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PREFACE

An important initial step in the planning of programs for any health-related
condition is an epidemiological study, which can be used both to determine the extent and
distribution of the condition within the population and to identify correlated factors as
well as any subgroups at high risk. Very often this initial epidemiological work takes the
form of a sample survey of the general population. In the field of drug abuse, there have
been a number of such surveys completed, including many in developing countries. Drug
abuse surveys already have been conducted, for example, in Canada, India, Iran, Mexico,
Pakistan, Peru, Thailand, and the USA; and such surveys are under active consideration in
other countries, as well.

The decision of whether to conduct a general population survey, which often arises
in the course of implementing UN/WHO country programs on prevention and treatment of
drug dependence, involves a number of considerations. Such surveys are expensive and
technically complex, and perhaps should not be undertaken if less expensive and more
simple data gathering approaches can provide the needed information. Further, in
societies where drug use is illegal or stigmatized there are likely to be problems
encountered in getting adequate representation and valid reporting from those most
heavily involved with drugs.

In order to provide planners with information useful for deciding whether or not a
general population survey is indicated, a critical review was conducted of the existing
experiences with this epidemiological approach. In addition to summarizing most of the
general population surveys that have been carried out to date in the field of drug abuse,
the present report specifically reviews the various technical, administrative, and practical
issues confronting decision makers who must determine whether or not this type of survey
should be conducted. The report also provides a practical general guide for the scientific
personnel responsible for implementing such surveys, particularly under conditions which
may prevail in developing countries.

This report was developed as part of the WHO Research and Reporting Project on
the Epidemiology of Drug Dependence. It is one in a series of reports completed under the
project which provide guidelines and practical methodological tools for meeting the
information needs of planners in countries with serious drug abuse problems—particularly
planners in developing countries.
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1. INTRODUCTION

1.1 Objectives and background

This report is intended to accomplish three major objectives: (1) to summarize much
of the experience various countries have had to date with surveys of drug abuse in their
general populations, (2) to summarize the issues and problems which should be considered
by anyone contemplating to undertake such surveys, and (3) to communicate the collective
wisdom of the investigators involved in many of the existing surveys to those who might
be involved in future ones. The third objective was made possible by the World Health
Organization's convening a working group comprised of a number of those investigators in
Penang, Malaysia in April 1979 to share and discuss their experiences and knowledge.
That working group was comprised of key collaborating investigators in WHO's Research
and Reporting Project on the Epidemiology of Drug Dependence.

It should be stated clearly that it is not the assumption of the author or contributors
that all countries (or other governmental units) should invest -the effort and resources
necessary to conduct general population surveys of drug abuse; and Section 6 at the end of
this report will deal specifically with the issue of how to decide whether or not to launch
such an undertaking. The contributors do feel, however, that in the right circumstances
general population studies can be most useful and informative and that a number of those
reviewed in this paper illustrate rather well the range of benefits which may be derived
from them.

It may well be asked why a report is needed on population surveys specifically
addressed to the subject of drug abuse. Several characteristics of the phenomenon of drug
abuse complicate the normal process of conducting such surveys. First, the relatively
small proportions of the population lost to the household survey—the most common form
of general population survey—may be of particular relevance. If one is studying such
phenomenona as voting behavior, consumer behavior, or family planning practices—the
types of subjects most often addressed in survey research—it may matter little that such
segments of the population as the institutionalized or transients are omitted from the
coverage. But in dealing with illicit phenomena such as drug use, some of these marginal
segments may contain a significant proportion, indeed even a majority of the cases of
interest. The second complicating factor in the drug area is the potential reluctance of
respondents either to agree to be interviewed, or to provide candid responses if they do
agree. A number of factors are deserving of special consideration: the illegality and
stigmatization of drug use in the society, the degree to which apprehension and
punishment are feared, the attitude of the populace toward the organization conducting
the survey, receptiveness to the types of interviewers chosen, and so on. So the illicit
character of drug abuse and the particular way in which it tends to be distributed in the
general population both create difficulties requiring special consideration.

1.2 Preparation of this report

In advance of the meeting in Penang, investigators and officials from various parts
of the world, known to have done work with general population surveys of drug abuse,
were requested by WHO to provide relevant information and reports on such surveys in
their countries. These studies were summarized in the first draft of this report.

At the meeting of investigators in Penang the first draft of the report was reviewed
and the various issues it addressed were discussed at length in light of the experiences of
the participating investigators. Additions, deletions, and revisions were suggested by the
working group, as well as by the other reviewers, and the report was redrafted accordingly
by the author. ‘
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1.3 Definition of general population survey

Since the subject of this report is the general population survey of drug use and
abuse, it seems appropriate at the outset to define these terms. To "survey" is to collect
data from or about a number of elements; and in this case the elements are the people
who comprise some "general population." A general population refers to the citizenry who
inhabit some given area, usually defined in terms of political or geographic boundaries.
The area may be quite small in size and population, e.g., a village of a hundred people, or
quite large, e.g., a nation of millions of people.

While a survey may gather data about inhabitants of all ages, the age range may also.
be restricted somewhat for either practical or theoretical reasons. When data are
gathered directly from the inhabitants about themselves (as in an interview study) there is
usually some lower age limit placed on eligible respondents. Thus, most general
population surveys of drug use omit children under ten or twelve years of age. However,
if drug use were considered a problem at lower ages, there is no reason necessarily to omit
younger children from the domain of individuals about whom data are to be gathered.

Sometimes certain other relatively small segments of the population also are
omitted from the survey, often for pragmatic reasons. For example, household surveys
usually omit people living in institutions (e.g., college dormitories, military camps, jails,
hospitals) and people without a regular place of residence (runaways, drifters, etc.). When
such groups are omitted, it is important to remember that the results of the survey cannot
be generalized to them. While most of the surveys reviewed here involved respondents
reporting in personal interviews about.their own drug use and attitudes, it is also possible
to have one respondent provide information on other people; for example, to have one
member of the household report on all others in that household. At least one study
reviewed here illustrates this technique (Pakistan Narcotics Control Board, 1975).

The majority of surveys—especially those involving large populations—use a
scientifically selected sample of respondents from which generalizations may be made
about the larger population from which the sample was drawn. Most of the studies
reviewed here are of this type, and are called "sample surveys." However, in relatively
small populations, where .a survey of the entire population may be technically and
economically feasible, all eligible respondents may be included in the survey. Again,
illustrations of both approaches will be described below.

A general population survey, then, involves the collection of data which
characterizes all or nearly all people residing in a given area (e.g., village, city, state,
country); and those data are collected from all people or a representative sample of all
people residing in that area. The data are usually collected by means of a personal
interview administered on site, although they could be gathered by self-administered
questionnaires. The data the respondents provide may be descriptive of themselves and/or
other people in that same population. Certain elements in the population may be defined
out of the survey, such as children less than 12 years old or people in institutions or
without permanent residence, in which case the results of the survey are not generahzable
to those omitted segments.

In contrast to the general population survey, the "special population survey" focuses
on some special subgroup within the general population—often a group defined in terms of
its membership in or contact with some social institution. In the drug field special
populations which have received the most. systematic study are college students,
secondary school students, members of the military forces, drug treatment clientele, and
prison populations. (See Part II of the United Nations Manual on Drug Abuse Assessment
for. a discussion of spec1a1 population surveys of such groups.) By defmmon, special
population surveys miss major segments of the general population, even major segments of
the same age groups, e.g., youth not in school or young adults not in military service.
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2. THE VALUE OF GENERAL POPULATION SURVEYS

One might well ask why there is a need for population surveys of drug abuse. At the
most general level, it is often because government officials and other policy-makers want
information which such surveys can provide, or at least they think they can provide. They
want to know how many people use some drugs or are dependent on them. They want to
know what kinds of people the users are. They want to know if there is a problem, or if
the problem is getting worse, or if there is a need for a new law, or more treatment
programs, or prevention programs, or more strict enforcement of the law. Or, if one of
these interventions has been implemented, they may want to know if it worked. These
questions most often are what provides the impetus for such surveys.

The capacity of surveys to answer them will be discussed below. Two survey designs

will be distinguished here, since their purposes tend to be somewhat different: the single
cross-sectional survey and the repeated cross-sectional survey.

2.1 Uses for the single cross-sectional survey

The single cross-sectional survey provides descriptive information about a population
at a given point in time. Usually the data from all respondents are gathered within a
relatively short interval from a historical perspective (perhaps three months) and the
results of the survey thus provide a kind of "snapshot" of things as they are at that point in
history. Of course, insofar as respondents are able to provide retrospective information
about their behaviors, attitudes, etc., in years past, it is also possible to reconstruct to
some degree characteristics of the population for earlier times. If people can recall in
which past years they used a particular drug, for instance, one can reconstruct a general
population prevalence rate for that drug for those earlier years. For the most part,
however, the emphasis of the single cross-sectional survey is on things as they are now.
What, then, are the uses of such a survey design?

2.1.1 Problem identification and quantification

One of the most important uses of such surveys is to identify the existence (or
demonstrate the non-existence) of a drug problem in the population. Through survey
techniques it not only is possible to determine how large are the numbers of present (and
past) users, but also to examine the intensity of their drug use and to measure the extent
to which their use seems to be associated with impaired health, impaired social
functioning, or antisocial behavior. Just knowing the magnitude of the potential problem
is often very useful to determining whether social interventions (treatment, prevention,
social persuasion, legislation, etc.) should be considered and, if so, what level of resources
might be considered appropriate.

If a problem, which would otherwise be presumed to exist, is deemed not to exist,
then resources which might otherwise have been addressed to it can be more fruitfully
allocated elsewhere. If a problem is found to exist, there still remains the need to
determine how localized it is and to develop a clearer understanding of the dynamics of
the problem before meaningful intervention can be mounted, from which derives the next
two purposes of such surveys.

