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1.0 HISTORY AND RATIONALE OF THE PROJECT

1.1  Historical context

The need for more systematic information on substance abuse in most national populations has been
recognized for some time, as has the desirability of gathering that information in the most comparable form
possible, so that results can be compared and integrated across national boundaries and for entire regions
(United Nations Division of Narcotic Drugs 1987; Johnston, 1989). Toward this end, both the United
Nations Division of Narcotic Drugs (1980) and the World Health Organization (Smart et. al., 1980) have
put forward standard survey instruments which are compatible with one another in terms of drug classifi-
cations, definitions, and standard prevalence intervals, Since the UN and WHO survey instruments were
developed with a particular emphasis on applicability in developing countries, more detailed versions,
building on the same classifications and definitions, are probably more appropriate in developed countries.

Several countries already have ongoing series of drug use surveys of representative samples of sec-
ondary school students in large segments of their population—including Australia (at the state level),
Canada (at the provincial level), Sweden (at the national level}, and the United States (at the national level).
And prior to the initiation of this project, several other countries had completed at least one large school sut-
vey of school children which had the potential to serve as the first in a series: these include France (at the
department level), Greece (at the national level), and Malaysia (at the national level). Ecuador, Jamaica,
Peru, Thailand, the Philippines, and other countries have since initiated such student surveys at the nation-
al level: most of these studies, particularly the newer ones, have used core questionnaire segments which
are compatible with the UN and WHO standard instraments, which in turn were developed to be compati-
ble with the Canadian and United States school surveys. There is thus emerging at the world level a con-
siderable amount of compatibility in this important arca of epidemiological research on drug use and drug
use trends. These newly developed data systems will, in addition to informing the sponsoring national gov-
ernments, provide considerably more empirical data upon which annual reports to the UN of the signatory .
countries to the international drug conventions can be based.

It is in this larger context that a subgroup of collaborating investigators was formed within the
Pompidou Expert Committee on Drug Epidemiology to develop a standardized school survey instrument
which could be tested across a broad set of different cultural settings, primarily within Western Europe, to
determine the feasibility, reliability, validity, and general usefulness, of the instrument within these popu-
Jations. This report describes the nature of that undertaking and its outcome in six of the eight participating
countries. \

1.2 Rationale for the project
1.2.1 The use of surveys

Various populations have been the subject of fruitful study as nations have tried to develop an under-
standing and quantification of the epidemic of illicit drug use which has spread worldwide during the past
two decades. Sample surveys of general populations, or major segments thereof, have been an important
part of this evolving area of epidemiological research, since they provide perhaps the best and most efficient
method for determining the extent to which various drugs have penetrated the populations and, over time,
the extent to which that penetration is changing. They also provide an opportunity to examine individual
characteristics and key conditions in the social environment which may contribute to changes in use—tel-
evant demographic and social characteristics of the individual, in addition to attitudes, beliefs, knowledge,
norms, exposure, and access, just to mention a few.

Generally speaking, sample surveys are not the best way to study heavy users, in part because most
surveys do not cover some highly at-risk subpopulations (dropouts, homeless, institutionalized) and in part
because relatively few heavy users are likely to fall into probability samples since there are generally low
proportions of such users in the population to begin with. Other methods are more appropriate both for
studying, and monitoring the size of, such heavy user populations; and a number of them have been
reviewed recently by a muilti-city study subgroup of the Pompidou Expert Committee on Drug
Epidemiology (Cooperation Group to Combat Drug Abuse and Illicit Trafficking in Drugs, 1987).



1.2.2 The focus on students

The student population is of particular importance to survey for several reasons. First, it contains the
segment of the country’s youth who will become the future national leadership in government, industry,
education, the professions, and so on. Second, itiis usually young people in late adolescence and early adult-
hood who are at greatest risk of beginning and loontinuing to use illicit drugs. Finally, from a strictly prac-
tical point of view, surveys of students can be conducted economically, thus yielding a high benefit to cost
ratio for the research resources invested. This i$ because students are already clustered in institutions where
access to them can usbally be gained with low-cost and little difficulty, and where the data can be gathered
in large groups by a single survey administrator through the use of self-administered questionnaire proto-
cols. These cost efficiencies also mean that student surveys are the type of survey most likely to be repeat-
ed regularly so that trends can be monitored and the impact of prevention policies assessed. A number of
countries already have such series underway, as' was mentioned earlier.

For these reasons the subgroup of the Pompidou Expert Committee on Drug Epidemiology, interest-
ed in the development of comparable survey-methods, chose the student population survey as its most
promising initial project. Because relatively few countries had begun student surveys, the committee rec-
ognized that few were already strongly committed in their choice of measures and methods, thus, a partic-
ularly good opportunity existed to bring about some standardization before such work evolved in a less
coordinated fashion. :

1.2.3 Longer-term goals

It was the hope of the school survey subgroup that, if the methods and measures used in this collab-
orative study provided reasonably valid and useful information across a wide range of countries, they would
serve as the basis for any new series of student surveys launched by member states of the Council of
Europe. In addition to increasing the likelihood that any such evolving series would use more effective
methods and valid instruments, this activity should increase the compatibility of data resulting from such
rescarch efforts in the various member states;.thus making the comparison and integration of results far
more achievable. Clearly this would be useful in the assessment of prevailing trends in various parts of the
continent: less obvious, perhaps, is that it would also be useful in assessing the degree to which various
individual and environmental conditions, or “risk factors”, are common across countries. Further, the
importance of epidemiological survey data to the design of prevention programs cannot be overempha-
sized. To the degree that patterns of use and risk factors are found to be similar, it would seem probable that
the prevention approaches found to be effectivein one country would be transferable to another.

1.3  Participating countries and investigators

The work of the school survey subgroupias now spanned some years, and participants from a num-
ber of countries have actively taken part in tis-effort. Those involved in the actual collection of data in
eight participating countrics are as follows:

Belgium - Dr. G. Reginster-Haneuse:

" —Dr. Jo Casselman

France -~ M™ Marie Choquet

— M Sylvie Ledoux
Greece - Dr. Anna Kokkevi
Italy — Prof. Agusto Paimonari

- Dr. Chiara Berti
N'lands  — Mr. Frans Driessen
~Dr. H. Nico Plomp
Portugal — Mrs. Luisa Machado Rodriguez
Sweden - Dr, Bjorn Hibell
— Ms. Barbro Andersson
US.A. — Dr. Lloyd Johnston
— Ms. Lana Harrison

At this writing data in a standardized form have been provided by the investigators from six of the
above countries. This report is based on the available data from the six countries which are included in part



B in a standard table form for each country. Later submissions of findings from the remaining two countries
might be integrated at a later time.

1.3.1 Individual country reports

Detailed reports of the procedures followed and results obtained from each country have been
submitted to, and published by, the Council of Europe. These reports and their accompanying tables
followed a standard outline by mutual agreement, and they served as the primary sources of information
upon which the present summary report is based. The full references for the country reports are provided in
Appendix II1.

