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PREFACE

This report of the WHO Research and Reporting Project on the Epidemiology of Drug
Dependence describes the work of an international team of investigators to improve the
comparability and scientific quality of information on the use of drugs by young people.

In this collaborative study, teams in seven countries developed and tested a "self-adminis-
tered drug use questionnaire" -- i.e., a questionnaire that may be filled in by the

young people themselves. The object was to develop an operational methodology for use

in many different settings to assess drug use among young people.

The report describes the study and its conclusions. It provides the general rationale
for the choice of questionnaire items as well as the reasons for using the self-adminis-
tered type of questionnaire. 1In carrying out the study a number of reliability and
validity checks were made and the results of these are reported.

The report of the study is supplemented by a review of the methodology and practical
issues confronting the general researcher or epidemiologist who may be called upon to
implement a self-administered survey on drug use among students or other groups (Annex 1).
The review provides guidelines for selecting the sample and for the administration of
this type of survey, for carrying out checks of reliability and validity, and for ensuring
confidentiality and proper analysis of the data. The finalized questionnaire and instruc-—
tions for its use are presented in Annexes 2 and 3. Optional questions are listed in
Annex 4. An effort has been made to give practical information on how such studies
should be carried out in order to yield reliable results.

The core items in this questionnaire are comparable to those in other questionnaires
that are being developed by WHO and by the United Nations Division of Narcotic Drugs for
the collection of data on drug abuse. It is hoped that the use of similar methods and
the collection of comparable data will improve the planning and coordination of inter-
vention programmes by permitting national and international comparisons and the exchange
of information on the epidemiology of drug dependence.

Researchers and administrators who are planning surveys of drug use among students,
prisoners, military conscripts, or other youth groups capable of filling in questionnaires
themselves are invited to consider either using the present questionnaire or including its
core items in their studies. 1In this way, the data from their surveys will be comparable
with those of WHO collaborating investigators and others who may use the questionnaire. To
this end, it would be most helpful if investigators using the questionnaire or selected
items from it would send copies of their study reports, along with a description of the

methods used, to the Division of Mental Health, World Health Organizatiom, 1211 Geneva 27,
Switzerland.
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1. INTRODUCTION

A large number of excellent surveys of drug use have been carried out among young
people. Unfortunately, it has been difficult to compare the findings because each team of
investigators has tended to gather a different type of data and to employ instruments and
methods different from those used by other teams. This report describes a WHO study that
tackled this issue by bringing together teams of experts from various parts of the world
to agree on the core data items for a student drug-use questionnaire. The object was to
develop a broadly acceptable methodology that would be practical for use in various age
groups and sociocultural settings. The experts were then invited to test the questionnaire
in a variety of languages and settings to determine its general effectiveness, reliability,
and validity. On the basis of the experience gained in testing it in seven countries, the
questionnaire was finalized at a second meeting of collaborating investigators in 1977.

The study was carried out as one of the initial activities of the WHO Research and
Reporting Project on the Epidemiology of Drug Dependence — a project developed in response
to World Health Assembly resolutions WHA23.42 and WHA28.80. The first aim of the project
is to develop instruments and methods to meet the priority data-collecting needs of develop-
ing countries with serious problems of drug dependence. In addition to the research
described here, a number of studies have been carried out to develop additional methods of
obtaining information on drug abuse through case-reporting and intensive case-finding
systems, surveys of the general population and of non-student youth, and the evaluation of
methods of treating drug dependence. The results of these studies will be available soomn.
To develop and test these methods, a network of collaborating institutions has been
established, primarily in developing countries with serious problems of drug dependence.
This network was mainly responsible for carrying out the present study.

The subject of this report - the development of a methodology for self-administered
surveys of drug use among students - was selected as one of the first priorities of the
project because, in many countries, young people run a high risk of becoming drug-dependent.
Furthermore, the use of self-administered questionnaires for this purpose is well estab-
lished. For literate populations, such as students, that may be brought together at ome
time and place, such questionnaires offer advantages over other methods - chiefly their low
cost, ease of administration, and relatively high validity and reliability. They may also
be used for postal surveys of incidence and prevalence, for follow-up studies, and to
monitor trends and evaluate prevention programmes.

The prototype questionnaire presented in this report contains questions on demographic
characteristics; the use of 10 classes of drug in the past 30 days, in the past year, or
ever in the respondent's lifetime; the age at which the drugs were first used; and the
honesty of reporting. It was distributed to some 1655 students by collaborating centres in
7 countries: Burma, Canada, India, Malaysia, Mexico, Nigeria, and Pakistan.

Data on the rates of drug use found among the young people who participated in the
study are not reported, since the samples in individual countries were small and
unrepresentative of the total youth populations from which they were drawn. However,
because the study was directed towards the development of an operational questionnaire and
methods of using it, results are presented on the reliability and validity of the question-
naire. These results showed the questionnaire to have satisfactory reliability and
validity in most settings, but additional methodological work is clearly needed. Some
centres reported that students had difficulty in understanding certain questions and were
not familiar with the questionnaire format originally presented. The questionnaire was
revised accordingly and its final version contains improvements in both questions and
format.

1.1 Need for comparability and for a tested questiomnaire

The student drug-use survey is the most common form of epidemiological study of
drug abuse. A number of such surveys based on excellent methodology have been carried
out, though mostly in developed countries. Because planners in developing countries are



- 8 -

becoming increasingly interested in obtaining information on the use of drugs by young
people, there is a need for a practical methodology that could be adapted to most socio-—
cultural settings and applied at a relatively low cost. To be useful in developing
countries, such a methodology should yield reasonably reliable results in the hands of
researchers or epidemiologists who may not be experts in the special field of drug abuse.

" An internationally acceptable methodology would also help to meet the need for compara-
bility of epidemiological information on drug abuse. Until now, it has been the tendency
for each investigator to develop and use his own instrument and methods for assessing drug
abuse. For this reason, it has not been possible to compare the results of studies from
different countries, and it is rarely possible even to compare the studies of different
investigators within the same country. Such comparisons are‘important for planners, who
must examine trends over time in order to assess the effectiveness of legal, educational,
and treatment programmes. Drug use trends need to be compared and monitored both within
and between countries, but no methods are available for doing so.

At the international level, comparability of data would permit (1) the identifi-
cation of real differences in the extent, patterns, and trends of drug use in different
sociocultural settings, and (2), where demographic and other explanatory variables oceur
regularly, the possible identification of basic causal factors that are not peculiar to
particular settings.

An important initial step in encouraging comparability of data collection in any
field is the development of a standardized questionnaire that will yield reliable and
valid results in various sociocultural settings. If such a questionnaire were available
to investigators planning future studies, it might contribute significantly to the compara-
bility of data collected in the important area of drug-abuse research. The development
and testing of a youth survey questionnaire would also provide a rather simple data-
collecting activity to determine whether an international team of survey experts from
developing and developed countries could work effectively together. If so, the team might .
then turn its expertise to collaborative survey work of a more complex nature.

1.2 Self-administered drug-use questionnaire for young people

For many years, people have been enquiring about the use of alcohol and drugs in
various populations. The method most frequently used is now the anonymous self-administered
questionnaire. This is popular for a number of reasons: it is inexpemsive; it requires no
interviewers, since respondents complete the questionnaire themselves; it can be distri-
buted quickly to large groups of literate persons; and the data that it yields may be
processed relatively inexpensively and efficiently because the questions asked are usually
straightforward and their answers easily'intérpreted,,

A "self-report" or self-administered questionnaire is a form on which the individual
respondent marks his answers to a series of printed questions. The questions and the answer
possibilities are specified in advance, although in some cases answers may be open—ended —
that is, space is provided for the respondent to write in his own answer. Self-administered
questionnaires may be contrasted with interview schedules, which are completed on each
subject by a trained interviewer.

Self-administered surveys of drug use among young people have been conducted in many
countries. A partial list of such surveys is to be found in the reviews by Mercer &
Smart (1) and by Blumberg (2). Recent studies of students, by means of self-report
questionnaires, hiave also been carried out in many developing countries, including
Colombia (3), India (4), Malaysia (5), Mexico (6), and Thailand (7).
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1.3 Advantages and disadvantages of self-administered surveys

Like any other method, the self-administered survey has advantages and disadvantages.
Its overwhelming advantage is surely its relatively low cost. The method may be used with
populations of 10 000 or more, at a fraction of the field cost of an interview study,
depending, of course, on the salaries paid to interviewers and the geographical dispersion
of the population. The method is well accepted in many parts of the world and refusal
rates are often below 1%. 1In contrast, refusal rates in household surveys are frequently
20-30Z and in postal surveys non-completion rates are typically 50-607%.

Many researchers would argue that the self-administered survey is the best way to
obtain information about private behaviour because the information may be obtained anony-
mously. The method may also take advantage of the efficient technology available for
data processing, such as machine-readable and other easily processed forms. This expedites
data handling at every stage, tends to reduce costs and labour, and makes surveys of
large populations more manageable.

The limitations of the approach include the considerable technical skills, personnel
and equipment required for large-scale studies, e.g., of 3000 or more subjects, which might
not be available regularly in most developing countries. The skills involved are those
required for sampling, questionnaire administration, coding, and data analysis. Data
processing and handling are greatly facilitated if a computer is available for studies with
more than about 500 subjects and 30 or more questions. In addition, there are some
unsolved problems with reliability and validity, which will be discussed in detail later.

1.4 Youth populations suitable for this type of survey

In practice, the self-administered survey is typically used for studies of students,
soldiers, and prisoners, since these groups can be readily convened for survey administra-
tion. The method is best used in situations where cooperation may be expected from the
participants as a matter of routine. Where cooperation is unlikely to be obtained without
individually tailored explanations, interview surveys are preferable. Within the field of
alcohol and drug research, most surveys of this type have been carried out on high-school
and college students—see reviews by Berg (8) and Mercer & Smart (1). However, such
surveys have also been made on primary-school children (9) and in military groups and
prison populations (10).

1.5 Nonmedical use of drugs, drug abuse, and drug dependence

In this study the investigators found it more practical to collect information on
nonmedical drug use than on drug abuse or drug dependence. If only drug abuse or drug
dependence had been measured in this study, a large population of occasional drug users
would have had to be excluded. This group — which would clearly not be considered as being
drug-dependent and might not be drug abusers — is of central concern in such surveys. An
equally important reason for collecting information on drug use is that the measurement of
drug abuse or drug dependence in an epidemiological survey presents a number of technical
difficulties. At present, there is no universally agreed operational research definition
of drug abuse or drug dependence. For the purposes of this study, therefore, the term
"nonmedical drug use" has been used in the sense proposed by the WHO Expert Committee on
Drug Dependence (47)— that is, "the use of dependence-producing drugs ... other than when
medically indicated”. These drugs comprise the following types: amphetamines, barbiturates
and tranquillizers, cannabis, cocaine, hallucinogens, khat, opiates, and volatile solvents.
Although use of the term "drug dependence' has been avoided wherever possible in this
report, the term "drug abuse" — a rather imprecise term — has been used. As noted in
another WHO publication (48), there is no universal agreement on the definition of "drug
abuse". The term is used here in connexion with the problems and adverse consequences
associated with nonmedical drug use.
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2. DEVELOPMENT OF THE QUESTIONNAIRE AND PLAN FOR' ITS TESTING

A Working Group on Encouraging Comparability in Drug Use Surveys of Young People was
held in Geneva from 19 to 21 September 1976 to plan a WHO collaborative effort in that
field. A model self-administered questionnaire for use among students was to be developed
and tested in several countries by the centres participating in the trial. The main
purposes of the study were to determine whether comparable data on drug use in young people
might be obtained by means of the questionnaire and whether the answers given would be
reliable and valid.

2.1 General plan for the project

In each of the countries, some 300 students of both sexes, living in various environ-
ments, were to complete the questionnaire. This was to be given to them anonymously
except when used to check the reliability of answers (in a test-retest reliability study).
In the latter case, the questionnaires were to be identified, e.g., by number, in order to
allow the first questionnaire to be matched with a second one given 4-8 weeks later. About
100 students were to be retested at each centre.

Validity studies also were planned. For this purpose, a lie scale and questions
asking the students whether they had responded honestly were included in the questionmaire.
At one centre, comparisons were made between self-report and 1nterv1ew methods and between
students from schools believed ‘to have high and low drug use.

Pilot testing would permit centres with limited resources to determine the feasibility
and difficulties of student drug use surveys. Furthermore, a simultaneous study by teams
of investigators in a wide range of countries would permit a coordinated effort leading to
the revision of questionnaires and procedures so that they might be usable in most parts of
the world.

2.2 Rationale for the selection of data items and organization of the questionnaire

It was expected that most centres would need to keep their questionnaires short in
order to hold the interest of respondents, to minimize interference with school work, and
to reduce costs. It was therefore decided to develop a questlonnalre with separate units
or blocks of items, some of which were essential or "core' items and others optional. All
centres were to test the core items and optional items of particular interest. Table 1
shows the structure of the questionnaire and the main areas covered.