2.1.2 Characterization of the users and abusers

To the extent that problem drug-using behavior can be localized to certain subgroups
in the population, the consumer of the survey results not only gains the ability to target
intervention efforts (say on adolescents not in school, if they turned out to be the most
frequent abusers) but to begin to understand the dynamics as well. Many of the studies
reviewed here have shown major differences in drug abuse associated with such factors as
age, seXx, social class, region of the country, type of community (e.g., urban-rural), general
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health, and migratory pattern. And in the same populations different types of drugs may
be abused by different segments of the population because of differences in accessability,
differences in the costs of the drugs, social acceptability among peers, and so on.

~ And since drugs sometimes are used in different degrees for different purposes, it
may be the case that use is found among many groups but that intensive use—presumably
the type of use which is most destructive—is relatively concentrated in some small
segment of the population. In Mexico, for example, Leal and colleagues have found
inhalant abuse to be particularly concentrated among the children who live on the streets
of the large cities. Unfortunately, while this example illustrates how drug. use may be
concentrated in a subgroup, that particular subgroup happens to comprise a segment of the
population which would be missed in a normal household sample-survey, since many of
those 'youngsters have no permanent place of residence. Perhaps a more apt example
comes from the work of Lal and Singh (undated), who distinguished two types of opium
users in their rural survey in India—those who used only during the harvest season each
year and then went through withdrawal and those who were habitual users year-round.
Presumably the reasons for use by these two groups are different and the nature of any
intervention aimed at changing their behavior would have to take that fact into account.

2.1.3 Assessment of possible causes and consequences

In addition to wanting to quantify and characterize the users of various drugs in the
population, policy makers also want to know to what extent the various types of drug use
have deleterious effects on the users themselves, as well as on the larger society. (They
are usually less concerned about beneficial effects, although at times there may be some.)
For the most part a cross-sectional survey only permits one to establish the degree of
correlation between one factor, say opium use, and another, like health. When no
association is found between the use of a drug and some other state or behavior, it seems
rather unlikely that the drug use causes that state or behavior. Thus if opium smokers are
found to be fully as healthy and hard-working as similar respondents who do not use opium,
it would appear that opium use in this population does not affect health or work
performance; and that may be a very useful piece of information. Conversely, if opium
smoking is found to be associated with poor health and lack of productivity, and there are
a substantial number of opium smokers in the population, there seems good reason for
official concern.

It must be remembered, however, that the existence of an association does not prove
the nature of the causation. Suwanwela and his colleagues (1977, 1978) in their study of
tribal villages in Thailand found that opium smokers generally had a number of physical
ailments. They also found, however, that a number of the opium addicts claimed that they
initially developed an opium habit because they had physical ailments, i.e., they were self-
medicating themselves. If this is true, then poor health may actually have caused the
opium smoking, rather than vice versa; and, therefore, the most effective means of
improving health and reducing opium addiction in the population might be to provide
medication and treatment techniques other than the culturally accepted one of using
opium.

In sum, a cross-sectional survey may permit one to just about rule out some factors
either as possible causes or consequences of drug use (by showing an absence of any
correlation), although this usually does not provide conclusive proof. Such a survey usually
does not, however, allow the determination of causation from the existence of a
correlation, partly because the temporal sequence of events remains to be determined.

Before leaving this subject, however, it should be mentioned that a survey can
gather information on some factors which can readily be presumed to be contributory to
drug use—factors such as availability, direct exposure to use, perceived social norms
regarding use, and the respondent's own attitudes and beliefs regarding various drugs.
While the addition of such topics proliferates the number of questions which must be asked
in the survey, the results can often be very informative and helpful in the formulation of
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social policy. And, of course, it is also possible to ask subjects or people close to the
subjects what they think the causes and consequences of their drug-taking (or abstention)
were, rather than simply trying to deduce the answers from statistical analysis. The Thai
survey just discussed is an example of this approach. While respondents may not be aware
of some reasons and/or consequences, and be mistaken about others, they still may provide
some helpful insights into these issues.

2.2 Uses for repeated cross-sectional surveys

Since a single survey provides an assessment of conditions at one point in history, it
follows that subsequent surveys can provide assessments of conditions at later points; and
that from the results of those surveys in combination, the nature of the changes taking
place in the interim may be imputed. Obviously, if the overall purpose of having repeated
surveys is to assess change, then it is important to the extent possible that they reflect
only real change, not changes due to artifacts in the methods of sampling or measurement.
Thus, if a repeated cross-sectional survey approach is chosen, it is vital that those
designing the second and subsequent surveys match the methodology of the earlier
survey(s) as much as they can. That means matching the definition of the population
under study, matching the design and procedures for drawing the sample, matching the
field procedures used to collect the data, matching the questionnaire design and question
wording, and matching the procedures for cleaning and tabulating the data. To the extent
that any of these aspects are not duplicated, the comparability of the data gathered will
be diminished.

To date there are relatively few repeated-survey designs in the drug field. The
major ones are those reviewed below by Abelson, Fishburne, and Cisin, 1977; Fejer and
Smart, 1975; Johnston, Bachman, and O'Malley, 1977, 1979a, 1979b; and Gallup, 1972,
1973, 1974. But the promise they hold suggests that there will be more in the future.
Sometimes the sponsoring agency or investigator of a cross-sectional survey does not plan
any further repetitions at the time of the first survey, but at a later date develops an
interest in the degree to which conditions have changed. Therefore, it seems likely that
some of the single cross-sectional surveys reviewed in this paper will provide the basis for
a repeated cross-sectional design in the future. Some of the purposes to which they may
be put are discussed below.

2.2.1 Assessing the direction and rate of change in drug use

Presumably one of the most important questions addressed in all surveys subsequent
to the first one is whether various types of drug use have changed and, if so, in what
direction and at what speed. As is discussed at length in Section 5.1, if sampling has been
used in the surveys, allowances have to be made in the estimates of drug use from each
survey for the possibility that those estimates contain some "sampling error." Similarly,
some portion of the change or difference in drug use between two points in time may also
be an artifact of sampling error. However, estimates can be made of the possible role of
sampling error; and, if the observed changes in use are large enough and the samples are
of reasonable size, there will be little doubt that the changes are real. Further, to the
extent that a consistent trend shows up across three or more surveys, one is particularly
assured that a real trend is being detected.

Insofar as change in use can be measured and reported, then, those who use the
surveys will be able to detect the emergence of new drug problems as well as to detect
the worsening or amelioration of existing ones. Repeated surveys by Johnston, Bachman,
and O'Malley (1977, 1979a), for example, detected the rapid emergence of daily or near-
daily marihuana use among late adolescents in the United States. They were able to
demonstrate that such use had nearly doubled in the three-year period 1975 to 1978 (going
from 6% to 11%), a finding which has served to focus considerable attention by policy
makers and the public on this potentially worrisome problem.
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2.2.2 Changes in the characteristics of users

Just as overall usage levels may change, so may the characteristics of the groups
using various drugs, and the reasons for their use. Keeping track of such changes gives the
government 'agencies and other institutions dealing with drug use the information
necessary for them to retarget their efforts to the changing segments of the population in
need of attention. Of course, there may be other information systems (such as reports
from treatment agencies, courts, or youth agencies) which can provide the same
information and perhaps provide it faster; but to the extent that a shift in the user groups
is taking place in a way which has not yet brought it to the attention of social agencies,
the repeated survey technique can prove helpful in detecting and quantifying that shift.

2.2.3 Changes in contributing factors

It very likely will be useful to pohcy makers to know not only whether use of various
drugs has been changing but to know something about whether various factors likely to
influence use may be responsible for the change. While surveys have clear limitations in
their ability to measure contributory factors, there are some, already discussed above
under 2.1.3, which can be monitored. For example, any of the following might explain a
change in the drug using behavior of the population: increased availability of the drug,
heightened familiarity with a drug, increased exposure to use or users, less social
stigmatization or legal sanctioning for use, less fear of harmful consequences to the user's
physical or mental health, or increased belief in the possible benefits of use. It is possible,
by repeating questions dealing with these subjects in the sequential surveys, to determine
whether these possible contributing factors have been changing and, therefore, might
account for observed changes in actual use. Again, it is difficult to separate cause and
effect here, since increased use may actually be what caused, say, decreased social
stigmatization or greater familiarity with the drug; or more complex yet, the causation
may go in both directions. But such information can be very helpful in painting a more
complete and detailed picture of the change which is taking place. Because the few
repeated survey designs in the drug field which are now in existence are relatively new, it
has not yet been determined whether changes in such contributing factors as these can be
used as leading indicators of subsequent changes in use. It is clear, however, that their
inclusion in the surveys has proven helpful in understanding what has happened. To take
one example, when marihuana use rose among American adolescents in the mid-1970's it
seems quite clear that it was not due to a change in the availability of the drug, since the
proportion of the age group reporting it as available remained virtually constant over the
same interval (Johnston et al., 1977, 1979a). However, during that same period
adolescents reported that they, their peers, and (to a lesser extent) their parents became
more accepting of experimental or occasional use of marihuana. Thus on the surface, at
least, it appears that changes in social norms, and not a change in ava11ab1hty, may
account for the continuing changes in use observed to take place.

