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FOREWORD

This monograph grows out of efforts of the Special Action
Office for Drug Abuse Prevention and the National Institute
on Drug Abuse to achieve greater comparability across
socio-behavioral research studies conducted in the field
of drug abuse.

The field of drug abuse is in many respects plagued with
the same difficulties as are the other fields of study
concerned with social problems. There is a constant
struggle in attempting to compare the results of one
research effort with another. This derives partly from
the fact that we, as others, are still in the early stages
of development and there has not as yet been sufficient
time and opportunity for our scientists to discuss and
afree upon research terms. We in the federal establishment,
therefore, asked several leaders in the field to meet and
begin the necessary dialogues to hasten this development.

This document represents the labors of a few who invested
a measure of their time and effort so that we can all now
take a substantial step forward toward creating a firmer
base on which to conduct our future work.

Robert L. DuPont, M.D.

Director
National Institute on Drug Abuse
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INTRODUCTION

WHY

It seems reasonable to ask social scientists and epidemiologists to estimate
the prevalence of (non-medical, non-legal) drug use, and to assess factors
relating to such drug use. Indeed, in the past decade a number of systematic
inquiries have been undertaken in an attempt to answer these questions. Sim-
ple as these questions seem, they have provoked a variety of answers, not
wholly consistent with each other. One of the reasons for these inconsist-
encies is the lack of agreed-upon methods among investigators for estimating
prevalence of drug use. If one agrees that comparability in drug use research
is a desirable goal for both science and policy, then it would also seem
reasonable for investigators to seek common definitions of terms and concepts
and common ways of operationalizing and measuring them.

No one expects social scientists and epidemiologists to define their terms as
precisely as physicists define theirs, such as distance and mass, nor to come
to as much scientific agreement in measurement as what a meter or a kilogram

is. At the same time it does appear necessary for the advancement of the field
to be able to relate the findings of one social scientific or epidemiologic
investigation to another, such that each study is not totally immune from com-
?arabilitg, and at least the minimal communication among investigators is
ostered.

It was with these kinds of thoughts that a group of researchers on drug use,
called together by the Special Action Office for Drug Abuse Prevention (SAODAP),
began reviewing the ways terms and concepts in drug use research were currently
being defined and operationalized, and deliberating on how this idiosyncratic
muddle of definitions might be clarified. In examining the scientific liter-
ature we found that there is more agreement with respect to some of the terms
than others. For example, there is more agreement with respect to so-called
"objective" reporting of experience, such as frequency of use, than with
reporting of subjective phenomena such as reasons for use or non-use of drugs.
Even in the case of objective experiences, however, it is 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 investigators could be
relatively easily achieved without sacrifice of either concepts or findings.

In other cases, especially those which attempt to get at "motivation," it is
fairly obvious that a consensus will be more difficult to achieve.

We recognize that notions of standardization, consensus, and comparability are
sometimes repugnant to the artistic sensibility. At the same time we must



acknowledge the benefit that can accrue to science, policy and public communi-
cation if a common language can be found among drug use researchers. It is in
this spirit that the results of our deliberations on this issue have been put
together in this form to be shared with the larger body of social scientists,
epidemiologists and potential research investigators.

It should be noted that the concerns, admonitions and recommendations expressed
in this document are limited to the kind of research on human populations that
takes the form of surveys--questions are asked of respondents, and the data
produced are self-reports of behavior, experience, attitudes and values. None
of what is written here is intended to cover clinical and laboratory research,
although here and there a clinical or laboratory scientist may find something
of interest.

It will be noted further that, for the most part, the essays pertain to general
populations, that is, populations that include non-users as well as users of
drugs. Again, some of what is written here may be applicable to addict popu-
lations, but the intent was to discuss methods of questioning that were meaning-
ful primarily for non-addict populations.

A number of important issues with respect to operational definitions have not
been touched upon in the papers of the committee. For example, the question of
quantity (or dosage) of drug use has yet to be dealt with somehow. Use of drugs
for medical reasons without a physician's prescription has been only lightly
treated. Constructing typologies of users, while highly useful potentially, was
not done here for lack of time.

Potential investigators using this monograph and intending to embark on drug
use research will have before them a considered set of essays on problems
they might encounter and how they might be met, authored by some of the most
experienced investigators in this field. In addition, they will find (in the
Appendix), in classified form, the ways in which investigators who have
preceded them have phrased questions in survey research. If similar errors
in drug use research are to be made in the future as they have in the past,
potential investigators will now be able to make them somewhat more deliber-

ately.

HOW

The Special Action Office for Drug Abuse Prevention has had several

meetings with scientists in the field of drug abuse in order to learn more
precisely the extent and characteristics of recent research in this area. At
one of these meetings, the issue of the lack of comparability between studies
was introduced by Jack Elinson and further discussed by Dave Nurco.

The idea of dealing with this problem in order to promote the greater
generalizability of research findings was appealing to SAODAP. Therefore,

a committee, representative of leaders in the field, and co-chaired by Elinson
and Nurco began work in April, 1974 with the hope that the committee's

work would help researchers in this area define their terms and concepts



and determine their classification and measurement in more comparable ways,
This committee consisted of the following persons:

John Ball, Ph.D.
Temple University

Mildred Bateman, M.D.,
West Virginia Department
of Mental Hygiene

Gail A. Crawford, Ph.D.
University of Chicago

Ira Cisin, Ph.D.
George Washington University

Robert H. Eichberg
University of California

Jack Elinson, Ph.D.
Columbia University

Lloyd Johnston, Ph.D.
University of Michigan

Denise Kandel, Ph.D.
Columbia University

Roger E. Meyer, M.D.
McLean Hospital/Harvard
Medical School

David N. Nurco, D.S.W.
SAODAP/Maryland Psychiatric
Research Center

John O'Donnell, Ph.D.
University of Kentucky

Louise Richards, Ph.D.
National Institute on Drug Abuse

Lee N. Robins, Ph.D.
Washington University

Charles Winick, Ph.D.
City University of New York

A total of five meetings were held, with committee members assuming respons-
ibility for work assignments between meetings. The first two meetings were
devoted to a definition of the problem areas to be addressed and the working
procedures to be followed. The next two meetings focused on specific work
assignments for individual committee members, general methods of proceeding,
and clarification of issues and ideas involved in each of the papers presented
in this document. At the last meeting the committee as a whole completed its
discussion on each concept. The authors of draft papers then returned to their
offices to complete their essays, keeping in mind committee members' comments.

Bringing together such a diverse group of individuals with a broad range of
research experiences and having them work together towards a "pay-off" for
each other, as well as for the research community, proved stimulating. From
the beginning, the group expressed interest in exploring the possibility of
reaching agreement on a set of useful, operational definitions. At the very
least it was felt that if problems of standardization could be more thoroughly
elucidated and dealt with, the field would be moving toward a firmer scientific
foundation.

A number of members felt that the committee's primary task was not to answer
specific questions or predetermine research design, but rather to clarify
issues and hopefully provide guidance for the field as a whole. The committee
felt that it should not move toward establishing federal dogma, nor did it
believe it would be possible to agree on specific definitions of concepts such
as "level of significant drug use vs. experimentation." Indeed, there was some
fear that hard and firm recommendations could lead to specific requirements for
grantees, and that this would be undesirable in the long run.



In subsequent meetings the committee began to refine its approach. For
example, it was suggested that both a measure of the objective availability
of drugs and a measure of the respondent's subjective perception of avail-
ability were needed. At this point, committee discussion began to focus on
the various areas of concern regarding availability, i.e., what information
should be collected, how to collect it, and how it should be analyzed after
it is collected.

At another point, the committee faced squarely the issue of whether questions

regarding conditions of use should vary according to the individual drug under
consideration. It was emphasized that although investigations of alcohol and
tobacco usage required different questions, separating out the conditions of

use for each of many chemical agents seemed to be an inexhaustible task.

In discussing implications of the use of the committee's work, some members
stressed that any typology decided upon by the committee might be used in
policy-making decisions. The committee agreed that the execution of policy
decisions frequently led to program intervention, and it was feared that
ongoing prognostic typology research might be prematurely abandoned. Thus it
was emphasized that the committee must be aware of policy implications in all
of its deliberations. In essence, it was felt that the published findings of
the committee could have a great impact on future research in drug abuse.

As this group of scientists gained experience in working together, they began
to focus on such issues as whether addiction is inextricably bound up with
crucial events in drug history, such as the age and period of time when the
person was first offered a drug. Attention was also given to medical vs. non-
medical use of drugs, with particular concern being focused on the issue of
whether ingestion of drugs in the amounts and at the intervals ordered by a
physician might be considered medical use, while any other use might be con-
sidered non-medical.

The committee next considered the need to look at conditions of drug use within
the context of level of use. Outcome was considered, and it was felt by most
that it would be useful for the researcher to know whether the drug was used

in the manner prescribed by a physician, and the condition for which the drug
was prescribed. The committee further considered the possibility of more far-
reaching effects and how these could be set forth, such as the facilitation of
social interaction, change in life style, and increases in "awareness."

As the committee's work progressed and became even more specific, discussion
moved into areas such as the effects of drugs, as classified under the cate-
gories physiological, psychological, and sociological. It was felt that
physiological effects were best studied from self-reports, while sociological
and psychological effects could be approached through correlational analyses.
Other points considered were the two dimensions of effects, namely, demon-
strable consequences, both positive and negative , and consequences discerned
by the user, again both positive and negative. In the process of focusing on
specific questions, the committee discussed the issue of whether "lifetime
frequencies" are helpful, i.e., do such frequencies distinguish between users
who took the drug 30 times in three years and those who took the drug 30 times
in one month? Linked to this was the problem of measurement of consecutive



and simultaneous drug use, together with the very specific issue that typi-
fied the last meeting of the committee, namely, is the second drug used to
enhance the effect of the first drug, and/or is the second drug used to
counteract the effect of the first drug?

Subsequent to this type of questioning and discussion, the committee made its
recommendations to each author. In the process of making these recommendations,
several members found immediate rewards: one with regard to constructing a
questionnaire and dealing with the concepts of frequency of drug use and the
"cutting points" he might use; another with respect to developing the concept
of current drug use for inclusion in a forthcoming publication.

July, 1975
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Most of what we know about the history of drug use come%rom

intensive studies of special populations, e.g., persons

ho

come to the attention of police or who are in treatment for
drug abuse. In the population as a whole, however, the re-
latively low incidence of heavy drug use seriously limits the

utility of "one-shot" general

opulation sample surveys as a

means of underetanding this phenomenon.