1.4 Collaborative activities

The school survey subgroup worked collaboratively to design a common questionnaire core for use
by all participants, plus a set of optional measurement segments for use by those investigators with an inter-
est in a particular set of variables. They also agreed upon a common reporting and analysis format for those
core measures, so that the results of the various studies could be compared and integrated. Particular
emphasis was given to methodological issues.

Because no central source of funding was available from the Council of Europe to support the
research projects in the various countries, the responsibility to secure the necessary resources fell to each
investigator. Clearly this made the collaborative task more difficult and resulted in the data being collected
over several years rather than simultaneously. At times it also meant that the drug use portion of the survey
was subordinated to other purposes and interests resulting in less comparability across countries than had
been planned originally. These restrictions on comparability of absolute rates having been taken into con-
sideration, the current report is focusing mainly on overall tendencies demonstrating the methodological
assets of this collaborative work and the feasibility of planning studies which can provide directly compa-
rable data across countries.



2.0 STANDARD PROCEDURES AND THE PROCEDURES

ACTUALLY FOLLOWED IN THE SIX COUNTRIES

In all six countries investigators followed the general guidelines for standard procedures worked-out
and proposed by the school survey subgroup regarding sampling characteristics, format and content of the
instrument, modes of administration, analysis and presentation of results. However some adaptations to the
needs of researchers and target population took place in the individual countries.

The standardized procedures elaborated by the Pompidou school survey subgroup will be briefly pre-
sented here and the deviations of each country from the standardized procedures will be noted.

2.1  Nature of the sample

Because the goals of the current research were methodological, it was not necessary that the samples
of respondents be representative of each nation, or even of a particular town or city. The objective was to
get a sample which was more or less typical of the population of each country so that the significance of any
major cultural differences for the outcomes of such a survey procedure might be assessed.

2.1.1 Suggested standard sample characteristics
Size: A minimum of 500 students located in at least four schools.

Representativeness: Sampled schools should represent as well as possible the different types of
schools in the given country for the target age-range. It was also suggested for validation purposes to
include in the sample, if possible, schools judged a priori to have high or low prevalence rates of drug use
among their students. (See criterion group comparisons in “Methodological Results™ section).

Age: Approximate range from 13 to 18,

2.1.2 Actual sample characteristics in the six countries

As shown in Table 2.1 the number of schooels surveyed in all six countries was above the suggested
minimum of four schools and the numbers of students were well above 500.

2.1.3 Representativeness of the samples

Although samples are not nationally representative, in three out of the six countries (France, Greece,
and U.S.A.) they were selected to be representative of a city or region, For Sweden evidence is given of a
fairly close approximation to the national survey results (see Swedish report). Portugal’s and The
Netherlands’ samples of schools were drawn to be a varied, but not necessarily representative, sample of all
schools of the cities of Lisbon and Amsterdam, respectively. In the U.S.A., the rates of use in the one city
surveyed are reported to be fairly typical for the country, judging from comparisons with the existing
national survey results.

The age range of students surveyed was 11-19 years for France and The Netherlands, 12-18 years for
Portugal and the U.S.A., 12-15 years for Sweden, and 13-18 years for Greece.

A selection of schools defined a priori as “high risk™ and “low risk” was made only in two countries,
Greece and the U.S.A. '
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2.2 Instrument

After a series of discussions and revisions, a standard questionnaire “Student Survey Questionnaire
on Drug Use” was elaborated and proposed by the school survey subgroup. The questionnaire follows the |
standards on format and content proposed by international organizations such as WHO (Smart et al,, 1980)
and UNDND (1980} and is closely comparable to the ones used in the national school surveys in the U.S.A.
(Johnston et al., 1989) and in Greece (Kokkevi et al., 1983). (See Appendix 1.)

2.2.1 Suggested standard instrument

The questionnaire is self-administered, anonymous, and comprised entirely of close-ended questions.
1t is composed of “core” and “optional” segments. These segments are given verbatim in Appendix I of this
report,

Core Questions: The core segment comprises a sequence of drug-using questions (on lifetime, 12-
month, and 30-day prevalence), starting from licit drugs and gradually progressing to the most iilicit ones.
The following twelve categories of substances were included:

(a) Cigarettes

(b) Alcohol {(also separately for beer, wine and spirits)

(c) Tranquillizers (medically supervised, and not medically supervised)

(d) Sedatives (medically supervised, and not medically supervised)

(e) Stimulants (medically supervised, and not medically supervised)

(f) Opioids other than heroin (medically supervised, and not medically supervised)

{g) Cannabis

{h) Hallucinogens

(i) Cocaine

(j) Heroin

{k) Inhalants

(1) “Other™

Core items were also included in the questionnaire for the following sets of variables:

(a) Age of first use

(b) Perceived availability of drugs

(c) Willingness to be honest

(d) Background and demographic variables

Optional Questions; Optional question sets included in the questionnaire deal with:

(a) Drunkenness

(b) Proportion of close friends using drugs
(¢) Personal disapproval of drug use

(d) Perceived harmfulness of drugs

There also were a number of nondrug-related variables suggested because of their likely association
with drug use, including:

{e) Evenings per week spent out of the home

() Leisure-time activities

{(g) Hours worked per week

(h) Stability of place of residence

(i) School absenteeism

(j) Academic performance

A short instruction containing the purpose of the study was printed on the cover of the questionnaire.

The standard procedure called for a translation of the questionnaire, which was originally written in
English, to the relevant country language, and then a back translation into English by a separate translator.
Differences were to be reviewed and worked out by the investigator and the translators. Special attention
was to be given to the definitions of the drug classes in the relevant questions, that is to the development of



a complete and accurate set of generic and/or brand and/or “street” names of the drugs. Drugs deemed vir-
tually nonexistent in a given population could be omitted. '

2.2.2 Quesuonnazres as used in the six countrws

Tables 2.2.a and 2.2.b show which of the:core and optlonal questions were mcludcd in the survey of
each of the six countries. As it can be seen in Table 2.2.a, investigators from all six countries followed the
guidelines fairly closely, in most cases having included all or nearly all core questions proposed in the stan-
dard questionnaire. As may be seen in Table:2.2.b, three out of the six countries {Greece, Sweden, and
U.S.A.) also included nearly all of the optional questions proposed. The remaining three countries (France,
the Netherlands, and Portugal) included some:of the optional questions or questions of similar content but
in a revised form, not always permitting the answers to be compared directly. Back translation of the ques-
tionnaire to English took place for the Greek, Netherlands, and Swedish versions, and none was necessary
for the U.S., of course.

2.3, Field pracedures

The procedures used for dealing with respondents, and gathering data from them, are com‘moniy
referred to as “field procedures.” Because of their importance in helping to assure the cooperation of
respondents, and the validity of their answers, it was proposed that a standard set of field procedures be
adopted. . i

2.3.1 Standard procedures proposed

The questionnaire was to be administered in the classroom during a regular class period. It was not
to be administered by teachers or other school personnel, since their involvement was deemed likely to
increase student concerns about confidentiality. Whether teachers should at least- remain present in the
classroom (presumably sitting at their desks and not circulating) in order to maintain discipline was left to
the option of each researcher. Those administering the questionnaires were to make a brief introduction of
the scope of the survey to the students before they began.

