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1. INTRODUCTION

One of the important initial requirements in the development of an epidemiological
reporting system for any health disorder is the development of practical methods for the
collection of data needed by the health planner. Hence, the WHO Research and Reporting
Project on the Epidemiology of Drug Dependence chose selection of core data items as its
initial activity. This report reviews the approach used in carrying out a study in which
forms for collecting essential data (on the basis of core data items) were developed and
later tested on samples of 300 drug users in each of six collaborating centres. The
report also discusses the rationale behind the selection of certain core data items.

Annexes contain instructions for filling the WHO data-collection forms, the finalized forms
for recording data, and a drug glossary to help the interviewers (personnel interviewing
drug users in order to complete the forms) in classifying the numerous drugs that are abused.
Selected data illustrating the usefulness of the information collected in this study are also
presented.

It must be acknowledged here that the selection of core data items was a difficult task,
and the experts involved in this study believe that certain limitations in the use of these
forms are likely to emerge in the coming years as the items are used in different socio-
cultural settings for different purposes. Therefore, the results of this study are offered
as tentative and the core items are likely to be modified as more experience is gained in
their use.

1.1 Information needs of planners

In considering the information needs of planners it is useful to know the type of
information required, whether it can be standardized and made comparable, and whether it
is reliable and valid.

Planners of prevention, treatment, and rehabilitation programmes for drug abuse need
the same general type of information as is required by planners for the prevention of any
other health-related disorder. They require information on the total number or rate of
drug users in the population, their geographical location, and their general demographic
profile - i.e., whether they are primarily young or old, educated or illiterate, employed
or not, etc. They require information on the specific types of drugs used as well as the
patterns of use, in order to assess the seriousness and chronicity of the situation. .Such
information is critical to planners who have to determine the location and type of services,
number of staff and facilities required, and the drugs which require tighter controls.
Information is also needed on etiological factors in order to plan prevention. programmes.
Data on the incidence of new drug users should be monitored in order to determine whether
drug use is increasing or decreasing in populations at risk. Planners of drug-abuse
control programmes also need certain information which is not usually required for public
health programmes, for example, the extent of criminal involvement of the populations studied.
Such information is of value because of the frequent association.of drug use with criminality
and the possible need for special security precautions in treatment services.

There are certain advantages in collecting standardized information. For example, there
are hundreds of different narcotic and psychotropic drugs that are currently abused in different
parts of the world. It is simply not feasible to present the planners with long lists of rates
of use for all these different substances. To make these data manageable, all drugs must be
grouped according to general types. But what are these general types and how should individual
drugs be assigned to them? Should alecohol and volatile solvents be included, even though they
are not included under treaties on narcotic and psychotropic drugs? The answers to these
questions are important because they will markedly affect the calculation of rates of drug
users in many study populations.

It is possible to overcome the confusion that has developed dwing to the lack of standar-
dization of data in this field. One way is to seek the agreement of experts on the core data
items that are most needed by the planners of drug-abuse control programmes. It is also
possible to standardize other aspects of data collection, such as the sample design, the
training of field staff, and the forms or questionnaires used. However, such rigid require-
ments may sometimes be counterproductive because they cannot be met in all situétions,



Hence, it may be sufficient simply to agree on the core data items to be collected as they can
be incorporated either in part or in toto into existing instruments in ongoing data-collection
systems and studies. Where such core items are used one can at least achieve comparability
of data, even though there may be considerable variation in the specific methods used to
collect them.

The final requirement of planners is reliable and valid information. Since epidemio-
logical‘information is used in determining national priorities and in allocating resources,
planners must have confidence in the quality of the collected data and conclusions drawn from
them. If there are biases and other limitations in the information, these should at least be
known to the planners.

In the present study_it was not possible to consider adequately all the information needs
outlined above. As an initial task, identification of specific types of data required by
planners in most settings was considered. An attempt was made to determine whether an
identical set of core data items could be used in very different types of sociocultural
settings; this was done with a view.to encouraging international comparability of information
in this field.

1.2 The need for core data items

In international collaboration it is necessary to reconcile the criteria and definitions
to be used in different sociocultural settings in order to create a common basis for measuring
the particular conditions under study, otherwise there will be no assurance that investigators
in different parts of the world will study and report the same phenomena. Once basic agree-
ment is obtained on the core data items to be used, then a wide variety of instruments and
methods can be developed to produce comparable data within a common framework. Systematic
and cooperative thinking is then possible for planners and researchers in different cultural
settings and with different drug abuse problems. The collection of uniform data should also
enhance the possibilities of international cooperation, which is an essential element of
effective national action for the prevention and control of drug abuse. For these reasons,
agreement on core data items was a necessary early step in implementing the work of the WHO
Research and Reporting Project on the Epidemiology of Drug Dependence.

Since several international organizations are currently working in this field, it is
realized that there is a need for agreement on core data items for drug-abuse assessment
that extends beyond the work of WHO collaborating institutioms. The United Nations Division
of Narcotic Drugs receives annual reports from governments on the extent and patterns of drug
abuse{z UNESCO,3 the Colombo Plan Bureau” and the International Council on Alcohol and
Addictions have sponsored drug-abuse surveys in a number of countries. The United Nations
Social Defence Research Institute has implemented a Country Studies Programme to stimulate
epidemiological studies in selected areas to collect information for the guidance of policy-
makers.

Given the current proliferation of data and instruments through these various inter-
national efforts, as well as the increasing number of studies carried out at the country and

community levels, there is clearly a need to establish some uniformity in the data. If, for
example, similar data were collected, these comparisons could be made and international trends
could be assessed more effectively by collating the results of independent studies. Alter-

natively, the original data from different studies could be pooled to provide larger samples
and data sets for more systematic statistical analyses and for more definitive conclusions.
Certainly some degree of comparability of data will be required if local, national, and
regional data are to be interpreted and made useful to policy-makers, planners, and
scientists concerned with drug-abuse prevention and control. In recognition of this need,
the United Nations Division of Narcotic Drugs and WHO have established the principle of
comparability of core items in their respective data collecting activities. It is hoped
that in the future this principle will be applied more broadly.



1.3 oObjectives of the study

Recognizing the need for a set of core data to further the work of the WHO Research and
Reporting Project on the Epidemiology of Drug Dependence, the objective of this study was to
agree on the minimum set of data required by planners of drug-abuse control programmes.

In order to demonstrate the feasibility of collecting and analysing internationally
comparable epidemiological data on drug users, the core items were incorporated into a case-
reporting form for testing them on users of different types of drugs, with different patterns
of use, and in different sociocultural settings.

1.4 Use of terms

The reader will find in this report the use of the terms "drug use", "drug-use pattern",
"nonmedical drug use", "drug abuse" and "drug dependence'". While current definitions of
these terms are not entirely satisfactory, the report attempts to use them as they have been
used in earlier WHO publications on this subject. '

Drug use. The ingestion of any substance that, when taken into the living organism, may
modify one or more of its functions. This includes not only medications intended primarily

for the treatment of patients, but also other pharmacologically active substances.

Drug-use pattern. A pattern of drug use is a description of the nonmedical use of drugs
in terms of the types of drugs taken, the quantity, frequency, and the duration of their use,
the route of administration (e.g., ingestion, inhalation, or injection), and the circumstances
of their use.’

Nonmedical use of drugs. The use of dependence-producing drugs other than when medically
indicated. "Dependence-producing drug" means a drug belonging to one of the following types:
alcohol type, amphetamine type, barbiturate type, cannabis type, cocaine type, hallucinogen
type, khat type, opiate type, and volatile solvent inhalant type.7

Drug abuse. It is recognized that there is no universal agreement on the definition of
this term. It is used here as a convenient, but not very precise, way of indicating that

(1) an unspecified drugis being used in an unspecified manner and amount by some person or
persons, and (2) such use has been judged by some person or group to be wrong (illegal or
immoral), or harmful to the user or society, or both.5

Drug dependence. A state, psychic and sometimes also physical, resulting from the
interaction between a living organism and a drug, characterized by behavioural and other
responses that always include a compulsion to take the drug on a continuous or periodic
basis in order to experience its psychic effects, and sometimes to avoid the discomfort of
its absence. Tolerance may or may not be present. A person may be dependent on more than
one drug.7
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2. BACKGROUND OF THE STUDY
Before the organization of the study can be examined, it may be useful first to review
briefly the origin of the WHO Research and Reporting Project on the Epidemiology of Drug
Dependence, the types of data collection activities in which it is likely to be engaged, and

the collaborative framework that has been developed for its implementation.

2.1 The WHO Research and Reporting Project on the Epidemiology of Drug Dependence

In 1970 the World Health Assembly requested the Director-General "to develop means for
the international collection and exchange of data on the prevalence and incidence of drug
dependence, and on the human and environmental factors associated therewith".® 1In the
following year the Assembly approved the Director-General's plan to develop a multidisciplinary
team of experts to design research instruments for the collection of data in different geo-
graphical areas along reasonably comparable parameters.9 The World Health Assembly has

subsequently repeated its support for the development of a research and reporting project on
the epidemiology of drug dependence.l0,11

An initial step taken by WHO to develop this project was to convene an Expert Committee on
Drug Dependence in 1972 in order to "assess ways in which the epidemiological approach could
most usefully be applied to the study of problems in the field of drug dependence and to con-
sider means of increasing the number and comparability of such studies".7 In 1973, a working
group was convened to review and comment on the draft WHO guidelines for reporting available
information on the nonmedical use of dependence-producing drugs,12 and in 1975 the project
became operational with the recruitment of project staff and the receipt of financial support
from the United Nations Fund for Drug Abuse Control.

