It doesn’t seem to be possible on the West Coast.

Dr. Lettieri: On the comment that Dr. Gottschalk made: At least
a beginning attempt has been made to grapple with the problem of
paper and pencil or self-administered questionnaire vs. interview
data in a grant awarded to John Griest. What he is doing is essen-
tially a methodological study. He is tapping the same population
in a small town (actually Madison, Wisconsin), asking the people
to fill out a questionnaire, paper and pencil, self-administered.
He is also doing an interview and has a third variant, computer
generated questionnaires. He is setting up computers in various
locales including parking lots, for example, where anyone can come.
They literally see a question on a computer screen and punch in
the answers. He is testing human intervention and machine inter-
vention; when the product is completed, we might discover that
there is not that much difference.

There is some overlap of the same people; and with the computer,
that poses a special problem because they don’t give their names.
There i1s, however, an observer around to see that someone is not
misusing it or continually sitting on it or playing with it. The
computer technique has been used as standard intake procedure at
the University Hospital. Any student who comes in with any kind
of problem at the hospital sits down not with an interviewer to
take the history, but with the computer. The computer instantly
codes out 12 copies in different formats to go to the nursing
staff, doctor staff, etc. They found that to be a neater way of
keeping records. They did VD questionnaires that way, checked it
against paper and pencil and discovered no difference in that kind
of response. So it is an attempt to find if it works with drugs.

Dr. Richman: In the surveys involving interviews, especially for
drug abuse, there seems to be an increasing tendency to match the

interviewer to the ethnicity or culture of the geographic area in
which the survey is occuring. I wonder if there have been any
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methodologic approaches to assessing the expectations of the inter-
viewer with regard to the responses that the interviewer gets from
the ethnically-matched respondents.

Dr. Elinson: There have been such studies -in fields other than
drug use. I am not familiar with any that have been done in the
area of drug behavior.

Dr. Josephson: We have, with matched groups of high school stu-
dents, administered questionnaires in the classroom setting and in
a household setting. Both were really self-administered, although
in one, obviously, even though no names were asked, the respondent
knew that his identity was no secret because the interviewer had
gone to the house in order to leave the questionnaire.

In the classroom setting, we tend to try to match interviewers and
respondents both ethnically and culturally and in terms of dress
and costume as well. In other words, to get young people in high
schools to cooperate, we tended to recruit and train -- "coordi-
nate" as we called it -- slightly older, usually college age in-
dividuals, presumably closer in life styles to high school students
than ordinary household interviewers. As a matter of fact, in one
high school we were almost thrown out because one of the coordina-
tors came in such outlandish dress that the principal did not want
the student body to be corrupted by this individual!

Dr. Elinson: 1 think it is fair to say that there has not been any

systematic evaluation of interviewer effect in studies of this
kind.

Dr. Robins: We tended to use black interviewers with black re-
spondents, but we used very few black interviewers with white re-
spondents. We used lots of white interviewers with black respon-
dents. They were sort of accidentally assigned. They happened

to be in the right part of the country at the right time. We used
both men and women and we looked for age differences, racial con-
cordance, and sex concordances -- and none of them made marked dif-
ference in terms of the validity of the answers we got.

Dr. Chambers: We've done about 30,000 interviews. Where we have
tried to check interviewer effects, we found ethnicity to be an
important variable although probably not as important as sex was.
Female interviewers typically get considerably fewer refusals
than males do. When you start knocking on doors in the middle of
the afternoon, male interviewers could not get in to do the inter-
views and females could.

Dr. Robins: 1 think it depends on how you do it, too. All of our
respondents had received letters, so they were expecting somebody.
It wasn’t entirely the first effect, the first impression.

Dr. Chambers: 1 am still convinced that the strongest variable is

geography. Individuals who live in the region in which they are
doing the interviewing have always worked out better than people
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who have come in from outside to do the interviewing.

Dr. Gottschalk: There have been pretty good experimental studies
with small groups that indicate that there are interviewer effects.
If it happens in these small experimental studies that are pretty

tight, you can fairly safely generalize that it probably happens
in these larger ones.