2.3.2 Procedures followed by the six countries

In France, Greece, the Netherlands and the U.S.A,, the administration of the questionnaire was con-
ducted by people other than the teaching staff. (Of those, only the U.S.A. had the teacher present in the
classroom.) In Portugal and Sweden, however, the teachers themselves administered the questionnaires in
the classroom. :

2.4  Analyses

Once fairly comparable data were collected for a number of countries, it was important that they be
analyzed in much the same way from country’to country.

24.1 Suggested standard analyses

The analysis suggested for the core questions of the questionnaire included primarily descriptive
statistics (frequencies of response of the total:sample for all the drug related variables and frequencies of
responsé by sex and age in several of the variables). A standard outline for 17 tables defining categories of
response, and breaks by sex and age, was developed by a subcommitiee (F. Driessen, A. Kokkevi, and L.
Johnston) to facilitate the comparison of results among the countries. (Sée Tables in country reports for a
full listing of the 17 tables.)

2.4.2 Standard analyses conducted in the six countries

To the extent that they had the relevant data, all the six countries followed the ana]y51s format of the
standard tables. The nature of many of these analyses will become obvious in the next section of this report.
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3.0 METHODOLOGICAL RESULTS

As stated earlier, the primary purpose of this collaborative research undertaking was to determine the
extent to which 2 common instrument and set of survey methods could be used effectively across a broad
array of national, and therefore cultural, settings. In this section we consider (a) the evidence which was
systematically gathered o determine the feasibility of applying the agreed-upon procedures and measures
in the various countries; (b) the evidence that the self-report measures of drug use are reliable—that is,
replicable; and (c) the evidence that the data they produce are indeed relatively accurate or valid measures
of the actual drug-using behaviors of the populations under study—namely, secondary school students.

3.1  Feasibility

At the most general level, there is the question of whether problems will be encountered with schools,
teachers, parents, or students in administering the types of survey procedures agreed upon by the working
group. Do students cooperate? Is there enough time in a single class period to complete the questionnaire?
Do the students appear able to understand the questions and the answer formats used? These were the types
of questions that investigators were requested to address in their country reports.

3.1.1 School and teacher co-operation

There were no reports of serious problems in gaining the co-operation of schools to participate in the
surveys described here, although it must be remembered that for national surveys some proportion of
schools are likely to decline participation when they have local autonomy over such issues. In-the United
States national school. surveys, for example, about 20% of the 135 randomly .sclected schools usually
decline to participate each year, and they are replaced with schools that match themn as closely as possible
on key demographic characteristics,

Teacher co-operation also was generally good in all countries. Procedures varied as to whether the
teachers remained in the classroom during the administration. In The Netherlands the teachers did not
remain in the classyoom, but the investigators concluded that in future sorveys they should be asked to
remain, since the researchers found it difficult to maintain order in the lower grades without the teachers
present. In Sweden teachers administered the questionnaire without any research personnel present. They
mailed the completed questionnaires, which had been placed in sealed envelopes by the students, back to
the central research site. (As will be discussed further below, the stated willingness of the Swedish school
children to admit using drugs was fairly good, even under these circumstances, but might have been
improved had their teachers not been so centrally involved.) In Portugal, too, teachers conducted the admin-
istration; in this case the pupils reported the highest level of willingness to be honest in reporting their drug
use. Nevertheless, it is the recommendation of the group that research personnel from outside the school be
used to oversee data collections whenever possible, both to assure actual confidentiality for the respondents,
and to provide the convincing appearance of confidentiality to the respondents.

3.1.2 Student co-operation

For the most part, student co-operation wilh the survey administrations was found to be excellent, as
evidenced by the negligible refusal rates in all countries and the generally low number of gquestionnaires
which were judged “not answered seriously” when investigators reviewed them after the fact. (This rate
was 0.9% of the questionnaires in Sweden, 1.1% in Greece, and 1.8% in the U.S5.A.) As was mentioned ear-
lier, there was some problem in the Netherlands in maintaining decorum without the teachers present, par-
ticularly in the lower grades; and in the United States analyses aimed at locating respondents who were
highly inconsistent, or were exaggerating their drug use, found the most such cases were also in the
youngest age group (12 to 13 years old), particularly among boys. Still, such cases amounted to a very small
fraction of the total sample. (In Greece, such problems were actually most common among older male stu-
dents.) In general, both the comments from those administering the questionnaires and the analyses of the
resulting data suggest a high level of student co-operation across all countries. The Dutch and American
experiences suggest that, when there is a problem getting students to take the task seriously, it is usually
found among younger male students.
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3.1.3 Time required to complete the questionnaire

Countries varied considerably in the:amount of additional questionnaire material they added to the
“core segment” contained in all questionnaites by mutual agreement, Virtually all investigators added some
additional material, some taken from the Pempidou questionnaire “optional segments™ and some from other
sources. France, for example, included a great deal of supplementary material with the result that the ques-
tionnaire took one to two hours to complete:. Those countries which had only a modestly expanded core sec-
tion were able to complete the questionnaires within a class period with little problem. In the Netherlands,
97% of all students finished within a 45-minute class pericd. In Greece and the U.S. virtually all students
finished in 30 to 45 minutes. The same appears to be true in Sweden and Portugal (40 to 50 minutes).

FEven with a moderate expansion in content, the questionnaire appears to be of proper length for com-
pletion within a single class period by adblescents as young as 13 or 14 across a range of countries. (It
should be noted that the participating countries have generally high literacy rates.) While longer time peri-
ods obviously could be made available for. questionnaire administration (and were in France), there are
some clear practical advantages to staying: within a standard time interval in the school’s schedule. The
shorter administration time makes co-operation from school administrators, teachers, and students more
likely.

3.1.4 Student comprehension

Clearly, it is essential for respondents to understand the questions in order for them to provide mean-
ingful information in their answers. Put another way, adequate comprehension is a necessary condition for
validity. One of our objectives, then, was to ascertain comprehension both by direct discussion with stu-
dents and by examining missing data rates, Ievels of inconsistency in the data, etc. Since the school samples
in each country contained youngsters of varying ages and academic ability, it was also possible 1o look at
comprehension among the younger students and students in schools where there is less empbhasis on intel-
lectua! training - like vocational schools - where such problems could reasonably be expected to be great-
est.

All investigative teams indicated that they found high levels of comprehension among the students
surveyed. As will be discussed further below, quite low missing data rates were reported for the most crit-
ical illicit drug use variables and for the questionnaires generally, Rates of logical inconsistencies among
the three prevalence periods——lifetime, last' 12 months, and last 30 days - are another indicator of com-
prehension (also discussed in detail below). These also provide strong reassurance about comprehension.
Thus, based on the commentary of those administering the questionnaizres, the high completion rates, low
missing data rates, and high consistency rates, we conclude that student comprehension was very good—
even amonyg the younger age groups and vocational students. It docs not follow, of course, that the same
would be true in all countries, regardless of'the reading levels of the studests or their general familiarity of
the drug phenomena about which they are being asked. Nevertheless, across a wide range of cultural set-
tings, student comprehension of the core questionnaire was consistently high. In The Netherlands survey
students were explicitly instructed to mark any questions they did not understand, and only four students
out of 632 marked a total of four questions,

3.2 Reliability

Reliability refers to the ability of a measure to replicate its own results, assuming no change in the
underlying phenomenon; and it is a necessary condition for validity.