2.2 Framework for implementation

The first step in project implementation was to establish a network of collaborating
institutions in 1976 to develop and test instruments and methods for collecting data on drug
users and population groups at risk - e.g., students and other youth populations. Annual
meetings of collaborating investigators and consultants were then held to examine new develop-
ments in data-collection technology, to review progress in collaborating studies, and to agree
on priorities and future plans. Within WHO, a data management capacity was established, many
of the activities of which were transferred to the country level as soon as the methods for
data analysis had been developed.

Special expertise and facilities were also available to the project through the network
of collaborating institutions. For example, the Addiction Research Foundation in Toronto,
Canada, provided technical support and data processing facilities for projects involving
drug-use surveys of young people.13 The University of Science at Penang (Malaysia) provided
technical support and data-processing facilities to develop a methodology to evaluate drug-
dependence treatment methods.

Periodic visits were made to the collaborating centres by project staff to review work
under way and to provide assistance in solving technical and administrative problems
encountered in carrying out studies. WHO consultants with specialized skills also visited
the collaborating centres to help them improve the scientific quality of the work and to
review practical and methodological issues encountered in the use of WHO data-collection
forms in diverse settings.

An important consideration in the selection of collaborating institutions was the need
to provide technical support to United Nations/hHO country programmes in drug-abuse prevention
and control. For this reason, key technical personnel from the United Nations sponsored
drug abuse control programmes in Burma, Malaysia, Pakistan, and Thailand were invited to
attend annual meetings of the collaborating investigators and to participate in the studies.

Technically, the initial focus of the project was on the development of methodology.
There were several reasons for this. First, there was at the time no international agreement
on the type of data or data-collection systems required by countries with serious problems of
drug abuse. Secondly, there were no available means for promoting international collaboration
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between epidemiologists in this field. Finally, sufficient resources were not available to
WHO to carry out full-scale epidemiological studies in all countries where such studies were
required. However, there were sufficient resources to start a series of time-limited studies
to develop the operational instruments and procedures to meet the priority data-collection
needs of country programmes. It was decided therefore to develop and test the needed -
methodologies in a limited number of countries. They could then be made available to all
governments and investigators for application. If they are widely adopted, they are expected
to improve the international comparability and scientific quality of epidemiological data
generated.

The selection of initial studies for the development of methodologies was based upon the
data needs of programme planners identified during the implementation of United Nations/WHO
country programmes for drug-abuse prevention and control. The initial study was thus
directed towards the development of core data items. A second study developed a methodology
for conducting student drug—use surveys. 15 Additional studies are now being finalized which
describe the development of methodologies for implementing drug-abuse reporting systems,
general population surveys on drug abuse,17 intensive case~finding studies, drug-abuse surveys
of special youth population groups such as school drop-outs and the unemployed, analysis of
existing data, and evaluations of drug dependence treatment methods.
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3. ORGANIZATIOXN OF THE STUDY

3.1 Pilot feasibility phase

A review of successful international projects for the collection of data on other health
disorders suggests that the initial exercise should be the testing of a simple standardized
data-collection form.18 Hence forms for admission into treatment programmes and for assessing
the progress of the patient following treatment were developed in 1975. Most items for the
forms were taken from existing data-collection instruments that had already been used success-
fully in the United States of America.? The data items and forms were modified for inter-
national use by WHO staff and consultants and forwarded to the collaborating institutions for
pilot testing on 50 .drug users in nine countries in 1976. The first meeting of the collabo-
rating investigators 9 was convened later that vear after the pilot instrument was tested.
This was done to give all participating investigators similar experience in the use of the
instruments at their initial gathering. When they met, data were reviewed on groups of
approximately 50 drug users from Canada, Demnmark, Indonesia, Malaysia, Mexico, Pakistan,
Thailand and the United States of America (Puerto Rico).

3.2 Selection of core data items

On the basis of a review of the data collected and the experience gained in administering
the forms, agreement was reached at a meeting of the collaborating investigators on the
minimum essential and optional recommended data items. This was done by asking all partici-
pants individually to list the items they felt were essential and those that were desirable
but not essential for planners of drug abuse prevention, treatment and rehabilitation

programmes in their respective countries, The lists were tabulated and there was broad
agreement on the inclusion of a number of items: age and sex of subjects, the names of the
drugs used, and pattern of use. Another set of items was recommended by a minority of the

participants; the arguments for including them were later discussed by the group.

It was generally agreed that the core data set should contain only items that would be
required for most types of epidemiological studies in this field - i.e., they should permit
the gathering of information on the types of drugs used, patterns and trends of drug abuse
in the population studied, and the characteristics of drug users that are relevant to the
planning of prevention, treatment, and rehabilitation programmes. The data-collection
instruments should be clear and simple enough to be used by nonspecialized personnel and
educated drug users.

Two categories of core items were finally selected: essential and optional. Table 1
shows a list of core items falling into those two categories. The use of these items is
discussed in the next section.

In presenting these items, it is recognized that some could possibly be omitted and still
others might be added. It is also recognized that it is sometimes difficult to draw the line
between too little and too much information and that views of individual experts may vary
considerably on this matter.

It was agreed by the collaborating investigators that it would be advisable to collect
only the essential data. Modern data-processing equipment had in recent years encouraged
some investigators to gather enormous amounts of information, much of which was never used
or reported. Such exercises were time-consuming and expensive for both the personnel
collecting data and the study subjects. Hence, it was agreed that it would be better to
risk the need for a special study at a later date to gather additional data, rather than to
collect everything because one day it might be needed.

2 The instruments were made available by the United States Drug Abuse Reporting Programme,
which was developed at the Texas Christian University in Fort Worth, TX, United States of
America. They were used to collect epidemiological and treatment evaluation data on 44 000
drug users in different types of situations in different regions of the United States of
America. For the findings of these studies the reader is referred to reference 30.
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TABLE 1. CORE TTEMSZ

Type of information

Essential

Optional (recommended)

Sex
Years of education
Empldyment/bccupatioh

Administrative Date of report Subject identification No.
h Reporting institution Name of person completing
form
Demographic Date of birth or age Ethnicity or nationality

Literacy

Address
Socioeconomic status
Religion

Marital status
Living situation
Urbaq/rural‘status

Drug or substance type

Opiates
Opium
Heroin
Other
Cannabis
Cocaine
Hallucinogens
Amphetamines
Barbiturates
Barbiturates
Other sedatives
Tranquillizers
Volatile solvents
- (glue and other
inhalants)

Alcoholic drinks
Beer
Wine
Spirits
Tobacco
Other drugs

Pattern of use

Used ever
Used during past 12 months
Frequency of use

during past 30 days
Year and/or age of first use
Most recent route of use
Primary drug of abuse

Dose

Cost of drug during past
month

Frequency of use
during past 12 months

Drug use history

Source of introduction to
drug use
Reason for first drug use

Function has/ﬁas not been
changed by drug use

Treatment and referral

Number of previous
admissions for drug
treatment

Subject interested in
treatment for drug use

Length of abstinence, if
previously withdrawn

Criminality

Subject ever arrested
Reasons for arrest

Validity of drug use
information

Drug use verified by
friends or family
staff observation
physical examination
urine tests
treatment or registration
drug-related arrest record
other

a ... . o '
— This list was prepared for the testing of core items and was essentially unchanged except
for the drug or substance classification system which can be found in the drug glossary in

Annex 8.
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It was recommended that the agreed items be tested by the collaborating institutions
during 1977. Since the United Nations Division of Narcotic Drugs was making a parallel effort
to develop a manual to assist govermnments to report information on drug abuse to the United
Nations, it was agreed that the WHO and United Nations instruments should be as closely com-
parable as possible.

3.3 Testing of a reporting form containing core items

The collaborating centres that participated in the initial data-collection exercise were
again invited to test a form containing the agreed core data items. The form (see Annex 2) had
four pages with the core items arranged according to the following scheme:

page 1 - essential items relating to administration, demography, and drug type and
pattern of use;

page 2 - nonessential items relating to patterns of use of alcohol and tobacco;

page 3 - nonessential items relating to demography and criminality; and

page 4 - essential and nonessential items relating to drug-use history, treatment,
and validity of data.

The form was precoded in order to facilitate data processing. It was agreed that the
collaborating centres could translate the form and modify its layout according to local needs,
but without changing the meaning of questions and responses. At the same time detailed
instructions (Annex 1) were prepared to assist interviewers to complete the forms, along with
a drug glossary (Annex 8) to assist interviewers to code individual drugs into the proper ‘drug
classes. Since the translation of the drug glossary might require a reinterpretation into
local terminologies, including "street names" for the drugs, the collaborating investigators
were advised to use at least two translators who were familiar with drug-abuse research or
treatment.

- - 20’ 1 ) . .

The issue of back-translation was raised, but was rejected by the collaborating
investigators on the ground that translation and back-translation were useful in studies where
subtle psychosocial distinctions or judgements had to be made by the interviewer or subject, but
that the type of data to be collected on these forms required rather straightforward reporting
and recording of information.