Therefore, along with new, methods of inlquiry needed to ex-

plore the history of dru

use in genera

populations, we

also need improved methods of data collection and analysis
so that information from a sizeable nwnber of respondents
in general population surveys can be vooled and correlated.
Dr. Lee N. Robins, using the model of the natural history
of narcotic addiction, makes specific recommendations as
to the kind of data needed for this purpose.

HISTORY OF DRUG USE

Lee N. Robins

RATIONALE FOR ITEMS TO BE INCLUDED

Drug use is a function not only of the pre-
disposition of the individual to use but also
of his opportunities to do so. Thus, the
drug-taking history can be understood only
when the opportunities to use are known.
These opportunities have been found to vary
markedly with geographical location, occupa-
tional role, historical period, sex, and age.
There are, of course, also idiosyncratic
sources of variation, but the above are
sufficiently general and well-documented that
one can infer with some certainty that the
opportunities of, say, a 20-year-old male
student in New York City in 1969 to use a
variety of illicit drugs was high while the
opportunities for a 50-year-old housewife in
rural Oklahoma in 1947 were minimal. As a
consequence, surveys should report dates and
locations of interviews as well as the cus-
tomary demographic data about subjects.

Initiation to first illicit drug use has

found to occur chiefly between ages 12 to 25.
Those who have had no experience during this
age span seem relatively immune from beginning
use later even when opportunities increase
markedly. Therefore, histories of drug use
should account for the location, occupation,
and historical era in which this wvulnerable
age span was spent. Differences in rates of
current use among older people may be a

function of their exposure during these
critical years as much or more than a func-
tion of their current ease of access to

drugs.

Because age appears to play a critical role
in drug behaviors, the age at which drug
behaviors began and ended are necessary, so
that age-specific and age-adjusted rates can
be calculated to allow comparing Studies in
which samples have different age distri-
butions.

The drug history of narcotic addicts, the only
group for whom we have considerable informa-
tion about the natural history of use, often
shows a peaking of use and subsequent sponta-
neous decline. At present, we do not know to
what extent this decline in use over time is a
function of aging and to what extent it is a
function of the passage of time since initiat-
ing heavy use (i.e., analogous to the recovery
time found in infectious disease processes).
While the relatively good prognosis of late
onset addiction suggests that recovery is a
function of aging rather than of the duration
of addiction, this is not a necessary infer-
ence, since late onset addictions may be
milder and persons with late onset almost
always have more resources in terms of skills,
financial stability, and social support to aid



in their recovery. To disentangle the natural
course of the addictive process from the
effects of aging and of pre-addiction assets
requires dating the onset of heavy use and
learning the demographic characteristics of
the user at the time he first began using
heavily. These demographic characteristics
can be used to hold constant assets such as
job, marriage, education, etc. present at the
beginning of heavy use while we compare the
effects of age with the effects of duration.

Research in alcoholism has indicated that
there is a progression of levels of involve-
ment or "stages." Such stages probably exist
for all other addictive drugs as well, but
drugs may vary greatly in the risks of pro-
gressing from one stage to the next and in the
typical interval between entry into one stage
and progression to the next. Some of the
events that have been seen as indicators of
moving from one stage of drug abuse to the
next are: first trial, first weekly use,
first daily use, first injection, use during
working hours, concern about possible de-

pendence, attempts to reduce doses or frequency

of use, arrest for drug-related offenses,
withdrawal from the labor market, seeking
treatment, and decline in use. What little we
know about the order of these events and
intervals between them comes almost exclu-
sively from studies of hospitalized addicts.
These studies can tell us nothing about the
risks of progression to the next stage from
any given level, since all subjects have gone
the whole route. If we begin to include
questions in general population surveys about
whether these events occurred and the ages at
which they occurred, we will soon be able to
estimate whether there is an orderly pro-
gression, the risks of progression from one
stage to the next, and the average interval

between stages.

Knowing these facts about the natural history
of drug use will provide the baseline data,
against which efforts to prevent or treat
abuse can be judged. Only when we know the
risks of progression, can we decide whether
application of a new policy has successfully
aborted the addictive process for a signifi-
cant proportion of people. Studies of the
progression of involvement need to be made
for various classes of drugs and for some
important sub-classes, since there is no
reason to assume that the same patterns hold
across drug classes.

Similarly, we need to know the expected
intervals between abstention and relapse in
order to judge what should constitute a
"cure." It is conventional now to use three-
year or five-year cure rates, based only on
analogy with chronic and progressive illnesses

like cancer. If surveys were to obtain
information about ages at first abstention
and first relapse, we could estimate not only
the interval beyond which the chance of
relapse is less than 10%, but also whether
these intervals are of different lengths for
persons of different ages, with different
durations of heavy use, and at different
stages of involvement.

Drug treatment goals have usually been ab-
stention rather than moderation. Recently
there have been arguments for control and
reduction of use as more realistic goals,
despite doubts that moderate use can be
maintained without reescalating into addic-
tion. These doubts might be allayed if it
were shown that spontaneous remissions com-
monly follow gradual reductions in use. At
present, we do not know whether addiction,
having arisen out of a progression through
stages, wusually remits spontaneously via
sudden abstention or via a reversal down the
ladder of stages to milder and milder in-
volvement. Collecting ages at last heavy
use, last light use, last arrest, last treat-
ment, etc. would enable us to learn whether
drug use usually ends spontaneously "not with
a bang but a whimper."

Ascertainment of the individual’s status at
time of changes in levels of use (either
progression to more involvement or to less
involvement) should include not only the
demographic variables noted above, but also
his recent entry into or exit from treatment
and/or confinement. This would help on
separating those whose marked changes in use
followed forced change in access to drugs
from those who changed behavior spontaneously.

We how something now about the order in
which drugs are used--at least alcohol, mari-
juana, glue, and tobacco are usually used
before barbiturates and heroin. To learn the
order of progression from one drug class to
another, surveys often ask subjects to put
the drugs they have used in order of first
trial. Our suggestion that ages at each
change in drug status be ascertained ob-
viates the need for doing this. Computers
can simply order the drug classes by age of
first trial. There will, however, be tied
ages--when two drugs were begun in the same
year. To reduce the number with indeter-
mninate orders, respondents should be asked
to put in order those drugs with "tied" ages
of first use.

Many of the items of drug histories sug-
gested here will be applicable to only a
small proportion of subjects in most general
surveys. Except in unusual settings (e.g.,
Harlem, Vietnam), subjects who have taken



illicit drugs will usually have used them
only occasionally. This will be especially
true in school surveys, where even heavy
users are too young to have progressed to
treatment or spontaneous remissions. The
researcher will have a natural disinclina-
tion to include the detailed questions
suggested here, since they are likely to
apply to less than 5% of his sample. With
such a small yield, valid analyses will be
impossible. However, it is only by accumu-
lating these infrequent cases from many
surveys conducted in general samples that we
will ever have sufficient cases to learn
the natural history of drug abuse and its
relation to social factors. Rare events can
be studied only in very large samples or in
samples selected for high risk of the event.
"High risk" samples, such as prisoners and
persons in treatment, have serious drawbacks.
Comparison of relapse rates in the few
general samples studied with rates in cases
known to treatment agencies suggests that
drug users who come to treatment are a
highly biased subsample of all heavy users,
and that studies restricted to them produce
an incorrect and overly pessimistic view of
the intractibility and permanence of drug
dependence.

Adding questions applicable only to the

heavy users will add little to the overall
time required for interview surveys because
they will be used only infrequently. The
main costs will be in designing the ques-
tions, printing them, and training interviewers
to ask them for those few subjects for whom
they will be relevant.

A more serious problem arises with written
questionnaires, since much of the question-
naire booklet would be irrelevant to non-
users or occasional users. This would be

less serious in mailed questionnaires than in
group administrations, where the time re-
quired to fill in the questionnaire would be
a clue to user status, thus violating con-
fidentiality. One solution would be to ask a
set of questions of approximately equal
length only of the low and no use groups.
These questions could constitute a second
survey unrelated to drug use or could ask
about rejected opportunities to progress to
heavier use. The disadvantage of such a
plan, of course, is a long survey for all and
thus problems in finding time for adminis-
tration.

If the technological problems of administer-
ing detailed questions to heavy users can be
solved, properly assembling their data from a
number of surveys should be possible. The
background demographic, historical, and
geographical data suggested here will allow

grouping cases representing comparable eras
and regions.

FORMAT OF QUESTIONS

The most complete information about drug
history can be obtained by using a life
history chart which accounts for each year of
life with respect both to background data and
to drugs used, degree of use, dependency, and
treatment experience. The disadvantage of
this method for interview surveys is that it
requires highly skilled interviewers (since
individual questions cannot be spelled out in
detail) and coding it is tedious and complex.
It is unknown how accurately such life charts
are filled in when presented in questionnaire
format, but a large matrix of ages vs.
behaviors and backgrounds would probably
appear so complex to the respondent as to
discourage accurate completion.

The only alternative appears to be specific
questions about the beginning and ending of
drug related behaviors and, for each positive
response, collecting background data locating
the event by time, place, and those charac-
teristics of the respondent that are subject
to change over time. This method also has
disadvantages. It requires a long interview,
a complex pattern of subsets of questions,
where the applicability of each new topic
depends on answers to a prior question. In
questionnaire form particularly, there are
likely to be errors in following the flow
pattern from each answer to its appropriate
subset of questions. If respondents are not
highly motivated, they may begin to underre-
port use once they discover that a positive
answer involves them in a tedious subset of
further questions. In addition, when back-
ground questions are asked only after a
positive answer to questions about changes in
drug behavior, one fails to note changes in
background events that were not associated
with changes in drug behavior. Despite these
disadvantages, the format of specific ques-
tions, with positive answers leading to
further questions, can be successfully ad-
ministered by average, carefully trained in-
terviewers and can be coded in a standard
fashion. Information produced by this format
comes reasonably close to the level of detail
provided by a life history chart and can
certainly add substantially to our current
knowledge about drug history.

DRUG HISTORY TOPICS

Information listed below should be obtained
separately for each class of drugs. Each
positive response should be scored with
respect to age at its occurrence, geograph-
ical location (state and city size, with city



size treated in sufficient detail to at least
distinguish SMSAs of 1,000,000 or more, SMSAs
of less than 1,000,000, and others), and
according to those statuses held at the time
which are known to affect opportunity to
obtain drugs and freedom to use drugs: a)
occupation: soldier, student, employee,
unemployed; b) marital status (M,S,W,D);

c) independent residence or in parents' home;
d) free or confined in hospital or jail; e)
associations mainly with users or with non-
users.