One method for determining the reliability of questions is to determine how consistently the same
questions, or different approaches to the same questions, are answered within a single questionnaire admin-
istration. Among the most important measures in the Pompidou questionnaire are those determining life-
time prevalence for the various drugs. A later set of questions about the age at which each of the drugs was
first used makes it possible to check on the consistency with which any lifetime use is admitted, since the
age-at-first-use questions contain an answer: category which says “never used.” (Note that only the preva-
lence, not the frequency, of lifetime use is measured in the later questions; thus the variable which can be
checked for consistent answering is a use/no-use dichotomy.) .
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The participating investigators from each country were asked to provide, for each drug, the percent-
age of each age group who did not give consistent answers for lifetime prevalence on the two types of ques-
tions (i.e., the one asking about the frequency of use in lifetime and the one asking about age at first use).
Obviously a respondent can be consistently untruthful both times, but we believe that the large number of

-drugs covered, the physical separation of the questions, and the completely different format of the two ques-
tions reduces the likelihood of that. In any case, consistency or reliability is a necessary condition for valid-
ity to exist; therefore, it is important to establish that there is at a minimum, good consistency. Other
approaches to ascertain honesty will be discussed below.

Table 3.1 shows the proportion of each age group in each country sample giving inconsistent answers
for the various drugs. Note that for the illicitly used drugs, there tend to be very low rates of inconsistency,
particularly on the questions which refer to just one drug which is widely known to the population, such as
marijuana/hashish, cocaine, LSD, or heroin. Over 97% of all age groups in all countries reporting were con-
sistent for each of these drugs. There is somewhat less consistency to be found on the questions which refer
to classes of drugs, wlich required more elaborate definitions to be given with the prevalence questions,
and which definitions were not repeated in the age-of-first-use questions. These include stimulants, seda-
tives, tranquillizers, inhalants, and opiate-type drugs other than heroin. For these drugs from 90% to 100%
of all age groups gave consistent responses except in the United States, where the rate fell as low as 85% in
one case.. -

The rate of inconsistency tends to rise with the overall prevalence level, which in large part explains
why the United States, which has the highest prevalence rates, also has the highest rates of inconsistency on
these drugs. However, Table 14 in both the United States and Greece country reports shows that most of
this inconsistency is of the type where use of the drug was reported on the lifetime prevalence question, but
was not reported in the age-at-first-use question. It thus seems likely that the inconsistency is due to respon-
dents forgetting the full definition of the category by the time they arrived at the age-at-first-use question.
Clearly there is no evidence of concealment on the lifetime prevalence question.

Qverall, then, it would seem that ahigh level of consistency is to be found for the self-reports of illic-
it drug use. To the extent that there is inconsistency, much of it can be explained by the fact that the ques-
tions being matched were not fully comparable.

In the cases of alcohol and cigarettes, we judge the mismatches in question wording between pairs of
questions to be more serious. For example, the lifetime prevalence question on alcohol says, “The next
questions are about alcoholic beverages ~ including beer, wine, and hard liquor. On how many occasions
have you had alcoholic beverages to drink in your lifetime?” The later age-at-first-use question asks, “When
if ever did you first try an alcoholic beverage - more than just a few sips?” Respondents who had drunk only
beer might report it on the first question but forget that beer should be included under “alcoholic beverages”
in answering the second question. Also, those who have only had a few sips of an alcoholic beverage might
claim use on the first question but deny use on the second, as instructed. Both situations would show up as
apparent inconsistencies. Thus the higher rates of inconsistency on the lifetime prevalence of alcohol, in
addition to occurring due to much higher prevalence rates on this drug, are due in part to a poorer match
between the two questions. (The particularly high rates in Sweden may relate to the more complex classifi-
cation of beers.) In the case of alcohol, in every country the rate of inconsistency went up with decreasing
age — mostly because more of them failed to mention use in the later question, which lacked the full
definition. This may indicate that younger children forget what is included under alcoholic beverages; but
of perhaps greater importance, probably more of them have had only “a few sips” to date (which they were
told to omit from consideration in the second guestion).

For cigarettes the inconsistency rate for lifetime prevalence is generally higher than for the illicit
drugs, due in large part to the high prevalence rate for cigarettes, but lower than for alcohol due to the bet-
ter match between the pairs of questions. Consistent answers are provided by 91% to 98% of the respon-
dents in alt age groups in the five country reports on the cigaretie smoking question.

Finally, it might be mentioned that in the United States national student survey, drug use measures
which are very close to those used in the Pompidou questionnaire were checked for reliability using a total-
ly different approach (which uses measures taken at three different points in fime separated by two year
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intervals); and the measures were found to:Have high rates of reliability in the student population in that
country {O’Malley, Bachman, and Johnston;, 1983).

3.3 Validity

Validity refers to the degree to whicha particular measure (e.g., question or set of questions) accu-
rately measures some actual phenomenon onliypothetical construct. As we have just demonstrated, the self-
report measures of drug use appear to haveza high level of reliability in all participating countries (to the
extent that we were able to test reliability appropriately) and thus have one characteristic necessary for a
measure to be valid. Nevertheless, they could be reliable but consistently invalid measures if a number of
drug users were consistently untruthful abeut their behavior or if respondents consistently forgot or mis-
classified certain past events. Thus, it is important to check for evidence of validity or invalidity—particu-
larly in the drug-use measures—in as manyvother ways as possible.

Since there is no known, fully-valid'measure of drug use—particularly measures of drug use over
longer time intervals than a few hours or days—it was necessary to use inferential evidence of a number of
types to assess the validity of the Pompidoumeasures. In this section we will examine internal consistency
among logically related questions; assess the missing data rates on the drug questions in light of the instruc-
tion to respondents to skip any questions they could not answer honestly; examine the results from ques-
tions which asked respondents directly if"thiey would answer honestly if they had used illicit drugs; and
compare the results for schools specified intadvance as having higher or lower drug use (criterion group
comparisons). Besides this we will discuss. briefly the construct validity of these questions—that is the
extent to which they show expected relationships with other variables with which they are known, or
hypothesized, to be related.

3.3.1 Logical consistency

Closely related to reliability is the consistency among variables which are logically connected. In this
case, the three questions about frequency of use in each of three overlapping time periods (lifetime, last 12
months, and last 30 days) provided an opportunity to check the degree to which respondents were answer-
ing these questions in a logically consistent manner'. The data available from all six countries (see Table 16
of the various country reports) show that as a percentage of all respondents, the proportion giving logically
consistent answers across the three time periods is very high——above 97.5% for all illicitly used drugs in all
countries, and usually above 99%. (Tabular data are not shown here due 1o the low variability.) Of course,
for many of these drugs consistency is made easier by the large proportion of people who do not use; but
even in the case of alcohol, where the prevalence rates are quite high in ali countries, consistency is high.
For The Netherlands, Portugal, Sweden, andithe U.S.A. 95% to 100% of all respondents in all age groups
for each alcohol question gave consistent. responses. In Greece the consistency rate ran from 91% to 97%.
{Data were not available for France.)