Forms and instructions were forwarded to the collaborating investigators in seven centres
who expressed interest in testing the forms. They were requested to test them on 300 drug
users, and to forward completed forms to WHO for analysis. It was also suggested that, if
possible, the collaborating investigators choose three different samples of approximately
100 subjects. This would permit comparisons to be made by each centre on patterns of drug
use, on users' characteristics, and on difficulties in using the form.,

A test-retest reliability study was also requested. For this purpose, selected demo-
graphic and drug use items from the form were to be administered to a subsample of 50 drug
users (from the original samples of 300 each) 4-6 weeks after the initial administration of the
form. The retest forms would then be forwarded to WHO to determine the consistency of repor-
ting by the same individuals on selected data items on two different occasions.

A series of items was also included in order to check the validity of the drug user's
responses., These items (Annex 2, form 4) permitted the interviewer to indicate if the self-
reported drug use for each subject had been verified by another method - physical examination,
urine test, treatment record, etc. In addition to providing a validity check on the data
collected in this study, it was hoped that the experience gained might indicate practical
approaches for carrying out validity studies in this field.
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4, CORE DATA COLLECTED BY SIX CENTRES

Five of the seven centres invited to participate in the study submitted data on 300
subjects each, collected using the WHO form. At a sixth centre, data were collected on a
form that was in current use at that centre; since many items in that form were comparable
to those in the WHO form, these data could be included in the study. - The seventh centre
encountered administrative delays in organizing the data collection, and only 127 forms were
submitted by it; therefore, these data are not presented in this report.

4,1 Sampling and data-collection procedures of individual centres

Bangkok centre. The Institute of Health Research of Chulalongkorn University collabo-
rates with WHO in implementing the health part of the United Nations/Thai Programme for
Drug-Abuse Control. The Institute has much experience in international collaborative research,

and is now conducting epidemiological, treatment assessment, and laboratory studies on both
rural and urban drug users in Thailand. The drug abuse problem in Thailand includes a high
prevalence of heroin use, primarily among young males in urban areas, a high prevalence of
opium use among adults in rural areas, as well as abuse of cannabis and psychotropic drugs.

The study sample consisted of patients registered in drug-abuse treatment centres in
different regions of the country; hence, data on them already existed in the centre, These
data had been collected on a local form by a. team of trained interviewers, The interviews
were unstructured and the interviewers were free to obtain the information in whatever way
they chose, The questions appearing on the forms were considered only as a guideline.

When the interviewer felt that he had sufficient information, the items were completed.

The interviewers presented themselves as members of a public health team and were generally
well accepted, Since many items in the local form were comparable to those in the WHO form
the existing data could be transferred to the WHO forms for the required 300 subjects.
Difficulties were encountered with the collection of certain sociodemographic items such as
urbanism and socioeconomic status and these are discussed ‘in detail in section 4.3.2.

Islamabad centre, - The Pakistan Narcotics Control Board (PNCB) is the national coordi-
nating agency for drug-abuse prevention, treatment, and control activities, The PNCB is
responsible for implementing the WHO component of the United Nations/bakistan Programme on
Prevention and Treatment of Drug Dependence, which is supported by the United Nations Fund for
Drug Abuse Control, Pakistan has had for many years a large population of opium and cannabis
users, and in recent years the use of psychotropic substances has been increasing. '

Because drug-~dependence treatment programmes at the time of this study had relatively
small patient loads, the forms were completed in field surveysby a social worker and a PNCB
staff member, The subjects were interviewed at home and at drug-user meeting places in small
towns in the north of the country, in an area not previously surveyed by the PNCB. Because
they were not collected near Islamabad they do not reflect the drug use situation in that
particular city. . Subjects were more cooperative when interviewers showed concern for their
problems, and when they did not exhibit their personal attitudes, which rejected drug use,.

At the time of the study, opium could be obtained legally in Pakistan for personal use and

the drug was readily available. Hence, the subjects had no reason to distort their responses
to questions deliberately, even when interviewed by a representative of a law enforcement
agency .2 ‘ '

Jakarta centre. . The Directorate of Mental Health in the Ministry of Health provides
clinical services to drug abusers in a network of mental hospitals spread throughout Indonesia.
The Directorate also supports training and research activities in the mental health aspects
of drug abuse, It maintains a computerized reporting system in which case records of all
mental hospital admissions, including drug abusers, are pooled centrally. While in the early
1970s there was a considerable increase in the use of morphine base among middle-class urban
youth, this increase now appears to have been stabilized, The current drug-abuse problem
appears to be limited to the use of cannabis, opium, and psychotropic drugs in specific
regions and populations,

a
— It should be noted that the conditions at the time of the study no longer exist. The
quasi-medical use of opium was banned in Pakistan early in 1979.
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The study sample consisted of equal numbers of drug-dependent patients of a psychiatric
hospital, inmates of a correctional institution, and outpatients of a psychiatrist in
private practice.. All interviews were conducted either by psychiatrists or by social
workers, Nevertheless, difficulties were experienced in obtaining information on the first
drug use experience and on ethnic origin (the Indonesian population is composed of some
300 different ethnic groups).

Mexico City centre, The Mexican Centre for Studies on Drug Dependence was invited to
participate because of its experience in drug-abuse survey research, This centre serves as
the national coordinating organization for drug-abuse research. It carries out training and
prevention activities in Mexico and is a WHO collaborating centre for drug dependence.

Since the implementation of this study, the functions of this centre have been expanded to
include activities in the field of mental health, and the centre is now called Mexican Centre
for Studies in Mental Health. The problem of drug abuse in Mexico City at the time of this
study primarily involved the use of cannabis and psychotropic drugs by adolescents and young
adults, and the use of glue and other inhalants by children.

The sample comprised three groups - prisoners, patients in mental institutions, and
juvenile law offenders, The WHO form was translated into Spanish and was administered by
social scientists themselves or by trained interviewers under their supervision, There were
several problems in filling the forms. (1) The law offenders frequently deliberately mis-
reported their current age, and age at first use of drugs (the reason for this was that the law
offenders believed that they might receive lenient treatment from courts if they stated a
lower age or appeared to be new drug users). (2) Interviewers had difficulty in coding the
drugs because the drug glossary was not available at the time of data collection. (3) There
were difficulties in distinguishing the nonmedical use of drugs from the medical use.

(4) Some psychiatric patients gave inconsistent responses owing to their disturbed mental
state,

Penang centre. The National Drug Dependence Centre for Research and Training at the
University of Science, in Pénang, Malaysia, serves as the national coordinating centre for
research on drug abuse, The centre has expertise in drug use surveys of young people as well
as responsibility for implementing a national integrated data-reporting system for problems of
drug abuse., The centre participates in the United Nations/Malaysia Programme on Prevention,
Treatment and Control of Drug Abuse. In addition to the long-standing traditional use of
opium and cannabis, the country has in recent years experienced a serious problems of heroin
use among urban youth as well as increasing use of psychotropic substances,

The sample was drawn from patients in detoxification centres. Two different data
collection forms were used - the WHO form and the current national form, which included fewer
items; both forms were in English. The WHO form required more skilled interviewers than
did the Malaysian form, This was largely due to the format of the Malaysian form, which
was designed specifically to meet the local drug-abuse situation. It was felt that the
WHO data items could be more easily obtained if the local format was used. It was also felt
that the current WHO form would have to be completed by treatment programme or hospital
personnel who are experienced in the use of similar forms., The form could not be used
as a routine reporting form by nonmedical personnel such as those in the police force,
the courts and the social service agencies unless they were specially trained,

Rangoon centre, The Rangoon Psychiatric Hospital under the Ministry of Health of
Burma is developing a programme for epidemiological and treatment evaluation research in drug
dependence. Technical persommel in the Ministry are responsible for implementing the WHO
component of the United Nations/ﬁurma Programme on Drug-Abuse Control, which receives support
from the United Nations Fund for Drug Abuse Control. The problem of drug abuse in Burma
includes traditional use of opium among rural populations, and in recent years, the use of
heroin and psychotropic substances among urban youth.
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The study sample consisted of equal numbers of cases from the community, from a prison,
and from a drug-dependence programme in a mental hospital., A Burmese-language version of
the form was used and questions irrelevant to the local situation were omitted, For example,
cocaine is not available in the country and was omitted, The data were collected by
psychologists trained in the use of the form.

4,1.1 Summary of the experience and major problems reported by centres

Each collaborating centre selected its subjects from populations that were either of
special interest or easily accessible. The results therefore cannot be generalized for the
total populations of the countries concerned, and cross-national comparisons should be made
with caution.

The role of the interviewer and the importance of proper training were stressed by all
centres as crucial in obtaining reliable data. For the most part, highly skilled people had
been used as interviewers, a condition that would probably not exist outside treatment
programmes or hospitals.

It was noted that the degree of adherence to the standard form varied considerably between
centres, This may in part explain why there was variation among the centres in the time
needed to fill in the form. One centre reported that it took 10-15 minutes per respondent;
another needed 30-60 minutes per respondent,

The "grid format'" of the drug-use pattern items caused difficulty, since interviewers in
some of the centres were not familiar with its use, The development of an optional format
that did not use the grid would be useful in such settings (see Annex 2),

Another problem common to all centres was the distinction between medical and nonmedical
drug use. The present wording of the question on medical and nommedical drug use was found to be
inadequate. One or two centres reported difficulty in getting respondents to understand
which drugs to include and which to exclude in answering a question about a particular class
of drugs., This suggests that instructions to interviewers need clarification and that both
the interviewers' and respondents' understanding of the drug designations, should be carefully
checked during pre-testing.