1. First used drug

2. First used drug reqularly
Chapter 3 for definitions)

3. First injected

. First used daily or almost daily

5, First felt he needed the drug or
thought he might be dependent

(see

on it

6. First tried to stop or reduce
drug use

7. First sought treatment for drug

8. Last time used

9., Last time used daily

10. Last time used regularly

11. Last time he felt he needed the
drug or thought he might be de-

pendent on it

12. Beginning of first abstention
(defined as no use for more than
three weeks following weekly use
for more than three weeks or
daily use for at least ten days)

13, End of first abstention

14, Started first treatment for drug

15.  Left last treatment for drug

16. First arrest due to use of drug

17: Last arrest due to use of drug

18. Beginning of last abstention

19, End of last abstention (if
currently using)

ITEMS OF BACKGROUND DATA

Included here are items necessary to combine
data for respondents in this study with data
for respondents in other studies. These are
questions that do not need to be repeated
with each change in drug use.

1. Sex

2. Year of birth

3. Race

4, Age at interview (or date of in-
terview)

5, Location of interview (city size,
state)

6. Status at interview by occu-
pation (student, employed, un-
employed, soldier), marital
status, independent residence or

10

in parent's home, confinement
status
Locations and statuses each year

between ages 12 to 25
ANALYSIS PLANS

The drug topics and background data listed
here provide answers to the specific ques-
tions about drug use in a historical, geo-
graphic, agegraded, and opportunity-graded
context. In addition, a great variety of
composite variables describing drug history
can be produced by computer. These composite
variables can also be contrasted by histor-
ical period and geographic areas. Among
composite variables of special interest are

the following:

1. Combinations of drugs used prior
to any given age or change in
status

2. Order in which drugs were first
used

3. Order in which drugs were first
used regularly

4, Order in which drugs were first
used daily

5, For which drugs dependency
ended without treatment

6. For which drugs dependency
ended following treatment

7. Drug of first dependency

8. Interval between first trial
and regular use of a specific
class of drugs and across
classes of drugs

9. Interval between first trial and
daily use

10. Interval between first trial and
dependency
11. Length of regular use prior to
dependency
12. Interval Dbetween onset of daily
use and seeking treatment
CONCLUSION

The charge to the group drafting these guide-
lines for definitions to be used in drug
survey research, was to try to bring some
consistency into Current practices of in-
terviewing and questionnaire construction so
that camparisons can better be made between
studies. In attempting to apply this charge
to the section on history of drug use, it
seemed that more was needed than simply
choosing wisely or arbitrarily among current
survey practices. Instead, it seemed nec-
essary to innovate methods that might allow
solving a major problem in epidemiological
research on drug abuse. That problem is that
extensive and problematic drug use 1is a
sufficiently rare phenomenon in our society



that any general population survey of mod-
erate size produces only a few cases. Be-
cause of the rarity of cases of serious drug
abuse, current practice has usually been to
avoid detailed exploration of the course of
drug abuse in general populations. We have
instead relied either on populations of drug
patients in treatment or of drug users known
to the police or have used some technique to
sample a high risk segment of the general
population, such as young urban blacks.
result of these concentrations on special
populations to learn the natural history of
drug abuse is that our information is of
doubtful generalizability. It is hoped

that the gquidelines here may make it possible
for survey researchers studying general
populations to collect information systemat-
ically and comparably about those few cases
with more serious drug involvement who turn
up in their samples. Then, after a few

The

Ed. Note:

years, we would have amassed a reasonably
substantial group of randomly selected drug
abusers.  Studying their histories should add
substantially to our knowledge of the natural
history of drug use and abuse.

In deriving recommendations for data to be
collected, this section has had to draw on
the very few studies which have explored
serious drug involvement in general popula-
tions and on studies of special populations.
Thus, suggestions here are based on less
survey experience than are suggestions in
some other sections. They must, therefore,
be recognized as tentative. It is hoped that
with these suggestions as a beginning, we
will soon amass further experience and can
gradually improve and simplify the methods
through which these data on drug history can
be obtained.

To see the various ways the terms and con-
cepts referred to in Dr. Robin's paper have

been formulated in recent dru

use studies,

see APPENDIX A, "Operational Definitions

Used in Recent Socio-Behavioral
Classifications:

"

Drugs,

esearch on

8. History of Drug Use

Also:
11.

change in use
14. & )

Interest in Tryin
Changing Use of

% Maintaining,
7

ugs (particularly

Effects of Drug Use (particularly those

ealing with dependency)

11



Drug abuse studies often use different classby”lcation systems
v

for the substances under investigation, there

making it

difficult, and sometimes impossible, to achieve comparability
Though the focus of each study may
differ, if the findings can be
to have a taxonomy of drugs which includes major drug
categories.  And this would deal with the diverse phenomena
of the medical and non-medical use or misuse of these drugs,
while adhering to their pharmacological integrity.

Dr. Mildred Bateman's efforts in this direction can be

across research findings.

viewed as a starting point.

ooled it will become necessary

FUNCTIONAL TAXONOMY OF DRUGS

Mildred Bateman

INTRODUCTION

Developing a functional taxonomy of
drugs in the context of "drug abuse"
considerations has as its first prob-
lem deciding which property can supply
the common thread, in view of the fact
that the patterns of abuse nave taken
us beyond the arena of addicting pro-
perties. The committee recognized
that the inclusion in a questionnaire
of the entire 1list of drugs which may
be abused would seldom be feasible or
even necessary. However, if there 1is
agreement among researchers as to the
grouping of drugs, comparisons of sur-
vey results with respect to substances
abused could be more easily accom-
plished. After considering several
axes upon which to build a taxonomy
for common use by researchers, the
pharmacological basis for establish-
ing broad classifications was sustain-
ed.

Investigators are cautioned, however,
that exclusive use of oroader categor-
ies should be avoided when it is
important to delineate data relative
to specific interest-ladened substances;
e.g., the socio-economic and medical
implications of heroin vs. methadone,
vs. other narcotic substances are so
great that these should be specified
in survey instruments and in research
designs, rather than addressed simply
as "narcotics."
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Similarly, there are some substances
of abuse which clearly have medical
indications for use while others have
none, or at the least questionable
necessity as a prescriptive drug. It
is quite possible that investigators
may have as a specific goal, research-
ing only those substances which are
being "medically" abused, or misused.
In this case, the specific drug can
be singled out while still adhering
to the pharmacological classification
base for comparability across pro-
jects.

Finally, the committee has developed

a list of special interest substances
with abuse potential which are cross-
referenced to the pharmacological-
functional taxonomy. Certainly this
list should be reviewed periodically for
additions as new substances are dis-
covered either in terms of medical or
non-medical experience.

In the classification outline that
follows, the numbers in the left-hand
column represent a’coding sequence which
could be used by researchers for ease of
comparability. This is not an official
coding. The roman numerals on the right
hand side represent the Bureau of Nar-
cotics’ schedule and code numbers for
controlled substances, as of July 2,
1975.



.000

.100

.102

.103

.104

.105

.106

.107

.108

.109

.110

L111

L112

.200

.201

.202

.203

.300

.301

.302

.303

GROUP I ANALGESICS

Narcotics
Codeine I11-9050

Demrol
Maperidine HCL

Dilaudid I11-9194
Hydromorphone

Heroin 1-9200

Leritine 11-9020
Anileridine

Levo-Dromoran I11-9220

Levorphanol tartrate

Dolophine HCL I1-9250
Methadone
Morphine I1-9300

Purified Alkaloid of Opium

Nisentil I1-9010
Alphaprodine HCL

Numorphan I1-9652
Oxymorphone HCL

Opium II-9600-9640

Pantopon

Hydrochlorides of
Opium Alkaloids

Non-Narcotic; Prescription

Darvon
Propoxyphene HCL

Levoprome
Phenothiazine Derivative
Methotrimeprazine

Talwin
Pentazocine

Nan-Narcotic; Non-Prescription

Mild Analgesics

Aspirin
Acetylsalicyclic Acid

Tylenol
Acetaminophen

Phenacetin
Acetophenetidin
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.000

.100

.101

.102

.103

.200

.201

.202

.203

.204

.300

.301

.302

.303

.304

.305

.306

.307

.400

.401

.402

.403

.500

.501

GROUP II HYPNOTICS SEDATIVES,
DEPRESSANTS, AND OTHER ANTI-
ANXIETY AGENTS

Long-Acting Barbiturates

Butisol
Butibarbital Sodium

Luminal
Phenobarbital

Amytal
Amobarbital
Short-Acting Barbiturates

Aberate
Aprobarbital

Nembutol
Pentobarbital

Seconal
Secobarbital Sodiun

Tuinal-Sodium Secobarbital
Sodium Amobarbital

Non-Barbiturates
Chloral Hydrate

Doriden
Glutethimide HCL

Noludar
Methyprylon

Paraldehyde

Placidyl
Ethchlorvynol

Quaalude/Sopor
Methaqualone

Valmid
Ethinamate

Alcohol

Beer

Liquor

Wine
Benzodiazepines

Libriun
Chlordiazepoxide

IV-2145

IV-2285

III-2100

III-2100

III-2100

III-2100

IV- 2465

III-2550

III-2550

IV-2585

IV-2585

IV-2545



.502

.503

.600

.601

.602

.603

.604

.000

.100

.102

.103

.104

.105

.106

.200

.201

.202

.203

.300

.301

Valium
Diazepam

Serax
Oxazepam

Other Sedatives

Atarax/Vistaril
Hydroxyzine

Hydrochloride
Hydrochloride

Equanil/Miltown
Meprobamate

Tybatran
Tybamate

Trancopal
Chlormezanone

GROUP TIII ANTIDEPRESSANTS

Tricyclic Compounds

Tofranil
Imipramine HCL

Elavil
Amytriptyline HCL

Norpromin/Pertofrane
Desipramine HCL

Sinequan
Doxepin HCL

Aventyl
Nortriptyline
Vivactil
Protriptyline
Monoamine Oxidase Inhibitors
Hydrazine Type
Marplan
Isocarboxazid
Niamid
Nialamide
Nardil
Phenelzine Sulfate

MAO Inhibitors
Non-Hydrazine Type

Parnate
Tranylcypromine
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.000