I To be logically consistent, the frequency of use reported in past 30 days must be equal to, or less than, the frequency reported in the
past 12 months, which in turn must be equal to, or less tlian, the frequency reported in lifetime,
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‘Three of the countries (Netherlands, Sweden, and U.S.A.) also provided inconsistency rates as a pet-
cent of “users”—that is, as a percent of the respondents reporting any use of each drug on any of the three
questions. As Table 3.2 shows, even stated’in this much more conservative manner, the inconsistency rates
are generally guite low, (Note that the very 1ow prevalence rates in The Netherlands and Sweden mean that
a single case can cause this statistic to jumps-¢.g., one inconsistent case out of three yields an inconsistency
rate of 33%.)

Because of its high prevalence rates;,combined with a large sample, the U.S.A. study may provide
the most reliable evidence of inconsistency being age-linked. It shows very low inconsistency rates in the
oldest age group, higher ones in the middle group, and the highest rates of inconsistency among the
youngest adolescents. (These inconsistencies for different drugs are not independent, of course; the same
person may account for several.) As has been mentioned earlier, closer examination of the American data
suggests that the youngest children, particularly the males, were more prone to making light of the task and
intentionally providing bad data. All of these “bad cases” were eliminated once data cleaning conventions
were adopled and applied to the data set. (The results reported in Table 3.2 are based on raw data, before
such data cleaning took place.)

Overall, then, the consistency rates.for the triplets of self-report questions tend to be very High {with
the exception of the youngest age group in the U.5.A.). This high level of internal consistency provides one
more type of reassurance about the quality-of these data.

3.3.2 Assessing missing data as evidence:af concealment

Prior to the section of the questionnaire dealing with the respondents® own illicit drug use, standard
instruction to the respondents stressed the importance of answering accurately and asked them to skip ques-
tions they felt they could not answer honestly. The missing data rates on the drug use questions, then,
should provide some indication of respondents unwillingness to report use. To the extent the missing data
rates in the drug use section tend to exceed those in adjacent, nonsensitive sections of the questionnaire, we
would have some evidence of probable concealment.

The results show that for all of the countries the missing data rates in the drug section ran very close
to, or below, the average missing data rates for the nondrug sections. In Lisbon, for example, these rates
averaged 2.7% and 3.0%, respectively. In the Amsterdam sample the missing data rates for the illicitly used
drugs averaged well under 1%, the highest being 1.3% for marijuana. In Sweden, the rates ranged from
0.9% to 2.5%, and averaged around 1.4%, which was normal for other portions of the questionnaire. {In this
case the highest rates were for sedatives and tranquillisers, likely reflecting the students lower familiarity
with those drugs.} In Greece the average missing data rate in the drug use section was 2.3% versus 2.0% in
the rest of the guestionnaire. In France the missing data rates averaged under 2% for illicitly used drugs,
again around average for the questionnaire: In the U.S.A. sample, missing data ranged from 1.1% to 2.2%
in the drug use section, which was about average for that point in the questionnaire,

Overall, then, the evidence from the missing data rates is quite reassuring on the issue of possible
concealment of these illicit behaviors. Evenvif the unrealistic assumption were made that all such missing
data cases were users of the drug, recodingthem as users would have very little effect on the prevalence
rates for those drugs, since it would add only around 1-2% to the relevant prevalence statistics.

3.3.3 Reported willingness to answer honestly

Another, somewhat more straightforward, approach used to measure the tendency of young people
in each population to conceal their illicit use of drugs was to ask them directly, “If you had ever used mar-
ijuana or hashish, do you think you would have said so in this questionnaire?” The answer alternatives were
“No,” “Not Sure,” “Yes,” and “I already have.” Similar questions were then asked for the use of stimulants
without a doctor’s orders, and for the use of heroin. It was assumed that these three drug-using behaviors
differ in their level of social disapproval, with marijuana being the least disapproved and heroin the most.

The logic of asking these questions is:that there should be rather little motivation for students to lie
on them-particularly on an anonymous questionnaire—since saying they would not be willing to admit use
is neither an admission of use nor a punistiable or strongly disapproved behavior. Thus the motivation to
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conceal the truth is assumed to be much less for the responses to these questions than it might be for the
illicit drug use questions.

Table 3.3 presents the dataon the marnijuana question for all countries using these questions (France

did not). Portugal used a single general purgose guestion responding to the use of “any drug.” (Table 16 in
each country report provides the full set of dita.) Overall, the results again are quite reassuring. In all coun-
tries fewer than 5% say “No” among those: 177 years old or older, and fewer than 10% of the 15 to 16-year-
olds. The “No’s” increase among the youngest respondents, for whom the questions may be most hypo-
thetical, but arc still less than 20% in cvery couiy, snd moch lower i some. Taken at face value, these
data suggest that the tendency o conceal rises with declining age which makes sense theoretically, since the
same drug using behavior tends to be statistically and normatively more deviant at the lower ages.

Among the four reporting countries with students 17 or older, from 81% to 92% say they already
have admitted to use or would do so. It seems likely that a number of those in the “not sure” category would
do so, as well, were they actually users—-in:part because users are less likely to disapprove of use them-
selves or to have friends who disapprove..

As predicted, young people report awslightly greater tendency to conceal amphetamine use than mar-
ijuana use, and a slightly greater tendency to conceal heroin use than amphetamine use. (Data not shown
here. See Table 16 in the relevant countryreports.) These differences are very small, but again are consis-
tent with the presumed degree of deviance:associated with the behaviors.

There is, in general, rather little variation among the country samples in tendency to conceal among
the older teenagers. (See Table 3.3.) The wariance becomes greater at the younger ages.

It may be worth noting that the Sweden country report (Hibbell and Andersson, 1989) indicates that
a few years ago a follow-up study was camied out withaespondents {o the regular national school survey on
drugs, which was anonymously answered.. When asked about the truthfulness of the responses they had
given three weeks carlier in the main survey, “a very large majority indicated that they had answered truth-
fully” (pp. 9-10).