4,2 Procedures for analysis of data

When the completed record forms were received by WHO in Geneva, they were first checked
for changes in the layout of items and answer codes and for readability of entries. After
the data had been key-punched they were submitted to computer monitoring programmes in order
to detect inconsistencies, followed by hand verification of the input and correction of key=-
punch errors, Computer programmes were used to monitor the data by checking the records of
each subject for completeness, systematic errors, invalid responses, and logical errors. h
Only a few minor errors were identified. No forms were rejected,

The Penang Centre performed its own analysis in order to determine the feasibility of
data processing at the country level. Computer programmes were used to check the complete-
ness of forms, logical errors, and out-of-range errors. ’

Each collaborating centre was provided with computer printouts containing analysis of their
data. The variables were titled in English and programmed according to the statistical
package for the social sciences. The printouts contained cross-tabulations of selected
variables by drug-user subsample, by age, by place of residence, and by primary drug problem,
Only selected data are presented in this report. '



- 15 -

4.3 Types of information obtainable by data analysis

The tables and figures that follow are primarily to illustrate the possible uses and ways
of presentation of drug abuse data both at the national and international level. It should
be recalled from the preceding section that no participating centre attempted to obtain a
representative sample of the country's drug-using population, There was no standardization
of the sample design across centres, nor standardization of the procedures and the types of
personnel employed to collect data in the different centres,

Hence, in examining the data, the reader is once again advised to be cautious in making
cross-national comparisons. In fact some of the associations that will be discussed are
spurious and illustrate certain biases, which should not pass unnoticed. In discussing the
results, however, attention will be drawn to certain trends in the data as they reflect
similarities and differences in the specific populations selected for study.

4,3,1 - Administrative information

For purposes of record-keeping and data processing, the form provided space for indi-
cating the reporting institution, the name of the interviewer, and the date on which the
information was recorded, and each form was assigned a unique identification number, These
items appear at the very top of the first page of the reporting form shown in Annex 2.

In this pilot study, WHO had no need for information that would link individuals to
their reporting forms. The issue of whether or not the reporting centres maintained a
list of names, addresses, telephone numbers, national identity card numbers, the name of the
person(s) who will always know how to contact the subject, and other such information that
linked individuals to each form was left to the discretion of each centre, However, if
this reporting exercise were to become a regular, continuing activity, there would be
certain advantages in assigning a unique identification number to each reported drug user,
This would permit the identification of records of individuals reported more than once and
it would permit linkage with previously reported records, The decision to identify reported
individuals requires careful consideration since it relates to confidentiality of the data
and often requires additional expense and special procedures to ensure that access to the
data is limited to authorized individuals only.

4,3,2 Demographic information

There are certain demographic variables that are presumed to be of almost universal
importance for the purposes of distinguishing subgroups for planning of services and for
explaining major differences in the frequency of drug use. The essential demographic items
were judged to be age, sex, years of education, and employment status. For planners of
prevention and treatment programmes it is important to know whether the services are to be
designed for a target population of elderly men or adolescent boys and girls; in some
societies males and females have to be treated in separate clinics. If the target population
is poorly educated and unemployed, vocational training and job placement services may be
required,

A number of optional items were also identified, such as address, race, religion,
marital status, literacy, area of current residence (rural or urban), and living conditions,
A majority of these items would be primarily of local or national interest; however, for the
purposes of international reporting or comparisons these were not considered to be necessary.
The essential demographic items appear at the top of page 1 of the reporting form in Annex 2
and the optional items appear on page 3 of the form.

Age, sex, education, and employment status., In Table 2 essential demographic data are
reported for each centre, They show that a majority of drug users from all centres were
males, The Bangkok, Jakarta, Penang, and Rangoon subjects were relatively young, the
majority of them being between the ages of 15 and 29 years., A large proportion (29%) of
Mexican subjects were between the ages of 10 and 14 years with another 1% younger than 10 years,
Most drug users from the Islamabad centre were over the age of 30 years and 19% were aged
60 years or more,
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The data on employment status present no consistent picture except for the low percentage
of housewives in all samples. However, one does note a rather high percentage of unemployed
in the Bangkok, Jakarta, and Mexico City samples; on the other hand, the great majority (94%)
of the Islamabad centre sample were gainfully employed, students, or housewives, and that
only 3% considered themselves to be unemployed. ' ‘ ' ' )

The data from the Bangkok, Jakarta, Penang, and Rangoon centres are again similar in
terms of mean years of education, which average between 7.2 and 10.1 years. The Mexico City
and Islamabad samples again differ from the others in lower mean years of education, In the
‘case of the Mexico City sample, this may be in part related to the younger age of the subjects,
and in the case of the Islamabad sample it is recalled that the subJects were taken from a
rural underdeveloped part of the country where there are few opportunities for formal
education.

The reader should note that the tables that follow will use a similar format for data
presentation. The results will generally be shown in percentages, Where responses are
less than 0.5% they will be dropped and other responses will be rounded up so that the total
for each item will be 99% or 100%.

Literacy and marital and socioeconomic status., These items are included under optional
demographic data (seé Table 3). The table shows that literacy was high in all groups except
in the Islamabad sample, Similarly drug users from all samples except the Islamabad centre
were predominantly single, which presumably reflects the younger age of subjects in these
samples. The Bangkok centre population was intermediate both in age and in marital status,

There were wide gaps in the reporting of socioeconomic status. The Bangkok centre
provided no data, and 87% of the forms from Jakarta reported socioeconomic status to be either
"impossible to estimate" or "not stated", For 75% of the Mexico City samples, father's status
was judged "impossible to estimate"™. To complete the item on socioeconomic status the
collaborating investigators had been asked to develop local criteria and to ask interviewers
to make judgements on these items based on local standards, They appeared to have had
difficulty, not so much with the items themselves, as in setting operational criteria (based
on local standards) that could be easily judged by the subjects themselves or by the inter-
viewers., The issue was made more complex by the circumstances of the young drug users, some
of whom were runaways or unemployed. While most centres had less difficulty in judging the
socioeconomic status of the subject's parents, the Mexico City centre again had difficulty in
obtaining useful information from its very young subjects because they simply did not know
what their parent's status was, Many others were runaways and wished to conceal their family
background. Additional methodological work would be required before comparable data could
be collected on socioeconomic status. At present, it may be best for the centres to work out
their own standards for information on socioeconomic status until sound international
standards can be developed,

Area of residence, type of living place, living with whom during the past 30 days.
The data in Table & show that subjects from all céntres except Islamabad were predominantly
from urban areas. In the Mexico City, Penang, and Rahgoon centres a majority of the
interviewed subjects were in treatment or correctional institutions. From the current
drug-use point of view this makes the data interesting because at the time of data collection
these subjects were not in a position to be active drug users. '

Discussion. Many of the similarities and differences observed could be expected simply
on the basis of the approaches used by the centres in obtaining their study samples. Some
of the trends may, of course, reflect the true characteristics of drug users in the communities
studied. For example, the subjects reported by the Bangkok, Jakarta, Penang, and Rangoon
centres were taken from urban settings, and resemble one another in a number of characteristics
such as being young, urban, single, literate, and moderately well educated. On the other
hand, the Islamabad subjects were from small towns and were older, married, employed, and
living with their families. The Mexico City sample is distinctive in having a sizeable
number of very young institutionalized drug users, which in part reflects the decision to
sample drug users in certain types of institutions. '



TABLE 2, ESSENTIAL DEMOGRAPHIC ITEMS
Demogravhic items Bangkok Islamabad Jakarta Mexico City Penang Rangoon
grap (N=300) (¥=300) (N=300) (N=289) (N=316) (N=300)
% % % % % %
Age
Less than 10 years - - - 1 - -
10-14 years - 1 1 29 ~ -
15-19 years 14 1 47 17 14 21
20-24 years 41 7 44 28 49 47
25-29 years 17 8 5 15 24 18
30-39 years 10 18 1 7 10 7
40-49 years 13 25 1 3 2 3
50-59 years 4 21 - - - 2
60 years or more 1 19 - 1 1
Unknown or not stated - - - - - 1
Mean age, in years 28.2 43,2 20.9 20,8 24 4 24 4
Sex
Male 99 94 89 93 99 95
Female - 5 11 7 1 5
Unknown or not stated 1 - - - -
Employment status
Gainfully employed 57 88 9 28 21 32
Student or trainee 4 2 27 21 1 19
Housewife - 4 1 1 - -
Unemp loyed 32 3 59 33 10 12
Institutionalized 36
Other 6 2 2 16 67 1
Unknown or not stated 1 1 2 1 1 -
Years of education
Mean 7.2 years 1.1 years 8.7 years 5.4 years 9 years 10.1 years

-LI—



TABLE 3.