.100

.101

.102

.103

.104

.105

.106

.107

.108

.109

.110

J111

L112

.200

.201

.202

.300

.301

.400

GROUP IV ANTIPSYCHOTIC

AGENTS

Phenothiazines

Compazine
Prochlorperazine

Dartal
Thiopropazate

Mellaril
Thioridazine

Permitil/Prolixin
Fluphenazine

Proketazine
Carphenazine

Serentil
Mesoridazine

Sparine
Promazine

Stelazine
Trifluoperazine

Thorazine
Chlorpromazine

Tindal
Acetophenazine

Trilafon
Perphenazine

Vesprin
Triflupromazine

Thioxanthines

Navane
Thiothixene

Taractan
Chlorprothixene

Butyrophenones

Haldol
Haloperidol

Miscellaneous

Serpasil
Reserpine



.000

.100

.200

.201

.202

.203

.300

.301

.302

.303

.000

.101

.102

.103

.000

.101

.102

.103

.104

.105

.106

.107

.108
.109

GROUP V STIMULANTS 8.000
Cocaine
8.100
Amphetamines
8.200
Benzedrine
Amphetamine Sulphate 8.300
Desoxyn/Methedrine §.400
Methamphetamine
8.500
Dexedrine
Dextroamphetamine
9.000
Non-Amphetamines
- 9.100
Ritalin
Methyl Phenidate 9.101
Preludin 9.102
Phenmetrazine
9.103
Tenuate/Tepanil
Diethyproprion 9.104
GROUP VI CANNABIS 10.00
Marihuana
10.01
Hashish
Hash 0il
10.02

GROUP VII HALLUCINOGENS

Lysergic Acid Diethylamine
Mescaline

Peyote

Psilocybin

Psilocyn

STP (DOM)
DMT (Dimethyl Tryptamine)

DET
PCP

(Diethyl Tryptamine)
(Phencyclidine)
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GROUP VIII SOLVENTS
OTHER  INHALANTS

AND

Amyl Nitrite
Gasoline

Glue

Nitrous Oxide

Other

GROUP IX NICOTINE

Nicotine
Cigarettes
Cigar
Pipe
Chewing

Not Classifiable; Drugs
From More Than One Class

Dexamyl
Purple Hearts (contains
Dexedrine and Amobarbitol)

Deprol
Benactyzine HCL
Meprobamate



Special Interest Substances
With Abuse Potential

(Common Names in parentheses)
1.100 Narcotics

1.101 Codeine, ETH c¢ Codeine,
(Turps)

1.104 Heroin
("H," Hard Stuff, Smack,
Dynamite, Horse, Scag)

1.107 Methadone

1.108 Morphine
("M")

2.000 Sedatives, Depressants

2.100 Barbiturates
(Downers, Barbs)

2.103 Amytal
(Blue Angels, Blue Heaven)

2.202 Nembutol
(Yellow Jackets)

2.203 Seconal
(Red Devils)

2.204 Tuinal
(Rainbows)

2.400 Alcohol

2.401 Beer

2.402 Liquor

2.403 Wine

2.501 Librium/Libritabs
2.502 Vvalium

2.600 Minor Tranquilizers
2.602 Equanil/Miltown
5.000 Stimulants

5.200 Amphetamines
(Uppers, Jolly Beans)

5.201 Benzedrine
(Bennies)

5.202 Methedrine
(Speed, Meth, Crystal)

5.203 Dexedrine
(Dexies, Hearts)
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6.000 Cannabis

6.101 Marihuana,
(Grass, Weed, Hay, Pot,
Cigarettes, Joint, Roach,
Reefer)

6.102 Hashish
6.103 Hash 0il

7.000 Hallucinogens
(Psychedelics)

7.101 Lysergic Acid
(LSD, Acid)

7.102 Mescaline
(kc)

7.103 Peyote
(Buttons)

7.109 PCP (Phencyclidine)
7.110 Tetrahydrocannabinols-THC
8.000 Solvents

8.200 Gasoline
(Huffer)

8.300 Glue

9.101 Cigarettes
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Drug addiction is a major social concern of our times. But
the study of this problem is complicated, for different
patterns of drug use are required for persons to become

liable to addiction to different

rugs, while some drugs,

regardless of fre?uency or duration of use, do not lead to

dependency at al

On the basis of current pharmacological knowledge Dr. Roger
E. Meyer details the patterns of use required for addiction
liability to each of a number of drug categories currently

of interest to researchers. In addition he suggests questions

that can be used in surve
of Dr. Lee N. Robins in

s, deriving largely from the work
er studies of Vietnam veterans, as

an approach to defining episodes of drug dependence.

DEFINITION OF ADDICTION LIABILITY
ASSOCIATED WITH DIFFERENT PATTERNS

OF DRUG USE

Roger E. Meyer

It is best to consider risk of addiction
as it applies to each of the separate
categories of drug.

OPIATES

Relative to the opiates, patients who have

been given doses of morphine in the context

of a treatment program for pain over

a one to two week period will experience
mild symptoms when the drug is stopped.
If the narcotic is a longer-acting drug
(such as methadone), the symptomatic
distress will be less because the drug
is excreted slowly. If a narcotic
antagonist 1is administered, withdrawal
will Dbe acute and the discomfort

will be greater. Translating these
pharmacological data (reported by
Jaffe in Goodman and Gilman’s The
Pharmacological Basis of Therapeutics)
into data which may have some useful-
ness in surveys of drug abuse is another
matter. Duration of daily use should

be one factor in assessing the degree of
risk associated with a pattern of drug
use. Another factor should be subjective
experience of discomfort when the drug
has been stopped. Daily use of heroin for

1
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a period of ten to fourteen days or
longer strongly suggests the possibility
of drug dependence, whereas daily use
of a prescribed analgesic being used
appropriately might result in mild with-
drawal symptoms but no overt continuing
interest in drug-seeking behavior.
Certainly, daily use of an 1illicit
narcotic more than once a day for a period
of ten to fourteen days or more should
imply drug dependence unless proven
otherwise. The argument is strengthened
by subjective reports of some discomfort
when the drug is stopped.

With the above degree of drug use as

a kind of bench mark, it should be pos-
sible to move to greater and lesser
degrees of drug use to define greater
and lesser degrees of involvement. For
example, it might be possible for some
individuals to experience several epi-
sodes of heroin use extending for periods
of two to three weeks of daily

use over the course of one or more years.
This person may be intermittently
dependent, but there may be other factors
which mitigate the severity of his
involvement with drug use. On the



other side of the mark, weekend use of
heroin may be found in "true chippers"
who never seem to progress to a full
blown dependent state.

The following questions, provided by
Dr. Lee Robins, appeared in the Vietnam
Veterans Questionnaire and serve as one
possible format for defining current
and historical episodes of opiate
dependence.

Which narcotic drugs have you
used (not on prescription) daily,
or almost daily, for at least a
couple of weeks during the past
two years?

Heroin

Opium or 0J’s

Codeine or Robitussin AC
Methadone or Dolophine
Demerol

Morphine

Paregoric

Dilaudid

None

(a) What’s the longest run of daily
use (of any narcotics) you've
had within the last two years?

Less than 2 weeks
weeks - < 1 month
month - < 3 months
months - < 6 months
months - < 9 months
months or more

O oW N

Have you felt strung out or addicted
within the last two years?

just uncomfortable, or didn’t it
bother you much?

Sick

Uncomfortable

Didn’t bother much

Never stopped for a day or more
Didn't use enough to get sick coming
off

If sick or uncomfortable:

(B)

(A) How long did those feelings last?

Less than 12 hours
12 hours to < 2 days
2 days to 4 days

5 days to 10 days

11 days or more

Did your symptoms stop by themselves
then, or did they stop only because
your went back on the stuff or
received medicine?

Stopped by themselves
Back on
Medicine

When you were coming down (that worst
time) (Ask each item):

A. Did you have chills?

B. Did you have stomach cramps?

C. Did you have any other pain,
besides headaches (or stomach
cramps) ?

D. Did you have trouble sleeping?

E. Any other problems?

IF YES: What were they?

Yes
Possibly
No

Did you use narcotics enough in the
last two years so that you began to
feel you needed them; that is, you
would feel uncomfortable when you
couldn’t get them?

Yes
No

when you were coming down off narcotics--

that is, not taking any for a day or
more--what’s the most trouble you’ve
had during the last two years: did you
ever get really sick, or were you

Which of the narcotic drugs have
interfered with your life in the last
two years--either by getting you into
trouble, keeping you from working,
hurting your health, or any other
way?

Heroin

Opiun or 0J’'s

Codeine or Robitussin AC
Methadone or Dolophine
Demerol

Morphine

Paregoric

Dilaudid

None

Have you ever seen a doctor or been
to a Clinic treatment center
because of using narcotics?

Yes (ask A & B)
No



If yes: with the barbiturates. The following
(A) How many times have you been in questions would seem to be important in
treatment for narcotics, altogether? this regard:

Episodes of treatment ,
(1) What drugs are being consumed?

(B) Have you seen a doctor or been in (2) Are the barbiturates being con-
treatment because of narcotics in sumed in conjunction with any other
the last two years? central nervous depressant such as

alcohol?

Yes (3) Is the &sired effect intoxication or
No (ask [1] and [2]) anxiety relief?

(4) Are the drugs being used on a

(1) When was the last time? daily basis?

2 - <3 years Under these criteria, it should be
3 - < 4 years possible to factor out two different kinds
4 years or more of dependency patterns:

(1) High intoxicating doses of short-
acting barbiturates over fourteen
to twenty-one days of daily use
as opposed to

Yes (2) Moderate to high doses of short-

No acting barbiturates (with or

without alcohol) over a period

of three months or more.

(2) In the last two years, have
you ever thought of getting
any treatment for narcotics?

BARBITURATES

The issue with regard to the barbiturates A history of irritability, tension,

is somewhat more complex. To quote Jaffe': anxiety, restlessness, seizures, and/or
"The amount of (short-acting) barbiturates other physical complaints associated with
required to produce physical dependence discontinuation of the drug would be

in man . . . has been found to be 0.4 gms important confirmatory evidence of physical
daily for three months." In this dependence.

condition, abrupt withdrawal produces

paroxysmal BEG changes without other The following questions (again, cour-
significant symptoms 1in approximately tesy of the Vietnam follow-up study)

on third of the subjects. In contrast , can serve as a possible framework for

0.2 gms of pentobarbital per day can be defining current and historical epi-
ingested over many months without the sodes of hypnotic-sedative drug dependence.

development of tolerance or physical
dependence. After 0.6 gms per day for

one to two months, half of the patients The drugs on this list are sedatives
will show minor withdrawal symptoms or downers. Look it over and tell me,
such as insomnia, anorexia, tremor, in the last two years have you taken any
and EEG changes and ten percent may have of the drugs on this list without a
a single seizure. To complicate matters prescription or more than was pre-
further, ten percent of patients who are scribed?  (Research investigator
kept deeply intoxicated (semicomatose) should provide a sample list.)

for sixteen to twenty hours per day

for ten to twelve days are so physically Yes

dependent that they develop seizures and No

delirium on abrupt withdrawal. In con-

trast to the effects of short-acting Have you used them mainly to enjoy
drugs, abrupt discontinuation of long- their effects or for some other
acting hypnotics and sedatives (such as reason(s)?

phenobarbital and chlordiazepoxide)

when contrasted with pentobarbital or To enjoy effects

meprobamate will show generally slower To come down from uppers

onset of withdrawal symptoms and milder To ease narcotic withdrawal
withdrawal syndromes. Type of drug, To sleep

duration of use, dose, and perceived To calm nerves

effects become crucial determinants of To see what it was like

whether physical dependence develops Other  (Specify)
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When you were taking them, in the

last two years, did you get so you had
to take more of them to get the same
effect?