2.2.4 Impact of planned interventions or historical events

Any monitoring system which continuously takes measurements on some dimension
like- drug use has the capacity to show the status of conditions before and after some
event which has a potential impact on a population. Thus the repeated survey design
might intentionally be used to measure drug use before and after some planned
intervention—for example, increased police enforcement, new treatment programs, a
concerted prevention effort—and - thus to  provide data on that intervention's
effectiveness. This, of course, requires some prior planning and lead-time in relation to
the intervention effort, which often proves easier to accomplish in theory than in
practice. Nevertheless, the very real potential is there. More likely, perhaps, is that a
survey series already has begun when some planned or unplanned event or program takes
place—let us say a change in the laws regarding the use of a drug—and the surveys
serendipitously provide "before" and "after" measures for assessing the impact.
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This type of information can be very valuable to policy makers, of course, for the
obvious reasons. An intervention may be found to have no effect or to have compounded
the previous problem in which case it might be dropped. Or it may prove an unqualified
success in one population—perhaps in one city or region—and thus be considered for
application in others. Or, it might prove successful in abating drug use among some
subgroups but not seem to address the problems of others. All such findings can be
instructive for future policy decisions.

One cautionary note must be sounded, however. As with any experiment in which
the effect of some event or intervention is to be assessed, some indication is needed of
what would have happened in the absence of that event or intervention. This is the
obvious logic for having a control group in planned experiments. In the real world,
creating such control groups may prove difficult or impossible; thus one must seek less
than perfect but still reasonable ways to make inferences about what would have happened
in the absence of the intervention. Different approaches exist (e.g., Campbell and
Stanley, 1964), which are too lengthy to be described here. However, a few points may be
worth mentioning.

First, if drug use has been rather stable in a population for some time and then a
change in use occurs in close time proximity to the intervention, it seems more likely that
the change could be attributed to the intervention than if drug use was already in a state
of flux. Similarly, if little else is changing which might also cause a change in drug use
around the time of the intervention, there is less possibility that an observed change in use
may be due to other factors. Second, if the intervention only affects one city or state in a
country—take for example a change in a state law—then perhaps other states with similar
populations and histories of drug use can be used as rough control groups to assess what
would have happened in the states undergoing legal changes had those changes not been
instituted. Third, if an intervention like changing the law appeared to have similar results
in different populations under different historical circumstances, the ability to attribute
those results to the intervention is increased substantially. .

3. A REVIEW OF SURVEYS IN EIGHT COUNTRIES

In this section the experiences of eight different countries which have had one or
more general population surveys dealing with drugs are reviewed. These
countries—Canada, India, Iran, Mexico, Pakistan, Peru, Thailand, and the United
States—were selected in part because they represent a range of research problems and
experiences, and in part because their cumulative experience represents a large part of all
of the general population survey work which has been undertaken in the drug field to date.

The populations which have been surveyed in the work under review here range from
small, isolated villages to large metropolitan districts to the citizenry of an entire nation.
As will be seen the purposes of these surveys varied considerably as did the methods of
investigation. For example, some were surveys devoted completely to drug use while in
others the drug segment was included in a survey on other subjects, and some were based
on random samples while others questioned all inhabitants of the population. As a group,
these studies illustrate rather well the full range of objectives, potentials, and problems
which are associated with such work, and in the next section the various elements which
go to make up the general population survey are reviewed in light of these experiences.

One brief note on technical terms is in order. The extent of drug use in a population
is usually defined in terms of "period prevalence"—that is, the proportion of the
population who took the drug once or more during some defined time period. One such
period often used is the individual's lifetime; so, "lifetime prevalence" refers to the
proportion who ever used the drug in their lifetime. "Annual prevalence" refers to the
proportion who used it at all during a given twelve month period, and so on.



TABLE 1

GENERAL POPULATION SURVEYS OF DRUG USE

Tabular Description of Studies

Year(s) Authors and Samp| Data Used No. Type of
Country of Sponsoring Population Surveyed $mp € to Draw of Response Instru- Special Notes
Survey(s) Institution ype Sample |Subjects Rate ment
Canada 1970 C.M. Lanphier [General Household Stratified | Census 2 800 82% Personal
and Population aged 18 and Random - Inter-
S. Phillips ‘lover, National views
(LeDain
Commission)
Canada 1978 |. Rootman General Household Quota Prob- | Census 1 057 Not Personal |Questions on cannabis use
(NMUD) Population aged 18 and | ability . " IApplicable Inter- |included as part of a
over, National view Gallup multipurpose survey.
Canada 1971 R. Smart and General Household Popu- [Stratified | Census 1 200 70% Personal |Included questions on 6
D. Fejer lation aged 18 and Random Inter- |classes if drugs, includ-
(ARF) over, City of Toronto view ing alcohol and tobacco.
Canada 1974 R. Smart General Household Popu- {Stratified | Census 1 078 70% Personal |Included questions on 6
M. Gillies and [lation aged 18 and Random Inter- |classes of drugs, includ-
M. Goodstadt over, Ontario Province view ing alcohol and tobacco.
(ARF) :
Canada 1976 R. Smart and General Household Popu- [Quota Prob- | Census 1 015 Not fPersonal [Questions on alcohol and
M. Goodstadt lation aged 18 and ability Applicable} Inter- |4 other drug classes in-
(ARF) over, Ontario Province view cluded as part of a
Gallup multipurpose survey.
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GENERAL POPULATION SURVEYS OF DRUG USE

Tabular Description of Studies

(continued)

Year (s) Authors and Sampl Data Used No. Type of
Country of Sponsoring Population Surveyed ampie to Draw of Response Instru- Special Notes
Survey(s) Institution Type Sample |Subjects Rate ment
Canada 1977 R. Smart General Household Popu- |Quota Prob- | Census 1 059 Not Personal {Questions on alcohol and
(ARF) lation aged 18 and ability Applicabld Inter- |4 other drug classes in-
over, Ontario Province view cluded as part of a Gal-
lup multipurpose survey.
Canada 1978 M. Goodstadt General Household Popu=~ |Stratified | Census 1 007 69% Personal |Both instruments contained
and lation aged 18 and Random Interview|questions from the WHO
R. Smart over, plus adolescents Self- student questionnaire re-
(ARF) aged 15-18; Durham 292 80-85% |Admini- |garding ten illicitly used
region of Ontario stered drugs. The adult interview
Question-|was longer since it dealt
naire in [at length with alcohol use.
Household
India 1962-63 |Dube & Handa General Population Whole com- | Census 16 725 100% Interyiew|This was a mental mor-
(ARF) Agra region munity sur- [enumera- bidity survey which in-
veyed tion cludes specific informa-
tion on drug use and if so
type and frequencies.
India 1975 Lal and Singh Household Population in Random Enumera- 497 Not Personal {Senior researcher did his
a village, aged 10 and |[sample of tion of stated Interyiewjown interyiewing.
over households |houses
from Nat'l
Malaria
Eradica-
tion Pro-
gram




TABLE 1

GENERAL POPULATION SURVEYS OF DRUG USE

Tabular Description of Studies

{continued)

Year(s) Authors and Samo] Data Used No. R Type of
Country of Sponsoring Population Surveyed T ple to Draw of e;ptnse Instru- Special Notes
: Survey (s) Institution ype Sample |[Subjects ate ment
India 1976 Mohan and Household population 15 |Random Census and 3 600 91% Randomly {Included information on
colleagues Deptlyrs and over of 24 vilA Punjab Dev| (1276 Selected |many illicit and licit
Dept. of Social|lages in 3 districts of: Dept. Datal house- Interview|drugs, including alco-
Welfare Punjab holds) (Precoded hol and tobacco.
Iran 1976 Alemi and Household Pop. all Random Not given 3 300 |Not given {interview|A socio-medical survey.
Naraghi ages, one district
Iran 1976 Siassi and Household Pop. 15 yrs Stratified | Census 3 470 92% Interview| Interview covered a range
Fozouni and over in 2 cities Clustered & Urine {of drugs. Urine tests
N1SRD and 3 other areas Random Sample & |for opiates only.
Observa- | ’
tion
Mexico 1974 Medina-Mora Household survey popu- |[Stratified |Census 2 798 90% InterviewjIncluded information
M.E. and Centro |lation 14 years and Random Data Schedule {about 15 drugs (of Medi-
Mexicano de Es- |over, Mexico, D.F. Encuesta cal and non Medical use)
tudios en Farma- Nacional and alcohol.
codependencia de Hogares
CEMEF
Mexico 1974 Medina-Mora Household population 14 Stratified [Census Luh 88% Interview| Included information
M. and cols years and over, La Paz, Random Data Schedule |about 15 drugs (of Medi-
CEMEF B.C. Fncuesta cal and non Medical use)
Nal. de and alcohol.
Hogares
Mexico 1975 De la Parra, Household population 14 Stratified [ensus 624 89% Interview| Included information
C.A. and Cols. ‘years and over, San Luis Random Date (See Schedule about 15 drugs and
Potosi, S.L.P. Above) alcohol.

I
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TABLE 1

GENERAL POPULATION SURVEYS OF DRUG USE

Tabular Description of Studies

(continued)

Year(s) Authors and Samo} Data Used No. R Type of
Country of Sponsoring Population Surveyed T ple to Draw of e:ponse Instru- Special Notes
Survey(s) | Institution ype Sample |Subjects ate ment
Mexico 1976 De la Parra, Household survey popu- |[Stratified |Census 666 88% Interview|Included information about
C. A. and cols. |lation 14 years and Random Data Schedule |15 drugs (of medical and
CEMEF over, Puebla, Pue. Encuesta non medical use) and
Nal. de alcohol.
Hogares
Mexico 1976 Natera, R.G. Household survey popu- |[Stratified |Census 2 057 90% Interview|Included information about
and cols. lation 14 years and Random Data (800 Schedule |15 drugs (of medical and
CEMEF over, Monterrey, N.L. Encuesta house- non medical use) and
Nacional holds) alcohol.
de Hogares
Mexico 1978 Terroba, G.G. [Household survey popu- [Stratified [Census 684 83% Interview|included information about
and cols. lation 14 years and Random Data Schedule |15 drugs (of medical and
Centro Mexicano |over, Mexicali, B.C. Encuesta non medical use) and
de Estudios en Nal. de alcohol.
Mental - (CEMESAM) Hogares
Mexico 1978 De la Parra, Household survey in- Stratified Kensus 543 90% Interview|Included information about
C.A. and cols. |habitants of a suburban Random Data Schedule {knowledge, opinion and
(CEMESAM) community (all ages) Encuesta actual use of a community
Nal. de Mental Health service. It
Hogares included 3 items about

prevalence of drugs of non
medical use and 3 items

about alcohol use.