OPTIONAL DEMOGRAPHIC ITEMS

Demographic items Bangkok Islamabad Jakarta Mexico City Penang Rangoon
grap (N=300) (8=300) (N=300) (N=289) (N=316) (N=300)
% % % % % %
Literaéi
Illiterate 8 83 3 13 4 4
Literate 91 17 97 87 96 95
Not stated 1 - - - - 1
Marital status
Single 54 17 83 73 80 67
Married 28 77 8 12 20 27
Unlicensed marriage 8 - 1 9 - -
Separated 7 - 1 3 - 4
Divorced 2 1 5 1 - 2
Widowed 1 5 1 1 - -
Unknown or not stated - - 1 1 - -
Subject's sociceconomic status
Highest ‘ 3 - 2 4 20
Above average 3 1 3 13 17
Average 11 5 8 29 39
Below average 32 7 15 21 7
Lowest 47 - 42 24 15
Impossible to estimate 3 84 26 9 2
Not stated 1 3 4 - -
Father's socioeconomic status
Highest 6 1 5 23 27
Above average 7 27 1 25 36
-Average 14 42 4 23 28
Below average 32 13 7 10 6
Lowest 39 1 8 3 2
Impossible to estimate 1 15 75 16 1
Not stated 1 1 - - -
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TABLE 4.

. OPTIONAL DEMOGRAPHIC ITEMS

Demoeraphic items Bangkok Islamabad Jakarta Mexico City Penang Rangoon
grap (N=300) (N=300) (N=300) (N=289) (N=316) (N=300)
% % % % % %

Area of usual residence

City 60 7 96 88 93

Small town 25 7 4 9 6

Rural area 14 85 - 1 1

Unknown or not stated 1 1 - 2 -
Living place past 30 days

Family dwelling 94 93 17 26 60

Hotel or boarding house 1 1 2 -

Jail - 2 42 1 31

Hospital - 1 15 3 5

Therapeutic community or - _ 29 69 3

rehabilitation centre

School or college - - 1 - -

No regular place 4 2 1 - -

Other 1 - - 1 1

Unknown or not stated - 1 - - -
Living with whom during past

30 days

Spouse or family 92 92 17 26 59

Friends 1 2 - 1 2

Members of same institution 1 3 80 71 36

Alone 5 1 2 1 2

Other - 1 - 1 1

Unknown or not stated - 1 - - -

_6'[_
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The difficulties experienced by some centres in obtaining socioeconomic status data is
quite striking. Since criteria for judging socioeconomic status must be based on local
standards, and since the judgement has to be made by either the subject or the interviewer or
both, one should not expect to see internationally comparable data being collected for this
item unless additional methodological work is carried out.

If the characteritistics of these samples corresponded to the majority of drug users in
the communities studied, they would be of considerable value to planners, Treatment of —
young educated urban drug users, many with problems of employment, would most probably requiré
counselling and rehabilitation approaches aimed at social control. Special wocational
training and job-placement services might also be required. On the other hand, adult,
married, and employed drug users in rural communities will not require rehabilitation or
vocational programmes. At the other extreme, the very young drug users in the Mexico City
sample who would not reveal the identity of their families might require foster homes or
other arrangements if they cannot be returned to their parents.

4.,3.3 Patterns of drug use

A pattern of drug use is a description of the nonmedical use of drugs in terms of the
types of drugs taken, the quantity, frequency, duration, and the route of administration.2
In studies of drug use in clinical populations, it is feasible to obtain reliable information
on the generic or trade names of the drugs used and on the dose prescribed since these data
are available.in clinical records. However, for drug abusers who do not obtain their drugs
through physicians, accurate information on the name and quantity of the drug used is generally
not available. One usually has to depend on the ability of the user to recall such infor-
mation and on his willingness to report homestly. . Since drug users often buy drugs illicitly,
one cannot be sure of the dosage and name of the drug they report (even if they are telling
the truth) because they may not have actually got the substance they believed they had
purchased. For these reasons one frequently does not obtain the generic or trade name
of the drugs used, but only the general type or class of the drug. Type or class of drug
refers to the 10 major classes listed in Table 1 and on pages 1 and 2 of the reporting form
used in this study (see Annex 2). However, it should be noted that the form also provides
space for entering the generic or trade name of the most recently used drug.

A drug glossary based on International Classification of Diseases codes is given in
Annex 8 to assist the interviewer in relating drug-use patterns to these codes and to
classify the specific substance(s) used into the 10 general types. For example, a subject
may know that the barbiturate type of drug he recently used was secobarbital. In that event,
the interviewer should specify the name secobarbital in the appropriate space on the form.
For each class of drug the generic or proprietary name is requested to be entered only for
the most recently used drug because the collaborating investigators thought this would be
the drug of most interest to planners as it would indicate the latest trends in drug abuse
in the community. They also observed that collection of information of all specific drugs
ever used would result in an extremely long questionnaire. Experience shows that most drug
abusers cannot provide sufficiently precise information on the quantity and quality of the
drugs used to justify a long questionnaire except for special inquiries

Sometimes planners may need information on the use of a specific substance in the
population - for example, they may want to assess the need for greater controls on:the availa-
bility of certain psychotropic drugs. In such a case, one can add the names of specific
drugs to the data-collection form. This was in fact done in the present study because two
specific drugs - heroin and methadone - in the general class of opiates were of particular
interest. Hence, three subcategories of opiate-type drugs were listed on the. form - heroin,
methadone, and other opiates. -The last type was a nonspecific category for other types
of opiate drugs. The addition of specific drug names to the form could be done on a
temporary basis. Once sufficient informatioh had been gathered, the specific drug could
be dropped from the list. : o

- Although the nineteenth report of the WHO Expert Committee on Drug Dependence7 also
includes "circumstances of drug use" in drug-use patterns, no effort was made in this study
to develop core items to study the environmental circumstances of drug use.
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All drugs ever used, those used during the past 12 months, and the frequency of their
use during the past month. Identification of all drugs ever used is the most basic item
of drug-abuse surveys. Information on the use of drugs during the past 12 months is also
useful; it helps in differentiating active drug users (subjects who are found to have used
drugs during the past 12 months) from inactive drug users (subjects who may have used a drug
in the distant past). Information on current drug use indicates the drugs being actively
used in the community. Frequency of drug use during the past 30 days was included on the
advice of clinicians among the collaborating investigators to distinguish heavy drug users
from light users.

Figs. 1-6 show the distribution of drugs ever used, drugs used during the past 12 months
and frequency of use of these drugs during the past 30 days. One can observe the different
types of drugs used and the different frequencies of use by the samples reported by different
centres, For example, the population in Fig., 2 (Islamabad) used only opium and cannabis and
most subjects used these drugs daily or almost daily. In contrast, Fig. 4 (Mexico City)
shows a population in which all the major drug types had been actively used by at least some
subjects during the past 30 days. Unlike the Islamabad sample, few had ever used opium, and
the majority were current users of cannabis and volatile solvents, Because the health
consequences as well as treatment approaches vary greatly for users of opium, cannabis, and
volatile solvents, such information is of considerable value to planners of treatment services.

One also observes that frequent current use (daily or almost daily use) is reported by
the majority of subjects only in the Bangkok and Islamabad samples (Figs. 1 and 2). The
reader will recall that individuals in these samples were active users at the time of data
collection, i.e,, the data were gathered by the Bangkok centre at the time of admission to
treatment centres and the data were collected by the Islamabad centre from active users in
the community. In contrast, the remaining four samples (Figs. 3-6) appear to have relatively
fewer current daily users of the different drugs, Initially this was viewed as an unexpected
finding since the collaborating investigators generally collected data from heavy drug users.,
However, it must be remembered that these samples had a high proportion of users who had been
institutionalized for some time, If we assume that institutionalized users are less likely
to be daily drug users, the figures then appear to identify these subjects correctly as
infrequent users at the time of data collection even though the majority were most likely to
be heavy daily users when they were in the community.

As stated before, the purpose of the WHO pilot study, was to test the usefulness of the
data items and the form. The institutionalized subjects in Figs. 1-6 were thus quite useful
in showing that the items can be sensitive indicators of current drug-use patterns. The
figures clearly show the sensitivity of the items in differentiating active from inactive
drug users as well as differences in the frequency of current use,

An approach similar to the one described in this report could be used by programme
planners at the country level to examine differences in drug-use patterns of different groups
within regions or between regions, At a glance one can quickly identify the major drug-
abuse problems in different populations under study and see which drug types, while being
used, are used infrequently.

«nformation on drug-use frequency is of value to planners because it gives a quantitative
picture of the types of drugs that are most abused and that should be given priority in drug-
control efforts. It is clear, for example, that the availability of volatile solvents needs
to be given special attention in Mexico City (Fig. 4), while for the Islamabad sample (Fig. 2)
added control efforts would more appropriately be directed towards curbing the opium supply.
Similarly the treatment approaches differ markedly for the heavy users of these two types of
substance and entirely different types of facilities and services are required. For opium
dependence one.often considers detoxification of patients in hospitals or in outpatient
clinics, while neither of these approaches is considered for volatile-solvent users. The
latter group may require acute medical treatment for the toxic effects of solvents followed
by rehabilitation or outpatient counselling. If in a study it is found that the population
is not using drugs daily, the planners would develop programmes for drug abuse prevention
rather than those for treatment and rehabilitation,
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FIG. 1 DRUGS EVER USED, USED IN PAST YEAR, AND USED IN PAST 30 DAYS,
BANGKOK (N = 300)
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FIG. 2 DRUGS EVER USED, USED IN PAST YEAR, AND USED IN PAST 30 DAYS,
ISLAMABAD (N = 300)
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3 DRUGS EVER USED, USED IN PAST YEAR, AND USED IN PAST 30 DAYS,
JAKARTA (N = 300)
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4 DRUGS EVER USED, USED IN PAST YEAR, AND USED IN PAST 30 DAYS,
MEXICO CITY (N = 288)
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FIG. 5 DRUGS EVER USED, USED IN PAST YEAR, AND USED IN PAST 30 DAYS,
PENANG (N = 318) ’
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FIG. 6 DRUGS EVER USED, USED IN PAST YEAR, AND USED IN PAST 30 DAYS,
RANGDON (N = 300)
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In reviewing these items and the data collected, the collaborating investigators felt
that the item on frequency of current drug use could be modified so that the frequency of
daily drug use - 1, 2, or 3 times per day - could be coded on the formin order to obtain more accurate
information. The short case-reporting form in Annex 5 illustrates how such data can be
collected on a precoded form. Similarly this item could be modified for alcohol and tobacco
use since the amounts consumed each day can be more easily quantified for these substances.