Core questionnaire

Originally, 32 core items were chosen to give the essential demographic, drug-use, and
validity information. In order to ensure comparability with other WHO data-collecting
activities on drug abuse, many of the items were derived from a set of core data items
previously agreed by the collaborating investigators to be the minimum essential informa-—
tion required by planners of drug-abuse programmes. Most of the core items on the youth
survey questionnaire are therefore comparable with items on other WHO questionnaires for
collecting data on drug abuse and on those of the United Nations Division of Narcotic
Drugs (13).

The demographic items included the basic variables of age, SeX, and years of schooling.
For an understanding of drug use among young people, it was considered important also to.
know the duration of parental education as a measure of socioeconomic status, and whether
the respondent was working full-time or part—time in addition to being at school.
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CLASSTFICATION OF VARTABLES

Priority Drug-related .
levels for 10 drug classes Demographic Other
Core Ever used (lifetime) Age Validity, i.e., self-
Use/non-use (last year) Sex report of homesty in
Frequency of use Parental education responding
(last month) Type of community Lie scale
Age at first use Years of school
completed
School status
Work status
Optional Route of administration  Race%*
Reasons for first use Religion#*
Source of first drug Region of the country#*
used History of migration*
Approval/disapproval of
drug use
Perceived availability
Social connotations
Others to Perceived harmfulness Father's Education plans
consider#** Perceived problems occupation Religious participation
Frequency of use Presence of parents in Importance of religion
(lifetime, last year) home Criminal behaviour

Year of first use
Fictitious drugs
Exposure to use
Perceived parental norms

Social alienation

Counter—culture orien-~
tation

Academic performance

#Standard measures have not been recommended, owing to inter—country variations.

**Further items and variables of possible interest to investigators may be obtained from

the review of Nehemkis et al. (11) or Elinson & Nurco (12) and from reference to papers
in the reviews by Mercer & Smart (1) or Blumberg 2)-

Out of the large number of possible questions on drug abuse, a few were chosen.

These

asked if a particular type of drug had ever been used, if it had been used in the past year
or in the past 30 days, and at what age it had first been used. The 10 types of drug
enquired about were:

tobacco hallucinogens
alecohol inhalants
cannabis tranquillizers
amphetamine or other sedatives

stimulants opiates
cocaine

Because of the importance of heroin and other opiates, such as methadone, morphine, and
codeine, additional questions were included on three subclasses of opiate. Most of these
items have been retained in the final questionnaire (see Annex 1).
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Optional questionnaire items

A number of items were also developed for variables judged by the collaborating
investigators to be of high or medium importance, though inappropriate for inclusion as
core items in this study. Among the drug-related variables suggested were: route of
administration (of drugs used); source of, and reason for taking, the first drug used;
approval or disapproval of drug use; perceived availability of drugs; social connota-
tions of drug use; perceived harmfulness of drugs; perceived problems with drug use;
frequency of ‘drug use (during lifetime and previous year); fictitious drugs; exposure
to use; and perceived parental norms. Among the additional demographic variables
suggested for consideration were: race, religion, region of the country, history of migra-
tion, father's occupation, and parents' presence at or absence from home.

Although the core items were tested by all centres, the optional items were used by
only a few. However, the inclusion of optional items allows sufficient flexibility to
meet widely differing measurement needs in various settings, and facilitates maximum
comparability. Some of the optional items, with responses, are shown in Annex 4.

2.3 Coordination of technical work

In order to facilitate the collection and analysis of data, WHO invited the Addiction
Research Foundation, Toronto, Canada, (one of the 7 collaborating institutions) to serve
as the coordinating centre for the study. Its tasks were to: (1) finalize the core
questionnaire and instructions for its use, (2) send copies of each to collaborating
investigators, (3) receive data collected by collaborators, (4) key-punch IBM cards for the
core questionnaire items, and (5) prepare analyses of the data.

The analyses performed by the coordinating centre included: (1) frequency of users by
centre for each drug; (2) frequency of drug use, age of first use for each drug in each
centre; (3) frequencies for all demographic items; (4) cross—tabulation of demographic
characteristics, validity questions, and reliability scores for each type of drug use;
and (5) multivariate analysis of the validity and lie scale items as predictors of drug use.

It was planned that each collaborating centre should be responsible for analysing its
own data on test~retest reliability from centres in countries other than Canada. It was
originally thought that, because of the limited time available, this would be too difficult
to do at long range. In retrospect, it seems that the analysis of these data should also
have been centrally managed, since only three centres reported reliability test results.

2.4 Collaborating institutions

In addition to the Addiction Research Foundation, Toronto, which coordinated the study,
research teams from the following six institutions participated in the testing of the
questionnaire and collected data on the forms.

Chandigarh centre. The Postgraduate Institute of Medical Education and Research,
Chandigarh, India, had been invited to participate as part of a current programme of
collaborative research with WHO in drug dependence and mental health. Drug abuse in the
region of Chandigarh involves primarily cannabis, though there is also some abuse of opium
and psychotropic drugs. ‘

Islamabad centre. The Pakistan Narcotics Control Board is the national coordinating
agency for drug-abuse prevention, treatment, and control activities in the country. It is
responsible for implementing the WHO component of the United Nations Pakistan Programme on
Prevention and Treatment of Drug Dependence, supported by the United Nations Fund for Drug
Abuse Control. Pakistan is a country with a large population of opium and cannabis users,
with increasing use of psychotropic substances during recént years.

Lagos centre. The Department of Psychiatry of the University of Lagos had prior
experience in conducting drug-abuse surveys of young people. While drug abuse in Nigeria is
not as serious as in many other countries, there is moderate use of cannabis and psycho-
tropic drugs. This appears to be a common pattern of drug abuse in many African countries.
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Mexico City centre. The Mexican Drug Dependence Centre was invited to participate
because of its expertise in drug—abuse surveys. The centre setrves as the national
coordinating organization for drug-abuse research, training, and prevention activities in
Mexico and is a WHO collaborating centre for drug dependence. It has established
communications with investigators and governments in other Latin American countries, which
will facilitate dissemination of the results of WHO collaborative studies. Drug abuse in
Mexico City at the time of this study involved primarily the use of cannabis and psycho-
tropic drugs by adolescents and young adults and the use of inhalants among children.

Penang centre. The Drug Abuse Research Project at the University of Science of
Malaysia has recently been designated as the Malaysian National Drug Dependence Research
Centre. The university has expertise and experience in drug-use surveys of young people,
and is responsible for implementing a national integrated data-reporting system for
problems of drug abuse., 1In addition to the long-standing traditional use of opium and
cannabis, the country has experienced in recent years a serious spread of heroin among
urban youth, as well as the increasing use of psychotropic substances.

Rangoon centre. The Rangoon Psychiatric Hospital of the Burmese Ministry of Health is
developing a programme of epidemiological and treatment evaluation research in drug depen-—
dence. Technical personnel in the Ministry are responsible for implementing the WHO
component of the United Nations/Burma Programme on Prevention and Treatment of Drug Depen-—
dence, which is supported by the United Nations Fund for Drug Abuse Control. The problem
of drug abuse in Burma includes the traditiomal use of opium among rural populations and,
in recent years, the use of heroin and psychotropic substances among urban youth.

The network of centres involved in this WHO study thus represents most regions of the
world, and most of the centres are in developing countries. The participants included
key technical persomnel involved in implementing the WHO/United Nations country programmes
on the prevention and control of drug dependence in countries of the Eastern Mediterranean
and South-East Asia. The centres had varying degrees of expertise in the type of research
that was to be undertaken, and could be expected to identify the kinds of problem
encountered in such a study in developing countries.

Since this study was implemented, the functions of the centre have been expanded to
include activities in the field of mental health, and the centre is now called the Mexican
Centre of Mental Health Studies.
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3. RESULTS OF TESTING THE QUESTIONNAIRE IN SEVEN COUNTRIES

Approximately 300 questionmaires wére4handed'out‘by each of the seven centres. Most
of the subjects surveyed were students, but the range in age, level of education, and
cultural settlng permltted the questlonnalre to be tested under widely varying circum-
stances.

Of the 2118 questionnaires received from the seven centres, 463 (21%) were excluded
because of incomplete or inconsistent responses, leaving a total of 1655 for analysis.
The criteriom for excluding questionnaires was the presence of four or more blanks or
inconsistent responses. For example, if a student answered that he had used a given drug
in the 'past month but not in the last year, his response was inconsistent.

3.1 Overview of testing experience at each centre

Chandigarh centre. Both Hindi and English questionnaires were used. Data were sent
for 411 students in primary and secondary schools and unlversltles.‘ The original sample
was reduced to 309 by deleting every fourth questionnaire. A further 53 were eliminated
because of incomplete or inconsistent responses, leaving a total of 256 for analysis.

Islamabad centre. The questionnaire was translated into Urdu and used in a bilingual
(English/Urdu) version. Two college student ' groups were sampled, plus some persoms in
households. Of 329 questlonnalres, 88 were ellmlnated because of inadequate responses,
leaving 241.

Lagos centre. The questionnaire was given in English to students in five post-
secondary schools and universities. Of ‘the 312 students surveyed, 177 were eliminated
because of blanks and inconsistencies. The final sample was 135. Most of the blanks
and- inconsistencies were on the items dealing with the use of heroin and other opiates.
Because these drugs are rarely used in Nigeria, students were 51mp1y not familiar with them
and chose either to leave these questions blank or to answer them inconsistently. There
were no other major difficulties with the survey.

Mexico City centre. The questionnaire was in Spanish. The study population was 335
pupils from several secondary schools. Many of the children had no previous experience with
instructions to skip certain items that did not apply. Instead they skipped entire sectioms
of the questionnaire. This contributed to the elimination of 106 questionnaires because of
blanks and inconsistencies, leaving 229. Both validity and reliability studies were
performed.

Penang centre. The questionnaire was translated into Malay, Chinese, and Tamil. A
stratified sample of 300 students was selected from two schools and 100 of these students
were retested 5 weeks later. No questionnaires were deleted because of blanks or inconsist-
encies. The main problems encountered in the pilot study were that: (1) the format of
the tested questionnaire was not consistent with local practice, (2) translations were often
too literal, and (3) students found it difficult to follow the instruction to skip certain
questions.

Rangoon centre. The questionnaires were given in English. In all, 300 were given,
only 3 of which were eliminated because of blanks or inconsistencies. The questionmaires
were distributed in secondary schools believed to have high, low, and intermediate levels of
drug use.

Toronto centre. In all, 233 questionnaires in English were given to high-school
students aged 14-18 years, most of whom were 15 or 16 years of age. A full sample was not
obtained because a severe snow storm kept students away from school on the day of the
testing. There were no major difficulties in administration or in students' understanding
of the questions. Of the students tested, 36 were eliminated because of blanks or inconsist-
encies. The final sample was 197. Test-retest studies were done.
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Collaborating investigators from Amn arbor, MI, USA, and from Bangkok participated in
the planning and review meetings but did not test the WHO questionnaire. However, they
contributed data and experience from related research conducted by their respective
institutions.

3.2 Data analysis

The plan was to collect data primarily to improve the usefulness of the pilot question-
naire, and for the reliability and validity analyses. Because of time and resource limita-
tions, it was not intended to obtain data on samples large enough to permit inter-—country
comparisons or studies of particular groups within each country. The findings cannot,
therefore, be seen as indicating the extent of drug use in any of the countries in which
data were collected. Collaborating investigators felt that to publish the drug-use rates
in these small and unrepresentative samples might lead to misinterpretations. For these
reasons, data on drug use in the study populations are not included in this project.

However, Table 2 shows some major characteristics of the study subjects, such as the
type of student, language of the survey, number surveyed, seX, and median age.

3.3 Reliability studies

Three centres examined the consistency of the results of the survey with those
obtained on retesting, each centre analysing its own data.

At the Penang centre the questionnaire was administered to 150 students on two
occasions 5 weeks apart. The coefficients of association for the drug-use questions were
all significant except for alcohol and methaqualone (included as an optional item). It
may be that translation difficulties contributed to the lower statistical associlation for
these drugs. Consistency between tests was best for tnose with higher education levels.

In Toronto questionnaires were administered to 197 students on two occasions 8 weeks
apart. Students did not sign their names and a numberiTg system was used to compare
questionnaires for the same student from the two tests. Students' answers to demographic
questions were nearly identical at both tests. For the drug-use questions "ever used" and
"used in past 12 months", the correspondence was very high; for both sets of questions,
more than 907 of students gave the same answers at both tests. As expected, answers to
the questions on drug use in the last 30 days were less consistent. A drug-use score
comprising all reported drug use (ranging up to 96) showed a correlation of 0.88 (P <.001)
for the two tests. However the lie-score correlation was only 0.53 (P<<0.00l), indicating
somewhat lower reliability for the lie scale. -

In Mexico City, the questionnaires were administered to 294 students on two occasions
about 6 weeks apart. Pearson correlations” were calculated for all drugs except opium and
heroin, since there were too few answers for these two drugs to calculate correlations.
For the other drugs, the correlations ranged from 0.30 to 0.71, and all but one were over
0.60. This indicates relatively high reliability for drug-use items.