3.3.4 Criterion group comparisons

Still another way to check for validity is to compare data on more groups which have been rank
ordered in terms of their likely drug involvement based on other information, and then to see if the survey
results prove consistent with that other, usually impressionistic, information. Both the U.S. and Greck sam-
ples contained schools which were identified'in advance of the survey as likely to have higher or lower rates
of drug use among their students,

In the Greek survey all technical-vocational and evening schools were considered “high risk”
schools, with the remainder assumed to be at lower risk. The results were consistently in the expected direc-
tion across a range of drug using behaviors (except for heroin, which showed essentially no difference). For
example, the high risk/low risk school samples showed the following lifetime prevalence rates, respective-
ly: for marijuana 11.7% vs 3.9%, cocaine 2:6% vs 1.6%, stimulants 4.4% vs 2.5%, getting drunk 70.4% vs
52.2%, and smoking cigarettes 64.7% vs 40:2%. Most of these differences reached statistical significance,

In the U.S. sample the results were essentially the same. Of the four high schools surveyed, two were
“alternative schools” for youngsters who either were having problems in the traditional schools, or who
chose not to go to them. {One of these hadia very small sample.) These were judged to be the “high risk™
schools. The two alternative schools had much higher prevalence rates for having used any illicit drug in
tifetime, past year, and past month. For example, the two traditional schools showed a monthly prevalence
for any iilicit drug use of 34% and 31%, while the two alternative schools had rates of 80% and 50%. Thus
the resnits of the criterion group comparisons in the two countries in which they were conducted gave evi-
dence supporting the validity of the data obtained. ‘ :
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3.3.5 Validation by urinalysis

Urine was collected from 384 students ages 14-18 in four Athenian schools after they participated in
a pilot study. The urine samples were matched to the questionnaires of the respondents by a method in
which anonymity was retained. Biochemical:analysis was performed in the Instituto Superiori di Sanita .
(Rome) by the method of radio-immuno-assayyfor the detection of opiates, cocaine and cannabis. Results
were positive for five (1.38%) out of the 360 students from whom urine samples were collected and identi-
fication of questionnaires was possible; four were found positive for cannabis and one for opiates. All five
students responded positively in the pertinent:questions of the questionnaire. There is a discrepancy how-
ever between laboratory findings (1.38% positie) and self reported use of any illicit drug (3.8%). The most
plausible explanation is that although report on: illicit drug use in the questionnaire extended to the Tast 30
days, the laboratory techniques employed ensure their detection for only a few days following their intake.

3.3.6 Construct validity

Construct validity refers to the extent to-which measured variables relate to other variables or con-
structs in a way which is theoretically or otherwise predicted. More simply, do the measures of these vari-
ables relate to other measures in a way whichimakes sense? There is already reported in the scientific liter-
ature substantial evidence of construct validity in self-report measures of drug use. There is considerable
evidence of construct validity in the current data sets based on analyses completed to date. Further analyses
are likely to show more.

3.3.6.1 Use of illicit drugs

First, prevalence in the three time periods will be discussed; then differences between age groups,
age of first use, and finally, differences between the sexes.

3.3.6.1.1 Prevalence in lifetime, 12-months and.30-days

Results from the five European samples show, as expected from information provided by other
sources, that drug use is 2 more pronounced phenomenon in the samples containing big cities than in those
containing rural areas. As expected, prevalence of use show & systematic decrease from lifetime to 12-
month and 30-day in all countries. A comparison of lifetime prevalence rates with 30-day prevalence rates
is important. Lifetime prevalence rates tell us.which part of the student population ever had any experience
with a certain drug, while 30-day prevalence rates inform us on current usage levels. The higher the rate of
noncontinuation for using a drug, the larger will be the discrepancy between lifetime and current vse.

The differences between 30-day and lifetime prevalence rates are rather striking. Almost all 30-day
prevalence rates in the European samples are very low (<10%), in fact many of them are nil. These very low
30-day prevalence rates suggest either that most illicit drug use (with the exception of marijuana) was
experimental in nature and/or that there has been a recent downward trend in the active use of these drugs.

Thirty-day prevalence should always be:substantially lower than lifetime prevalence since we know
that many users do not continue use. The quotient of 30-day prevalence and lifetime prevalence gives an
indication of the proportion of students who continued use until the last month before the survey took piace.
This odds ratio is between .50 and .20 for almost all substantial prevalence rates (>1.0%), implying that
50% - 80% of the students who ever used a certain drug, did not do so in the iast month.

3.3.6.1 2 Changes with age

Lifetime prevalence rates show the expected increase with age. As a general rule, lifetime prevalence
in the 15-16 years age group is 2 to 3 times higher than in the younger teen group (<15 years age), and the
same is true regarding the differences betweemthe 15-16 years students and the 17 years or older students,
implying that the lifetime prevalence in the oldest age group is about 4 to 9 times higher than the prevalence
in the youngest age group. Most exceptions have to do with very low prevalence rates, probably due to
chance fluctuations; there is little difference between samples regarding the rate of increase with age.

With most prevalence rates we find only-a few exceptions to an ordinal increase by age group; they
are in the Athens sample (for opiates) and in.the U.S.A. small city sample (for heroin, sedatives, and
inhalants). There are several possible explanations for these exceptions. It is possible that older students
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tend to underreport incidental use that occurred at an earlier age. It is also possible that a new fad has come
along, particularly influencing younger cohorts of students. Still another possibility is that students who use
the drug at earlier ages are more likely to leave school before the age of 17 years; this seems a probable
explanation with respect to heroin and perhaps with inhalants as well. Differences between age groups with
respect to 30-day prevalence rates follow the same pattern as those with respect to lifetime prevalence rates.

3.3.6.1.3 Age of first use

It has been shown that the younger a person starts using drugs, the greater the chance that he or she
will continue his/her drug use and develop a habit of heavy and problematic drug use (Robins, 1984;
Kandel & Logan, 1984). For this reason it is important to collect data on the age of first use; and this was
done for all nine illicit drugs in the Pompidou questionnaire. Since we are dealing here with studies with
rather small samples, and with prevalence figures that are very low for most drugs, most data on first use of
illicit drugs from the younger age groups are limited to make a reasonable interpretation possible. Therefore
we discuss only the data on first use of marijuana by >17 years old students.

In all samples the modal age for beginning use of marijuana is 15-16 years, There are some impor-
tant differences, however, between the samples. In the samples with higher prevalence rates of marijuana
use, a higher proportion start using this drug at an earlier age. (Spearman Rank Correlation between pro-
portion of users who started before their 15th birthday, and lifetime prevalence of marijuana, is: r=1.00,
N=5, p<.01). :

This finding might be explained in terms of deviant behavior: the higher the prevalence that is
reached in older age groups, the less deviant the behavior (illicit use). And the less deviant the behavior (the
illicit use of a certain drug), the more likely it is that students start at an earlier age.

3.3.6,14 Differences between'sexes

In most samples the prevalence of the use of marijuana is higher for boys than for girls, although in
some cases the difference is very minor (for instance, 0.3% difference, oldest age group U.S.A). With tran-
quillizers we see a quite different picture. With few exceptions the prevalence of: the lifetime use of tran-
quillizers is higher, sometimes substantially so, for girls than for boys. The differences are very small in the
U.S. city sample, but quite large in the Athens sample. In the Lisbon sample, this sex difference is reversed
in the oldest age group. It is interesting to note that the two samples with the greatest differences between
the sexes with respect to marijuana (Athens, Amsterdam) also provide the greatest differences with respect
to tranquillizers, whereas the sample with the least sex difference with respect to marijuana (U.S.A.) also
shows the least difference with respect to franquillizers. ' '

3.3.6.2 Medically prescribed drugs

Doctors can prescribe a number of these drugs—narcotics, stimulants, tranquillizers and barbitu-
rates—to youngsters. Such use under medical supervision is legal and generally socially accepted.
However extended, medically supervised use can have unacceptable consequences, such as a habituation.
Also, widespread medically preseribed use can introduce a number of youngsters to use who may then con-
tinue use without medical supervision. For these reasons, questions on the use of four drugs under the
supervision of a doctor are included in the Pompidou questionnaire.