Year of first drug use,. New drug users rarely come to treatment centres for their
problems and many in fact deliberately try to avoid being identified as drug users. This
makes the estimation of the incidence of drug abuse a very difficult task, Furthermore,
the period between the time an individual first uses a drug, such as heroin or opium, and the time
when he becomes dependent on it is often long (several months to sometimes years) and this
considerably delays the identification of the drug user, Hence the date of first identifi-
cation is not a useful indicator of the spread of drug use; it reflects only case-finding
activity. The self-reported first year of drug use, on the other hand, is a useful
indicator of the spread of particular drugs in the population, even though it does not
indicate the current drug-abuse problem. Another limitation with this indicator is that the
researcher is totally dependent on the ability of the user to recall the date accurately and
his desire to respond honestly. Attempts to verify the subject's response will be neither
practical nor feasible. Despite these limitations, this indicator has high test-retest
reliability.

Figs. 7-12 show the distribution of year of first drug-use of the two or three most
frequently used drugs in each of the studied samples. Only the Islamabad sample shows a
typical endemic pattern - i.e., roughly the same number of new users appears each year, with
periodic fluctuations. One also sees in Fig. 8 that the curve slopes slightly upwards as
one approaches the year of survey (1976); this is so because more new users are likely to
be identified than old users since some old users may have either stopped using the drug
or died.

All the other graphs (Fig. 7 and Figs. 9-12) show an epidemic type of rise during
recent years, The term epidemic is used here in a technical sense - i.e., for the period
when the number of new cases for a given drug is greater than the number during other
periods. Since the samples are not necessarily representative of the studied populations,
it cannot be suggested that the communities from which they were drawn had drug-abuse epidemics
during the years in which the number of new cases suddenly increased. In addition, these
samples generally comprised young individuals, who,by virtue of their age alone, cannot
be expected to have reported drug use until recently.

One also observes that many curves slope slightly downwards towards the years 1975-76.
This should not be interpreted as a decline in the number of new drug users in those years.
As has been explained earlier, it takes some time for the drug users to become drug dependent,
and hence to be identified, and the downward slope in the year of survey (or a year or two
before it) does not necessarily indicate a'downward trend in the incidence rate.
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FIG. 8 NUMBER OF NEW DRUG USERS BY YEAR OF FIRST DRUG USE

IN THE JAKARTA SAMPLE
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FIG. 11 FIRST DRUG USE
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In the four graphs where heroin or other opiates (illicit crude morphine base> in the
Jakarta sample) are shown, the populations show an increase in year of first use during the
early 1970s. Only one of these populations, the Jakarta sample, shows a levelling off and
decline of other opiate use during recent years. It is also interesting to note that in
this particular population there is a simultaneous increase in first use of nonbarbiturate
sedatives. On the basis of these data one might suspect a decline in the availability of
other opiates during the period 1973-76 and a shift by this sample of drug users to non-
barbiturate sedatives, which presumably were more readily available. While additional
information and more representative samples of users would be required to clarify these
speculations, the year-of-first-drug-use trends clearly illustrate how this item can be used
as a sensitive indicator of changing patterns of drug use and of the spread of drug use in
study populations. This item has in fact been used effectively by collaborating investigators
in Thailand to show trends similar to those emerging in Fig. 7. The sample used in that
study was large and showed different periods of spread of drugs (heroin and opium) in different
regions of the country.23 The item on the year of the first drug use has also been used in
Thailand and in the United States of America in studying the time-lag between the first use
of a drug and subsequent identification of the individual concerned by a treatment or law-
enforcement agency. This helps planners to see if they can speed up the processes of early
identification and intervention in drug-abuse epidemics.

In Fig. 10 (Mexico City) one observes that the cannabis curve follows a more endemic
pattern - i.,e., the curve gradually slopes upwards as one approaches the year of survey.
However, the curve for inhalants is much more of an epidemic type, showing a clear increase
in the number of new cases during recent years. These two contrasting curves are best
explained as reflecting the primary drug of abuse of two different populations in the Mexico
City sample. The first subsample comprised very young inhalant users who could not have
reported initial drug use except during recent years, The other subsample was composed of
generally older drug users, some of whom first used cannabis recently, while others had
started using the substance at various times in the past, There is also some overlap of
subjects in the two curves since some subjects used both substances.

Age of first drug use. This item is important in identifying age-groups at greatest
risk of becoming drug abusers. If such age-groups are found in a population, then prevention
and intervention measures can be focused specifically on those groups., One observes, for
example, in Table 5 that the mean age of first use of heroin in the Bangkok, Penang, and
Rangoon samples was between 20 and 21 years and that for "other opiates" (or illicit morphine
base) in the Jakarta sample it was 19 years. When the actual distribution of subjects is
examined further, one finds that 74% of Jakarta's "other opiate" users and 50% of Penang's,
55% of Rangoon's, and 56% of Bangkok's heroin users started using these substances by the age
of 19 years. From the above four samples it appears that the most vulnerable age-group was
15-19 years. The second most vulnerable age-group was 20-24 years; about 25% of Bangkok's,
34% of Rangoon's, and 35% of Penang's heroin users started using that drug between the ages
of 20 and 24 years. Similarly, 20% of Jakarta's "other opiate" users started using these
drugs between the ages of 20 and 24 years. Reports from urban areas of industrialized
countries show similar trends for these age-groups.

In the Mexico City sample the subjects started using glues and other volatile solvents
at a very early age; the mean age at first use of these substances was 14.7 years, While
12% of subjects first started using these substances by the age of nine years, 53% started
between the ages of 10 and 14 years. In the Islamabad sample, on the other hand, the mean
age of first opium use was 29 years. This was consistent with the general impression that
adults of around that age are vulnerable to this pattern of drug abuse in rural opium-producing
regions.

2 In Indonesia during the early 1970s illicit crude morphine, which is a precursor to
illicit heroin or acetyl morphine, was seized by the authorities more often than heroin.
Technically, this substance cannot be called heroin., The Jakarta centre calls it “morphine
base"; however, in this study it is classified under "other opiates",



TABLE 5. MEAN AGE OF FIRST USE FOR EACH DRUG TYPES
Drdé types Bangkok Islamabad ‘ Jakaftg Mexico City VPenang Rangoon
(¥=300) (N=300) (N=300)" (N=289) (N=316) (N=300)
Xyrs+ SD |Xyrs+ SD [Xyrs+ SD | Xyrs+ SD | X yrs + SD | X yrs + SD
Opium 24,1 + 10,2 | 29,0 + 12,0 | 15.5+ 5.4 16.8 + 3.5| 21.3 + 5.7 | 24,0 + 9.3
Heroin 20.8 + 7.8 ; 15,5 + 5.4 23.3 + 7.4 21.1 + 5.6 20.4 + 4.4
Other opiates 25.2 + 7.2 |*33.0 + 4.3 | 19.2 + 6.4 | *18.8 + 4.8 19.9 + 4.1
Cannabis 17.5 + 5.5 | 22,0+ 9.0 | 16,5+ 2.7 16,0 + 4.9 | 18,3 + 4,9 | 18.1 + 5.1
Cocaine *¥17.5 + = - * 8.0+ - *10.3 + 3.2 20,9 + 7.0 ' 20.5 + 4.2
Hallucinogens *15.0 + 3.5 16,9 + 4.8| 21.0+ 9.6 | 18.6 + 3.3
Amphetamines 20,0 + 5.4 28.9 +19.0| 17.5 + 5.0 | 18.3 + 2.9 | *19.2 + 2.9
Barbiturates 20.1 + 6,7 17.8 + 3.9 17.7 + 5.4 20.4 + 4,0 17.5 + -
Other sedatives 17.7 + 4.3 [ *41.3 + 19.5 18,8 + 3.6 18.5 + 7.0 19.5 + 3.1 20,0 + 4.0
Tranquillizers 20,1 + 7.5 {*27.5+ - 19.3 + 4.9 19.2 + 5.4 19.8 + 3.4 20,6 + 4.6
Volatile solvents | 22.2 + 4.3 14,7 + 4,8 | *17.5 + -
Other drugs 25,0 + 8.9 21.4 + 10.4 | 19.3 + 7.3 ¥16.0 + 7.4
Alcohol 16,3+ 7.5 | 18,2+ 3.3 16.0 + 5.1 ©19.0 + 5.1
Tobacco ' 14,5 + 2,9 |- 13,8 + 5.5 17,5 + 4.1

2 :
= All means are based on the number of subjects reporting age of first drug use for
not on the total sample from each centre, '

These means are based on fewer than five cases,

each drug, and
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TABLE 6. MOST RECENT ROUTE OF USE FOR TWO FREQUENTLY USED DR.UGS‘é
Bangkok Islamabad Jakarta Mexico City Penang Rangoon
Route of use Heroin Opium Opium | Cannabis ogz:izs Cannabis | Cannabis ZS;iZ;iz Heroin Opium Heroin | Opium
(N=257) | (=117) | (¥=212) (N=38) (N=212) N=213) N=211) (N=192) (N=308) | (N=133) | (M@=255) | (N=76)
% % % A % % % % A % % %
Smoke 22 80 52 97 10 99 99 - 74 52 36 20
Inject 75 2 - - 89 1 - - 6 - 61 1
Eat, drink - 17 48 3 1 - 1 1 43 2 61
or chew
Sniff 1 - - - - - - 95 16 - 7
Unknown or 2 1 - - - - - 3 3 5 1 11
not stated
2 It would have been interesting to compare route of use for the same drug types in each country. Unfortunately,

large numbers of users of any single drug type in all samples were not found.
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TABLIE 7.