In summary, the test-retest studies at the three centres suggest generally high

reliability of answers to drug-use questions, except for rarely used drugs and some items
that might involve translation difficulties.

1

With this system two questionnaires are prepared, each with the student's name and
unique number typed on a two-part label, the part with the name being detachable. In class,
the student tears off the part with his name, leaving the number on the questionnaire on
both occasions when he completes the questionnaire. Of course, it is necessary to be sure
that students receive questionnaires with the same number at the first and second tests.

The numbers are used to bring together each student's questiomnaires from the two tests.

Thus the student's name is not associated with his answers to drug questions and confiden—
tiality is maintained.

2 . .. .

The Pearson product moment correlation coefficient varies from -1 through O to +1.
A coefficient of -1 indicates a high negative relationship, O none at all, and +1 a high
positive relationship.



TABLE 2.

CHARACTERISTICS OF STUDY POPULATIONS

Centre Language Level of Questionnaires Questionnaires Sex Median age
student received analysed M F (years)
" Chandigarh English Primary
Hindi Secondary
University 309 256 109 147 17-18
Islamabad English Secondary
Urdu University :
Non-student 329 241 168 73 19-20
Lagos English University 312 135 75 59 21-22
Mexico City Spanish Secondary 335 229 115 112 15-16
Penang Chinese
Malay 7 )
Tamil Secondary 300 300 150 150 15-16
Rangoon Burmese Secondary 300 297 258 39 15-16
Toronto English Secondary 233 197 72 125 15-16
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3.4 Validity studies

High reliability is a mecessary but not sufficient condition for high validity so valid-—
ity checks were carried out to determine whether the answers to the questionnaire were
accurate — that is, whether students who had used drugs reported this on the questionnaire
and whether non-users reported that they had not used drugs. Validity was further assessed
by asking direct questions about the honesty of students by using lie scales to detect
respondents who were on the defensive and by conducting special studies on validity. One
reason for using the first two of these validity checks is that they may be administered as
part of the questionnaire testing. There are other possible checks on validity that might
have been used, and these are described in Annex 1, which reviews the methodological issues.
However, most of these checks require additional substudies, which increase the time and
cost of the survey.

Honesty questions. The logic of including questions on self-reported honesty is that
they permit the respondent to verify that his answers to questions were not deliberately
falsified. Admittedly, this is a rather weak and indirect validity check, since anyone who
wishes to falsify his answers may answer honesty questions in the same manner. The results
of data generated by this validity check cannot, therefore, be given the same weight as
those of more objective methods, such as testing urine or searching official records for
evidence of drug use among surveyed subjects. However, the inclusion of honesty questions
has the advantage over these other procedures in that such questions may be collected
easily and inexpensively on all subjects as an integral part of the survey questionnaire.

Two honesty questions were selected for testing on the prototype questionmaire. The
first was: "If you had ever used any cannabis /local term/, do you think that you would
have said so in this questionnaire?” The second asked the same about "opium or heroin'.
The possible answers were '"No'", "Not sure'", and '"Yes'". The aim of asking these questions
was to have some indication of the level of honesty or defensiveness in the students'
replies. Table 3 shows the response to these two questions in the countries concerned.
Overall, 687 said that they would have reported the use of cannabis, 18% said '"No', and 147%
were ''Not sure'. The figures were much the same for opium or heroin: 68% said "Yes", i.e.,
they would have reported honestly, 197 said "No", and 137% were 'Not sure'. Thus only a
minority of the total population stated that they would not report the use of cannabis or
of opium or heroin on the questionnaire.

-However, there was considerable variation from one centre to another in the proportions
of students that would have answered honestly about their use of drugs. For all but two
centres (Table 3), more than 707 of the students said they would have admitted to using
cannabis, and less than 207 stated they would not have admitted using it. Findings for the
opium/heroin question were similar; in all but the same two countries, over 70% would have
admitted to using opium/heroin and less than 207 stated that they would not have admitted
doing so. These findings suggest that the questionnaire had some validity in most of the
centres involved.

Centre E reported that subjects complained of difficulty in understanding the two
honesty questions as well as three lie scale questions, which were later omitted from the
final questionnaire (Annex 2). The reason suggested by collaborating investigators at that
centre was that, in their culture, individuals are not permitted to withhold information.
Therefore, the questions asking if they had reported honestly were seen by some respondents
as questioning their integrity. This appeared to confuse the respondents to such an extent
that all kinds of inappropriate answers were given. The poor response to these items might
also be attributed to the difficulty that individuals in this particular setting had in
answering hypothetical questions. These findings suggest that the honesty items may require
modification in certain cultural settings and may not be relevant to others.

Data from honesty questions were also examined for users and non-users of drugs sep-
arately. Those who answered untruthfully might be expected to report less use of all drugs
than those who were truthful. This expectation was borne out by the data, which showed that
students who said they would not have reported honestly were less likely to report the use
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TABLE 3. COMPARISON OF ANSWERS TO THE HONESTY ITEMS IN DIFFERENT COUNTRIES#

Admit to using cannabis Admit to using opium or

Centre (n=1627) ‘ heroin
‘ (n=1626)
(Total, all Yes Not sure - No - Yes Not sure No
centres, = 1655) (%) - (%) ¢3)] (%) (%) (%)
A 76.4 14,1 9.4 74.7 12.8 12.5
B 62.3 17.3  20.3 63.3 18.0 18.7
c 75.6 16.1 8.3 70.5 19.2 10.4
D 84.0 0.0 15.6 81.3 0.0 16.4
E 37.8 23.3 37.8 39.0 16.1 45.0
F 77.7 13.1 9.2 78.5 11.5 10.0
c 72.2 9.7 . 18.1 . 72.6 9.7 17.7
Total 68.4 13.7 17.7 67.6 12.7 19.4

*#The table does not include data from students with two or more "problem" answers
to the nine-item lie scale,

of tobacco, alcohol, and cannabis. They were also less likely to report the use of each of
the other 9 drugs, though few of the differences are statistically significant. The find-
ings were similar for those who would have admitted to using opium or heroin. Furthermore,
both groups — those who would and those who would not have reported the use of opium or
heroin — did, in fact, report the same frequency of use of heroin, opiates, and opium.

Lie scale scores. The Eysenck lie scale (14) was included as a measure of defensive-
ness and has been used in a number of studies. The scale consists of nine questions that
have been shown to yield highly reliable and valid answers.

All centres except one were found to have 407 or more students with high lie scores.
This is an unexpected result and is almost certainly due to cultural or social variations
in the way in which these questions are read and understood. It was found also that lie
scores did not differentiate between users and non-users of drugs in a practically useful
way. For these reasons, it was the view of the majority of the collaborating investigators
that the lie scale, without additional methodological work, appears to have limited useful-
ness as a validity check for the prototype questionnaire.

Special studies of validity. Three special studies of validity were carried out by
the Mexico City centre. In one study, 50 students drawn from schools with a high preva-
lence of drug use (according to school officials and official records) were compared with
50 students from low-prevalence schools. The results were in the expected direction.

Those in the high-prevalence schools reported rates of drug use 5 to 15 times as high as
those reported for the low-prevalence schools. Though these findings do not prove the
accuracy of answers to the questionnaire, they show that the questionnaire yielded responses
indicating more frequent drug use when other information suggested that there was, in fact,
more frequent drug use. '

In another study, the answers to core questions were obtained from the same subjects
by two different methods of data collecting —— i.e., by a personal interview followed one
week later by the self-administered questionnaire. The subjects were 50 young males in
training schools for delinquents, For one-half of the drugs (alcohol, cocaine, tranquil-
lizers, opium, heroin, and other opiates), the total proportion of respondents reporting
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lifetime use was identical or within 3% on both occasions. The largest deviation for any
drug used on the two occasions was 9%. There was no consistent tendency for either data-
collecting method —— i.e., questionnaire or interview — to give higher or lower results.

The third study carried out by the Mexico centre compared three methods of gathering
data on drug use among employees of the same business establishments. The methods were
(1) the self-administered questionnaire, (2) administration of the questionnaire at personal
interviews, and (3) obtaining estimates of the number of drug users among fellow employees.
All three methods were applied to the same small group of people and yielded very similar
results for both current and lifetime use of drugs.

Thus the results from the Mexico City centre support the validity of the questionnaire
findings, at least for the populations for which validity was checked.

3.5 Summary of results

Individual centres might be expected to have difficulties with various aspects of the
questionnaire. A wide range of countries was involved in the studies, and the testing
included both developing and developed countries. TFor a number of countries, the question-
naire needed to be translated; others have little experience with self-administered
studies. In some countries, studies are further complicated by the cultural and social
diversity.

In general, collaborating investigators found that the questionnaire worked well with
student groups. It was found to have test-retest reliability in three centres and it gave
generally valid results in one centre where special validity checks were used. However,
there was agreement that use of the questionnaire raised certain general problems in
addition to particular problems encountered by individual centres. These problems were as
follows:

1. A lie scale was included in the tested questionnaire, but the items were difficult and
confusing for many students. Cultural and national problems in interpreting the results
made the scale difficult to use. Also, it was found to be somewhat less reliable than
other parts of the questionnaire. Furthermore, the lie scale had been developed especially
for use in the United Kingdom on students somewhat older than those in this study. For
these reasons, the lie scale was dropped from the final version of the questionnaire.

2. The "skip" instructions were coafusing to many subjects in some countries, as has
already been mentioned. The format of the questiomnaire was therefore changed so that the
student is required to answer every question on drug use. Now that the "skip" instructions
have been omitted from the final questionnaire, there should be fewer blank and inconsistent
responses.

A number of less serious problems were reported by some centres:

3. Investigators in Burma, Pakistan, and Thailand observed that the level of parental
education was not a good indicator of social status in those countries., Furthermore, it is
a culturally accepted pattern not to possess information of this type or, at least, not to
repeat it to strangers.

4. In Mexico City, the question about the type of community in which the respondent lived
proved impossible to answer. This question had no meaning for many respondents who do not
differentiate between living in cities, towns, or suburbs. Indeed large cities in some of
the collaborating countries do not have suburbs as seen in North America and some European
countries. Some of these cities also have small, semirural, village-like communities
within their limits, and this contributed to the difficulty that respondents had in
answering the question.

5. In Lagos, students often did not know their age, since births are often not registered
in Nigeria, and few accurate records of ages are kept.
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6. In Penang, the questionnaire was translated into several languages some of which did
not have words for various types of drug (e.g., sedatives, tranquillizers) or their effects
(e.g., to settle the nerves),

7. Investigators in Mexico and Pakistan found that it was necessary to drop some descrip-
tions of drugs and to omit completely drugs that are rarely used, because school officials
feared that to include them would encourage drug use.

8. In Nigeria and Thailand, at the time of the study, almost all drugs could be purchased
without a prescription. Thus the concept of 'nonmedical' use or use without the advice of
a health worker would not suggest that the drug was obtained on the illicit market, as it
does in some settings.

9. In India, it was the impression of investigators that respondents often did not under-
stand the questions_dealing with honesty of reporting — e.,g., "If you had ever used cannabis
/or opium or heroin/, do you think that you would have admitted it in this questionnaire?'.
When asked these questions at interviews, many respondents found that they were too hypo-
thetical and simply indicated that they had answered the questions on the use of these drugs
earlier. They then generally repeated their earlier answers.

Some of these difficulties were corrected in the finalized questionnaire by omitting
the lie scale, the "skip" instructions, and the questions on parental education and type of
community. Other difficulties were overcome by modifying questions and their possible
answers. In addition, a number of optional changes were provided to overcome the diffi-
culties most frequently encountered with the prototype questionnaire. It was also
generally agreed by collaborating investigators that a flexible approach should ‘be adopted
in using the questionnaire and that this should be modified, as required, to meet local
needs. :
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4. APPLICATION AND FURTHER DEVELOPMENT OF THE FINAL QUESTIONNATRE

The revised questionnaire (Annex 2) is being made available for use in countries where
self-reported measurements of drug use are needed. No other drug-use questionnaire has
been tried out in so many countries. The evidence of its validity and reliability should
generate some confidence in the use of this questionnaire in national and international
studies. Nevertheless, investigators planning to use the questionnaire should test its
validity and reliability in the particular settings where it will be used. It might also
be desirable to add to the core elements described here, in accordance with local needs or
interests. In addition, investigators might wish to add some of the optional items
suggested in Annex 4, such as those concerned with drug availability and the reasons for
use.

The revised questionnaire described in this report may be used in the following types
of study: (1) assessment of the prevalence of drug use in the populations studied at a
particular point in time, (2) comparison of trends in various types of drug use through
repeated surveys over time, (3) comparison of factors associated with drug use and
identification of high-risk groups, (4) assessment of the impact of changes in drug
policies or legislation on drug use, and (5) assessment of the effects of preventive
programmes through surveys of drug use before and after the programmes have been implemen-—
ted.

As pointed out earlier, this type of questionnaire is best used with high-risk
literate populations that can be readily brought together at one time and place. Students,
soldiers, and prisomers are therefore the most likely subjects for study. The question—
naire may have to be translated into several languages if used in certain countries.