_L'[_
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GENERAL POPULATION SURVEYS OF DRUG USE

Tabular Description of Studies

(continued)

Year(s) Authors and Samp| Data Used No. R Type of
Country of Sponsoring Population Surveyed T ple to Draw of e;ponse Instru- Special Notes
Survey(s) | Institution ype - Sample [Subjects ate ment
Mexico 1978 Terroba, G. Household survey Stratified |Census 863 85% Intérview| Includes information about
: and cols. inhabitants of a Random Data Schedule | 11 drugs (of medical and
CEMESAM suburban community Encuesta non medical use) and alco-
(12 years and over) Nacional hol. Includes a subsample
C de Hogareg of non-student youth popu-
lation undertaken in col-
: laboration with WHO.
Mexico 1978 Calderon, G. Household survey in- Random 354 urban 92.8% Interviewj Included information about
and cols. habitants of an urban 273 rural 89.1% Schedule | prevalence and patterns of
WHO-Clinica and of a rural com- : alcohol use and the com-
San Rafael munity (15 years and munity response toward
CEMESAM and over) this problem (project
undertaken in collabora-
tion with WHO).
Pakistan 1975 Pakistan Household Population Two stage |''List of 1 178 100% Pérsonal | This was a socio-economic
Narcotics of Buner sampling: Villages' | House- interview| survey with the following
Control Board ""Purposive |for Ist holds with the | objectives:
sampling'' |[stage. help of }a) Investigation of the
for the Ist|'List of a ques- | socio-economic conditions;
stage and |Households tionnairel b) Estimation of acreage
“Systematic|in the under Poppy cultivation
Sampling' selected and other crops;
for the 2nd|villages" c) Estimation of the
stage. for the extent of addiction.
2nd stage.
Peru 1978-1979 |Jeri, F.R. and [Household population of |Random Ministry |2 183 94% Personal | Included use of alcohol,
cols, UNFADC/ 'Lima (aged 12-45) of Labor Interview tobacco, licit, and
WHO/PAHO list of illict drugs.

homes



TABLE 1

GENERAL POPULATION SURVEYS OF DRUG USE

Tabular Description of Studies

(continued)

Year (s) Authors and Samo| Data Used No. Resbo Type of
Country of Sponsoring Population Surveyed T ple to Draw of e;ptnse Instru- Special Notes
Survey(s) | Institution ype Sample |[Subjects ate ment
Thailand|1976-77 C. Suwanwela General Population of [Survey of --- 828 Not Interview| Included intensive inter-
and colls. 7 Rural Villages total com- given of Head |viewing of identified
(WHO/UN/Thai munity of House-{opium users and medical
Programme for hold re- jexaminations and treat-
Drug Abuse Con- garding |ment in the villages.
trol) all
Chulalongkorn members
Univ.
U.S.A. 1970's Various com- Household population Stratified Census Usually | Varying |Interview|[State sponsored surveys
mercial firms aged 12 and over, Random 1 000- of drug use within the
(for state various states 2 000 state.
gov'ts)
U.S.A. 1971 Abelson Household population, |Stratified | Census 2 hoo 69% Interview|Primarily about marihuana.
Nat'l Commis- |adults aged 18 and over, Random adults (with
sion on Drug youth aged 12 to 17; 800 76% answer
Abuse Continental United youths sheets
States for drug
use)
U.S.A. 1972 Abelson, Cohan, |Household population, Stratified | Census 2 Loo 60% Interview|Covered a range of licit
Schrayer, and adults aged 18 and Random adults (with and illicit drugs.
Rappeport; over, youth aged 12 to 900 62% answer
Nat'l. Commis- |17; Continental United youths sheets
sion on Drug States for drug
Abuse use)
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Tabular Description of Studies

(continued)

Year(s) Authors and \ Samp| Data Used No. R Type of
Country of Sponsoring Population Surveyed $mp e to Draw of €SPONSE | Instru- Special Notes
Survey (s) Institution ype Sample Subjects Rate ment
U.S.A. 1974 Cisin, Household population, Stratified [Census 3 100 Interview|Covered a range of licit
Abelson and adults aged 18 and Random adults (with illicit drugs.
Atkinson; over, youth aged 12 to 950 answer
NIDA 17;. Continental United youths sheets
: States ) for drug
use)
U.S.A. 1976 Cisin, Household population, Stratified [Census 2 600 78% Interview{ Covered a range of licit
Abelson and adults aged 18 and Random adults (with and illicit drugs.
Fishburne; over, youth aged 12 to 1 000 79% answer
NIDA {17; Continental United youths sheets
States {for drug
use)
U.S.A. 1977 Cisin, Household population, |[Stratified {Census 3 300 81% Interview| Covered a range of licit
Abelson: and adults aged 18 and Random adults (with and illicit drugs.
Fishburne; over, youth aged 12 to : 1 300 83% answer
N1DA 17; Continental United youths sheets
~|States for drug
‘ use)
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GENERAL POPULATION SURVEYS OF DRUG USE

Tabular Description of Studies

{continued)

Year (s) Authors and Samo| Data Used No. R Type of
Country of Sponsoring Population Surveyed $mp ¢ to Draw of €sPonse 1 |nstru- Special Notes
Survey(s) | Institution ype Sample |{Subjects Rate ment
U.S.A. 1975 Johnston, High school seniors Stratified |U.S. 15 000- 80% Self- Covered a range of licit
1976 Bachman, and and graduates from random office of| 18 000 admini- | and illicit drugs plus
1977 0'Malley; prior classes since clustered |Education| seniors/ stered extensive information on
1978 NIDA 1975 (covers 80-85% in 125 Enumera- | yr 80-85% questionj other behaviors, values,
1979 of each birth cohort) schools tion of 2 500 naires and lifestyle orienta-
Schools |from each tions.
previous
class
U.S.A. 1969 Gallup Poll Household population Quota Census c. 1200 Not interview Question on marihuana use
1972 aged 18 and over; probability Applica- included on three Gallup
1973 nationwide ble multipurpose surveys.

ARF
CEMEF :
CEMESAM :

: Addiction Research Foundation,

NIDA :

NISRD :

NMUD

Toronto, Canada.

Centro Mexicano de Estudios en Farmacodependencia.

Centro Mexicano de Estudios en Salud Mental.

National Institute on Drug Abuse (USA).

National Iranian Society for the Rehabilitation of the Disabled.

Non-Medical Use of Drugs Directorate (Canadal.

|
N
=
|
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3.1 Canadian surveys

A number of general population surveys have been conducted over the years in
Canada, some by academic institutions, some by governmental or quasi-governmental
agencies, and some by commercial polling firms as part of their omnibus surveys (i.e.,
surveys covering several unrelated topics). The most comprehensive general population
survey was conducted by Lanphier and Phillips (1971) for the federally established
Commission of Inquiry into the Non-Medical Use of Drugs, also known as the LeDain
Commission (LeDain, et al.,, 1972). The LeDain Commission was established to
recommend national policy for the prevention, treatment, and control of drug abuse. The
survey, which was based on a nationwide household sample of persons aged 12 and over,
was conducted by the Commission to assess the extent and nature of drug use in the
general population of Canada. Using census data for the sample frame, the investigators
first selected sampling units (i.e., segments of the population) containing around 200
households. Within each such unit interviewers carefully listed all households, from which
specific ones were sampled on a systematic random basis so that each household had an
equal probability of being drawn. Among the members of each household sampled, one
person aged 12 or over was randomly selected to be interviewed by a trained interviewer.
In all there were some 2 800 respondents interviewed in as many households by an
interviewing staff of some 300 persons. A response rate of 82% was obtained.

The interviews were long and relatively complex to administer, since they contained
a number of condensed answer formats and instructions for skipping non-users around
detailed drug questions. They were administered in both of the major languages in
Canada, English and French. A range of issues related to drug use were covered, including
awareness of the various drugs, beliefs about their effects, personal acquaintance with
users, knowledge of the drugs, sources of information about drugs, age at first use, and
self-reported reasons for use. '

The results showed that a relatively small proportion of the overall population (3.8%)
had had any experience with marihuana, LSD, or "speed". Younger age groups, however,
had substantially higher lifetime prevalence rates (e.g., 16% among those aged 12 to 19),
because of the relatively recent rise in the popularity of these drugs in Canada.
Substantially larger proportions of the population had used the various psychoactive drugs
which can be manufactured and sold legally (at least under prescription) in Canada.
Codeine had been used by 39% (18% without ever having had a prescription), sedatives by
35% (119% without prescription), and so on. Lengthy and detailed analyses have been
reported from this survey (Lanphier and Phillips, 1971; LeDain, et al., 1972) and the data
have been put into a machine-readable data archwe for secondary analysis by other
investigators.

While there have been other nationwide general population surveys in Canada of
smoking (as part of an annual labor force survey, see Dept. of National Health and
Welfare, 1977), of alcohol use (MacGregor, 1978), and of prescription drug use (Pool,
1977), the only nationwide survey of illicit drug use since the LeDain Commission Study is
one conducted in 1978 for the Non-Medical Use of Drugs Directorate as part of a Gallup
omnibus survey. It dealt exclusively with the use of marihuana and hashish in the
household population of Canada. This survey was done by the Gallup commercial polling
firm as part of an omnibus survey. Since under the "quota sampling" technique used,
substitute respondents from the same area may be used to replace respondents who are
not readily available to be interviewed, response rates are not relevant: that is, all
sampling slots are filled, though not necessarily by the original target respondents.