PRIMARY DRUG PROBLEM

Primary drug Bangkok | Islamabad| Jakarta | Mexico City ngang Rangoon

(N=300) (N=300) (N=300) (N=289) (¥=316) -| (N=300)
% % % % % %
Opium 14 69 - - 2 10

* Heroin 85 . : 1 93 83
Other opiates 1 17 36 - - 3
Cannabis - 11 16 24 - 4
Cocaine - - - - - -
Hallucinogens - - - 1 - -
Amphetamines - - - - - -
Barbiturates - - 8 1 - -
Other sedatives - - 33 1 - -
Tranquillizers - - 4 - - -
Volatile solvents - - - 26 - -
Other drugs, tobacco - - - - 3 -
Not stated - 19 3 46 2 -

_ZE_
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The reader is again cautioned that this item can be influenced by sample bias, and the
young age of first drug use in the study samples could be expected simply by virtue of the
generally young age of subjects in all samples, with the exception of Islamabad, While the
data reviewed here are consistent with the general trends reported elsewhere for age of first
heroin use in urban populations, age of first opium use in rural populations, and age of first
use of glue and other volatile solvents, no definitive conclusions should be derived from
these trends without further studies on larger and more representative samples.

It should also be noted that age of first drug use can be derived for each subject from
two other items: year of first drug use and age. Age of first drug use would then not have
to be gathered as a separate item. In the present study the collaborating investigators
observed that some subjects recalled initial drug use more readily by year, while others
recalled it better by age. The test form therefore had both items, so that one could be
calculated from the other. It will be seen later that test-retest reliability for both age

and year of first drug use was high. TIf one has to choose between the age or year of first
use, it is suggested that year be chosen since data on this item could be compiled as shown
inFigs. 7-12 and the age of first use could still be derived from them. One might also ask

a single question on the age of first nonmedical drug use, without asking the specific type
of drug used.

Route of administration. Route of administration refers to whether the drug was smoked,
sniffed, injected, or ingested. It is important to determine the route of administration
because it frequently determines the amount of drug taken to produce the desired effect, the
purity and pharmacological properties required, the rapidity and duration of action, and the
amount and type of pleasure or side-effects. It is observed, for example, that opium users
often require the drug only twice a day when it is taken by mouth but three, four or more
times a day and in larger amounts when it is smoked.3®  The smoking route is also reported to
give more intense euphoria. In addition to permitting such relationships to be clarified,
data on the route of administration are important because adverse effects are sometimes
associated with specific routes of administration. For example, many of the adverse health
effects of heroin abuse stem from the high frequency with which it is injected, often by
unhygienic methods, rather than from the drug itself.

The data collected on route of administration (Table 6) are of interest in showing that
the majority of heroin users reported by the Bangkok and Rangoon centres, as well as
"other opiate™ (morphine base) users by the Jakarta centre, inject the drug, with a significant
minority smoking it. As might be expected, too, the users of glues and volatile solvents
in the Mexican population almost all sniff (inhale) the drug, this being the usual route of
use for these substances. The rural opium-using populations reported by the Islamabad centre
appear to be evenly divided between smoking and eating the drug. However, a large number had
difficulty indicating the most frequent route of use of opium because they used both methods.
When the item was reviewed by the collaborating investigators it was suggested that when this
occurred, the subject should be asked which route was used on the most recent occasion the
drug was used.

Primary drug problem. Epidemiologists and survey researchers in studies of drug depen-
dence often encounter individuals who use not one but several drugs. This causes problems
because it is difficult to decide whether a subject who uses heroin several times a day, but
who also uses barbiturates, should be considered for reporting purposes a heroin user or a
multiple-drug user. Should the statistician make this decision or should someone else, and
what criteria should be used?

While some individuals may indeed be multiple-drug users, clinicians often think that most
subjects have a primary drug of abuse, i.e., the drug that is used most frequently or that is
causing the subject the greatest difficulty. Certainly for purposes of clinical management
an item on "primary drug of abuse” would help in deciding whether the subject used as an
example above should be assigned to treatment appropriate for dependence on heroin or on
barbiturates or both. Such an item would be useful to the statistician as well; it would
help him in excluding certain drugs that are used infrequently in the community or those that
are not in current use but may have been used at some time in the past. This item can also
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be important to programme planners who are likely to design very different types of services
for drug users whose primary drug problem is heroin and for users whose problem is primarily
cannabis or diazepam., Although it is important to note all drugs that may have been or are
being used in a community, it is also important to know which drugs are causing serious
problems, For these reasons the item "primary drug problem" was included in the pilot
reporting form.

Table 7 clearly shows heroin to be the primary drug problem of the Bangkok, Penang, and
Rangoon samples. These data also tend to complement those in Fig. 9, which show "other
opiates" (morphine base) and nonbarbiturate sedatives as the two drug types used most
frequently by the Jakarta sample during the past 30 days. Similarly cannabis and inhalants
in the Mexican population and opium in the Pakistan population are the primary drug problems.
A significant number of subjects in the Mexico and Pakistan samples did not respond because
many did not agree that their drug use was a problem, Hence, this item was modified in the
final form to “primary drug of abuse'. :

"Primary drug of abuse" was found by the collaborating investigators to be an extremely
useful item; however, it was noted that when a subject was using more than one drug this
item posed some problems. Should the judgement of primary drug of abuse be made by the
subject or by the interviewers? The collaborating investigators felt that it would be
valuable to obtain both judgements. The item on primary drug of abuse should therefore have
two questions; one asking the subject's opinion and the other the interviewer's assessment.

4.3.4 Drug-use history

In an effort to limit the number of items, only three are suggested for drug-use history.
Experience shows two items to be particularly important in clarifying the circumstances
surrounding the first nonmedical use of drugs. One is the source of introduction to first
nonmedical drug use - i.e., family, friends, drug pusher, physician, etc. The other is
the main reason for first nonmedical drug use. While information on these two factors does
not in itself explain the etiology of drug use, it does contribute significantly to under-
standingtheoriginofthesubject'sdrug—useproblem. The third question asked was whether the
subject’s function in life had been changed by drug use and, if so, whether it had improved
or been impaired. This was seen as a general item for assessing the effects of drug abuse.

Introduction to drug use. Although it is a popular belief that the "drug pusher"
introduces young people to drug abuse, the data in Table 8 provide a consistent picture
suggesting that this is not necessarily the case. In all six study populations, it was
the drug-user's friends who were most important in introducing him to the habit. Only in
the Islamabad sample did a significant proportion indicate a second important source, which
was the family, The Islamabad sample also differs from the others in that 2% of the subjects
reported they were introduced to drug abuse by their physicians and 4% by health practitioners.
These findings are important because the family, physicians, and health practitioners can be
easily reached by educational and other pPreventive programmes.




TABLE 8, DRUG-USE HISTORY ITEMS

Bangkok | Islamabad | Jakarta| Mexico City Penang Rangoon

Trems M=300) | @=300) | (N=300) (N=289) ®=316) | (§¥=300)
% % % % % %
Introduced to drug use by

Family 2 32 10 5 8 5
Friends 61 58 84 79 84 81
Drug pusher 5 2 2 6 - 1
Doctor - 2 1 - - -
Other health practitioner - 4 1 - - 1
Pharmacist or druggist - -- - - - 1
Other 19 2 1 9 8 11
Don't know - - 1 - -
Not stated 13 - 1 - - -

Main reason for first use

Curiosity 50 51 44 80 59 72
Religious custom - 2 - 1 1 3
Sociability 9 16 24 7 24 15
Sex cnhancement 1 1 - 2 2 -
Treatment of health L 24 3 ~ L 4
Relief of stress 5 6 25 4 9 2
Other reasons - - 2 4 4 4
Don't know 21 - 1 1 - -
Not stated 13 - 1 1 - -
Function changed by drug use
Improved 18 18 20 7 4
Impaired 45 12 49 81 70
No change 22 15 25 11 19
Don't know 13 54 5 1 7

Not stated 7 2 1 1 - -
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Reason for initial use. The subjects from all centres consistently reported "curiosity"
as the major reason for initial drug use with "sociability and wish to have fun" as generally
the second most frequently mentioned reason. While the Islamabad centre follows this general

trend, approximately 25% of the subjects reported treatment of a health disorder as the reason
for initial drug use, One also notes that 25% of the Jakarta subjects reported relief of
stress as the reason for their initial drug use. These results are important in that they
suggest that health and mental health programmes can play a role in the prevention of drug
abuse for such subjects. Unfortunately, the main reason given for initial use by all samples,
i.e., curiosity, sociability, and fun, do not suggest such specific prevention strategies.