The self-administered survey is not often used to study groups or patients making
heavy use of drugs. These populations are generally studied in smaller numbers and in
greater depth through clinical interviews, psychological tests, or field observations (15).
It is rarely used for general adult populations, which are most frequently studied by means
of personal interviews or household surveys.

The questionnaire may also be used in postal surveys of drug use (16). The problem
with such surveys is that the number of questionnaires returned is frequently low, rates
below 50% being common. Although there have been no reliability studies with mailed drug-
use surveys, these may be used as an adjunct to school studies to obtain information from
students who are absent or who have recently dropped out of school. They may also be used
in general population surveys and follow-up studies, when subjects cannot be contacted
after repeated visits to their homes. However, there are likely to be serious difficulties

in conducting postal surveys in countries with low levels of literacy and with unreliable
postal services.

The questionnaire might be further developed in several ways. It might be changed
into an interview format for investigations of special populations, such as heavy drug
users or young people who are not students. In its new form, the questionnaire would
require testing with new reliability and validity studies. Other investigators might wish

to extend the range of core items by testing some of the optional questionms for reliability
and validity.

Further work to improve the validity and reliability of the current questionnaire
might also be considered. For example, test-retest reliability studies might be made
during a longer period - perhaps up to a year - or test results might be compared with
evidence of drug use from observers or official sources.

If the use of this questionnaire becomes sufficiently widespread, it might be advis-
able to convene a meeting of selected investigators to modify it further with a view to
making it more practical and effective.
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Annex 1

METHODOLOGICAL GUIDELINES FOR SELF~ADMINISTERED SURVEYS OF YOUTH

The general aim of this annex is to supplement the description of methodological
issues encountered in the course of the collaborative study by presenting a more general
review of the methodology of self-administered questionnaires, especially those developed
for use with young people. The focus will be on the following key issues: the selection
of samples, the questionnaires and administrative procedures to be adopted, and the
problems of validity, reliability, and confidentiality. Once these issues have been dealt
with, self-administered questionnaires may be very helpful in monitoring drug-use trends,
in follow-up studies, and in planning and evaluating preventive programmes.

Sampling, with special reference to young people

The main task in sampling is to select a group of people who are representative of the
total or special population of interest in terms of its chief characteristics. The various
ways in which sampling can be done have been the object of detailed reviews (17, 18).

These guidelines cover only the major considerations directly related to surveys of the use
of alcohol and drugs in student and other youth populations.

Sampling is frequently not well done in alcohol and drug use studies. Typically, all
problems of sampling are ignored and studies are made of the total population of concern.
For example, Smart & Fejer (9) studied all students at school in several Canadian counties
on a particular day. This amounted to sampling the days and avoided the problem of
constructing a population sample, but it means that only students at school were included.
Yet studies by Haberman et al. (1l9) have indicated that students who are absent from school
have higher rates of drug use than those who are present. Therefore, some bias exists even
in surveys of total school populations if non—attenders are omitted.

Too often the procedures used for sample selection are not included in study reports.
For examples of studies in which the sampling approaches are described in detail, the
reader is referred to Russell & Hollander (20), Champion (21), and Johnston (22).

The population of interest. Before a decision can be made as to the design or size
of the sample or even as to whether a sampling procedure will be used instead of a total
population survey, the population to which the study results are to apply must be precisely
defined. For example, sampling considerations for all youths between the ages of 12 and
20 years in a country would be quite different from those for youths attending school in a
specified city in that country. They would also be different for military personnel at a
particular base. Unless the population is well specified in advance, the sampling scheme,
however excellent, might be applied to the wrong population.

If a population is small enough, it may be more efficient and less expensive to study
all of it rather than to sample a part of it. Examples of such a total population survey
or census might be all youths attending school in a single community, all young men serving
at a certain military base, or all workers in a particular factory. Studying the total
population avoids certain practical and logistic problems involved in selecting a sample.
such as the possible need to enumerate a complete population and the need to identify
persons selected for inclusion in the sample. Travel between sample subjects must be
considered. A survey of the total population, where feasible, also avoids the problem of
subjects selected by a sampling scheme feeling "picked on'" or discriminated agalnst, it may
also be less disruptive of routine in a school or other institution.

If, however, it is decided that a sample is required, the specific population of
interest must be defined with the necessary exactitude before an appropriate sampling scheme
can be constructed.
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Considerations. in selection of sample size. The object of the sampling scheme is to
yield the most precise estimates of drug use possible within a given budget. In choosing a
scheme, several factors need to be considered:

(a) The complexity of the population structure being studied. Some populations may be
heterogeneous with respect to variables that influence drug use; for example, they may
not be of the same age, sex, or socioeconomic status. The scheme must then provide for
the selection of study subjects representative of the population of interest with respect
to these variables. This approach to sampling may also be used to obtain separate esti-
mates of drug use for each subgroup for comparative purposes.

If the prevalence of use varies between subgroups, it may be desirable to select
greater—than-proportional sample sizes in subgroups where the prevalence is low. This
will ensure equal precision of prevalence estimates in all subgrouping.

(b) The geographical spread of the population is important in choosing the most efficient
sampling scheme. If estimates are needed on a national basis or for a population that is
spread out geographically, cost considerations may demand some clustering of the persons

to be sampled. Also if the geographical spread cuts across administrative boundaries, use
of the same sampling scheme for all administrative districts may not be possible. For
example, in a school survey the number of students per class may be greater in one state or
province than in another, and a sampling scheme by class might therefore over-represent
some school systems. For these reasons a geographically dispersed population may require
a more complex sample scheme.

(¢c) Some sampling schemes are more costly and/or time-consuming than others. To

ensure that a random selection of persons is made at some stage of the sampling scheme, a
sampling frame must be available from which to choose the subjects. A sampling frame is
merely a listing of all units or individuals from which a sample is to be selected. If a
survey of all students in selected classes is wanted, the sample frame would consist of a
listing of all classes., If only certain students are to be selected, the sample frame must
be a listing of all students.

If the population is to be divided into subgroups, information is needed on the
subgroup status for each person on the list. Such lists may be very costly or impossible
to obtain, however, and very often the information needed to assign a person to a subgroup
is not available. If, for example, the population of interest is high-school youth in a
certain city, and no subgroups of students are to be studied, a listing might be available
or compiled relatively quickly and cheaply. If, on the other hand, separate estimates
were required for differences in drug use according to sex, age, and sociceconomic status,
information on the first two variables might be routinely available; information on the
third would generally become known only by a special enquiry and compilation.

If the information needed on subgroup status is not available, there is a way to avoid
the costly process of gathering it from all persoms in the population. This is the use of
"multi-stage sampling" (described later), which obtains the necessary information from a
limited pumber of smaller units. For example, the information could be obtained from all
students in only 10 or 15 classrooms in a large city. A study using this approach would be
described as using a cluster sample of classrooms.

In practice the study design is tied to an existing sampling frame or to a sampling
frame that can be quickly and cheaply compiled. A caution against using lists of persons
compiled for other purposes is needed here. Unless these lists have been very carefully
checked, they are usually found to be incomplete or to contain many duplicates. They may
also be out of date, partially illegible, or inappropriate for the population of interest.
The use of such lists may cause biases of unknown magnitude in the estimates of drug use.

(d) Sample design is also affected by administrative considerations. The sponsor of the
study may give ready access to some groups of youths, but not to others. Study, work, or
training schedules of the respondents may dictate the selection of administratively defined
groups such as school classes, factory departments, and military subunits, rather than a
selection of persons cutting across these administrative boundaries.
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Types of sampling design. The basic concept underlying all forms of scientific
sampling is that of the probability sample. A probability sample is one in which every
person in the population of interest has a known probability or chance of being selected
for the sample. All of the sampling designs mentioned here involve probability sampling.
Other forms of sampling not involving probability sampling also exist, such as haphazard
sampling, where persons are chosen by other than random means. There is also purposive or
quota sampling where 'representative" individuals are sought out, according to someone's
idea of what is representative. These non-probability sampling methods will not be dealt
with here since they do not allow estimates of bias or precision to be made.

Random samples represent conceptually the simplest form of probability sample; each
individual in the population has an equal probability of being selected for the sample.
The mechanism for selection is usually a table of random numbers. The population is listed
and each person on the list is assigned a unique number. The pecessary number of subjects
to be given questionpaires are then chosen by selecting the necessary random numbers from a
table of random numbers, discarding the random numbers which exceed the largest number on
the 1ist, or which have been already selected. :

Simple random sampling is usually employed at one stage or another in even the most
complicated designs. By itself, it is usually employed only when the population of
interest is neither too large nor too heterogeneous. Since simple random sampling requires
a complete listing of the population to be sampled, it may be very difficult or expensive
to obtain the list for large populations; for instance, it might be feasible to obtain a
listing of school attenders for a single school or even a single school districét, but not
feasible at the state or national level. When the population of interest is heterogeneous
with respect to factors affecting drug use, a stratified sampling design, descussed below,
is called for. Simple random sampling may also be rejected when, for budgetary or adminis-
trative reasons, it 1s necessary to select clusters of individuals or units from the
sample frame. 1In short, for all its simplicity, simple random sampling is useful only for
small homogeneous populations where a complete population list is available or can readily’
be constructed. The investigator undertaking drug-use studies should assure himself on
these points beforehand.

Another form of random selection is systematic sampling. Instead of each person
being selected at random from the ordered population list, only the initial subject is
selected randomly. Thereafter, every 10th, 50th, or nth person is selected from the
ordered list, the value of n being determined by the size of the population list and the
sample size desired. This method has the advantage that the process of selection is easy
and the potential advantage that the sample may be spread out over the population listing.
Whether it produces a representative sample depends upon the basis of ordering of the
population list. :

Stratified sampling may be used if the population of interest is thought to be hetero-
geneous with respect to drug use, or if special estimates of drug use are to be made for
certain subgroups. For these purposes a prior stratification of the population is neces-
sary; a separate and independent probability sample is selected within each defined
stratum or subgroup. This method produces independent estimates of drug use to permit
comparisons between subgroups. They may also be combined for estimates of the total
population. :

The bases for stratification may vary (e.g., geographical region, school, or classroom)
or may be based upon characteristics of the individuals, such as age, sex, race, or socio-
economic status; but each individual in the population must be associated with one, and
only one, stratum. If simple random sampling is combined with stratified sampling, either
there must be a separate population list for each stratum, or each individual on an overall
population list must be identified with a single stratum. It would be futile to use ethnic
group, for example, as a stratifying variable if this information was not available for
each individual. In addition, the size, or relative size, of each stratum must be known
in order to allocate the overall sample proportionately amongst the various strata.

Stratified sampling is often used where certain groups need to be oversampled. This
can permit estimates of equal precision to be made for strata where drug use is rare and
for strata where it is widespread.
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In summary, stratified sampling is a way of ensuring the representativeness of a
sample and of increasing the precision of estimates. It is used when the necessary
information on strata is available in an appropriate form to be incorporated into the
sampling scheme. It can be utilized with simple random sampling or systematic sampling
within strata. Stratified sampling may also be combined with the other two probability
sampling designs mentioned below.

Rather than selecting individuals at random throughout the population, it is some-
times more efficient to select compact clusters of individuals and to survey all indivi-
duals making up the cluster; this is known as cluster samplipg. Clusters of individuals
may be defined according to their natural groupings, such as a school, a classroom, or a
factory department. The costs and logistic problems of administering a questionnaire are
often less when an administratively defined unit, (e.g., a classroom or military barracks)
can be taken as a whole. It is often operationally more efficient and administratively
more convenient for the survey to use such clusters. As with stratified sampling, however,
each person must be associated with one, and only one, cluster, and the relative size of
the clusters should be known. A survey in which this approach is used might be described
for example, as a student survey using a cluster sample of schools.

There are, however, potential drawbacks to cluster sampling. The information
obtained on the prevalence of drug use obtained from 1000 students in 20 classes of 50
persons each may not be the same as that obtained from 1000 students selected by simple
random sampling from the same population. This is because there may be a concentration of
similar drug-use patterns for students in the same classes. In order to obtain the same
precision in estimating drug use in a cluster sample, it may be necessary to increase the
sample size - i.e., in the above example, to more than 20 classes. The amount by which
the sample size needs to be increased is a function of the amount of correlation found
between the behaviour of persons within a cluster. If this correlation is zero, then the
same precision can be obtained by cluster sampling as by simple random sampling. In that
case, cluster sampling is likely to be preferable because of the economies in carrying out
the sampling and in data collection.

Multi-stage sampling may be used if the population of interest is distributed over a
large geographical area, such as an entire province or country, because a sample frame is
often not available for the total population. Furthermore, it 1s often uneconomical to
select a simple random sample over such large areas where travel between individuals could
consume a large part of the survey budget. An alternative, then, is first to divide the
total area into clusters of units. For a national sample, the clusters might be provinces
or other administrative units which are both mutually exclusive and exhaustive. As in
cluster sampling, a predetermined number of these units must be selected. For each of the
selected clusters (usually called first-stage sampling units) a listing is made of the
population within the unit or of still smaller clusters within the unit. At this second
stage, a simple random sample could be drawn, using the listing of the population. Alterna-
tively, a sample of clusters could be drawn and all persons within the selected clusters
would be administered the questionnaire, One might also take the clusters formed after
the first stage of sampling and subdivide them into subclusters, which are listed and
sampled in their turn (second-stage sampling).