Yes
No

If you didn’t take them would you
get so that you felt weak or nervous?

Yes
No

In the last two years, did you ever have
a seizure or convulsion when you stopped
using them?

Yes
No

Did you use them enough at any time in
the last two years so that you began to
feel you needed them; that is, you
would feel uncomfortable when you
couldn’t get them?

Yes
No

Has using any of the downers interfered
with your life in the last two years--
either by getting you in any trouble,
keeping you from working, hurting your
health, or in any other way?

Yes (IF YES: How?)
No

When was the last time you used any
downers?

Within last 2 weeks
2 weeks - < 1 month
1 month - < 3 months
3 months - < 6 months
6 months - < 2 years
2 years - < 4 years
4 years ago or longer

Did you ever get any treatment because
of using downers?

Yes
No

If yes, have you gotten treatment
for downers in the last two years?

Yes
No
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If no, have you ever thought of
getting treatment because of
downers?

Yes
No

AMPHETAMINES

With regard to the amphetamines, there
are distinctly different patterns
associated with oral and intravenous
self-administration. The patterns
associated with intravenous
self-administration involve very high
dosages over relatively brief duration
followed by a "crash" and abrupt cessa-
tion of drug use for a period of time
before 1its resumption in the same pattern.
The period of intravenous amphetamine
use generally 1is accompanied by psychotic
manifestations. The drug-free period is
usually characterized by prolonged sleep,
general fatigue, lassitude, depression,
and a tendency to overeat, as well as

a feeling of drug craving.

Oral self-administration generally
involves much smaller doses of amphetamine
which can be consumed daily for long
periods of time or in conjunction with
intermittent recreation or an attempt to
avoid sleep over weekends or for certain
jobs or for studies. There is an increas-
ing tendency to identify the period of pro-
longed sleep, drug craving, lassitude,
and depression as symptoms of withdrawal
from amphetamine. There are no pharmaco-
logical data, however, relating dose and
duration of use to extent of these signs
and symptoms manifest in a drug-free
period (following prolonged drug consump-
tion). Route of administration, plus
duration of daily self-administration
over any single drug- taking episode (as
well as generally over time), would be
important factors in defining the extent
of drug dependence to this class of drugs.

Any tendency toward increasing dosage con-
sumption over time, the function of use,
and the presence of unpleasant symptoms
during a period of use (or upon cessa-
tion of use) are also important for the
survey research investigator to define.
Again, a possible 1list of questions has
been provided as a framework by Dr. Lee
Robins from the Vietnam follow-up
questionnaire.

Here is a list of uppers or stimulants.
Some of these are different common
names for amphetamines, and others



are stimulant drugs that have effects
somewhat like amphetamines. I want
you to look the list over and tell me,
in the past two years have you taken
any of the drugs on this list without
a prescription or more than was pre-
scribed?

Yes, used
No use

Have you used them mainly to get high,
or for some other reason?

To get high

To lose weight

To stay awake

To perform better

To see what it was like
Other (Specify)

Did you use them enough at any time

in the last two years so that you
began to feel you needed them; that is,
you would feel uncomfortable when

you couldn’t get them?

Yes
No

Has there been any time in the last
two years when you got so you had to
take more of them in order to get
the same high?

Yes
No

In the last two years, did they
ever make you hear voices?

Yes
No

In the last two years, did they ever
make you feel, for no good reason,
that someone was out to hurt you?

Yes
No

Has using any uppers on this card inter-
fered with your life in the last two
years--either by getting you in trouble,
keeping you from working, hurting

your health, or in any other way?

Yes (IF YES:
No

How?)
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When was the last time you took any?

Within last 2 weeks
weeks to < 4 weeks
month to < 3 months
months to < 6 months
months to < 2 years
years to < 4 years
years or more

O oY wE N

Have you ever injected any of them?

Yes
No

Over the course of time, what has
been the frequency of injections

of uppers compared with taking them
orally?

Always 1inject

76 - 99% injections
51 - 75% injections
26 - 50% 1injections

1 - 25% injections

Did you ever get any treatment because
of using uppers?

Yes
No

At any time since you began using

uppers, have you ever considered
getting treatment for: (Check all
that apply)
An uncomfortable reaction to the
drug
Uncomfortable reactions when not
on the drug

Unpleasant moods (sadness, anger)
Unusual or frightening thoughts
A loss of interest in work or
school
Deterioration
friends

in relationships with

HALLUCINOGENS AND MARIHUANA

There is no evidence of physical dependence
associated with use of hallucinogens and
marihuana. For this reason, the survey
research investigator should be inter-
ested in the number of times of hallucino-
gen use and especially any reports of psy-
chological adverse reactions. There does

not appear to be any data which relates
usage pattern to specific adverse reac-
tions, with the exception that some chronic
unremitting psychoses have been associated
with extreme frequencies of LSD consump-
tion over relatively short periods of time
(e.g., daily use for one month).



With regard to marihuana, frequency of use
is important, but frequency of use over a
period of time. In other words, has the
subject used marihuana daily over the last
year or has the use been somewhat less fre-
quent? The same categories of adverse
reactions have been described for the vari-
ous hallucinogenic drugs, marihuana, and
more potent cannabis preparations (e.g.,
hashish). As a general rule, the frequency
of adverse reactions appears to be more
common with more potent drugs and drugs
unfamiliar to the user.

I. Acute Reactions

(a) Panic reactions in which a user fears
losing his mind or dying as a consequence
of anxiety in the face of a drug reaction.
(b) Toxic reactions in which the individual
is confused and misinterprets his powers
or his environment on the basis of toxic
disorientation. An example of this type
of disturbance would be an individual

who thinks that he can fly under the
influence of LSD and leaps out a window.
Toxic reactions are very much less common
than panic reactions; there is some evi-
dence that high levels of anxiety may be
associated with the hallucinogenic drug
experience with some frequency, although
requests for help in a full-blown panic
reaction are considerably less common now
than five to ten years ago.

It is believed that most acute reactions
are more a function of set, setting, and
personality, although toxic reactions
(which are the least common variant) are
more drug-related. Under conditions where
the individual does not know he has taken a
hallucinogenic drug, or when he is cared
for in an environment which he does not
trust (e.g., police headquarters), or where
the individual is in his teenage years or
early twenties rather than older, the
likelihood of panic reactions is greater.

II. The Flashback Experience

The flashback experience has been described

for both marihuana and hallucinogenic drugs.

Some people believe that flashbacks with
marihuana are induced by a subsequent
hallucinogenic drug use,
who believe that such flashbacks occur
with or without subsequent hallucino-
genic drug abuse. The mechanism of the
flashback is unkown. It is a transi-
tory replay of aspects of the hallucino-
genic drug experience. The frequency of
flashbacks diminishes with time and con-
tinued duration of an abstinent state.
There is no evidence that flashbacks are

but there are others
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related to any particular pattern of use.
As with acute reactions and chronic reac-
tions, flashbacks are more common with
the more potent hallucinogenic drugs
than with marihuana.

III. Chronic Reactions

(a) Acute psychotic reactions which
resemble schizophreniform psychosis
(being of relatively short duration,

one to two weeks) have been described.
Bowers has reported evidence that these
appear characterized by different patterns
of biochemical metabolism in the central
nervous system than one finds in acute
schizophrenic patients. There is no
known relationship between pattern of
use and the acute psychotic episode;
moreover, Bowers’ work was only reported
for LSD--there is no known biochemical
correlation with marihuana-induced acute
psychoses.

(b) Chronic schizophrenic-like psychoses
have been precipitated in individuals
who were felt to be pre-schizophrenic or
with a prior history of acute psychotic
episodes.

(c) Some people believe that an amotiva-
tional syndrome may result from use of
marihuana and hallucinogenic drugs. Hard
evidence in this regard is not there; and
it would appear that the time is ripe to
carry out more systematic epidemiological
evaluations in this area.

(d) Chronic anxiety states and depression
have been reported as a consequence of
hallucinogenic and marihuana drug use.
The exact relationship to a pattern of
use, again, has not been described.

The following questions, provided by

Dr. Lee Robins relative to an inquiry
about marihuana use, may also be modified
to inquire about the use of different
hallucinogenic drugs. In general, ques-
tions regarding frequency of hallucinogen
use will rarely encounter daily users or
persons who use very frequently over a
period of time. These patterns do occur
among marihuana users.

Have you, yourself, smoked marihuana
or hash at all in the last two years?
(IF NO, PROBE: Not even once?)

Yes, used
No use



In the past two years, has there been
a time when you were smoking mari-
huana at least three times a week?

IF YES: What did it do to you that
made you feel that way?

Has wusing marihuana interfered
Yes with your life in the last two years--
No either by getting you into trouble,
or keeping you from working, or
IF YES: How many months altogether, hurting your health, or in any other
in the past two years, did you use way?
it three times a week or more?

Yes
Months No

How many times woulld you say you've
used it altogether in your life--
five times or more, or less than that?

IF YES: How?

When was the last time you ever
used any pot (if you ever did use

5 + times any) ?

< 5 times
Within last 2 weeks

Has there been a time during the last Two weeks - < 4 weeks

two years when you’ve smoked marihuana 1 month - < 3 months

every day for a while? 3 months - < 6 months
6 months - < 2 years
Yes 2 years - < 4 years
No 4

years oOr more
Never

IF YES: How long did that last
(altogether)?

Months
or

Weeks

Have you used marihuana or hash enough

at any time in the last two years

so that you began to feel you needed
it; that is you would feel uncomfort-
able when you couldn’t get 1it?

Yes
No

When you’ve smoked marihuana in the
last two years, how many hours out of
the day (24 hours) have you usually
stayed high?

Hours

How many Jjoints or pipes in a day
did you usually smoke then?