3.3.6.2.1 Lifetime prevalence

The lifetime prevalence rates for medical use of some drugs are quite substantial, Opioids have been
used, on the average, by twice as many students under medical supervision as without it. Lifetime rates of
medically supervised use of opioids are especially high in the Athens and U.S. city samples {29.1% and
39.5% respectively).

Lifetime prevalence rates of supervised use of stimulants are far lower (0.0%-5.6%). In the European
samples the illicit use of stimulants roughly equals the supervised use. In the U.S.A. sample, however, illic-
it use is far higher than supervised use (19.5%). The rates of medically supervised use of tranquillizers
(2.5%-16.3%) more or less equal the rates for illicit use. This pertains also to the use of barbiturates (med-
ically supervised, 0.0%-6.6%).
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The frequency of medically supervised:use of these drugs was not been ascertained in the Pompidou
questionnaire. There is, however, information.on the time period over which the stadents used these drugs.
Most use was restricted to a peried of less thamthree weeks. Only about 10 to 20% of the users continued
for three weeks or more.

3.3.6.2.2 Changes with age

For medically prescribed use, lifetime prevalence rates do not increase with age as systematically and
substantially as was true for the illicitly used diugs. Although most lifetime prevalence rates for medically
supervised use are higher for the oldest age group, there are some surprising exceptions. For instance, med-
ically supervised use of opioids {(codeine containing syrups) in the Athens sample from 24% in the youngest
age group 1o 18% in the oldest age group and.smaller irregularities are quite frequent. There are a number
of possible cxp!anahons for such anomalies::

i. Doctors may have changed their policies rcgardmg the prescription of these drugs to youngstess. If
doctors are more apt to prescribe these drugs to youngsters at present than a few yecars ago, this
explains why sometimes the lifetime prevalence is highest for the youngest age group. In the United

" States the opposite is reported to have:oecurred, with physicians having become much less likely to
prescribe tranquillizers, barbiturates, onamphetamines to youngsters than was true ten years earlier
(Johnston, O’Malley, and Bachman, 1987). This appears to be the case in Athens, as well, since rates
in 1988, compared to a 1984 study, have:dropped significantly for opioids.

2. Some of the older students may just have forgotten their use under medical prescription at an earlier
age. This is quite plausible since the useof these drugs is not 112cga1 and for this rcason not as mem-
orable an event.

3.  Some younger students may not have fully understood the questions and, for instance, may have mis-
taken cough syrups not containing codéine with codeine containing drugs.

4.  Students who tend to be prescribed some of these drugs at an early age may also be more likely to
leave scheol at an carlier age.

With the available data it is not really possibie-to decide among these possible explanations.

3.3.6.2.3 Differences between the sexes

There are not very pronounced sex differences in the medically prescribed use of these drugs, though
some regularities seem to exist. For example; tranquillisers are more often prescribed to girls in the samples
from Amsterdam and Athens and in the oldast age group in the Lisbon sample. However, the sex differ-
ences are neither large nor consistent for thisuiug in the other countries’ samptles, which is also true for the
remaining psychotherapeutic drugs across allicountries.

3.3.6.3 Alcohol and cigarettes

Although the main concem of the Pompidou Group is illicitly used drugs, the Pompidoun question-
naire also included questions on the use of alaohol and cigarettes. Both substances are psychoactive drugs
in their own right, of course, and it is knownithat their use often precedes illegal drug use. For girls regular
smoking is associated with a larger probability of using marijuana, whereas for boys heavy dnnkmg has the
same strong association (Yamaguchi & Kandsd, 1984)

3.3.6.3.1 Prevalence in lifetime and 30-day use.

In Part B, Table 1 of each country report lifetime prevalence rates for alcoholic beverages, drunken-
ness, and cigarettes are shown. At first glance:it is quite obvious that the use of alcohol and cigarettes is far
more common than the illicit use of any dmg or the medically supervised use of any psychotherapeutic drug
in all student samples. '

The use of alcohol appears to have penetrated almost the whole student population. Lifetime preva-
lence rates range from 57% to 93%. Beer andiwine among the youngest age group alone have been more
widely used than liquor in all samples. In onesample liquor seems to be used seldomly (7%-15%), where-
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as in the other samples the prevalence rates for liquor are substantial (31%-84%). Alcohol is not only wide-
ly used, but often is used in excess, as well. Drunkenness is reported by 60% - 75% of the oldest age groups.

Cigarettes have been used by large proportions of the samples from all five countries reporting on
cigarette use. Lifetime prevalence rates range from 69% to 76% in the oldest age groups. :

The 30-day (or “current”) prevalence rates for nse of alcohel and cigarettes are shown in Part B,
Table 3. The differences between lifetime and 30-day prevalence rates are far less pronounced with alcohol
and cigarettes than with the illegal drugs, which means that the rate of continuation of use is much higher
for these legal drugs. In the oldest age group about 67% - 78% of the students used an alcoholic beverage
at least once in the prior month,

Differences among the 30-day prevalence rates for beer, wine, and lquor are less pronounced than
that for lifetime prevalence rates. In most samples current prevalence rates for beer, wine, and liquor are not
too different. There are some large differences among the samples in the current prevalence of alcohot con-
sumption at the youngest age level. There are also sizeable differences between the samples on each of the
three classes of alcoholic beverage.

At least once in the prior month drunkenness occurred to between 1% and 45% of the students.
Drunkenness occurred more often in the U.S.A. sample than in the European samples (U.S.A., 5%-45%;
Europe, 19%-22%).

There are some dramatic differences between the samples in cigarette smoking rates, particularly at
the oldest age level where “only” 26% of the U.S.A. sample reports current smoking compared to 54% to
74% in three of the Evropean samples, '

Frequent drunkenness (defined as five times in the past month) also has notable prevalence rates in
all samples ranging from 5.7% to 1.0% in the samples of the U.S.A., Athens, France, and Amsterdam for
which data are available. It is obvious that regular use of alcohol is more frequent than regular use of any
illicit drug,

Cigarettes also are used on a daily basis quite often. Based on the data from the entire age range sur-
veyed in each country, daily smoking ranged from 18.6% to 5.2% in the six samples. It is interesting to note
that in the Athens sample daily smoking rates are more than twice higher than in the remaining five sam-
ples. c .

3.3.6.3.2 Changes with age

Lifetime prevalence of the use of alcohol increases with age, but the differences are not very pro-
nounced because the prevalence rate in the youngest age group examined here is already very high. With
respect to liquor and drunkenness the proportional increases are more pronounced than for beer or wine,
and the same holds true for 30-day prevalence rates. The 30-day prevalence rates do show some very large
differences by age, however, and these differ by sample because of the large differences at the youngest
ages.