Dr. Elinson: No. I would not agree with that at all. Very spe-
cial situations are not the same thing as what happens in the
field. A lot of other variables affect special situations which
influence what happens between the interviewer and the respondent.

Dr. Gottschalk: Let me rephrase my assertion. On the basis of
other studies, experimental studies, it would be wise in these
studies to try to standardize, to keep the same interviewer, so as
not to vary the race or ethnic background of the interviewer over
time in a longitudinal study, because one might generalize from
these other studies rather than be haphazard about this.

Dr. Lukoff: We did a screening interview to find parents who were
involved in deviance. We matched the interviewers with the eth-
nicity of the area to which we were sending them and all we dis-
covered was that two of our interviewers, one white and one West
Indian black, were getting much more cooperation in screening in-
terviews. So, we sent them to the other areas and we discovered
they got much better results than the original people. The inter-
viewer effect was probably independent of ethnicity, age, etc.
They were better at gaining access and getting people to admit
certain kinds of things in a very short space of time. We did
not give them a long lead-time. There were also field surveys

in communities where we could not get most of our white interview-
ers to go where they were assigned. So, what you wanted to do did
not make any difference. You had to get the interviewer who was
willing to go into the neighborhood. You could not really random-
ize the effect scientifically.

Dr. Abelson: 1 would like to bring up a point which is of parti-
cular concern to us in a current drug study and others which has
not been mentioned yet today, and is at least as much an influence
as the interviewer on the possible outcome. Our concern is about
setting up a situation where the respondent is physically and mani-
festly guaranteed confidentiality. The elaborateness of the situ-
ation which involves the respondent having the return envelope in-
to which he or she puts the materials, various assurances of con-
fidentiality and disclosure throughout the interview trouble us
to the extent that we don’t know what kind of perspective it pro-
vides for a respondent who might not otherwise consider it.

I thought you might be interested in a couple of brief procedural
outcomes from the past two national drug studies. In both in-
stances parents or eligible adults were interviewed first, and
then if the face-sheet data showed that there were one or more
eligible youngsters, age 12 through 17, in the house, one of them
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was pre-selected for interview. We asked permission of the adult
who had been through the process to allow us to interview the
young person. Our overall completion experience in both of these
studies was over 80 percent with the 12-17 age group. I am sure
it was no less than 85 percent of the parents who said that it was
up to the young person as to whether or not they would be inter-
viewed. Then also in the de-briefing of respondents on these
other studies, we asked some questions in the self-administered
mode that had to do with dissembling, exaggeration, or understate-
ment of experience with drugs during the course of the interview.
Our findings were that six percent of the respondents reported
that, in fact, their drug experience was different from what they
had told the interviewer or indicated on the questionnaire.

The next question we tried to get at is the direction in which this
misrepresentation took place. It divides almost exactly down the
middle, with about one-half the people saying they exaggerated and
the other one-half saying they did not report the reality.

Dr. Josephson: May I just add that with regard to the question of
confidentiality, I agree that this raises serious questions when
you are looking for use of hard drugs. During pilot studies we
conducted, we were also testing a technique of self-generated code
numbers so that we could match a panel of students in the second
wave. In the earlier pilot study with matched groups, we asked
some of their names, asked the second group for self-generated
code numbers, and the third group for nothing at all. Our expec-
tation was that the highest level of drug use, and I am not talk-
ing about the use of hard drugs, but of drugs such as marihuana,
would be reported by those who were asked for no information what-
soever, and the lowest level of use would be by those who were
asked for their name. We did not find this. In fact we found no
significant difference, and actually a somewhat higher level of
use reported by those who had actually been asked for their name.
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Surveys—Logitudinal Studies

Lloyd D. Johnston, Ph.D.

I will address problems in data acquisition and interpretation in
longitudinal studies. This topic really cross cuts many of the
issues already discussed, so I will concentrate on those which are
unique to longitudinal work.