PROBE: On an average day?

(IF SHARES WITH FRIENDS: How many
joints would your share amount to?)

Number

At any time in the last two years,
have you felt you were using mari-
huana or hash too much?

Yes
No
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As you look back over the years since
you first tried marihuana, was there
one particular period of time,

either in the past or more recently,
when you were using marihuana or hash
the most?

Yes, particular period
No particular period

IF PARTICULAR PERIOD:

(a) When did this period of heavier
use begin? (PROBE: How old
were you then?)

BEGAN:
month/year

(b) During this period when you
were using it the most, were
you smoking marihuana or hash
every day?

Yes
No

IF NO TO (b): Were you using it
several times a week?

Yes
No

IF NO: At least once a week?

Yes
No



(c) Where were you living during
the period you were smoking mari-
huana or hash the most? (Use all
that apply)

Parents’ home

Own home

Away at school

Amy, not in Vietnam
Vietnam

Traveling

Other (Specify)

(d) When did that period of heavier
use end (or is it still going on)?
(PROBE: How long did it last?)

ENDED:
month/year
Still going on

IF ENDED: Why do you think you
cut down/stopped your marihuana
smoking then?
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Ed. Note:

At any time since you began using mari-
huana or hash, have you considered
getting treatment for: (Check all

that apply)

An uncomfortable reaction to
marihuana or hash

Uncomfortable feelings when not on
marihuana

Unpleasant moods (sadness or anger)

Unusual or frightening thoughts

A loss of interest in work or
school

Deterioration 1in relationships
with friends

Flashbacks

Other  (Specify)

To see the various ways the terms and con-
cepts referred to in Dr. Meyer’s paper have
been formulated in recent drug use studies,
see APPENDIX A, "Operational Definitions
Used in Recent Socio-Behavioral Research on
Drugs," selected items in Classifications:

2.
5.
8.

12.
14.

Frequency-Quantity of Dru§ Use, "Ever"
Route of Administration and Dosage
Histog of Use (C. Change in Type of
Drug Used, Quantity Useé

Reasons for Drug Use

Effects of Drug Use
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"Current Use" a seemingly simple concept, reveals unexpected
complexities when attemhpts are made to define it operation-

ally for survey researc

Because there has been little agree-

ment on what constitutes the "present" (is it hpast week? past

month? past year?), the question of whether t

e respondent

is "currently" using drugs has presented a major problem to
those attempting to compare findings of one study with another

!

in respect to

today’s" prevalence.

Dr. Louise Richards and Dr, Ira Cisin discuss the concepts of

"Currency" and "Recency" and recommend specific ways to deal

with the problems they present.

MEASURES OF CURRENCY

OR RECENCY
OF DRUG ABUSE

Louise Richards and Ira Cisin

The aspect of drug use referred to as "cur-
rency" or "recency" can be defined as some
period preceding the survey and including

the day of survey when one or more substances
was or were used. Although the words "last
used" or "most recent use" are often employed,
the point in time does not seem as important
as the fact that some or any use occurred
during that recent time period. The aim
apparently is to produce data that disting-
uishes use at the present time from use that
may have gone on or terminated in the past.
Since the practice of asking the respondent
whether he or she has "ever used" the sub-
stance produces data that include both past
and current use, there is need to distinguish
these varieties. In epidemiologic terms, data
on "ever used" could be thought of as measures
of "lifetime prevalence". (Those who used for
the first time within a specified recent
period could constitute "incidence" data).

VARIETIES OF ITEMS EMPLOYED

Items have appeared in two basic types, depend-
ing on whether it was the drug type or the
time period that was "anchored" in the item.
That is, if the drug type was mentioned, the
question required an answer in several cate-

gories of time periods (plus the negative
category "never" or "no"). If the time period
was mentioned, the question required an answer
in terms of one or more drug types (plus a
negative category).

The time periods varied considerably, occurring

in all of the following forms:

1 week 6 months

1 month 6 months - 1 year
1-2 months academic year

2 months 12 months

3-5 months more than one year

All of the above periods were mentioned in the
context of the time the auestion itself was

asked: "within the last o

before (or prior to) survey," "since beginnning
of ," "in the past ," oetc.
PROBLEMS

One problem of assessing currency or recency
is related to the cyclical nature of use. Use
of a specific drug or type of drug usually
occurs in fairly predictable patterns; even a
heavy user cannot consume more than one dosage
unit in a specified time period. Beyond this
physical limitation, there appear to be typical



cycles of use for regular or heavy users.
Thus, an LSD user may not have used the sub-
stance for six months but still considers him-
self a "current user". This means that the
time period included as response categories
must encompass the longest possible cycle that
a user might consider "current".

Another problem is evident in the above listing
of time period categories: the large variety
of periods used in available reports, and the
inconsistency among results that is created by
this situation. Furthermore, if the most
recent use falls within the arbitrarily design-
ated time period, the user is counted as a
"current user" even if he "tried it once and
didn’t like it." Perhaps the difficulty is
inherent in the word "current", which implies
a continuing and perhaps habitual use. Thus,
we are trying to use a behavioral measure and
to infer from it a mental state or condition
of the individual.

RECOMMENDATIONS

1. The decision as to whether the time period
or the drug type should be designated probably
should be made by the investigator according
to the needs and purposes of the research. If
the data are being collected on each substance
and the respondent needs to be reminded of
each one in turn, the substances can be mention-
ed first and an answer asked for in terms of
time periods. If, however, the wish is to
obtain more superficial data, the time period
can be mentioned first and answers asked for
in terms of substances. The latter is less
likely to produce informative data, however.

2. In designating time periods, the investig-
ator should make it as convenient as possible
for the respondent to recall use; the conven-

Ed. Note:

tional weekly, monthly and annual periods seem
best for this reason. The following model is
recommended:

Within the past seven days

Within the past 30 days

Within the past six months

More than six months ago but less than
a year ago

A year ago or longer*

(*Since this category 1s open-ended,
it could not represent "current" use
but could provide the cutting point
between "current" and '"past").

3. If the investigator wishes to measure

current use, he must make sure that the time
period(s) employed in the question is (are)
long enough to capture use that may occur in

long cycles.

4, A conservative position would suggest
abandonment of the concept of "current use"

in favor of a prevalence statement with a
bounded time frame. Thus, we can refer to
"one year prevalence," "six month prevalence,"
"one month prevalence" or whatever, reflecting
the behavioral report rather than the inference
of continuity.

5. If the concept "current use" is to be re-
tained, what is needed is a measure of psycho-
logical set, which may take the form, "I am a
user non-user) now," or which may supple-
ment the questions with a statement of in-
tended future use. In the current GWU-RAC
study, a "current user" is defined as one who
reports use within the past month and who does
not indicate that he will never use again.

To see the various ways the terms and con-

cepts referred to in

r. Richards' and

Dr. Cisin's paper have been fomulated in
recent drug use studies, see APPENDIX A,
"operational Definitions Used in Recent
Socio-Behavioral Research on Drugs,

Classifications:

3. Drug Use, Recent or Current
4. Frequency-Quantity of Drug Use,

Recent or

urrent

6. Polydrug Use (B. Recent or Current)
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The concepts of "Ever Use" and "Frequency-Quantity" associated

with drug usage, like the concept cyq "Currency"

ealt with in

the previous paper, are more complicated than they seem, The

raise many intricate questions and present us wit

considerable

challenge in regard to standardization and comparability. In

her paper, Dr.

have

enise Kandel reviews for us how these issues
een empirically treated b

several researchers, offers

us some conceptual and methodological considerations concern-
ing them, and makes specific recommendations as to the con-

struction of questions and question sets. The

roblem of

cutting points with respect to frequency is dealt with here,

in detail.

Practical recommendations are made to drug use

researchers who wish to measure these variables in general
populations which contain many non-users as well as infrequent

users.

THE MEASUREMENT OF "EVER USE"
AND "FREQUENCY-QUANTITY"

IN DRUG USE SURVEYS

Denise Kandel

More so perhaps than for other concepts,
the questions to measure "ever use" and
"frequency-quantity", especially the
latter, will depend upon the aims of the
research, the nature of the study popula-
tion (in particular its age and degree
of drug experience), the types of drugs
under investigation and the methods of
data collection (e.g., questionnaires,
interviews or institutional records). How-
ever, certain issues must be solved re-
gardless of the specifics of an individ-
ual study. In this paper, I attempt to
identify the major issues and problems
which every researcher faces regarding
the measurement of ever use and frequency-
quantity when designing a drug research
instrument. Issues are mentioned, whe-
ther or not they were resolved in the
course of committee discussions. Indeed,
while I suggest certain solutions which
appear to have general applicability, it
did not prove possible to make recommen-
dations in every specific instance.

The concepts under review here obviously
overlap with several others considered

27

by the committee, in particular, "Cur-
rency or Recency of Use" by Louise Ri-
chards and Ira Cisin, "History of Use"
by Lee Robins, and "Definition of Ad-
diction Liability in Different Patterns
of Drug Use" by Roger Meyer. In view
of the importance of hard liquor and
tobacco in the process of involvement
with drugs (see for instance Johnston,
1973; Kandel and Faust, 1975; Robins,
Darvish and Murphy, 1970; Single, Kan-
del and Faust, 1974), it is assumed
that socially accepted substances,

such as tobacco, wine/beer and hard
liquor will be considered along with
illicit drugs in any drug research. A
great deal of work has already been
done on how to measure the use of the
legal substances, especially alcohol
(see Cahalan, Cisin and Crossley,

1969; Cahalan, 1970; Jessor, Graves?
Hansen and Jessor, 1968). Thus, while
the discussion in this paper is direct-
ed principally toward the illicit drugs,
this should not be construed as denying
the importance of the legal drugs in

a drug research inquiry.



The issues to be solved in developing
a set of standard questions on "Ever
Use" and "Frequency-Quantity" are (1)
conceptual, (2) methodological, and
(3) stylistic.

I-CONCEPTUAL ISSUES

A.EVER USE: What constitutes "illicit
use" of a particular substance?

1. Specification of Effects

Should use be defined in terms of the
effects being sought and should the
questions include the purpose for
which a drug is used? For instance,
should questions specify consumption
for the specific aim of getting "high"?
This issue was not resolved.

2. Non-medical Use

For substances which can be used under
medical prescription (e.g., stimulants,
barbiturates or tranquilizers), should
questions specifically refer to non-
medical use? How should non-medical
use be defined? Does it mean: Not
prescribed by a physician? Not pre-
scribed for self but for someone else
in the household? Used more frequently
than directed? Prescribed by a physi-
cian but used for non-medical reasons?
At least, two dimensions are crucial in
order to identify the nature of use in-
volving medically prescribed drugs:

-source of drug: physician or non-
physician

-function of use: e.g., for self-
medication, such as daytime seda-
tion, or for intrapsychic experi-
ence, such as curiosity or getting
high. It is often difficult, how-
ever, to distinguish self -medica-
tion from getting high.