Change in life-functions. This item produced data to suggest a general trend toward
impaired function due to drug use in four of the five samples. But the question appeared to
be too nonspecific and the Jakarta centre, which used psychiatrists and social workers as
interviewers, reported "don't know" for the majority of subjects. The reason was that these
interviewers found the answers to be more complex than what the response categories allowed
for; some other collaborating investigators shared this view.

Discussion. The data reported on the reasons for and sources of introduction to initial
drug use are of great importance in understanding the etiology of drug abuse. They can

suggest intervention strategies to modify the factors that contribute to initial drug use.

The response categories of the original item on reasons for initial drug use did not include
two important groups of reasons - "to reduce fatigue, hunger or cold" and 'to improve work
performance". These have now been included in the item, and are believed to be important for
large populations of drug users such as coca chewers, opium-using fishermen, and cannabis-
using labourers. It should also be noted that, when analysing the items on drug-use history,
it would be useful to include age of initial drug use, even though in this report the data on
drug-use history were reviewed with year of first use.

There are still some doubts about the usefulness of the item on change in life-functions.
The information gathered is not specific enough to draw major conclusions, and it was felt by
some highly trained interviewers that the responses were too simplistic. The item is thus
not strongly recommended for use.

4.3.5 Criminality

The relationship between drug users and the law is of universal concern. Even in
societies where the availability of abused drugs is not prohibited by law, information on the
criminal activities of drug users might become useful if the legal system were to change.

It might also provide information on the extent to which drug users commit crimes related to
their drug use -~ for example, theft and burglary to support their drug habits.

Of the many questions that can be asked on criminality, only two were chosen to give the
major parameters of this dimension of drug abuse: has the subject ever been arrested? If so,
what were the reasons?

Ever arrested. In Table 9 one notes considerable variation in the responses, ranging
from only 1% ever arrested for the Islamabad sample of rural opium users to 88% for the Mexico
City sample. Readers will recall that a majority of the latter sample were interviewed in a
prison and at a juvenile detention facility; hence, high arrest rates should be expected.
Furthermore, both the Jakarta and Rangoon samples had 100 subjects each from correctional
institutions, therefore high arrest rates should be expected on the basis of sample selection
criteria alone. The large proportion (46%) of Bangkok subjects with arrest records is of
interest because all were obtained from treatment institutions. Further analysis of the
Bangkok sample indicates that all subsamples from the different treatment institutions had
roughly the same percentages of subjects with arrest histories. This suggests that the high
frequency of arrest history for these subjects was not due to sample bias. A positive arrest
history was also rather evenly distributed among the different age-groups in the sample; this
suggests a recent overall increase in enforcement activity as young drug users appeared to be
as much affected as older users.



TABLE 9. ARREST HISTORY AND REASONS FOR ARRESTS
Ttems Bangkok Islamabad Jakarta Mexico City Penang Rangoon
(N=300) (N=300) (N=300) (N=289) (N=316) (N=300)
% % YA % % %
Ever arrested 46 1 27 88 33 44
a
Reasons for arrests”

Drug-related offences 35 - 25 52 27 40
Violence 5 - 2 15 1 3
Crimes for gain 11 - 2 30 5 1
Other reasons 2 1 1 21 3 3

a

Subjects may appear in more than one category.

_Lg..
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Reasons for arrest. Drug-related arrest (i.e., drug possession, prescription forgery,

trafficking etc.) was the most frequently cited reason for all samples with high arrest rates.
A relatively lower arrest rate was reported for crimes of gain such as theft or burglary.
Only in the Mexico City sample does one see a strong association of drug use with crimes for
gain and crimes of violence. One must be careful not to infer that this pattern is general
among the drug-using population of Mexico City, because the biases of sample selection could
by themselves account for the high rates of criminality. '

The lower rates of arrest for crimes of gain from Asian centres is consistent with the
impression of drug-abuse-prevention workers in these countries that drug users frequently
obtain funds either from legitimate work or from the family. Drugs are not very expensive
and the extended family provides considerable support to its members. The extended family
even provides a "community'" in which the drug user can steal without being arrested. It has
been observed, however, that after many years of frustration, some Asian families will disown
a member who is a chronic heroin user, thus exposing him to greater risk of arrest. However,
there is no statistical evidence for this impression - i.e., there was no evidence to show
that older age was associated with living alone or with increased criminality - in the data
from the Bangkok sample, which was the only one for which a sizeable proportion of chronic
heroin users was reported.

The low rate of subjects reporting arrests for crimes of gain in these samples seems to
depart from the pattern reported for heroin users in the United States of America, where a
high proportion of subjects appear to support their drug habits by committing thefts,
burglaries and other crimes. However, the Asian pattern could be changing; collaborating
investigators in Bangkok have frequently observed the American pattern of criminality among
chronic heroin users. Recent data collected by the Penang centre suggest that as the price
of drugs and the subjects' drug dependence increase, users are forced into more and more
crimes of gain to support their habits. It will be important to monitor these trends in
larger samples and over a longer period of time to determine whether the criminality findings
in this report represent a fundamental difference in drug users in different parts of the
world or whether they merely represent an early stage in the evolution of heroin use in urban
communities of Asia.

Discussion. It should be noted that the item "ever arrested" could be very simply
altered by asking the subject the number of times he was arrested; this would give additional
useful information. The second item, on reasons for arrest, would only be useful in
communities where drug abuse is associated with criminality. It need not be asked in a
setting such as rural Pakistan, since only 1% of the subjects in the entire sample of 300
reported having been arrested and the reasons for arrest did not appear to be drug-related.
The researcher should, of course, be aware of the fact that laws and police practices differ
considerably from community to community, which may account for differences in arrest rates
in study populations.
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5. RELTABILITY STUDY

In every epidemiological study it is essential to assess to what extent the results were
influenced by chance, by the willingness or unwillingness of subjects to cooperate, by
deliberate distortion of responses, or by the subject's failure to understand the questions. For
research based on interviews and questionnaires, a reliability study is one way of assessing
the quality of the information. Reliability refers to the consistency of results obtained
from the population studied when the same subjects are asked the same or equivalent but
differently worded questions on different occasions under varied conditions.

5.1 Test~retest reliability

The collaborating investigators were requested to carry out a test-retest reliability
study which involved retesting selected items of the case~reporting form on a subsample of
approximately 50 subjects out of the original 300. They were requested to administer the
retest 4-6 weeks after the original case-reporting form had been completed. The instrument
used for the retest was the first page of the pilot reporting form with the exception of the
item on drug use during the past 30 days. The other items (i.e., drugs ever used, drugs used
in the past year, and age and year at first drug use) were not as likely to change
significantly during the period of one month. The test-retest study was completed in three
centres: on 50 subjects in Jakarta, on 51 in Mexico City, and on 60 in Rangoon.

Fig. 13 shows consistency of reporting for the three most frequently used drugs in each
of the three test-retest samples. For the purposes of this analysis a discrepancy is
considered to have occurred when a subject's test and retest responses for the same item were
not identical or when a response was present in the first test but was missing in the retest
and vice versa. The responses of subjects in the Jakarta and Rangoon centres show extremely
high agreement in the two tests, For "drugs ever used" both samples showed high agreement
rates (equal to or over 94%) in the two tests, but the agreement rates for "age of first use"
were not as high (64-91%); however, discrepancies were, for the most part, between one and
two years only. Of the total responses shown for age and year of first use, only four differed
from the responses in the first test by 4 years; none was greater than 4 years. It is also
interesting to note that the data from these two centres show slightly higher agreement rates
for "year of first use" than for "age of first use'"; however, the differences are not marked.

The reader will recall that the Mexico City centre had considerable difficulties in
obtaining data from its study sample, which mainly comprised very young delinquents who feared
that their responses might be used to harm them. While poor quality of data could be expected
owing to these reasons alone, the data quality was also affected by the fact that the
instructions for filling in the form arrived late at the centre. Consequently, the retest
results were also poor. The retest results were also affected by the fact that many of the 51
retest subjects were sufficiently ill to be kept in hospital, and their disturbed mental state
could have affected the results. While the agreement rates for "drugs ever used" ranged
between 77% and 90%, which can be acceptable, the data on age and "year of first drug use" show
agreement in only a small percentage of subjects. In general the discrepancies were of the
order of two or more years. For drug 2 there was a high rate of missing data for "year of
first use".

A fourth reliability study was carried out by the Penang centre. The centre modified the
test-retest study design provided by WHO and carried out what has been described as a parallel
test~reliability study in which two different forms (the WHO form and the national case-
reporting form) were tested on 50 subjects. The two forms had several identical items, the
responses to which were compared for consistency. The following procedure was used. On
entering the hospital the drug user seeking admission was interviewed by a trained field worker
who completed the WHO core data form. After a waiting period of 1-3 hours the subject was