The 1978 Gallup Survey yielded national usage estimates for cannabis which were
substantially higher than those from the LeDain Commission's 1970 survey (Rootman,
1979). In 1978 lifetime prevalence was 17%. Annual period prevalence was 9.7% among
those 18 and older versus 3.6% in the 1970 estimate. While there were a number of
methodological differences in these two surveys which should make one cautious about
precise comparisons, it is unlikely that methodological artifacts alone could account for
an increase of this magnitude. Obviously, some real change had taken place over the
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seven year interval. Buckner (1978) reports efforts by the Non-Medical Use of Drugs
Directorate (NMUD) to project future cannabis use in the Canadian population based on
the results of these surveys, using among other things the knowledge that substantial
generational differences exist in experiences with marihuana.  Presumably some
population shifts in use will occur simply through the natural process of generational
replacement.

Most of the other general population surveys conducted on Canadian populations
have been done by Smart and his colleagues at the Addiction Research Foundation. Five
such studies are listed in Table 1. While not national in scope, all of these have been
large-scale sample survey studies of large population bases. All have used census data for
sampling, all have involved around 1 000 adults aged 18 and over, and response rates have
generally run about 70%. The earliest (reported in Smart and Fejer, 1973) was a 1971
sample survey of the adult population in the city of Toronto, and which dealt with the use
of six classes of drugs. The next three studies were conducted in 1974 (Fejer and Smart,
1975) and in 1976 and 1977 (Smart and Blair, 1978; Smart and Goodstadt, 1978); and all
were based on the entire population of Ontario Province, of which Toronto is a part.
Trends in use for the inhabitants of the city of Toronto between 1971 and 1974 were
estimated and reported by Fejer and Smart (1975), who extracted the Toronto respondents
from the larger 1974 Ontario sample. Although the second Toronto sample was quite
small (only 347 cases) the investigators found a statistically significant decrease in
stimulant use and increase in tranquilizer use, findings which proved consistent with those
from other types of data sources.

The 1976 and 1977 Ontario surveys by this team utilized Gallup omnibus surveys
using quota sampling. (An omnibus survey is one which is comprised of research on various
unrelated topics.) Because of these and other changes in methods, the investigators did
not make comparisons with the 1974 survey results for the same population, which did not
use quota sampling; but they did examine trends on the two comparable surveys, 1976 and
1977 (see Smart and Blair, 1978). This time an increase in stimulant use was reported as
well as an increase in marihuana use. The use of "sleeping pills," tranquilizers, and alcohol
all remained quite steady over that one year interval.

The Canadian experience with general population surveys illustrates both the
capacity of such surveys to assess drug use trends in the population as well as the
importance of holding constant the methodology—that is, the sampling procedures,
interviewing procedures, and questionnaire content—in order to enable such comparisons.

3.2 Indian surveys

A comprehensive 1977 report by the Committee on Drug Abuse in India (appointed
by India's Ministry of Health-and Family Welfare) summarized the epidemiological studies
of drug use then available in that country. Those dealing with drugs other than alcohol are
relatively few. Several studies concerned primarily with the epidemiology of mental
illness included questions on alcohol, but only a few of these have dealt with the use of
other drugs (See Table 1). For example, Elnagar, Maitra, and Rao (1971) reported from
one such study of a rural population in West Bengal State a prevalence rate of 1.3% being
"alcohol or drug addicts." The other mental morbidity survey cited which dealt with drugs
other than alcohol was one conducted in 1962-1963 by Dube and Handa (1971) in the Agra
region. This was not a sample survey since the entire population of 16.725 people in the
area was surveyed. These investigators found very low proportions of the population to be
"habitual users" of any drug (other than nicotine). Overall, they classified 2.3% as
habitual users and of these 59% used alcohol, 18% used bhang (cannabis), and 23% used
other drugs or multiple drugs. Like many of the mental morbidity studies, the emphasis in
this study was on the habitual user or "addict"; statistics for simple period prevalence
rates were not reported.
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The Indian government report referred to above cites three studies which
specifically intended to address the use of drugs other than alcohol in the general
population of particular areas. One such study by Lal and Singh (undated) was a household
survey of a village in the State of Punjab. Houses were sampled from an enumeration
done earlier for the National Malaria Eradication Programme. Subjects over 9 years old
were interviewed by one of the professional investigators. They reported a lifetime
prevalence in this population of 30% for use of any of the following drugs for non-medical
reasons: alcohol, cannabis, barbiturates, opium, amphetamines, or cocaine. Practically
all (29%) who had ever used were still using to some degree. The most widely used drugs
were alcohol (26% current prevalence), opium (19%), barbiturates (6%), and cannabis (2%).
Some 40% were tobacco users. No users of amphetamines, cocaine, or other dependence-
producing drugs were found. :

Another study of a general population in the State of Punjab by Deb and referred to
in the government report (page 9) is stated to have found "that 54.3% of the urban sample
and 40.4% of the rural sample abused synthetic drugs such as methaqualone and LSD."
(Because these rates appear exceptionally high, one wonders whether the population
surveyed was not a fairly atypical rural population.) The third general population survey
cited in that report, by Mohan and co-workers, was also in the State of Punjab, in twenty-
four villages located in three districts. Like Lal and Singh, this research team is reported
to have found relatively high levels of alcohol use (lifetime prevalence of 58% for males
though only 2% for females) and opium (6% for males and 1% for females) but very low
prevalence rates for cannabis, LSD, and the various psychotherapeutic drugs. The sample
size for this study was 3 600; the response rate was 91% (personal communication).

These Indian studies serve to illustrate several variations on the most typical type of
general population survey. In at least one, the sampling data were not based on a
government census but rather on an enumeration created earlier for other research
purposes, while in another no sample frame was developed since the total population was
studied. While some reported period prevalence rates for the population, others
concentrated more on the extreme user—addicts or habitual users. Finally, a number of
these surveys combined alcohol use with the use of other drugs in the reported results.
This approach—while not intrinsically unsound—does make comparison of results with
other studies extremely difficult, and thus illustrates the value of having a common
methodology across studies. ‘

3.3 Iranian surveys

In 1976 a large-scale household survey on mental illness, mental retardation, alcohol
use, and drug abuse was conducted by the National Iranian Society for Rehabilitation of
the Disabled (NISRD). A large sample of nearly 1400 cases was drawn among those aged
fifteen and over in Tehran and a sample of about the same size containing the complete
population, was taken in Peykan City. Smaller samples were drawn in Hormozgan
Province (N=397), Hormoz Island (N=74), and Quasemabad village (N=279) where the
complete population was surveyed. Clustered random stratified probability samples were
drawn from national census data in Tehran and Hormozgan Province. (See Section 5.1.3
for a description of clustered and stratified sampling.).

While the interviews obviously covered a range of topics, they included a special
sequence on the use of alcohol, inhalants, amphetamines, barbiturates, minor
tranquilizers, and opiates. The investigators collected urine samples from nearly all (96%)
of those who completed interviews, and the response rate for interviews was
approximately 92% for those aged fifteen and over who were sampled (Fozouni, 1979).
Respondents were told that the urine specimens were for diabetes research, and
respondents with positive indications were, in fact, notified and referred to nearby health
centers. The urines also were tested for signs of opiate use by means of paper
chromotography. In Tehran and Peykan City the proportions of opiate-positive urines ran
around 2.5%. In Hormozgan Province and Hormoz Island they were considerably higher
(Fozouni, 1979). In addition to using self-report of drug use and urinalysis, the
investigators had interviewers indicate  whether they suspected respondents to be opiate
users.
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The interviewers used in this research were all college graduates. Prepatory to
actual fieldwork, all received three months of training and gained practice with the drug
questions by completing at least ten interviews with known drug addicts at several clinics.

This survey illustrates a number of points which will be made in more detail below.
First, it is possible to combine a drug survey with surveys of other subjects, both to reduce
costs and derive some methodological benefits. Second, multiple methods for measuring
drug use can be used to test and improve the validity of the self-report data; and third,
considerable attention can and should be paid to the selection and training of interviewers
in studies of this type.

Another Iranian study, reported by Alemi and Naraghi (1978), was based on a 1976
socio-medical survey of a random sample of 3300 people of all ages in a rural district of
Gilan Province. They report a rate of 6.9% dependent on opium in that population, based
on the survey, compared with a rate of 1.1% based on official registers. They concluded
from their survey that offical data may seriously underestimate the size of the
problem—in this case by a factor of over six times—and that rural addicts tend to be very
much underrepresented in the detoxification centers, possibly because of their
inaccessibility. From a sampling perspective, it is interesting to note that they selected
the particular district as having a population "typical" of the larger province (it was thus a
purposive or judgemental sample of one) and then randomly sampled households within
that district.

3.4 Mexican surveys

Since 1974 there have been at least nine general population surveys in Mexico which
contained questions about drug use. (See the listing in Table 1.) Of these, one (Calderon
et al.,, 1978) was exclusively about alcohol use and another (Parra et al., 1978) was
primarily about the use of community mental health services, although it did contain a
few items about drug use. The other seven, however, had as their major objective the
study of drug use and abuse. Virtually all were household interview surveys based on
random stratified samples of households drawn from census data in a multi-stage sampling
procedure. The population of interest generally included all inhabitants 14 years of age or
older. While none of these studies were national in scope, all dealt with sizeable
geographic areas such as major cities or suburban communities. The resulting response
rates on all of these surveys are reported to be quite high, ranging from 83% to 93%; while
sample sizes generally ranged from 500 to 1000 cases (with the exception of one large
survey of Mexico City directed by Medina-Mora, et al. in 1974, and which had 2800
respondents).