Committee members reported different
strategies. John O’Donnell, in a re-
cent national survey of adult males 21-
29, emphasized the function for which
the drugs are used (e.g. , for the purpose
of getting high) and abandoned any at-
tempt to get information about the
source of the drugs. Pretest indicated
that too many questions were required
to differentiate self-medication from
use under prescription by a physician.
Ira Cisin, in another national survey
of adults, also neglected the source
and emphasized the function of use.
Lloyd Johnston, however, in "Monitor-
ing the Future," an ongoing national
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study of senior high school students,

is neglecting the function and is empha-
sizing the source of drugs. In our own
study of New York State adolescents, we
inquired about use for medical reasons
under a doctor’s prescription prior to
asking about use for non-medical rea-
sons. We found in pre-test interviews
that the questions on medical use helped
respondents to keep clearly in mind the
distinction Dbetween medical and non-medi-
cal use.

B. FREQUENCY-QUANTITY

This concept obviously subsumes two dif-
ferent dimensions: (a) frequency and
(b) dosage. This distinction has been
emphasized in alcohol research where

an attempt is often made to measure both
the number of drinking occasions and the
number of drinks per occasion (e.q.,
Cahalan, 1970). Dose 1is a particu-
larly difficult variable to measure,
especially for illicit drugs, since
great variability exists in the pur-
ity of a particular compound and users
are not always sure of the strength

of the substances available to them.

The same phenomenon has been observed
in investigations on the use of psycho-
tropic drugs: it is impossible to col-
lect information on the number of

units of a drug used by respondents,

for often they are unaware of dosage
levels (personal communication by

Ira Cisin). The committee’s consensus
is that it is more profitable to mea-
sure frequency breaks which would dis-
criminate heavy and light users of
various drugs, than dose per se. Thus,
the concept of "quantity" or "dosage"
is not discussed further here.

1. Frequency Count Versus Schedule of
Use

Should involvement in drug use be as-
sessed in terms of the total number of
times a particular substance has been
used, or in terms of the schedule of
use, as dailly or on weekends, within
a specified period of time? Empiri-
cally, measures of frequency and of
schedule of use produce similar re-
sults. Almost identical groups are
obtained whether respondents are
classified according to frequency or
schedule of use, and the same rela-
tionships obtain with criteria variables,
such as personal or social attributes.

Recommendation: Both frequency count
and schedule of use should be assessed.



(a) Since questions on frequency of
ever use (lifetime prevalence) have
been asked in almost all existing drug
surveys, they should continue to be in-
cluded in every study in order to pro-
vide for replication and continuity in
drug use research. (b) Questions on
schedule of use should be restricted to
current use.

2. Period of Time Over Which Frequency
of Use 1is Assessed

Should frequency-quantity refer to:

-total drug experience?

-experience over a specific and 1li-
mited period of time?

-current experience?

-period of highest use?

There is a long tradition in drug re-
search to measure extent of use by rely-
ing on the total number of times a parti-
cular substance has ever been used, i.e.,
total lifetime prevalence, Since most
studies have been carried out on high
school or college populations, the total
history of use is relatively short, and
most individuals who ever used a particu-
lar drug are still using it currently.
Data on total lifetime prevalence are
less useful with older populations. Fur-
thermore, lifetime frequencies do not dis-
tinguish total reported consumption spread
over a long period of time from usage con-
centrated within a short interval. Mean-
ingful interpretation of frequency of

use requires knowledge about duration of
use, so as to differentiate irreqular
from reqular use.

A great deal of time was spent by the
committee in consideration of this is-
sue. The set of recommendations which
derives from these discussions 1is the
most important concerning the concepts
which are the subject of this paper.

Recommendation: The following set of
funneling questions should be used:

(a) ask everybody:

(1) total number of times ever used
a particular drug
(2) year of last use

(b) ask only those respondents who re-
ported a minimum life time prevalence
of use of the substance. Six (or
ten) or more instances have been
suggested as cutting off points for
branching. The cutting points at
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which branching will occur may vary
by drug and according to the popula-
tion included in the study. Ques-
tions should inquire about:

(1) number of times used during
the year of highest use (year
to be specified)

(2) frequency of use in the month
of highest use within that vyear

(3) frequency of current use (i.e.,
within the past month)

(4) schedule of current use (e.g. ,
on week-ends only, daily, etc...

Note: the above scheme implies
that the month of highest use
occurs in the year of highest
use, which 1is not necessarily
true. However, it would be too
complicated to ask the informa-
tion both ways and to require
respondents repeatedly to shift
their frame of reference.

(c) ask only those respondents who re-
port using the drug more than 20
days in the past month or in the
month of highest use:

(1) frequency of use per day

3. Time Period Defined as Current

What specific time span should be en-

compassed by the term "current" or "re-
cent" wuse: 30 days, 60 days, or some
other period? Should "currency" encom-

pass different periods for different
drugs, shorter ones (1-2 months) for
marihuana, longer ones (5-6 months) for
LSD? These issues are discussed in

Louise Richards’ and Ira Cisin’s state-
ment on "Measures of Currency or Recency."

4. Patterns of Use: Cutting Points and
Criteria for Degree of Involvement
in Drug Use

Since it 1is not possible, nor even de-
sirable, to record the exact number of
times a particular substance has been
used, 1t 1is necessary to use preceded
categories. These categories should

be selected so as to permit the classi-
fication of respondents as to their
degree of involvement in the use of the
particular substance under consideration.
The numbers themselves become interest-
ing only insofar as they stand as indi-
cators of patterns and degree of in-
volvement in drug use. However, the de-
finition of what types of drug behaviors
should represent various degrees of in-
volvement in drug use, ranging from non-



use to experimental,
is a most crucial but most diffi-
and the one most in need of
standardization.
collated by Elinson et al.
studies

use,
cult issue,

additional
that a range o
lected by diff

presenting varying degrees

in drug use.

criteria used to describe patterns of

moderate, and heavy

Review of the research
(1974) and of
indicates strikingly

f behaviors has been se-
erent investigators as re-
of involvement
Some of the definitions and

reqular,

(casual wuser)

moderate use

at least once a month
(Johnson)

10 times in past year; twice
a week for past 3 years
(Hochman and Brill, 1973)

10-29 times (Mizner)
once or more a month,
than once a week

less
(Johnson)

at least once a week (Johnson)

use 1include: heavy users 21-199 times (Stanton)
30+ times (Mizner)
experimental 1-2 times (Mizner) 60+ times (Josephson)
1-2. times (Josephson, 1973) 3 times a week or more for
1-9 times (Josephson, 1972) more than one month (Robins)
less than once a month
(Johnson) habitual, 200+ times (Stanton)
chronic 3 times a week for 3 or more
occasional, 3-9 times (Mizner) years, or 2 years 1if al-
casual user 1-20 times (Stanton) most daily use (Hochman
3-59 times (Josephson, 1973) and Brill, 1973)
10-59 times (Josephson, 1972)
Cutting-Off Points in Frequency of Marihuana Use and Classification as to Pattern of Use
Reported by Various Investigators
(Source: Elinson et al., 1974)
1 Irgen- 2
Blum Grupp Hindmarch Jensen Josephson Kandel King Mizner Scherer Stanton
N=1,239 N=239 N=1,126 N=16,000 N=35,000 N=8,206 N=576 N=26,019 N=100 N=2,547
College College High school Swedish High school High Male College § College Vietnam
students students students military students school college graduate students U.S. Army
1966-67 1969 1968 1971 1971 1967 1968 1969
0 0 0 0 0 0
1-25  a{l-2 1-9 1-10 1-2 1-2 1-2 a{1-2 1-5 a{1-20
a
26-50 3-5 10-19 11-50 -9 3-9 3-5 b{3-9 6-20 b{21-199
51-75 6-9 20 + 50 + 10-19 10-39 6-10 c{10-29 21-50 cf200 +
76-100 10-14 b{20-39 40-59 11-15 d{30 + 50 +
101-125  15-19 0-59 60 + 16-20
126-150 b{20 + cfeo + 21-25
151-175 26-50
' 50 +
Classification of pattern use:
a = novice a = experimenter a = experimental a = casual
b = extensive b = occasional b = casual b = heavy
¢ = frequent ¢ = moderate c = habitual
d = heavy

"Article published in 1972 - date of data collection not specified

‘Article published in 1971 date of data collection not specified

30



It is obvious that the degree of involve-
ment and the criteria for-inclusion in
each group vary from investigator to in-
vestigator: some investigators include in
the heavy category respondents (e.g., have
used 21 times) who are included as occa-

sional users by others.’ The total
range of frequencies considered by one
investigator (1-20+, Hindmarch) is in-
cluded into the lowest category by a-
nother (1-25, Blum).

The patterns listed above do not ex-
haust the gatterns described in the
literature.” Three degrees of involve-
ment are generally distinguished with-
in any one study: experimental, occa-
sional and heavy use. Differentiation
of degree of involvement has been es-
tablished almost exclusively on the
basis of frequency of use. Rarely

are other criteria included such as
schedule of use, e.g., less than once
a week (Johnson), duration of use, e.qg.,
3 times a week or more for more than
one month (Robins), availability, and
the experience of being "stoned"
(Jessor). While committee members
agreed that both frequency and dura-
tion of use must be known in order to
classify patterns of use, the discus-
sion focussed exclusively on the issue
of what criteria could be used to dis-
criminate dependent, heavy or light
users of various drugs. Despite
lengthy discussions, no set of criteria
was developed. Several questions need
answers:

What criteria and cutting points should
be used to define various degrees of
involvement in drug use? Does it make
sense, for instance, to differentiate
used "twice" from used "3 times"?
Should the individual who has used a
particular substance even once be class-
ified as a user or a nonuser?