An example of multi-stage sampling might be a mational sample survey of drug use in
school attenders. First—stage sampling units could be provinces or states, with a prob-
ability sample of a fixed number of provinces being selected (first—stage units). Each
state so selected is then subdivided into school districts, and a probability sample of
school districts is selected (second-stage sampling units). For the school districts
selected either a listing of all individual students is compiled and a simple random sample
of students is selected, or a listing of classes is compiled and a cluster sample of
classes is selected (third-stage sampling units). It should be noted that the sampling may
extend beyond three stages; e.g., classes could have been used as third-stage units and a
simple random sample of students within each selected class finally drawn.
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A decision as to the complexity and extent of the multi-stage sampling is a difficult
one that depends upon the various cost cumponents of sampling at each level, the ability to
compile the appropriate sampling frame at each level, and the needs of precision for the
estimates of drug use. Stratification can also be superimposed at any stage of sampling to
produce a hybrid sampling design of even greater complexity.

Even the simplest sampling design exercise will benefit from the participation of an
experienced survey statistician. Multi-stage sample design, however, demands the solution
of a set of complex statistical questions; it should therefore not be attempted without
appropriate aid.

The size of the sample needed for a drug—use survey depends upon the following
factors:

- the rarity of the trait (in this case, drug use) being estimated for the population
of interest; - ‘

- the relative (percentage) or absolute precision desired for the estimate;
~ the subgroups in the population for which separate estimates are required;
- the comparisons to, be made between subgroups in the population.

For most surveys it is suggested that a sampling expert be consulted for advice on the
appropriate sample size based upon the above considerations. There has, however, been
considerable practical experience in conducting student drug-use surveys in recent years
and this permits some practical suggestions to be formulated.

To include a sizable number of cases of a rare behaviour, such as using heroin, in a
survey designed to characterize users, larger samples must be surveyed or a disproportionate
number of respondents must come from high-risk groups. Cluster samples also need to be
larger than simple random samples since they are less precise (see Johnston et al. (24) for
a statistical method of correcting for clustered sampling).

Statements about drug use in relation to demographic, social, and geographical
characteristics of the population are often required. Generally, it is necessary to deter-
mine the smallest subcategory the data for which are to be analysed - e.g., males aged
16-18 years living in large cities. As a rule of thumb, at least 50 subjects in each
subcategory will generally be required in order to state the extent of drug use.

If the population of students to be.studied is less than 1000, they should all be
included. If they are fewer than 5000, a study sample of 500 may be sufficient. With
populations greater than 5000, samples of 1000 would be a minimum. Probably a sample of
5000 is the maximum that would be needed for determining most types of drug use. That size
of sample generally allows almost any analysis to be made and rare types of drug use to be
detected. However, if there are 10 000 students, select about 10% of the classrooms. If
there are more than 10 000, a stratified sampling plan will be necessary, with the number
selected increasing with the total population. Sampling experts must be consulted on the
sample size for large national studies. : )

Procedures for administering the survey

One of the most important steps in organizing a survey is the pilot study. All
questionnaires should be tried out on a small number of subjects of the type to be studied
in the actual survey. This allows a testing of the questionnaire and the development of
answer categories. It also indicates whether the subjects understand the questions and can
reply to them in the time available. It is often found, as a result of pilot studies, that
the questionnaire is too long, too difficult, or not understood by some subjects. The pilot
study may also identify difficulties in obtaining cooperation from subjects, so that
procedures for selecting the sample and administering the survey may also be modified.



_27_.

Administrative approaches for surveys of student and military populations will probably
vary from one country to another. In most school surveys, it is essential to gain the
cooperation of at least four groups: the authorities responsible for the school district,
the principal or head master of each school, the teachers, and, finally, the students them-
selves., The best way 1s to state the reasons for the survey clearly and honestly to all
concerned and to enlist their cooperation. Coercion at any level is likely to produce
disturbing side-effects.

Many large studies (9, 20, 24) have used specially trained assistants to administer
the surveys and answer questions about the meanings of the questions. If teachers are
present in the class at the time of the survey, they must not be allowed to wander about
and see students' answers. Since teachers are often required to maintain order in large
unruly classes, they cannot always be banished. However, they should not collect
or look at the questionnaires at any time. Students should be made aware that the survey
is being conducted by outsiders, not by the school authorities or teachers, and that
teachers will not see the results., One way of collecting the questionnaires is to place a
box at the back of the room so that they may be returned anonymously.

In some cases, schools and teachers stand in loco parentis for students who are then
not required to obtain parental consent for their participation. In other areas, schools
require parental comsent for the student to participate in a survey. When parental consent
is required, illicit behaviour such as drug abuse is likely to be underreported (25).

Thus, from the point of view of honest reporting, it is preferable to avoid the need for
formal parental consent.

In general, it is a good practice to ensure that respondents do not sign their names
to drug-use questionmaires. Most investigators feel that subjects will be more honest if
they do not sign their names. This permits them to respond honestly, without fear of
punishment. Certainly there is less risk of legal difficulties, and respondents seem to
prefer anonymity, especially if they are older.

Unfortunately, research on the effects of anonymity on drug-use reporting has given
conflicting results. Six studies have examined the question of anonymity: King (26) found
no difference in the proportions of students reporting drug use with and without anonymity.
Robins (27) obtained similar results with interviews and mailed questionmaires, except that
the use of alcohol and tobacco was underreported in interviews. However, Luetgart &
Armstrong (28) found that students reported more marijuana use in anonymous surveys.

Several studies have also been carried out with a randomized response model in which
the respondent answers a question without revealing his own behaviour. For example, he is
given several questions from which he may choose one to answer. The questions might include
a drug-use question and a more innocuous one — say, about what he had for breakfast.
Statistical techniques are then used to estimate the numbers of drug users. Boruch (29)
found no difference in reported drug use with this anonymous method and with coded methods.
However, Brown & Harding (30) and Goodstadt & Gruson (31) found underreporting with non-
anonymous methods. In general, the results suggest that anonymous methods are superior to
those in which respondents are identified. Anonymous administration is to be preferred
unless there is a compelling reason for gathering identifying informationm.

Reliability and validity

The most serious weakness of many drug-use surveys is their lack of reliability and
validity checks. Only a few investigators have attempted to establish any reliability or
validity coefficients for their questionnaires. Investigators often devise new question-
naires rather than using an established one, and the quality of the new questionnaires is
difficult to determine. More care has been taken with the quality of scales for measuring
drinking behaviour than with the quality of scales for measuring drug use. It should also
be noted that validity and reliability are not permanent qualities of a particular question-
naire. They are established for a given set of circumstances, given populations, and even
particular time periods. For example, a questionnaire may give valid measures of drug use
in one country but not in another, or it may be valid for young students in a classroom
survey but not for a postal survey of adults.
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Reliability. As stated by Anastasi (32), "reliability refers to the consistency of
scores.obtained by the same individuals when n re-examined with the same test on different
occasions, or with different sets of equivalent items, or under other variable examining
conditions". Reliability is important because scores should be consistent and dependable
and because 'reliability attenuates walidity". This means that only the reliable or coumsist-—
ent portion of a score can correlate with other variables. If a test or questionnaire has
low reliability, its validity must also be low. Therefore, efforts should be made to
achieve reliable measures before considering validity.

Reliability tests are usually made by examining either internal consistency or test-—
retest reliability. The former involves mathematical methods of assessing reliability. It
examines the reliability of a questionnaire essentially by comparing scores on one—half of
the items with scores on the other half. 1In most drug-use surveys, internal consistency is
unlikely since single questions are generally used to measure a variable rather than
multiple—~item indexes or scales. However, when questions about drug use figure in several
places in the questionnaire, one might expect to obtain the same amswers and, hence,
internal consistency. Statistical methods for these tests may be found in the work of
Anastasi (32).

As the name suggests, test-retest reliability is determined by repeating the test or
questionnaire on a second occasion. Such. reliability is the degree of consistency between
answers to the same questions in the two tests. For example, in drug-use questionnaires,
people who reported use of a drug in the past year might be expected to report it again
when asked the same question a month later. Of course, there are many situations in which
test-retest reliability cannot be expected to be high. If the types of behaviour tested
are highly variable or expected to change with time, consistency is an unreasonable require-
ment, This is sometimes the case where drug use is of an experimental nature and does not
persist. Most users of drugs such as cannabis try the drug out of curiosity or because of
peer pressure, and do not intend to continue its use. Consequently, testing on two
occasions may give quite different responses. This may be avoided by keeping the test-
retest interval short and by asking about drug use over a long time rather than a short
one - e.g., by asking students if they ever .used a drug during their lifetime rather than
during the last month. : :

' Perhaps because of the difficulties in analjsis and interpretation, few reliability
studies have been made with self-administered questionnaires. Whitehead & Smart (33) and
Smart (34) have summarized many of the available data on reliability.

Only Haberman et al. (19) have carried out a test-retest study with students. The
proportions of students who have never used cannabis were identical in the two studies.
About 807 reported that they had answered questions about drugs honestly. This illustrates
reliability in the aggregate statistics but not necessarily high reliability for individual
students in the two testings.

Some sociologists determine reliability by comparing data from two sources.
Stephens (35) studied 100 adults by means of a mailed questionnaire and compared the results
for the same individuals from another source, that is hospital counsellors and relatives.
A high degree of agreement was found for the questions about drug use and arrests. A
similar study by Ball (36) also obtained highly reliable results with addicts.

Validity. The concept of validity is concerned with whether the test or questionnaire
measures what it is supposed to measure. Validity coefficients tell how well this has been
done (see 33 and 34 for reviews). In drug-use surveys, it is desirable to obtain accurate
data from every respondent - that is; each respondent who has actually used drugs should
indicate this on the questionnaire and non-users should report that they have not used
drugs.

It is often difficult to establish the validity of information on drug use because such
behaviour is often of a private and sometimes illegal nature. ‘It is not readily subject to
observation or verification by others. Thus it is difficult to obtain an outside measure
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against which to compare survey results for individual cases. A further problem is that
surveys at best can report only the drugs that the respondent believes he took. It is known
from laboratory analyses that illicit drugs frequently do not contain any of the substances
that they are supposed to contain.

Various approaches to validity in drug surveys have been attempted, some of which are
described below.

Questions on "fictitious" drugs. Some early surveys (33) examined the use of "ficti-
tious" drugs such as C.H.D., Lovar-25 (Love Pills), and monoxytriptamate (MOT) in an effort
to assess overreporting. A large survey in Toronto indicated that only 0.8% of respondents
reported the use of MOT. However, about 6Z of addicts under treatment reported the use of
fictitious drugs. Perhaps there is a greater overreporting problem with heavy users.

Comparison of self-report with other reporting methods. An early study by Smart &
Jackson (37) -compared the extent of self-reported drug use revealed by a questionnaire
survey with estimates of drug use made by elected student leaders. This study indicated
that self-reported cannabis use was somewhat greater for both males and females than the
estimates of use provided by student leaders.

Comparison of self-report with documentary evidence. Stimson & Ogborne (38) found
close agreement between drug use reported by addicts and that indicated by clinical case-
notes. Robins (27) studied known heroin users and found varying agreement between interview
data, case records, and laboratory reports on urine taken at the time of the interview.
Agreement was high for the use of heroin (97%) and opium (80%) in the interview and case-
notes but low for urinalysis reports. However, technical difficulties with the urinalyses
may have contributed to this.

Some studies have compared self-reported rates of drug use in general populations with
rates expected from prescription data. Parry et al. (39) interviewed adults known to have
had prescriptions for psychoactive drugs in the past year. About 83% of those known to
have received tranquillizers and 72% of those who received sedatives said so at the inter-
view.

Lie scale-to assess truthfulness. Smart et al. (40) used a nine-item lie scale devel-
oped by Eysenck & Eysenck (14), and found that students with high lie-scale scores were
less likely to report the use of many legal and illicit drugs. However, the differences
were small for most drugs. Furthermore, students with high lie scores were few in number
and thus had a minor effect on the overall rates of alcohol and drug use. Later studies by

" the same team, using multivariate analysis, have shown that lie scores are far less adequate
predictors of reported drug use than demographic characteristics are. This experience is
consistent with the findings of the collaborative study described in the main body of this
report and it supports the decision to omit the lie scale from the finalized WHO question-
naire. :

In conclusion, studies in a number of developed countries have shown that reliability
and validity data for drug surveys are generally adequate for research purposes, provided
that gross categorizations are used. DMore work on both aspects is required, particularly on
test-retest reliability. An important need is for more data on validity and reliability of
drug-use surveys in developing countries.