Let me mention what I think are the major values of the longitu-
dinal approach. In terms of measuring incidence and prevalence
per se, the longitudinal design is not the best approach. Proba-
bly our best measures of incidence and prevalence come from -cross-
sectional surveys. Obviously, each longitudinal study starts with
a cross-sectional survey, but after that first time point, panel
attrition introduces error of some magnitude into the estimates.
The unique power of the longitudinal design is its capacity to
make temporal connections between drug use (or drug-related atti-
tudes) and other variables -- antecedent correlates (possible
causes), simultaneous correlates (possible symptoms), and subse-
quent correlates (possible effects).

The time intervals over which the follow-ups in the longitudinal
surveys occur have a lot to do with whether the relationship be-
tween variables looks like a simultaneous relationship or whether
it looks like a sequential relationship. The longer the interval,
the harder it is to get variables that relate one antecedent to
another . I will not go into the methodological problems of de-
ciding what are antecedent conditions and what are simultaneous
ones. The fact is that a variable that has an antecedent rela-
tionship to another variable -- perhaps expressed in terms of a
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cross-time correlation -- usually also has a simultaneous rela-
tionship (correlation) with that same variable. There is a whole
literature on trying to extricate the "truth" from these complex
sets of relationships.

ASSESSING MATURATIONAL CHANGES

Among the major uses and perhaps the most important use of longi-
tudinal studies has been the assessment of the maturational pro-
cess per se; that is, changes that occur with aging generally.
While this type of research undertaking may be less complicated
than the search for antecedent conditions, it is not without its
difficulties. The most serious one is that maturational changes
observed among people who grow up in a particular time period may
not be replicated among those growing up in a different period.

So far at this conference we have talked about the two stages of
development that have received the most attention in the drug lit-
erature, namely, the high school years and the college years.

Eric Josephson has already mentioned a number of studies which
have occurred looking at longitudinal changes during the high
school years -- his own work, Denise Kandel’s work in New York
State, and some work that I've been doing at the Institute for
Social Research at Ann Arbor. As far as I know, there has not been
that much longitudinal work on normal populations at the earlier
years of early adolescence or pre-adolescence, nor has there been
much serious longitudinal work on drug use in the adult years.

I might take a minute to tell you a little more about our own work
related to the high school and college period. It is called Youth
in Transition and involves a nationwide sample of some 2000 young
men whom we began studying when they were sophomores in high
school in 1966. In the intervening eight years that we have been
following them, they became the high school graduating class of
1969 and many comprised the college graduating class of 1973. The
assessment of drug behaviors and attitudes was a secondary purpose
added to the study in 1970. At that time and in 1974 we secured
information about drug use during the high school years and during
the five years subsequent to high school. (During the subsequent
years, these young men went into a number of different situations,
college being one, but also military service, work, unemployment,
and so forth.) The results of the 1970 survey are published
(Johnston, 1973) and we just now are beginning to analyze the

1974 data. I do have some early trend data on what happens to drug
use between the ages of 19 and 23 for this particular cohort, how-
ever. Generally drug use increases substantially through that age
period. Increase in marihuana use is the greatest, and regular
marihuana use increases quite substantially: about ten percent of
this nationwide segment of 23-year-old males said that they had
attained daily marihuana use sometime in the prior year. TIn the
cases of the more serious illicit drugs, it looks like there was

a peaking and drop-off in regular use during the five year inter-
val after high school.

61



DIFFERENTIATING MATURATIONAL, COHORT, AND SECULAR CHANGES

As I have already mentioned, age related changes such as those
found in the Youth in Transition study may not be replicted in
other age cohorts (i.e., in people born in other years). To dif-
ferentiate enduring maturational patterns from cohort and secular
changes requires that a number of age cohorts be studied. Almost
no work of this type has occurred so far. Exceptions are work
done by Greene and DuPont (1974) and a study now being done by
O’Donnell and Cahalan on males aged 20 to 29. Both of these works,
however, are quasi-longitudinal since they use retrospective data.