How should these criteria vary from sub-
stance to substance? Most investigators
use the same criteria for different
drugs. Lee Robins’ (1973, 1974) work
represents a notable exception, differ-
ent quantities being specified for each
class of drug. Frequent (or heavy)
drug use was defined as 3 times a week
or more for a month, for marihuana;
twice a week or more for at least a
couple of weeks, for amphetamines; se-
veral days a week, for barbiturates;
more than once a week for more than one
month for narcotics.
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How should the criteria vary from popu-
lation to population? For instance, dif-
ferent criteria will apply to a treatment
population and to a general population.
Sample cutting points and criteria should
be specified at least with respect to:

-type of drug

-general involvement of study popula-
tion in drugs

-age of respondents

-historical period when study conducted

The identification of the point at which
one would expect dependency requires
clinical and pharmacological data. (See
Roger Meyer'’s paper.)3 However, depen-
dence may be defined according to social
as well as physiological criteria. The
specification of criteria for various de-
grees of involvement of use should be
based on a systematic review of empirical
studies so as to compare the characteris-
tics of respondents classified according
to differentiated patterns and/or frequen-
cies of use for each drug, e.g., compari-
son of respondents whose frequency of use
increases successively from zero to 200
times. The raw data required for such an
analysis are not readily available in the
drug literature.

It may be useful to consider the results
of an analysis we carried out on a sample
of New York State high school students in
order to identify cutting points in fre-
quency of use which would reflect differ-
ent degrees of involvement in the use of
various substances by these adolescents.
We compared adolescents with different
lifetime prevalences of use of specific
drugs on a variety of personal and atti-
tudinal attributes (Paton and Kandel,
1975). Lifetime prevalence was ascer-
tained on the basis of pre-coded frequen-
cy categories (0, 1-2, 3-9, 10-39, 40-59
and 60+). We examined the discrepancies
in scores on the attributes between adol-
escents in adjacent frequency categories,
i.e., the percentage differences on a par-
ticular value of the attribute between
those who never used the drug and those
who used once or twice ever; or the dif-
ferences between those who used once or
twice and those who used 3-9 times. TWe
assumed that meaningful cutting points
for frequency of use would be charac-
terized by discontinuity and larger
(positive or negative) percentage dif-
ferences than non-meaningful cutting
points. Data from these analyses are
presented in Table 2 for hard liquor,

in Table 3 for marihuana and in Table 4
for three other illicit drugs: LSD, am-
phetamines and heroin.



Table 2

Differences in Percentage Points of Adolescents Showing Each (haracteristic
Fram one Level of Participation in Hard Liquor Use to Another Level .
(Total Weighted N.Y. State Adolescent Sample - Wove 1, Fall 1971)

Table 3

Differencos in Percentage Points of Adoloscents Showing Bach Ch:lrnctenstic
rom One Level of Participation in Marihuana Use to Another Leve
(Total Welighted N.Y. State Adolescent Sample - Wave 1, Fall 1971)

Never 1-2 times 3-9 times  10-39 times 40- 59 times Never 1-2 times 3-9 times 10-39 times  40-59 times
to to to to to to to 0 to
Characteristic 1-2 times 3-9 times 10-39 times 40-59 times 60 ‘ times Characteristic 1-2 times  3-9 times 10-39 times  40-59 times 60+ times
Male +7 *2 +5 -1 <11 Male “4 -5 +1 -2 +18
Most friends have used Mgst friends have used
hard 1iquor +13 27 +21 +13 «3 marihuana 24 +13 ~24 »12 +14
High level of peer High level of peer
activity +6 +6 +11 +7 +9 activity +19 +2 +3 42 +9
Thinks infrequent Thinks infrequent
alcohol use is not marihuana use is not
harmful +15 +5 +1 +2 [ harmful +37 +5 1] 0 0
Thinks regular alcohol ‘Thinks regular marihuana
use is not harmful % +5 +8 0 +9 use is not harmful +41 +7 +18 +8 -2
Close to neither Close to neithor
parent +9 +4 +1 +2 +8 parent +13 - +5 +6 2
High score on High score on
depression indox +8 4 +1 -1, +1 depression index +9 +2. +1 -2 -3
Radjcal political Radical political
attitude 3 +5 +3 8., +3 attitude +12 +2 «7 *2 +9
Attends church rarely +7 +4 +6 +4 +7 Attends church rarely +12 +9 +4 +8 +3
Absent 7 or more days +5 +7 +5 +13 +8 Absent 7 or more days +15 +8 +1 +7 +6
D or F grade overage - +1 +1 +4 +6 D or F grade avernge +4 +2 0 +1 +3
Total N'z (1340) (1278) (1130) (287 (430) Total Nz (%2) (408 (393) (183) (509)
*N is that for higher category of ever use in cach colum .N is that for higher catcgory of ever use in each colum
Differences in Percentage Points of Adolescents Showing Each Characteristic
From One Level of Participation in Various Illicit Drugs to Another Level
(Total Weighted N.Y. State Adolescent Sample - Wave 1, Fall 1971)
LSn Amphetamines Heroin
Never  1-2 times 3-9 times Never  1-2 times. 3-9 times Never  1-2 times 3-9 times
to to to to to to to to to
Characteristic 1-2 times 3-9 times 10+ times 1-2 times 3-9 times 10+ times 1-2 times 3-9 times 10+ umes
Male +4 +3 +10 -6 -2 -2 +12 -3 0,
Most friends have
used particular
drug +23 +23 +19 +14 +19 +18 +15 +5 +41
High level of .
peer activity +28 ~1 +14 +32 +5 +5 +29 +20 -11
Close to neither .
parent +15 -4 +12 +21 +2 +6 +28 -25 +20
High score on
depression index +14 +2 -14 +12 +5 +7 +16 +7 -11
Radical political
attitude +21 +3 +11 +15 +5 +8 +22 +20 -4
Attends church rarely +18 1] +17 +23 +1 - +27 +9 +4
Absent 7 or more days +24 +6 +6 +25 +8 +3 +32 +3 +4
D or F grade average +6 -2 +12 +7 -1 +6 +9 +7 +2
*
Total N 2 (234) (164) (191) 427y (294) (262) (94) (22) (60)

*N is that for higher category of ever use in each column
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It is immediately apparent that clearer
cutting points appear for illegal than
for legal drugs. The changes from one
category of use of hard liquor to an-
other are pretty much the same, no
clear cut pattern appearing in the data

(Table 3). The same trends character-
ize the use of cigarettes (data not
presented) . For marihuana, by contrast,

a sharp break appears between those who
have never used it and those who have
used it but once or twice. The next
jump, although much less dramatic and
only suggestive, appears between 3-9
times and 10-39 times. A third jump
can also be discerned in the last col-
umn. For each of the illicit drugs we
considered, adolescents who have wused
the drug even once are very different
from those who have never used it. The
following cutting points are suggested
on the basis of data from this one
sample of adolescents:

marihuana 0, 1-9, 10-59, 60+ times
LSD ¢ 0, 1-9, 10+

amphetamines: 0, 1+

heroin 0, 1-2, 3+

It is essential that comparable analy-
ses be replicated on different popula-
tions to assess the generality of the
findings. A careful review of the
available literature on correlates of
various frequencies of drug use need

to be carried out to identify consis-
tent breaking points for high school,

as well as other types of populations.
The cutting points suggested by social
psychological criteria need to be com-
pared with those suggested by clinical
data. Eventually, we should be able

to recommend criteria representing
various degrees of involvement specific
to (a) each drug and (b) different pop-
ulations. Thus, different cutting
points would be required for heroin use
by addicts in treatment facilities and by
populations of high school students, for
younger respondents as compared to older
ones.

Recommendation: (a) In the absence of ac-
cepted criteria, the data must be collect-
ed with fine enough detail to permit col-
lapsing of responses into identical larger
categories for comparisons among several
surveys. At the very least, there should
be differentiation of those who have never
used, those who have used 1-5 times, those
who have used 6-9 times, and those who have
used 10 times or more. (b) Further differ-
entiation should parallel the categories
used in current large scale surveys such

as Johnston’s "Monitoring the Future".
Suggested categories would include: 0; 1-2;
3-5; 6-9; 10-39; 40+. The last category
has the advantage that when used in connec-
tion with current use during the past month,
it identifies respondents who have used
more than daily. (c) The same pre-coded ca-
tegories should be used for all drugs. (d)
Provision should be made to identify res-
pondents who have engaged in daily use of
a drug during a specific period of time.

5. Differentiation Among Nonusers

Differentiation as to degree of involve-
ment in drug use has traditionally focussed
on users. However, nonusers themselves
can be differentiated in terms of their
commitment to continued nonuse or possible
interest in future use (see paper by Robert
Eichberg) . Nonusers can be differentiated
according to whether or not they intend

to try a particular substance in the fu-
ture, such as Eric Josephson and Jack Elin-
son have done in their teenage study.

Recommendation: Since this type of differ-
entiation represents a very specialized
interest, it should not be routinely in-
cluded in every study.

IT - METHODOLOGICAL ISSUES

A. Open-Ended Questions Versus Pre-Coded
Frequency Categories in Measures of
Frequency

From a statistical point of view, open-
ended frequency questions which allow
respondents to specify the exact number
of times they have used a particular
substance are preferable to pre-coded
frequency categories. An open-ended
question prevents the bunching of
cases in the highest category; it per-
mits treating frequency of drug use as
a continuous variable and thus the use
of more rigorous statistical techniques
than are possible with categorical var-
iables; it can also provide more sen-
sitive measures of change in drug use
over time in those cases in which an
increase, because it falls within the
range provided by the same pre-coded
category, would be erroneously classi-
fied as no change. In practice, how-
ever, such open-ended questions are to
be avoided since respondents are often
unable to specify the number of times
they have used a drug and tend to an-
swer in terms of "many" or a "few" times.

Recommendation: Use pre-coded frequency
categories.



B. Validity of Drug Use Responses C. Wording

Two problems are of particular concern: 1. As It Refers to Using a Drug
underreporting and overreporting of ) .

drug use. A common technique to check Recommendation: If the question asks ex-
on the validity of answers is to in- clusively about "ever use", the term
clude a fictitious drug in the list "tried" should be employed, because many
of substances inquired about. The pro- respondents interpret the term "use" as
portion of respondents checking such referring to regular use. If the ques-
fictitious drugs has been found to be tion includes frequency as a concept, the
uniformly low (1%-5%). To handle under- term "taken" should be employed.
reporting, some investigators have
asked similar questions in slightly
different forms throughout the ques-
tionnaire. However, few inconsistent
cases, suggestive of concealment, are

2. Specification of Time Period

Recommendation: To avoid confusion, time
periods should be defined as precisely as
uncovered that way. Inconsistency possible in terms of the subunits contained
over time occurs much more frequently within the period of interest, For ex-
than inconsistency at one point in time ample, "12 months" is preferable to "year";
(Single, Kandel and Johnson, 1975). "past 30 days" preferable to "past month";
"past 7 days" to "past week".

Recommendation: Omit fictitious drugs.
CONCLUSION

The major recommendation pertainin