Types of instrument used in studies of youthful drug use

The format or physical layout of the questionnaire is extremely important for purposes
of data processing. In self-administered surveys of drug use, three general types of
instrument have been used: fill-in forms, separate answer sheets, and machine-readable
forms. Examples of the different types are available in a publication by Nehemkis et al.
(11) which contains copies of some 40 questionnaires used in drug-use surveys in North
America.
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The fill-in form was used in many earlier studies. With this form the subject marks
his answer directly on the questionnaire. The youth survey questionnaire shown earlier in
this report is of this type. The answers are usually "coded" or transferred by hand onto
coding sheets, for which computer punch cards are made. This method requires the least
from the respondent: he merely has to read the question and mark his answer with a tick or
cross, or in any other obvious way. This method works best with children below the age of
13, who often have difficulty with separate answer sheets. The disadvantage of the method
is that it tends to be labour-intensive, since assistants are required to do the coding
and key punching. These tasks are manual and rather tedious, so that errors are likely.
Careful checking of coding and of key punching are necessary.

The answer sheet format is.one in which the questionnaire and answer sheet are sep-
arate. The answer sheet is numbered in the same way as the questionnaire, with a numbered
box for each answer. In some cases both the answers and the boxes tor them may be on the
answer sheet, but usually the answers are only on the questionnaire. At the end of the
survey, the answer sheets are collected and computer cards may be punched directly from
the sheets. This method avoids the additional task of coding the answers, and allows
questionnaires to be reused. Hence, it is somewhat cheaper than the fill-in form.

The most modern method involves machine-readable forms. No personnel are required to
code or key-punch the answers, since the "reader" machine will scan the answer sheet
visually and automatically key-punch the answers on to cards or computer tape. In some
studies, answer sheets have been made machine-readable and in other studies questionnaires
have been made machine-readable. Both methods are relatively costly in terms of materials
and equipment, but are extremely labour—efficient. A further problem is that students must
mark their answers carefully and distinctly. Since stray marks on the page may be read as
answers, subjects must constantly be careful where they put their answers, especially if
they leave blanks.

Usually, machine-readable answer sheets must be specially designed for each study and
may cost several hundred US dollars per study. Machine-readable questionnaires are even
more expensive, and a separate one is required for each subject. They are not reusable as
is the case with the answer-sheet method. Also, sophisticated reading machines are needed
if the answers are to be directly entered on to the computer tape. This method is the
most suitable where sophisticated data processing equipment is available, where labour
costs for coding and key punching are high, and when the number of respondents is very
large - e.g., over 5000.

Data analysis

In most drug-use surveys, data analysis is not difficult. Advance planning is neces—
sary to ensure that the analysis is suitable for the data storage system used. For example,
if analysis is to take into account many variables on large samples, computer storage is
essential. If samples are small and only gross drug-use rates are required, analysis may
be done by hand or with a desk calculator.

Drug-use surveys usually require "univariate'" analysis, which examines the data for
only one variable at a time - e.g., overall rates of cannabis or alcohol use in the sample.
They also require "bivariate" analyses, in which variables are examined two at a time - for
example, drug-use rates by age, sex, occupation or other demographic characteristics. If
there is a need for multivariate analyses, in which many variables are considered, then
large numbers of subjects will be required. Bentler et al. (41) have described the major
types of multlvarlate analysis that may be used in drug-use surveys, including cluster
analysis, discrimindnt analysis, and automatic interaction detection analysis. They have
also specified the variables and sample sizes requlred for each type of analysis and showmn
the actual methods of analysis.

In any survey, a varying proportion of incomplete questionnaires will be returned.
Some are totally unusable, either because the respondent did not follow instructions or
because he did not take the survey seriously. Questionnaires that have a significant number
of incomplete and/or inconsistent responses form an intermediate group. For these, the
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investigator must decide on specific criteria for determing what questionnaires are to be
included in the analysis. For example, in the WHO collaborative study reviewed in this
report, questionnaires were excluded if they had four or more incomplete or inconsistent
answers. The advantages of liberal criteria for inclusion are that more questionnaires can
be analysed and that the sample will be larger and more representative of the population
surveyed. The disadvantages are that the data are not as reliable and that the number of
answers for each questionnaire item will vary. If rather strict criteria are adopted, the
data analysis will be performed on questiomnaires that are for the most part properly
completed — hence the data will be more reliable. The disadvantage 1s that more questiom~
naires are rejected, so the results are less representative of the population surveyed.
Investigators who have considerable experience in self-administered questionnaire surveys
generally expect to omit 5-107 of questionnaires from the analysis for reasons of incom-
pleteness or inconsistency. The proportion of inconsistent and incomplete questionnaires
is greatest when the sample contains young students — e.g., below the age of 14— and least
with older students.

Types of questions in drug-use surveys for youth

Usually drug-use surveys include questions on demographic characteristics and drug-use
items, but there has been great variation in the measures of these variables, so that no
"standard" set exists. Apparently, only three teams of investigators have used similar
questionnaires in a long series of surveys. Similar, but not identical, demographic and
drug-use questions were used in Blackford's studies in San Mateo, California (42), the
studies by Johnston et al. elsewhere in the USA (24), and those by Smart & Fejer in Toronto
(9). However, other questions have been changed from one survey to another ~ for example,
those concerning personality, attitudes, and opinions about drugs.

What should be included in a drug-use survey is largely a matter of the goals of the
survey, the time available, and the respondents' capacities. If the survey goals are
limited to gross estimates of the frequency of drug use, only a few questions about the
major popular drugs are required. The most important categories of question have been
covered in the discussion of core and optional items (chapter 2.2). The advantage of
incorporating items from the questionnaire mentioned in this report is that the data
obtained will be comparable with data produced by other investigators collaborating with
WHO and the United Nations in the assessment of drug-abuse problems. To cover all areas of
inquiry in a self-administered survey may be impossible and unnecessary. If data on the
correlates of drug use are desired, at least demographic characteristics should be included.
Age, sex, occupation, and education have usually been closely related to all types of use
and abuse. Other correlates, such as attitudes or personality traits, may also be desired
and a large npumber of investigations have included questions on these aspects (see Mercer &
Smart (1) for a review). However, it has been recognized that drug-use questionnaires are
usually too long and tedious (12). They should be made as short and interesting as
possible.

Investigators should include only what is essential in the questionmaire. One method
of increasing the number of variables is to have more than one version of the questionnaire.
Certain core items may be common to all forms, but other variables may be included in only
one form. Of course, this method will work only if there is a sufficient number of respon-
dents to provide adequate samples for each form.

When surveys are conducted in classrooms, they must be completed in one class period
(30 - 45 minutes). This includes time for giving instructions, answering questions, and
collecting answer sheets. The actual time spent will be dictated by the reading and
answering speed of the slowest child in the sample being tested. Thus samples that include
a wide range of ages will require different lengths of survey time. Usually students aged
12 - 13 years will take twice as long to answer a questionnaire as those aged 17 - 18 years.
Reading levels may also vary among samples of the same age, and students receiving special
education for the retarded or "slow progress" classes will often take considerably longer to
complete questionnaires. Care should be taken to pretest the gquestionnaire on the slowest-
working as well as the fastest-working subjects of the sample. Sometimes investigators draw
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up two questionmaires: ome for younger students, containing only demographic and drug-use
items, and another for older students,.with the same items plus additional attitude or
personality items. This allows everyone to finish at about the same time and also allows
the collection of some data on the correlates of drug use.

The general format and wordlng of questionnaires are important. There is a tendency
for some investigators to prefer an open-ended style - i.e., where the subject writes in
the answer ~ rather than a closed style, where the possible answers are specified and the
respondent marks one of them. Theoretically, open-ended questions allow more specificity
and may be more sensitive to changes over time. However, respondents frequently have
difficulty in specifying certain information — such as the exact number of times a drug was
used —-and are able to make only rough estimates. Specified answer categories take this
limitation into account and may be precoded to simplify data processing. Many open—ended
questions, on the other hand, have to be coded eventually if they are to be computer-
processed, and this adds enormously to the duration and cost of the survey research.
Uncoded or open-ended questions are best left for small pilot studies.

Another aspect regarding format concerns '"skip" directions. As discussed earlier (see
page 19), these are instructions to respondents not to answer particular questions if they
have answered an earlier one in a certain way. For example, "if you have no father, do not
answer the questions on father's occupation or education'". In general, "skip" directions
are best avoided, since many respondents fail to read them carefully. This is particularly
the case with children aged 14 years or below. If such directions are absolutely necessary,
they should be few in number, clearly marked on the questionnaire, and, if possible,
explained to respondents orally. ‘

Confidentiality versus the need to identify subjects

The legal and ethical issues created by drug-use surveys vary from country to country
depending on local laws and customs. In some countries such concerns are minimal; in
others, respondents' rights are protected through the legal and professional guidelines for
research. In some countries, signed questionnaires stating that a given student has used
illicit drugs are considered as 'hearsay evidence" and cannot be used against the subject in
court, However, it is possible that they might be used in investigations. Beyond these
legal questions, respondents would not wish their. questionnaires to be used for purposes
beyond research. In general, respondents have the right to confidentiality and to freedom
from harm if they participate in drug-use surveys.

For the type of research under discussion, there are only three situations in which it
is necessary to have names or identifying marks: where test-retest reliability studies are
planned; where questionnaire data are being compared with data from other sources, such as
school records; and where follow—up studies are planned. -In a sense all these are '"follow-
up" studies, since the investigator wishes to match questionnaire responses with other 'data
about the individual. The individual's right to privacy has to be measured against the need
of the investigator and of society at large to know the results of follow—up studies.

A number of methods for protecting the rlghts of subJects have been developed. In some
cases, a code has been developed whereby each subject is given a unique number, which is
placed on the questionnaire. For the persons conducting the survey or handling the survey
questionnaires the data are identified only by number. A third party keeps the list of
numbers with the identifying names, but does not have the questionnaire data. In some cases
the name-number list will have been sent out of the country to a distant third party.

Other methods have been developed for the assessment of test-retest reliability, inm
which respondents are asked to £ill in identical questionnaires on two occasions. One method
is to prepare labels with the name and unique number of each respondent. Two questionnaires
with the same name and number are prepared for each respondent. At the time of the first
test respondents tear off their names and hand in the questionnaire that has only a number
on it. At the retest, it is necessary to make sure that each respondent receives the right
questionnaire.
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In follow-up studies, the most usual method of protecting the identity of respondents
is to use self-generated codes. These might be useful in follow-up and test-retest studies,
but less so in studies associating questionnaire data with other case material. Various
possibilities exist. J. Swisher (unpublished observations, 1977) tried using the student's
telephone number, but found that many numbers were wrong at the second testing. H. Annis &
P. Kohn (unpublished observations, 1977) have begun a follow—up study using 4 items: the
first letter of the respondent's mother's first name, the day of the month in which the
respondent was born, the first letter of his first mame, and the street number of his house
at the time of the first test. This 4—item code dces not tax the memory and should not
change with time. Students should be able to use such a system without difficulty. 1In
practice, however, some cases are lost to analysis because earlier and later data cannot be
matched. Therefore, other techniques are preferable.

In conclusion, reliability and follow-up studies create certain ethical and confiden-
tiality problems. However, such studies are valuable and methods of carrying them out are

improving.

Monitoring trends and evaluating prevention programmes

Investigators who use the questionnaire presented here will have various aims. Some
will be conducting their drug-use survey solely in order to obtain information on the nature
and extent of use at a given time. Most investigators are interested only in determining a
point prevalence estimate. However, some will be interested in examining trends and in
programme evaluation.

Monitoring trends. Drug-use patterns are constantly changing, and usually only
informal or indirect means are available for examining these changes — e.g., hospital
records, arrest data, and drug seizures. Two long-term studies have been made of drug use
in high-school students. Blackford (42) has surveyed samples of California students
annually and Smart & Fejer (9) have studied Toronto students over 6 years. These studies
permit an examination of how drug use is changing, what types of use are becoming more
popular (for example, less illicit use and more drinking), and what correlates of use are
changing (such as more use by females). Repeated annual surveys also provide an opportun-—
ity for special studies, for example, in the Toronto studies, special sections on drug
education, drinking and driving, and personality variables. Each repeat survey involves
the same demographic and drug-use questions with different, specially constructed sections
chosen with a view to their timeliness and priority.

Repeated cross—sectional surveys are far cheaper and more easily managed than follow-
ups of individuals are. If repeated surveys are planned to monitor trends in schools, it
is necessary to retain the same sampling system, administrative procedures, and parts of
the questionnaire to be compared over time. No effort is made to resurvey the same
individuals.

Of course, such studies must be of fairly short duration, since true sampling simi-
larity is difficult to maintain. Schools change with time, and a particular sample of
schools that 1s representative of the total at the outset of the study may not continue to
be representative. Schools may be closed, they may begin to serve different populations,
or their function may change. When these events occur, it may be necessary to draw new
samples of schools, which will continue to yield samples of students representative of the
region being monitored (24).