There is a new repeated-cohort, longitudinal study now being
launched by myself and Jerald Bachman under SAO and NIDA sponsor-
ship. It is entitled Monitoring the Future: a Continuing Study
of the Lifestyles and Values of Youth. Since we are still in the
process of getting ready for the first data collection in April,
1975, 1 don’t have any results to report. We expect to be pick-
ing up a new high school class of seniors each year, nationwide,
and then following them for a minimum of five years longitudinally.
We will be looking at a number of things -- incidence and preva-
lence of drug use among American high school seniors would obvious-
ly be one of the products we would try to report on a systematic
basis over time. But we also will be looking at maturational
changes in the college years and attempting to separate them from
cohort and secular changes.

ASSESSING THE EFFECTS OF SOCIAL ENVIRONMENTS

In addition to assessing maturational changes in drug use, longi-
tudinal studies are often used to examine the impacts of various
social environments and life events on drug use. Lee Robins’
study of Vietnam veterans returning to civilian life (Robins. 1974)
is an example of this approach. The work that we are doing in
Youth in Transition and in Monitoring the Future also involves an
attempt to look at the effects of sosial environment, since some
of our young people go through college, others through military
service, some into the civilian work force, and so on, Some
other important life events that occur during this period are mar-
riage and parenthood, and we expect to be examining their impact
on drug use, as well.

ASSESSING PLANNED INTERVENTIONS

Another possible use of longitudinal studies is to assess the ef-
fects of planned interventions. Drug education is one type of
planned intervention, and there have been studies in that area

with "before and after" longitudinal measures. There are also
some longitudinal studies attempting to assess the effects of treat-
ment. I understand that David Nurco is doing a long-term 20 year
follow-up on heroin addicts who had been through treatment; Saul
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Sells i1s also working on follow-ups of people out of treatment.

QUASI-LONGITUDINAL DESIGNS

I might mention a couple of quasi-longitudinal designs that are
sometimes used, and I think they have some pitfalls. One of them
is to attempt to look at maturational change not by following a
particular group over a period of time, but by contrasting two
groups that represent the beginning and the end of that period.
For instance, we could compare the drug use levels of freshmen and
seniors at a particular college and conclude that the differences
reflect changes that occur during college. This is a dangerous
assumption, however, partly because of the nature of cohort ef-
fects -- one class may simply not be like the other -- and partly
because of unknown losses in the population between those two per-
iods (due to dropping out, for instance).

Retrospective reporting is another method to put together longi-
tudinal data after the fact. It is certainly better than having
no data at all on earlier periods, but obviously, there are prob-
lems. Some variables are simply not amenable to measurement after
the fact, particularly psychological measures. Even for factual
events, it is known that respondent recall tends to be quite bad.
Therefore, retrospective data is certainly less desirable than true
longitudinal data. On the other hand, true longitudinal data re-
quires a substantially greater investment of time and money.

SOME OTHER METHODOLOGICAL PROBLEMS

Some of the problems of data acquisition in this area have already
been touched upon. In order to do a longitudinal study you have
to have identifying information which allows you to get back to
your respondents. This makes the protection of respondent con-
fidentiality a considerably more difficult problem in longitudinal
studies than it is in other types of studies; and when self-incrim-
inating information is being secured, such protection is very im-
portant. I think it is easy to underestimate the difficulties of
creating a protection system that will really give respondents the
protection they are usually promised. Fortunately, it is now
possible for drug investigators to get rather sweeping protection
of their data by applying to the Drug Enforcement Administration
for a Grant of Confidentiality.

Another obvious problem in longitudinal studies is tracking down
respondents for follow-up interviews, and the difficulties increase
as the time interval gets longer. One thing that I learned early
in this game is that the post office does not keep forwarding ad-
dresses for more than a year; it is post office policy to destroy
them at that point. Some of the obvious means of tracking through
the mail, therefore, are simply not possible. But there are other
procedures -- contacting neighbors, using credit agencies, and se-
curing in advance the names of parents or friends who would know
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the respondent’s whereabouts. When youthful populations are being
followed, parents are probably the best intermediaries.