A complex and extensive interview schedule, written in Spanish, has been developed
by the investigators at CEMESAM for administration by trained interviewers. It contains
complex branching or "skip" instructions to permit the selective administration of
particular questionnaire segments to only those who actually have used various of the
drugs. Series of questions which are routinely asked for each class of drugs are laid out in
a grid format in which the questions (and their answer alternatives) comprise the rows,
while the various drug classes comprise the columns. This format reduces the physical
length of the interview schedule, which has psychological benefits for both the interviewer
and the interviewee. It does, however, require a fairly high skill level on the part of the
interviewers.

Medina Mora (1979) in a paper reviewing the procedures used in most of the general
population surveys of drug abuse in Mexico, emphasized the importance which they placed
on the selection and close supervision of interviewers. For fieldwork done outside of
Mexico City, where CEMESAM—the government agency changed with drug research—is
located, field supervisors were hired locally, sometimes at a drug-treatment center.
Although the selection and training of local interviewers both were carried out by a
central office supervisor, the local supervisor was responsible for overseeing the ongoing
-fieldwork and for occasional re-interviews which were used to check the quality of the
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original interview. The central office supervisor, having already spent two weeks training
the local interviewers, continued to visit the local offices on a weekly basis during the
data collection period. The quality of interviewer work also was checked by examining
the interviews for internal consistency among the various answers which should have had
logical connections.

In a 1978 paper summarizing the results of five of Mexico's general population
surveys, Medina-Mora shows that there were substantial differences among five cities in
the observed prevalence rates for each of the drugs studied. Use of at least some of the
drugs was found to be highly related to age, e.g., marihuana use is most concentrated
among the 18 to 24 year olds. The proportions of the population reporting fairly recent
use of each of the following classes of drugs was generally quite low: codeine, heroin,
other narcotics, barbiturates, other sedatives, amphetamines, other stimulants, inhalants,
hallucinogens, and marihuana. For example, in the Mexico city survey, none of these
classes of drugs had a prevalence of recent use of over 5% and most were under 1%. From
a policy perspective, these results suggest that illicit drug use is not nearly as widespread
in the Mexican population as it is in some neighboring countries (e.g., the United States
and Canada) and therefore probably not in need of treatment and rehabilitation efforts
on a scale comparable to those developed in those neighboring countries.

The Mexican experience also illustrates one approach to developing national data on
drug abuse using survey methodology. Rather than going immediately to a full-scale
national study, the government agencies involved started first with city and regional
studies. The procedures could then be developed and revised in an area close to the
researchers before being tried in more remote locations.

3.5 Pakistani surveys

In 1975 the Pakistan Narcotics Control Board undertook a household survey of six
villages in the region of Buner (Pakistan Narcotics Control Board, 1975). These villages in
Buner, which contain a total of 357 villages ranging in population size from 6 to about
4000, were purposively chosen to represent varying degrees of poppy cultivation and opium
addiction. This study, entitled "A Socioeconomic Survey of Buner," was intended to
examine the role of poppy cultivation in the livelihood of the people and the likely
prospects for crop substitution as a means of reducing opium production in the area. It
was carried out as a preliminary step in the planning of an integrated rural development
program for the region in collaboration with UNFDAC and other UN agencies such as
WHO. :

In each village an enumeration (listing) of households was first completed and one-
half were then selected at random for inclusion in the survey. Within households the
individual interviewed was either the landowner or, in the absence of a landowner; the
head of the family. Interviewers were instructed to avoid non-response even if it took up
to five visits (in contrast to the quota sampling technique mentioned earlier), and the
resulting response rate is reported to be 100% for the 1178 households sampled. The
interviewing staff for the most part was inexperienced at this type of work and, due to the
time schedule for the survey, had to be trained rapidly. In fact, the overall time schedule
from preplanning to completion of the report was only four months.

Because of the emphasis of the study on the economics of the family and-
particularly the role of crops, much of the long interview schedule was addressed to such
matters. There was, however, a section concerning the use of opium, charas, and other
narcotics by the respondent, his own parents, and other family members. - Based on the
results from these questions, addiction was described by the investigators as "negligible"
in all villages except one, Kuria; and Kuria originally was included in the purposive sample
because it was assumed to have the highest level of addiction in Buner. In Kuria, 52 "hard
core opium addicts" were identified out of a sample of 425, or about 12% of the sample.
Only 8 other addicts were identified in the remaining five villages combined. The
investigators found in general a disapproval of opium use and cultivation among the
people.
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The Pakistan study illustrates several interesting variations in design. First, it
involved a coordinated study of several disparate general populations (villages) which in
turn were intended to constitute a sampling of situations in a larger region. Second, it
used a random sample of landowners/heads of households to provide data on other
members of the population as well as on themselves. Third, it illustrates how a cadre of
interviewers can be hired and trained for the specific survey at hand and how, in the
absence of census data, they can be used to develop the basic information needed for
drawing a sample. (It should be noted that the cooperation of village leaders is likely to
be very important to such an undertaking.) Finally, it illustrates how a drug abuse
segment can be integrated into a survey which deals with other subjects and still yield
valuable information.

3.6 Peruvian survey

A household sample survey of a probability sample of 2500 households in the city of
Lima was recently completed by Jeri, Carbajal, Sanchez, and Bravo (1979). This survey,
which was jointly sponsored by the United Nations Fund for Drug Abuse Control and the
WHO/Pan American Health Organization, covered the age range from twelve to forty-
five. In this case the investigators found access to good sampling information and trained
sampling statisticians in the national Ministry of Labor; and the investigators report that
interviews were successfully administered to 94% of the intended respondents in this
large, metropolitan population. Young males were oversampled in this study because they
were judged to be among those at highest risk for coca paste use, which was a central
concern of the research.

While the use of cocaine paste (sulfate) was a subject of particular interest in the
research, the interviews also encompassed a range of other licitly and illicitly used drugs,
including alcohol and tobacco. As of this writing, no results from this survey have yet
been released. The longer term research strategy here is to build upon this initial survey
conducted in the capital city, by conducting subsequent surveys in smaller communities
and rural areas. What is learned from this first experience can then be used to improve
the design and procedures used in the later surveys, as was done in Mexico.

3.7 Thai surveys

A coordinated set of general population surveys also was conducted in seven rural
villages in Thailand, which covered medical conditions, drug use, and other aspects of
village life (Suwanwela, et al., 1977, 1978). These surveys were conducted by the WHO
collaborating center at the Chulalongkorn University as part of the UN/Thai country
program for drug abuse prevention, treatment, and control. They present a marked
contrast to many of the others summarized in this paper in that the populations not only
were rural, but were isolated, remote, and difficult to reach by ordinary means of
transportation. In fact, in some areas research teams had to reach these villages by
helicopter. In such circumstances, the research team obviously was highly visible and its
presence and activities (including medical examination and treatment) constituted a major
intervention into the daily life of the population. This degree of intervention may have
been a necessary quid pro quo for the cooperation of the villagers with the research
effort.

These were not sample surveys, but "census surveys,” in that a complete
enumeration of the village population was made in each case, since the villages were
small; but the selected villages were intended to be in a way representative of the many
hill tribes in the other villages in that opium producing region of Thailand. Not all
villagers were interviewed personally; but, like the Buner study, the head of each
household was interviewed and asked to provide systematic information on all other
members of the household. Individuals identified as opium users by this means were
further interviewed in depth about their use of the drug. In addition, extensive medical
information was gathered on many of the villagers by members of the skilled medical
team conducting the surveys. In essence, these were relatively small-scale, highly
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intensive surveys. In all, data was gathered from 184 households in the seven villages,
containing 828 persons over 10 years of age. The number of people identified as opium
addicts was 97 or nearly 12%, though this percent varied substantially from village to
village. The investigators found the data from heads of households concerning drug use in
the household to be quite accurate when checked against other sources of information.
The investigators point out, however, that the village prevalence rates could be affected
dramatically by the number of able-bodied villagers who were away from the village
during the survey period because they were working elsewhere.

One important non-survey source of information on drug use was a test of urines,
which was developed by this team of investigators. Filter papers were used to absorb a
small quantity of a subject's urine for later extraction at the university laboratory in
Bangkok, where the opium content is then assessed using the Radio-Immuno Assay method.
Because this method is extremely sensitive and requires only a small amount of urine to
detect drugs, it eliminates the need for transporting specimen bottles over poor roads and
in hot weather. ,

The intensity of the data collection effort plus the further study of identified users.
resulted in a rich set of information about the history and self-reported reasons for use by
the opium addicts. This much detail on such subjects is usually not gathered in general
population surveys, though such surveys clearly have the potential for identifying cases for
further study. While concluding from their work that "systematic epidemiological survey
of opium use in rural opium producing communities appears to be feasible" (Suwanwela, et
al., 1977, p. 6), the investigators also note that in these areas opium use does not carry a
major social stigma; therefore, concealment of use is less likely to be a problem for the
researcher than it might be in communities which feel otherwise about drug use. It should
also be noted that the health survey component of these studies provided information
relevant to the design of primary health care programs to meet the special needs of those
villages.

3.8 United States surveys

The history of studies of drug abuse in the general population of the United States
has been similar in a number of ways to the experience of Canada. Many such studies
have been done and by a variety of organizations. While virtually all such work has
received its support from the federal or state governments, most has actually been
conducted either by academic institutions, commercial polling organizations, or some
combination of the two. - :

The very rapid rise in the popularity of marihuana and, to a lesser extent, other
psychoactive drugs among youth in the U.S. during the late 1960 s and early 1970s led to
great public concern and attention being paid to. the problem. There was a sudden
proliferation of small surveys in specific schools, colleges, or towns, and those with the
most alarming results immediately received the greatest media coverage. As a result, a
need developed for more representative and scientifically conducted surveys to accurately
assess the actual size and nature of this new problem. Individual states, which bear most
of the governmental responsibility for drug treatment and prevention, were encouraged by
the federal government to do representative sample surveys of their adolescent and adult
populations. Many states launched surveys using commercial polling organizations, which
already had the personnel and technology to conduct such surveys and which were very
cost competitive in bidding for the contracts. These surveys tended to vary substantially
in scientific quality and most have not reached the published literature.