Evaluating programmes. Only rarely have drug-use surveys been used in programme
evaluation, although they could be. They should be considered to examine the impact of
educational programmes and certain legal changes. If effective preventive education
programmes are introduced, drug-use surveys could detect declining drug use or changing
patterns of use. Systematic evaluation studies could be implemented if educational
programmes were implemented in some schools but not in others, and if before—and-after
surveys were made in both types of school.
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Drug-use surveys might also be used to examine the effects of legal changes. TFor

example,
lowered,
Drug-use
for drug
reduced,

it has been found in some communities that, after the legal drinking age has been
an increase in the drinking problem has been detected in student surveys (43).
surveys might be used to monitor the effects of changes in laws regarding penalties
use - e.g., the liberalization of cannabis laws, through which penalties are

might result in an increase in- cannabis use among students.
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Annex 2

STUDENT DRUG-USE QUESTIONNAIRE

The questionnaire was finalized after testing for reliability and validity in seven
countries. It has three sections: questions 1-6 request information on demographic
characteristics, questions 7-20 concern frequency and age at first use for 13 types of
drug including alcohol and tobacco, and questions 21 and 22 relate to the honesty with
which the questions were answered.

Essentially the same question—-and—answer sets were used in the test, with some improve-
ments in the items on drug use and demographic characteristics. A lie scale was included
in the tested questionnaire, but this has been omitted from the questionnaire given in this
annex, because of the numerous difficulties of interpretation.

The format of the final questionnaire is slightly different from that of the tested
version. For example, the questions for each item are mow written out in full rather than
being abbreviated. Also, the final questionnaire does not contain "skip' instructions,
which, in the earlier version, required the respondent to disregard items on drugs that he
or she had never used. The respondent is now requested to answer all items, because
investigators felt that the "skip" questions were too complex in some settings, especially
for younger students.
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YOUTH SURVEY QUESTIONNAIRE

This questionnaire has been developed by the World Health Organization in cooperation
with the United Nations Fund for Drug Abuse Control. The questions ask about drug use as

well as your age, whether you are a male or a female, and so on, Your answers will be
looked at by people who are trying to learn more about drug use and will be compared with
the answers made by young people in other parts :of the world,

If this study is to be helpful, it is important that you should answer each question
as carefully as possible. All your answers will be kept strictly confidential and we are
not asking you your name.

Most people enjoy filling in this questionnaire, and we hope that you will tovo. Be
sure to read the instructions before you begin to answer.

INSTRUCTIONS
This is not a test: there are no right or wrong answers, but please answer carefully.
For each guestion pick the answer that fits you the best and put an X in the box

opposite that answer. Pick only one answer for each guestion. Look at the example below:

Have you drunk any water during the last 30 days?

[1 a mo

[:] B Yes, on 1-5 days
[:] C Yes, on 6-19 days
[}ﬂ D Yes, on 20 or more days

The answer chosen was "D", indicating that the person who answered the question had
drunk water on 20 or more days during the previous 30 days.

If you do not know the answer to a question, or if you feel that you cannot answer
honestly, leave the question blank. Complete as many questions as possible.



- 37

Are you a male or a female

What is your age?

How many years of school have you

completed?

(Do not count kindergarten)

For most of the last 12 months, were
you a student, full-time or
part-time?

For most of the last 12 months, have
you worked on a paid job, full-time
or part-time?

For most of the last 12 months, have
you worked on an.unpaid job, full-time
or part-time?

FOR EVERY QUESTION YOU MUST READ PARTS (a),

(a)

(b)

(c)

(d)

Have you ever smoked, chewed, or
sniffed any tobacco product (such
as cigarettes, cigars, pipe tobacco,
chewing tobacco)? ’

Have you smoked, chewed, or sniffed
a tobacco product in the past 12
months?

Have you smoked, chewed, or sniffed
a tobacco product during the past
30 days?

How old were 'you when you first
smoked, chewed, or sniffed a
tobacco product?
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Male

Female
Years

Years

I was not a student during most
of the last 12 months

I was a part-time student

I was a full-time student

I have not worked on a paid job
during most of the last 12 months

I have worked on a part-time paid
job

I have worked on a full-time paid
job

I have not worked on an unpaid job
during most of the last 12 months

I have worked on a part-time unpaid
job

I have worked on a full-time unpaid
job

(c),. and (d), AND ANSWER EACH PART

R0 W

9]

Yes

No

Yes

No

Yes

Have never smoked, chewed, or
sniffed tobacco products

10 years old, or less

11-12 years old

13-14 years old

15-16 years old

17-18 years old

19 years old, or more



(a)

(b)

(c)

(d)

(a)

(b)

(c)

(d)
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Have you ever drunk any alcoholic
beverage (including beer, wine,
and spirits)?

Have you drunk any alcoholic
beverage in the past 12 months?

Have you drunk any alcoholic
beverage during the past 30 days?

How old were you when you first
had a drink of beer, wine, or
spirits — more than just a sip?

Have you ever taken any cannabis
(marijuana, pot, hashish, grass,
bhang, ganja)?

Have you taken any cannabis in the
past 12 months? '

Have you taken any cannabis during
the past 30 days?

How old were you when you first
took cannabis?
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No

Yes

Yes

No
Yes, on 1-5 days
Yes, on 6-19 days

Yes, on 20 or more days

Have never drunk alcoholic
beverages

10 years old, or less
11—12 years old
13-14 years old
15-16 years old
17-18 years old

19 years old, or more

No

Yes

No

Yes

No
Yes, on 1-5 days
Yes, on 6-19 days

Yes, on 20 or more days

Have never taken cannabis
10 years old, or less
11-12 years old

13-14 years old

15-16 years old

17-18 years old

19 years old, or more



10.

11.

(a)

(b)

(c)

(d)

(a)

(b)

(c)

(d)

(e)
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Have you ever taken any cocaine?

Have you taken any cocaine in the
past 12 months?

Have you taken any cocaine during
the past 30 days?

How old were you when you first
took cocaine?

Have you ever taken any

amphetamines or other stimulants
(uppers, bennies, speed, pep pills,
diet pills) without a doctor or health
worker telling you to do so?

Have you taken any amphetamines or
other stimulants in the past 12
months without a doctor or health
worker telling you to do so?

Have you taken any amphetamines or
other stimulants during the past
30 days without a doctor or health
worker telling you to do so?

How old were you when you first

took an amphetamine or other
stimulant without a doctor or health
worker telling you to take it?

If you have ever taken amphetamines
or other stimulants, write in the
name of the one you have taken
most recently.
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No

Yes

No

Yes

No
Yes, on 1-5 days
Yes, on 6-19 days

Yes, on 20 or more days

Have never taken cocaine
10 years old, or less
11-12 years old

13-14 years old

15-16 years old

17-18 years old

19 years old, or more

No

Yes

No
Yes, on 1-5 days
Yes, on 6-19 days

Yes, on 20 or more days

Have never taken amphetamines
10 years old, or less

11-12 years old

13~-14 years old

15-16 years old

17-18 years old

19 years old, or more




12.

13.

(a)

(b)

(c)

(d)

(e)

(a)

(b)

(c)

(d)

(e)
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Have you ever taken any hallucinogens
(LSD, mescaline, peyote, psilocybin,
PCP)?

Have you taken any hallucinogens
in the past 12 months

Have you taken any hallucinogens
during the past 30 days?

How old were you when you first took
a hallucinogen?

If you have ever taken hallucinogens,
write in the name of the one you
took most recently. '

Have you ever sniffed or inhaled
things (such as glue, aerosol
sprays, or other gases) to get high?
(Do not include smoke)

Have you sniffed or inhaled things
to get high in the past 12 months?

Have you sniffed or inhaled things
to get high during the past 30 days?

How old were you when you first
sniffed or inhaled something to
get high?

If you have ever sniffed or inhaled
things, write in the name of the .
thing you have sniffed or inhaled
most recently.

OOOoO0O oodo 0o oo

OOo00o 0o oooo oo od

No
Yes
a o
B Yes
A No
B Yes, on 1-5 days
C Yes, on 6-19 days
D Yes, on 20 or more days
A Have never taken hallucinogens
B 10 years old, or less
C 11-12 years old
D 13-14 years old
E 15-16 years old
F 17-18 years old
G 19 years old, or more
No
Yes
A No
B Yes
A No
B Yes, on 1-5 days
C Yes, on 6-19 days
D Yes, on 20 or more days
2 Have never sniffed or inhaled
anything to get high
B 10 years old, or less
C 11-12 years old
-D 13-14 years old
E 15-16 years old
F 17-18 years old
G 19 years old, or more




14.

15.

(a)

(b)

(c)

(d)

(e)

(a)

(b)

(c)

(d)

(e)
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Have you ever taken any
tranquillizers (Librium, Valium,
Miltown) without a doctor or health
worker telling you to do so?

Have you taken any trangquillizers
in the past 12 months without a
doctor or health worker telling
you to do so?

Have you taken any trangquillizers
during the past 30 days without a
doctor or health worker telling
you to do so?

How old were you when you first
took a tranquillizer without a
doctor or health worker telling
you to take 1it?

If you have ever taken tranguillizers

write in the name of the cne you
have taken most recently.

Have you ever taken any sedatives
(barbiturates, downers, goofballs,
Seconal) without a doctor or health
worker telling you to do so?

Have you taken any sedatives Iin the
past 12 months without a doctor or
health worker telling you to do so?

Have you taken any sedatives during
the past 30 days without a doctor
or health worker telling you to do
50?7

How old were you when you first
took a sedative without a doctor
or health worker telling you to doc
s07?

If you have ever taken sedatives,
write in the name of the one you
have taken most recently.

_—] A No
[:] Yes
A No
B Yes, on 1-5 days
C Yes, on 6-19 days
D Yes, on 20 or more days

10 years old, or less
11-12 years old
13-14 years old
15-16 years old
17-18 years old

Q M Mo o W

19 years old, or more

Have never taken tranguilizers

Yes
.1 a wo
::] Yes
a4 Mo
::} B Yes, on 1-5 days
: C Yes, on 6-19 days
::} D Yes, on 20 or more days
::: A Have never taken sedatives
z:: B 10 years old or less
: ¢ 11-12 years old
z:} D 13-14 years old
[:} E 15-16 years old
::] F  17-18 years old
T 6 i9 years old, or more




16.

17.

(a)

(b)

(c)

(d)

(a)

(b)

(c)

(d)
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Have you ever smoked or eaten any
opium without a doctor or health
worker telling you to do so?

Have you smoked or eaten any opium
in the past 12 months without a
doctor or health worker telling
you to do so?

Have you smoked or eaten any opium
during the past 30 days without

a doctor or health worker telling
you to do so?

How old were you when you first

smoked or ate opium without a
doctor or health worker telling
you to do so?

Have you ever taken any heroin
(horse, smack, H)?

Have you taken any heroin in the
past 12 months?

Have you taken any heroin during
the past 30 days?

How old were you when you first
took heroin?
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No

Yes

Yes, on 1-5 days
Yes, on 6-19 days

Yes, on 20 or more days

Have never smoked or eaten
10 yeafs old, or less
11-12 years old

13-14 years old

15-16 years old

17-18 years old

19 years old, or more

No

Yes

Yes

No

‘Yes, on‘l—5 days

Yes, on 6-19 days

Yes, on 20 or more déys

Have never taken heroin
10 years old, or less
1i-12 years old

13-14 years old

15-16 years old

17-18 years old

19 years old, or more

opium



18.

19.

20.

21.

22.

(a)

(b)

(c)

(d)

(a)

(b)

(a)

(b)
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Have you ever taken any other opiate
(methadone, morphine, codeine,
Demerol,  paregoric) without a doctor

or health worker telling you to do so?

Have you taken any of these opiates
in the past 12 months without a
doctor or health worker telling you
to do .so?

Have you taken any of these opiates
during the past 30 days without a
doctor or health worker telling you
to do so?

How old were you when you first
took any of these opiates without
a doctor or health worker telling
you to do so?

Are there any other drugs not
mentioned that you have taken in
the past year without a doctor or
health worker telling you to do so?

If yes, write in the name of the
drug or drugs here.

Do you know of any other drugs that
people are now taking to make them
feel good or intoxicated?

If yes, what are these drugs called?

If you had ever used any cannabis, would
you have admitted it in this guestion-
naire?

If you had ever used any opium or heroin,
would you have admitted it in this
questionnaire?

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE
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Yes

No

Yes

No
Yes, on 1-5 days
Yes, on 6-19 days

Yes, on 20 or more days

Have never taken opiates
10 years old, or less
11-12 years old

13-14 years old

15-16 years old

17-18 years old

19 years old, or more

L] a wo

(1 Yes

] No

[:] Yes

] No

[:] Not sure
[:] C Yes

7 No

] Not sure
[:] Yes
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Annex 3

INSTRUCTIONS TO INVESTIGATORS FOR USE OF THE QUESTIONNAIRE

Planning of the survey

Investigators will need to plan the implementation of any survey carefully. The
actual time required for any survey depends on its size and the familiarity of the
organizers in conducting such studies. Time for each element in the plan must be more than
adequate to allow for some elements to be late. The major elements of planning are listed
in the accompanying table, along with a sample time-table for implementing the various
stages of a hypothetical survey to be completed in 15 months.