There can be a pretty high cost incurred in follow-ups. One faces
a trade-off between the monetary costs of increasing response rates
versus the accuracy costs of retaining smaller proportions of the
panel. Even when respondents are located and are willing to cooper-
ate, it can be very expensive to get interviewers to those who have
moved some distance away in the intervening period. Mailed ques-
tionnaires and phone interviews, of course provide somewhat less
expensive alternatives for follow-ups than personal face-to-face
interviews. However, then there is a question of how comparable
the data may be to that gathered with face-to-face interviews.

Another concern, in those longitudinal studies in which the inves-
tigators return to respondents a number of times, is maintaining
respondent interest and cooperativeness. In the Youth in Transi-
tion study already mentioned, we went back to the respondents five
times. They were paid money on each occasion except the first,
starting with $2.00 and ending with $10.00 on the most recent OC-
casion. They were also sent newsletters periodically. We managed
to get a very high response rate throughout the study -- more
than 70 percent over an eight-year period. However, since there
was no experimental manipulation, it is not possible to determine
how much of the panel retention can be credited to having such
procedures.

It has already been mentioned that there is a selective loss of
people who are heavier users -- the people who are in some ways,
the most interesting in this type of research. We know from our
own data that the population which moves residencies more frequent-
ly also tends to have a higher incidence of drug use than average.
But in the case of the normal population in the Youth in Transition
panel we found that re-weighting the data to correct for differen-
tial loss rates really did not make that much difference in our
overall incidence and prevalence estimates. In any case, I reiter-
ate that the incidence and prevalence data are the less important
of the longitudinal products and the relationships between vari-
ables over time are the more important; and I think it is still
possible to get quite valid estimates of relationships even with
some attrition in the sample.

One final note. There is an apparent dilemma presented by the fact
that the large samples are needed to accurately investigate rare
events in the population, such as the use of certain drugs, yet
the cost of intensively following up large numbers of people could
become prohibitively expensive. The optimal solution may be in
the use of a mixed strategy; that is, one in which one works with
large samples with limited follow-up efforts in order to secure
enough cases to explore relationships; but also has a smaller sub-
sample which is followed up very intensively to elicit a high re-
sponse rate, and against which the representativeness of the larg-
er sample can be calibrated.
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CONCLUSION

As I have tried to illustrate with this very brief overview, the
power of longitudinal research can be very great and much needed
in a field like drug research, with its constant search for
causes and consequences; but such research is also exceptional in
the number of methodological and practical problems it presents.
Let the buyer and seller both beware.
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DISCUSSION

Dr. Rootman: Although I would not want to derogate the use of get-
ting information on drug use, I think that much greater attention
should be paid to the question of getting information on drug-
related problems. I feel that surveys up to this point have been
focused on the former and not the latter and I feel that there

is some potential with using survey methodology to get relatively
useful information on drug-related problems as well.

Dr. Johnston: 1 think probably most of us would agree with your
general point which is that things other than incidence and preva-
lence are of importance -- perhaps of more importance. In the work
that I reported on "Youth in Transition," we did in fact look at
the history of both academic grades and junveile delinquency other
than drug use over time, as a function of drug use. Basically,
what we found was that an involvement short of addiction did not
seem to have any effect on academic performance nor any effect on
juvenile delinquency.

Dr. Robins: My study has involved asking interviewees about with-
drawal symptoms, unemployment, treatment, whether they feel treat-
ment has helped them or not and whether they feel drugs have made
a difference in their lives.

Dr. Gottschalk: We have been having a problem in longitudinal
studies with regard to the effects of different interviewers and
the slightly different interview biases. Secondly, in any kind of
interview you have the possibility of their positive or negative
biases with respect to the response of the interviewees. That is,
they want to make themselves look good or they may want to make
themselves look bad. Is there anything that your group attempts
to do in either of these cases?

Dr. Johnston: With regard to looking good or looking bad, Eric
Josephson mentioned putting a fictitious drug into the question-
naire; this has been done in other surveys as well. The responses
of those who want to look bad and say that they are using drugs
whi