The more important development was the launching of a series of nationwide
household surveys of the population of the United States aged 12 and over. The first of
these was initiated by the Presidentially-appointed National Commission on Marihuana and
Drug Abuse, formed in 1970 to assess the drug abuse problem and advise the federal
government on appropriate response. This survey, conducted in 1971 by Response Analysis
Corporation, focused entirely on marihuana use (as well as related attitudes and
experiences), since marihuana was to be the subject of the first major report of the
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Commission (National Commission on Marihuana and Drug Abuse, 1972). In the second
survey (1972) a number of other psychoactive drugs were included: hallucinogens,
inhalants, cocaine, heroin, stimulants, sedatives, and tranquilizers. (By the third survey
"other opiates" was added to the list.) The National Commission conducted the first two
such nationwide household surveys and completed its final report in 1972 (National
Commission on Marihuana and Drug Abuse, 1973). The series was continued then by the
National Institute on Drug Abuse (NIDA), and to date there have been five surveys (1971,
1972, 1974, 1976, and 1977), with biannual surveys planned for the indefinite future. The
field work for all of them has been done by the same firm, Response Analysis Corporation,
and the last three have had as principal investigator Dr Ira Cisin of George Washington
University.l

The sample sizes were relatively large for such research, ranging from 2400 to 3300
adults, plus an additional 800 to 1300 youth. Youth and young adults were intentionally
oversampled (that is, included in the sample in disproportionate numbers) to increase the
accuracy of estimation for these important segments. Their data then were given
proportionally lower weights in calculating the national estimates to correct for their
overrepresentation in the sample. Even with these large samples, however, relatively few
current users of many of the rarer drugs were captured in the sample for study. Extensive
efforts were made to attain high completion rates—sometimes as many as 20 visits by an
interviewer to get a single respondent—and in 1977 the response rates were 81% for
adults and 83% for youth.

As might be expected, the initial emphasis of this work was on quantifying the
problem of drug use and abuse at that point in history (i.e., 1971-1972) and in gaining a
better understanding of subgroup differences, prevailing attitudes about use and about
legal controls of use, motives for use, and the etiology of use. However, since the
phenomenon of illicit drug use was changing rapidly during this historical period, the
importance of the subsequent surveys rested more on their capacity to detect the
direction, rate, and nature of the changes taking place in various kinds of use and related
attitudes. Sojy-for example, the most recent report from the series (Abelson, Fishburne,
and Cisin, 1977), shows that from 1971 to 1977 active marihuana use was rising rapidly
among teenagers and (to a lesser extent) among adults under age 35. The dramatic
differences in marihuana experience related to age (lifetime prevalence of about 60% for
18-25 year-olds vs. 7% for those over 35 in 1977) obviously means that the drug using
characteristics of the population are likely to change due to generational replacement
alone.  Emphasis in this series also has moved toward distinguishing degrees of
involvement with the drugs rather than simply giving simple period-prevalence counts.
Such distinctions are particularly important in a population where a substantial proportion
of the "users" are very occasional users or have simply experimented once or twice, as is
the case in the North American population.

Regarding the data of heroin use to derive from this survey (as well as from the
other U.S. surveys described here), it is a generally accepted fact among policy-makers
and researchers that the heroin use estimates are unrealistically low. Two explanations
are most commonly offered: first, that heroin users are more likely to be lost from the
samples either because they do not have a permanent place of residence and/or tend to
avoid being interviewed, and second, because use of heroin is less likely to be admitted
given the legal and social stigma attached to it in the society. Thus, while survey data are
of some use—mostly in assessing trends in heroin use—considerable reliance must be put
on other sources of information to estimate the size and nature of the heroin problem.

Another national series, entitled Monitoring the Future (Johnston, Bachman, and
O'Malley, 1977, 1979a, 1979b) falls into a gray zone between being a special population
versus a general population study. It deals with a narrow age range (18 to 24) and contains
only young people who complete high school. But, because 80% to 85% of recent birth

1For reports see National Commission 1971, 1972; Abelson, Cohen, Schrayer, and
Rappeport, 1973; Abelson and Atkinson, 1975; Abelson and Fishburne, 1976; and Abelson,
Fishburne, and Cisin, 1977.
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cohorts complete high school, this series of surveys also provides a relatively good
monitoring of what is happening in this age segment of the general population. Nationally
representative samples of seniors in high school have been surveyed in school annually
since 1975, with sample sizes ranging from 15 000 to 18 000 seniors per year. Subsamples
of each senior class have then been surveyed longitudinally on an annual or biannual basis
by mail for 6 years after their graduation. Response rates for both senior year and follow-
up surveys range around 80%.

The use of self-administered questionnaires, given simultaneously to large groups of
people in school, yields very low costs per respondent and thus the possibility of very large
numbers of cases. The large number of cases, in turn, results in the inclusion of sizeable
samples of users of even the rare drugs. They also permit more accurate estimation of
use and changes in use across years, as well as the possibility of having more questions
(since a larger number of questions are divided among multiple forms of the questionnaire
and those forms are then given randomly to sub-samples of the very large sample).
Obviously, the self-administered-questionnaire technique is only appropriate if all
respondents are literate, which rules it out as a viable technique for surveying most
general populations. ‘

This series complements the national household series in .that it provides a more
detailed characterization of young users of many of the rarer drugs and in that it can .
encompass a much larger number of variables, by using multiple questionnaire forms. The
longitudinal data also will contain some data on segments of the 18 to 24 year-old group
which are by definition not contained in-a household sample—namely, those in military
installations, college dormitories, and other institutional settings. However, this type of
school study contributes to knowledge about use in the general population only in
proportion to the fraction of each birth cohort which is still in school at the grade level
surveyed. Like the household survey series, the greatest value of this series likely lies in
its ability to detect and quanitify trends; for just as the household sample misses certain
segments of the population who are disproportionately drug users (drifters, the
institutionalized, etc.) so does a school survey (drop-outs and absentees). With both types
of surveys prevalence estimates are likely to be underestimates; but the change estimates,
on the other hand, should be relatively valid as long as comparable segments of the
population remain in the sector (universe) being sampled across time.

The evolution of these two national series has helped planners at the national level
to assess the changes taking place in drug use. Because methods and procedures are held
constant over time in each series, planners know that changes in reported drug use are not
due to changes in survey methods or to a change in the definition of the population under
study. Since many local studies now are modeled after these national ones (including the
use of many of the same questions), it has become much more possible to compare and
integrate findings across studies. This institutes an improvement over an earlier era
where there were as many different methods as there were studies.

Finally, there has been one other series of surveys conducted by the Gallup firm
(1972, 1973, 1974) in which some questions about marihuana use have been included in a
Gallup omnibus survey on repeated occasions. These surveys, like the Gallup surveys in
Canada, are intended to be nationally representative of the adult population 18 and older.
They do use quota sampling, however, which some feel reduces accuracy as well as cost.
But again the biasing effects, whatever they may be, seem more likely to have an impact
on cross-sectional (static) estimates than on change estimates since those biases are likely
to be similar at both time points being compared.
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4. ADMINISTRATIVE CONSIDERATIONS FOR THE PLANNING OF DRUG ABUSE SURVEYS

Some of the problems to be encountered in general population drug abuse surveys of
the kind we have reviewed here are generic to survey research, regardless of subject area,
while some are more specific to the drug field. Further the problems to be considered and
dealt with vary from country to country, depending on a variety of factors such as the
existence and accessibility of accurate census data for sampling, the availability of
experienced survey research organizations to conduct the survey, the literacy of the
population, their familiarity with surveys, their distrust of strangers or outsiders, the legal
and social status of drug use in the community, and so on. In this section and in Section 3,
the major elements involved in planning and conducting a general population survey are
described and discussed individually. Part of what will be presented is basic information
about survey research methodology—information which should be known to anyone
planning to conduct a survey in any subject area. The other part derives from what has
been learned by a number of investigators in the drug field who have tried specifically to
address survey research methodology to general population studies of drug abuse. The
policy maker who must decide whether or not to launch such a study should have at least a
general familiarity with the technical issues involved here, while the people charged with
actually conducting such a survey obviously should be familiar with them at a more
detailed level.

4.1 The purposes and planning of the research

Obviously, an important requirement for any good research undertaking is that the
sponsors and investigators have in mind the purposes they wish to accomplish before
making specific decisions about research design and procedures. Most of the studies
reviewed here were conducted with government sponsorship and for a number, a detailed
research proposal had to be submitted before funding was approved. Such a procedure has
the clear advantage that the objectives and rationale for the study must be spelled out in
writing, and the proposed research design's appropriateness for accomplishing those
objectives must be demonstrated convincingly. With or without the mechanism of a
formal proposal, however, a detailed listing of the objectives in advance of the research
can prove highly valuable. Among other things it provides an opportunity for the
interested parties to discuss how realistic and attainable some of the objectives they may
have in mind are, and whether the survey being planned has a reasonable chance of
accomplishing them.

Having the objectives in mind before designing the study also will influence a
number of subsequent decisions about design. Whether to draw a sample, how large a .
sample to draw, whether to disproportionately sample certain subgroups of particular
interest in the population, whether to go into drug usage experiences in depth—all of
these are decisions which will be affected by the purposes of the study.