TIME-TABLE FOR SURVEY IMPLEMENTATION

Duration (months)

Activities 1 2 3 4 5 6 7-8 9 10 11 12 13- 14 15

Planning
Questionnaire design —_—
Sampling plan

Pilot test questiommaire
and procedures

Arrangements with school
Training of supervisors —_—

Administration of survey

Data analysis

Writing of report

Sampling

Some form of randomized sampling is recommended in student surveys. In order to do
this, it is necessary to have a list of classes and schools from which to sample. Usually,
classes and not students are the sampling unit in these studies. An alternative is to use
the entire school population of a given area or to use all classes of a certain type of
student.

Adaptation of the questionnaire

Much of this questionnaire consists of a standard set of questions about drug use,
which is repeated for each drug. Therefore, it is important to examine the questions in
this set to be sure that they will work well in the study being planned. Each investigator
can then adapt the questionnaire to his needs and to the local situation. The following
are some optional changes to consider.

(1) Investigators may find, on examining questions on the use of a drug in the respondent's
lifetime, or in the past year, that they would like to have more detailed information than
simply a "Yes/No" answer. If so, they might rephrase, for example, question 9(a) from
"Have you ever taken any cannabis?'" to "On how many occasions (if any) have you taken
cannabis?"., Then the answer set might be elaborated to something on the following lines.

A. Never D. 6 to 9 occasions .
B. 1 or 2 occasions ) E. 10 to 49 occasions

C. 3 to 5 occasions F. 50 or more occasions
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The answer categories could be more or less detailed, depending on the distinctions needed
in the results. The question on cannabis use in the previous year /9(b)/ might be elabo-
rated in much the same way. For purposes of international comparisom, the proportions of
answers to each of the questions B-F may be combined. The resulting proportion may be
compared with the proportion of "Yes" answers to the question in its original form. Such
elaborations make the questionnaire longer and require more respondent time, so it would
be a good idea to pretest them before making a final decision.

(2) Another very important aspect of drug-use questions is the definition of the drug or
drug class. Obviously, the purpose is to communicate clearly to respondents, in terms they
will understand, the type of drug in question. There are various methods, which will be
effective in various countries, so the wording should be altered as much as necessary to
clarify the communication., Sometimes generic or trade names for drugs will be meaningful
identifiers for respondents; sometimes giving the legitimate medicinal purpose will help.
Usually popular or slang names help to identify the drugs, and some investigators may wish
to use a combination of all these approaches. Examples of these approaches have been given
in parentheses in the preceding questionnaire. The questions as they are currently worded
have been carefully thought out by the collaborating investigators, so an effort should be
made to retain the essence of their meaning. In some situations, however, they may have

to be substantially reformulated.

For drugs such as barbiturates and tranquillizers, which are sometimes given by a
doctor or health worker, the questions ask only about use that occurred without such
medical supervision. It may be that investigators also want information about the extent
to which these drugs are being used under medical supervision. In that case, an additional
but similar set of questions could be asked just before or after the questions about
nonmedical use. However, to do so would lengthen an already fairly long and repetitive
section about drug use.

(3) Where appropriate, "pharmacist" may be added to the list of health professionals who
may "'prescribe" substances for medical use (see subitems (a)-(d) of questions 11-19).

(4) The format of drug-use items may be altered to incorporate "skip" or branching
instructions, if such directions can be followed easily and accurately. This might reduce
the time needed to complete the questionnaire and to monitor repetitive items, but caution
is advised, since such instructions may be difficult for some students to follow.

(5) Age categories for the first use of a substance may be altered, depending on the age
range of the sample surveyed. For example, if questionnaires are administered to university
students or adults, it will be necessary to expand on the response choice "19 years old, or
more"” (and to combine younger age ranges) for the (d) parts of the drug-use items.
Similarly, the question might be changed to "In what year did you first take .... (name of
drug)?". This would require answer boxes to be provided for the year, such as 19 [:[:}

(6) Regarding the item on tobacco use, the investigator may wish to inquire about the method
of ingestion by providing the following response categories: cigarette smoking, pipe
smoking, cigar smoking, tobacco chewing, and tobacco sniffing. Similarly, for other types

of drug, it may be desirable to offer the following response categories: by mouth, by
injection, by smoking, by sniffing, or by inhaling.

(7) TFor drugs that are relatively unknown locally, the investigator may eliminate items
pertaining to their use.

(8) Where necessary, the investigator may feel that the following descriptions of the medi-
cal applications of various substances will help the respondent to differentiate drug

classes. In such cases, he may wish to provide respondents with the following information.

Tranquillizers Doctors prescribe these to calm people down.

Sedatives Doctors prescribe these to help people to relax and fall asleep.
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Opiates Various drugs are made from opium and may be prescribed by doctors to
reduce pain, stop coughing, control diarrhoea, and so on. They include
synthetic drugs, such as methadone, as well as derivatives of natural
opium.

(9) The original drug-use questlons have been modlfled to include the subquestlon (e) "If
you have ever taken /amphetamlnes, hallucinogens, inhalants, tranqullllzers, sedatives,
etc. / write in the name of the one you have taken most recently". The reason for this
questlon is that it gives information on the specific drugs most recently abused.

At times, there may be a need for even more information on a specific drug. For
example, government or international authorities may wish to know the extent of use of a
specific substance in order to determine whether the legal controls should be changed. 1In
this case, it would be possible to add an additional question to obtain answers to drug-use
subquestions (a) - (d) regarding the use of the specific drug about which there is concern.

Because drug-abusing populations frequently do not know the.correct generic names of
the drugs that they use, it would be useful to give as much descriptive information as
possible in the question to help the subject to identify the correct drug. .However, the
investigator is cautioned not to insert too many additional questions of this type: the
drugs available on the licit and illicit market number in the thousands and it would not be
feasible to ask about even a small percentage of them.

(10) If an .item on the type of community is to be included — e.g., place of current
residence: city, suburb, town, rural area, or village = the response categories should be
appropriate to local norms. If respondents are currently living away from their homes (in
school residences, institutions, etc.), the investigator must determine beforehand whether
the data are to refer to their present living area or to their home location, if these
differ. Some investigators have found it useful to ask both the present address and the
permanent address.

(11) Investigators may want to add an item about the amount of spending money avallable to
students from all sources, since this may relate to their drug-use patterns. :

(12) Regarding social status, some items — such as parental education, place of residence,
occupation, and income of the head of the household — should be incorporated into the
questionnaire. Use the items that are relevant in your setting for determining an index of
socioeconomic status. Because of the great variation in social-status indicators in
different parts of the world, no standardized items are provided in this report.

(13) If necessary (perhaps for younger respondents), instructions may be expanded to
provide more detailed directions and examples of how to complete the questionnaire.

(14) Additional questions can be added, depending on the investigator's purposes and the
ability of respondents to handle a longer questionnaire. Generally, investigators have a
tendency to underestimate the time it will take, so they should keep track of the time
required for survey administration in the pretest. It is also a good idea in the pretest
to discuss the questionnaire informally with respondents once they have flnlshed to see
where they had difficulties and what theif general reaction was. : :

(15) Many survey researchers feel that, unless you ask the same questions, in the same
order, with the same instructions, and in a similar setting, comparability will be reduced.
The investigator who uses this questlonnalre should therefore not make any of the modifica-
tions mentloned above unless there is good reason.

Translation of the questionnaire

This report, including the final questionnaire, will be published also in French.
In addition, it has been translated for testing into Chinese, Malay, Spanish, Hindi, and
Urdu. If the WHO youth survey questionnaire is to be translated into other languages, it
will be important to emsure that there is language equivalence between the questiomnaire
as published in this report and the translated questionmnaire as it is to be applied.
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A number of approaches have been used to ensure the equivalence of translated versions
of questionnaires. In the WHO International Pilot Study of Schizophrenia (44) a trans-
lation/back—-translation approach was used. The procedure was to have one person translate
the instrument from the "source' language, in this case English, into the “target" language;
this translation was then given to another person for translation back into English. They
then compared the original and the back-translation. In order to guarantee a reasonably
satisfactory translation, this procedure may be repeated several times.

Another way to ensure equivalence of translation is to have each item discussed
intensively and at length by individuals who speak both source and target languages. For
more detailed discussion of these and related procedures the reader is referred to the
relevant literature (44, 45, 46).

Questionnalire administration

Each investigator should adapt the instrument to his local setting and modify the
questionnaire format when necessary. Where school authorities believe that certain
questions would stimulate interest in drugs, those questions can be deleted.

Most data collection will be carried out in group administration settings such as
classrooms or auditoria. It is strongly recommended that administration of the survey be
directed by the research team and not by teachers or other institutional staff, since
researchers can present the study more effectively and give more reassuring promises of
confidentiality. Some investigators may wish teachers to be present, if they are important
for maintaining order.

The standard procedure calls for research staff to (a) briefly introduce the study to
the respondents, (b) remain available to answer questions while the questionnaires are being
completed, (c) collect the questionnaires upon completion and, if desired (d) informally
discuss the questionnaire with some or all of the respondents after the survey administra-
tion is finished. It is suggested that teachers should not participate in these activi-
ties.

It is strongly recommended that the questionnaire should be administered anonymously,
and that no names or identifying marks should be placed on it, except where required for
purposes of follow-up or reliability and validity studies.

It is also recommended that reliability and validity studies should be conducted that
are appropriate for the groups on which the questionnaires would be used. Some reliability
and validity checks used by collaborating investigators in the testing of this questionnaire
are described elsewhere in the report.

Data analysis and reporting

The main purpose of the data analysis would be to provide a statistical picture of the
extent of drug use in the total sample and in various segments of it, relative to age, sex,
and social class groupings. Data analysis would include:

(1) Reliability information in the form of correlations between answers on various
testings.

(2) Validity information adjusted to the studies actually done.
(3) The frequency of various demographic characteristics in the sample chosen.
(4) The frequency of use of each type of drug and for each period of time.

(5) Cross-tabulation of drug use with demographic and other characteristics to identify the
groups most likely to use drugs.
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The report from the study should include the following: when the study took place,
the size and nature of the samples, the results and response rates, the method of adminis-—
tering the questionnaires, the specific instruments used, any evidence about validity or
reliability, and a description of the institutions where the work was done.
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Annex 4

OPTIONAL QUESTIONS

1. Route of drug administration

What methods have you used for taking
heroin? (Mark all that apply)

2. Source of introduction to drug use

Who introduced you to nonmedical drug
use? (Please check one box only)

3. Reason for first nonmedical drug use

What was the reason for your first
nonmedical drug use? (Please check
one box only)

4. Questions dropped from the tested
questionnaire

A. Where do you live now?
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Sniffing or "snorting"
Smoking

Injection

By mouth

Other (please specify)

Family

Casual acquaintance
Friends

Drug pusher

Doctor (physician)

Other health practitioner
Pharmacist or druggist
Other (please specify)

Don't know

Religious custom

To be accepted by others

To be sociable

Enjoyment

Enhancement of sex

Curiosity

Treatment of health disorder
Relief of psychological stress
Relief of cold, hunger, or fatigue
Improvement of work performance
Other (please specify)

Don't know

On a farm or in a village

In a small or medium-sized city or
town

In a suburb of a large city

In a large city
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How much education did your father
receive? (Mark the highest level
attended)

How much education did your mother
receive? (Mark the highest level
attended)

Approval or disapproval of drug use

Individuals differ in whether or not they
disapprove of people doing certainAthings.
Do you disapprove of people (who are 18 or
older) doing the following? (Mark one
box for each guestion) ‘

A.

Smoking 20 or more cigarettes a day

Trying marijuana (cannabis, pot,

grass) once or twice

Smoking marijuana occasionally

Smoking marijuana regularly

(Other drug-related behaviour of
interest to the investigator)

OOooo oooog

oo

o0 Odo ood

No formal schooling
Primary school
Secondary or high school

University or other post-secondary
education

Don't know

No formal schooling
Primary school
Secondary or high school

University or other post-secondary
education

Don't know

Don't disapprove
Disapprove

Strongly disapprove

Don't disapprove
Disapprove

Strongly disapprove

Don't disapprove
Disapprove

Strongly disapprove

Don't disapprove
Disapprove

Strongly disapprove

Don't disapprove
Disapprove

Strongly disapprove
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Perceived availability

How difficult do you think it would be
for you to get each of the following
types of drug if you wanted some?

(Mark one box for each question)

A. Marijuana (cannabis, pot, grass) []
]
B. Amphetamines and other stimulants []
L]
[
C.

(Other drug of interest to the
investigator)

RN

L]

The sort of people who use drugs

Drug use has different meanings for
different people. We want to know how
you think most people of your age view
others who use various drugs.

Most people of my age believe that those who
use marijuana and other such drugs are:

A. Ambitious

B. Antisocial

T a0 oJmon

Probably impossible
Very difficult
Fairly difficult
Fairly easy

Very easy

Probably impossible
Very difficult
Fairly difficult
Fairly easy

Very easy

Probably impossible
Very difficult
Fairly difficult
Fairly easy

Very easy

Much less than average
Less than average
About average

More than average

Much more than average

Much less than average
Less than average
About average

More than average

Much more than average




Note

A series of guestions might follow, on other social characteristics, such as:

C.
D.

The response categories would be the same as for A and B.

Conforming

Criminal

Emotionally unstable
Interesting
Rebellious

Sensible

Sexually permissive.
Weak-willed
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