4.2 Possible linkage with surveys on other subjects

One important early decision to be made in the planning phase concerns whether to
do a survey totally addressed to drug abuse or whether to combine a drug portion with
portions about other subjects. Recall that some of the studies reporting on drug use in
India were primarily studies of mental morbidity or alcohol use. This provides one model
for gathering information on drug abuse in a general population at relatively low cost, and
it is sometimes referred to as "piggybacking", i.e., the drug survey being carried along on
the back of another survey. The limitations of this approach are: (a) that only a limited
segment of the interview can be addressed to drugs, thus limiting the relevant information
which may be gathered; (b) the research design, which presumably was created for other
purposes, may or may not be ideal for a study of drug abuse; (c) coordination between
more collaborators is likely to be required; (d) having drug use questions in the same
interview with questions on the main subject of the survey may have a detrimental effect



- 32 -

on respondents' answers to one or another segment; and (e) the control over the quality of
the survey rests mostly in the hands of others. There are, however, some clear benefits to
piggybacking. It costs considerably less, since adding a drug portion does not add any
sampling or field costs to the main survey. Further, the drug investigators do not have to
have quite as much technical survey expertise, since others will draw the samples, train
the interviewers, and do the field work. If the main study deals with a closely related
subject, like alcohol abuse, there is certainly more likely to be compatability in purposes,
design, and content; in fact, there are likely to be some benefxts derived by having both
types of mformatlon on the same subject.

A variation on this theme is to have the survey comprised of coequal segments on
different subjects. In other words, investigators dealing with two (or more) different
research subjects collaborate from the outset in the design of the study, building of data
collection instruments, and so on. The major difference here is that the drug segment is
now a full partner in instrumentation, design, etc. Generally, such an arrangement will
cost more for those sponsoring the drug segment but may be worth it. Most of the
limitations listed above for the piggyback approach still pertain, but to a lesser degree.

A third variation on this multi-purpose-study approach is illustrated by the 1976 and
1977 surveys by Smart and Goodstadt, and the 1978 survey by Rootman reviewed earlier in
this report. These investigators placed drug use segments into "omnibus surveys"—that is,
general purpose surveys which are established for the purpose of selling the total
interview time in segments to investigators from various fields. Usually commercial
polling firms run such surveys for profit; and when available in a country, they do provide
an alternate mechanism for conducting general population surveys of drug use. Users are
advised to evaluate the adequacy of the methodology, of course, and just about all of the
problems mentioned for the plggyback arrangement pertain under this arrangement as
well. In a sense, all of the participants in an omnibus survey are piggybacking on a general
purpose vehlcle.

4.3 Selecting an organization to conduct the research

As the various surveys reviewed earlier in this report illustrate, drug use surveys
have actually been conducted by a variety of organizations: governmental agencies like
the Pakistan Narcotics Control Board or Mexico's CEMESAM; quasi-governmental
agencies like Canada's Addiction Research Foundation; commercial firms like the Gallup
organization in Canada and the U S; medical teams as in the case of the Thai village
surveys; academic institutions like the University of Michigan in the case of the US
youth surveys; and commercial firms in collaboration with academic institutions (e.g.,
Ableson et al., 1977). In nearly all cases the financial sponsorship for the research has
been governmental in origin, a fact which seems likely to remain true. However, the
mechanism by which the government-sponsored project was carried out has varied, and it
seems worthwhile to review here briefly the issues pertaining to the choice of the best
mechanism.

4.3.1 Effects on respondent cooperation

‘Perhaps one of the most important concerns to be weighed is whether different
types of organizations will have differential success in gaining respondent cooperation and
honesty. Clearly the legal and social implications of drug use in the population to be
studied are critical to respondents' willingness to be open about such subjects. The more
danger of legal retribution or official ostracism the respondent feels, the more likely he or
she is to be distrustful of government officials. Thus, to the extent such conditions
pertain, more benefit is to be derived from using an organization which is seen as
independent from officialdom.  Usually, universities or medical units would be viewed as
relatively independent organizations and their representatives viewed as people who could
be trusted with confidences. Quasi-governmental units established for drug research
and/or treatment may or may not evoke as much trust, depending on the specific
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circumstances. But, clearly, attaining the trust and honesty of the respondents must be an
absolutely central objective if the results of the survey are to be of any use at all; and it
may even be that in some populations no method can be devised to elicit sufficient
honesty about such behaviors to make the survey worthwhile.

Aside from candor, general respondent cooperation might or might not be something
which can be assumed. In most of the studies reviewed here nothing was given to the
respondent in return for his or her cooperation. In the survey of the Thai villages,
however, a full medical team entered the village and provided free medical services to
those inhabitants who wanted them; and in that case, at least, the investigators felt that
providing something in "exchange" was important to the conduct of the study. And in the
portion of the survey of young adults by Johnston et al. (1977, 1979) in which
questionnaires were sent through the mail, advance payment to the respondents
dramatically increased the response rate (roughly from 65% to 85%). If incentives are
required for respondent cooperation, and particularly if they are to be given in the form of
services like medical care, this may well have some bearing on the choice of the
organization and/or interviewers used to carry out the survey.

4.3.2 Technical resources

There are, of course, other factors to consider in selecting an appropriate
organization to conduct such a study. The organization's research experience and
technical resources are certainly among them. If there already exists a unit experienced
in the conduct of general population surveys, there are clear advantages to making use of
that expertise. If they are already experienced in drug research, so much the better, but
if not their general knowledge of the scientific methods of survey research are of obvious
value. Such organizations might be private firms, academic units such as research
institutes, or government agencies such as the census bureau or the ministry of health.
The outside organization might be used either to conduct the survey in its entirety, if
investigators more knowledgeable in the drug field are not available; or they might be
used simply to carry out the sampling and field work to the specifications of researchers
located elsewhere, who actually design the research and interpret the results.

If an experienced survey research organization is not available, or deemed not
desirable for some reason, it is possible to build a research team to conduct a general
population survey. Obviously, if the survey is of a large scale, such as a national survey,
this can be a sizeable undertaking; but if confined to one community or a region of limited
size, the number of interviewers needed may be quite limited; and perhaps not that much
travel may be required, even if they all live in one location. There also will be
considerable need for technical expertise and experienced judgement—particularly in the
areas of research design, sampling, interviewer training, and data analyses—but it may be
possible to obtain the help of experienced survey scientists at various stages in the
research  process through inter-agency loan arrangements or through private consultation.
As will be discussed below, other governmental agencies and/or academics working in
other subject areas may have skills and resources which could be of great help in carrying
out a general population survey of drug abuse.

4.3.3 Ability to influence policy

In discussing the factors which ought to be taken into account in assigning priorities
to research projects in the mental health field, Sartorius (1977) argues that one important
consideration should be the likelihood that some social action will follow from the
research. The organization chosen to conduct the research, or at least the way that
organization is connected to the relevant agencies of government, may well affect the
likelihood that the results will be utilized. At a minimum, channels of communication
should be established early between the research unit and the agencies or other policy
makers who should be influenced by the results. A further step would be to involve the
latter in the specification of the research questions to be addressed, or even in the design
of the research project intended to address them—in other words, to increase their early
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involvement and investment in the research. Still a further step is to have the relevant
government agency itself be responsible for conducting the research, if such a solution
makes sense in relation to the other criteria discussed above. In many cases it will not,
however, making one of the other solutions more appropriate. In any case, the
productivity of the research is likely to be enhanced considerably by a very early
consideration of the means by which it will feed into the policy making process and by an
early, purposeful effort to improve the linkages with the relevant policy makers.

4.4 Sampling resources available

4.4.1 Data available

If the size of the population being studied is large enough that sampling is required
in order to conduct a representative survey, then an important first step is to determine
the source of the data which will be needed for sampling. Since the technical aspects of
sampling are discussed later, under Section 5.1, the topic will not be reviewed here except
to point out that a body of information about the population to be studied is needed to
draw a sample. The information could be a list of the names and addresses of all of the
citizens in the population, or of all of the households. Or a starting point might be
summary information on the number of people in various geographically defined segments
of the population. In any case, information is needed which will permit the creation of a
sampling procedure in which all individuals in the population eligible to be in the survey
will have some known probability (greater than zero) of being selected into the sample.

Most of the surveys reviewed here used census data which had been gathered by an
agency of government for various purposes, and which was sufficiently up-to-date to
constitute a fairly accurate inventory of the population. When census data are available,
they are likely to be the best resource for a sample survey. However, there may be
problems even with census data available. Some census data may be quite old and,
therefore, out of date in areas where there is considerable mobility in the population. Or
the national census data maps may not prove detailed enough, particularly in sectors
where there are dense slums, many squatters, or temporary dwellings.

When census data are not available on the population of interest, alternate sources
of information must be sought. The 1975 study by Lal and Singh of a village population in
India exemplifies one approach. They used an enumeration of households which previously
had been developed as part of the national malaria eradication program. It is certainly
advantageous to search for adequate data which might already exist before taking the
trouble to develop original data on a population for sampling purposes. Government
agencies or universities doing research studies may already have developed a sampling
frame for the area—perhaps for a fertility survey or a health or nutrition survey.
Government agencies and academic institutions dealing with such issues are an obvious
first place to make inquiries. It is also possible that local officials in the area would know
whether any sample surveys had been carried out there in the past, so they provide yet
another source of leads. '

If no existing information base can be found from which an adequate sampling frame
can be developed, then it falls to the researchers to develop the information themselves.
Wadud and his collaborators did this in the Pakistani villages studied in their 1975 survey,
discussed earlier. Field workers on the research team went through each village and made
a systematic enumeration of all households, from which a random sample of households
was then selected for study. The individuals in the sampled households were then
enumerated at the time of the interview. :

Even if a study were using existing census or other data, an investigator would be
wise to seek the advice of a trained sampling statistician (by mail, if necessary) before
finalizing a sampling plan. But, if a new sample frame must be developed because
sufficient data do not exist, such professional help is even more useful.