With respect to lifetime and 30-day prevalence rates of cigarette use, the proportional differences
between age groups are sizable. Lifetime prevalence is at least two times higher for the oldest age group as
for the youngest in all samples. The differences with respect to 30-day prevalence rates of cigarette smok-
ing are even more pronounced.

3.3.6.3.3 Age of first use

Age of first use for alcohol and cigarettes was gathered on only three samples (those from Athens,
Amsterdam, and U.5.A.). The modal age category to start alcohol consumption in al! three samples is 15-
16 years, although in two samples nearly half the students had their first experience by age 14 years. First
experience with drunkenness tends to lag somewhat their first drinking experience, though the ages 15-16
years still show the highest rate for first drunkenness. In general, the U.S. sample shows a considerably
higher rate of early drankenness than the other two samples.
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Only in the U.S. sample does cigareite smoking on a daily basis often start at the age of 11 or 12
years, Most daily smokers in Amsterdam.and the U.8.A. samples start this habit at the age of 15 or 16 years,
but in Athens there is a sharp increase in.dhily use above the age of 17.

3.3.6.3.4 Differences between the sexes

With respect to the use of alcohol and cigarettes the differences between the sexes are in all samples
moderate, though fairly systematic. For all age groups and all samples the lifetime prevalence of the use of
alcohol is about 2% - 8% higher for boys: Only in the youngest age group in the Swedish sample is the dif-
ference much larger (17%).

The experience of drunkenness is, however, not always more prevalent among boys than among
gitls, though in 10 out of 14 cases it is.. Among girls in the youngest age group in two European samples
and among girls in the middle age groupiin the U.S A, sample, the prevalence of drunkenness is higher for
girls than for boys, perhaps reflecting the tendency for girls to date somewhat older boys.

The differences between the sexes are relatively small for lifetime cigarette prevalence rates.
Females show the higher rates consistently in three of the European samples, but males are higher in the
Swedish samples and the comparisons are mixed in the U.S. sample.

3.3.6.4 Perceived availability

One of the factors which may contribute to the use of drugs is the availability of those drugs. For this
reason the Pompidou gquestionnaire asks respondents to estimate how difficult they think it would be for
them to obtain each of a number of drugs. The answers range across five categories from “probably impos-
sible™ to “very casy”. Unfortunately, these data are only available for four samples.

Not surprigingly, alcohol is the most readily available to stadents in all samples. Some 60% to 97%
answer that it would be “fairly easy” for them to get alcohol. Hlicit drugs are available to fewer students
than alcohol, but in the oldest age groups mest drugs are available to significant fractions of the student pop-
uiation. Availability tends to be considerably higher for older age groups in nearly all cases. For example,
in the U.S. smali city sample some 91% of students aged 17 years or older say marijuana is readily avail-
able versus 28% of the youngest age group. Marijuana is the most readily available of the illegal drugs in
all countries. Aside from marijuana, the other three illegal drug classes {cocaine, hallucinogens, and hero-
in) have about equal availability to each other in the three European samples, whereas in the U.S.A. sample
thete are large differences in their availability — with cocaine being most available (51% of the oldest age
group) and heroin least avaiiabie (21% for the oldest age group).

The availability of legal, psychotherapeutic drugs is quite high in all samples. The availability of
tranquillisers or barbiturates to the students in the Athens-and the Swedish sample—even the youngest stu-
dents~is noteworthy. :

It is quite clear that there is a strong correlation between the perceived availability of a drug and the
prevalence of the use of that drug. {Pearson correlation between lifetime prevalence rate and “availability
score™: r=.72, N=75; p<.0001.) Howeverit is equally clear that availability cannot explain the very large
differences in lifetime prevalence rates.

3.3.6.4.1 Changes with age

As stated earlier, for most drugs the perceived availability increases with age. The proportion of stu-
dents aged 17 years who think that it would be “fairly easy™ or “very easy” to get a drug is two to four times
higher than the proportion of their colleagues aged 14 years or younger. The major exception to this rule
occurs with barbiturates and tranquillizers in the Swedish and Athens samples, where the increase in avail-
ability with age tends to be more modest. Alcohol is also more easily available at older ages, but the differ-
ences between the age groups are limited since alcohol already is widely available to the youngest age

group.

26



3.3.6.4.2 Differences between the sexes

Perceived availability sometimes is different for the different sexes. In the Athens sample marijuana,
cocaine, and heroin are more readily available to boys than girls (differences 1% - 6%), whereas stimulants
and tranquillisers are much more accessible to girls (differences 79 - 18%). In the Swedish sample we see
a peculiar pattern; most drugs are somewhat casier to get for boys than for girls in the youngest age group
{by 1% - 5%), but in the middle age group almost all drugs are more readily available to girls (differences
0%-6%). In the U.S. small city sample all differences are smail. Clearly the differences between the sexes
are quite different across these samples.
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4.0 SUMMARY OF METHODOLOGICAL.AND SUBSTANTIVE
RESULTS IN THE SIX COUNTRIES

In sum, the methodological results provide considerable evidence of the reliability and validity of the
self-report measures of drug use used in the Pompidou school survey questionnaire, These findings, bol-
stered by other evidence already in the literature on very similar measures, suggest that this questionnaire
can be applied across a range of cultural settings in which the secondary school population is quite literate.

For substantive results the absolute differences in prevalence rates could not be directly compared
among the countries. As was stressed in the introduction, we are dealing here with six study samples that
differ considerably in terms of location (e.g., rural versus metropolitan) and representativeness, In fact,
there are several factors which could explain observed differences among the samples from the six report-
ing countries. These include:

1.  non-representativeness of the student samples taken in some countries;
2. somewhat different age groups being represented in samples from different countries;
3. differential school retention (or dropout) rates in different countries (i.c., differential rates of cover-

age of an age group by using student samples);

4. differential rates of concealment across the samples (though this now appears unlikely).

Regarding the representativeness of the samples, the investigators from Sweden and the U.8.A. char-
acterized their sample resuits as fairly typical of the national results obtained from the representative
national surveys which are routinely catried out in those countries, though not exact replications. The
Athens sample is based on a representative sample drawn from the city, but the national statistics, which
would include rural areas, may be lower. Similarly, Amsterdam has the highest rate of drug use in The
Netherlands, based on results from other studies and neither the Amsterdam nor the Lisbon samples were
drawn to be precisely representative of their respective cities. In France the particular Depariment from
which a representative sample was surveyed contains a population which is somewhat more rural than the
country as a whole, perhaps resulting in slightly lower than average prevalence rates.

With respect to the age groups, there are also some differences among the countries. The lowest (<14
years old) and highest (>17 years old) categories are open-ended. Differences in the school-systems found
in each country led to the differences in the composition of these two age groups. In the Athens sample, for
instance, the youngest secondary school students surveyed were age 13 years, while in the Amsterdam sam-
ple the youngest students were age 11 years. Secondly, in the Sweden and U.S. samples the boundaries of
the age categories are one year below the boundaries in the 4 other samples. Smali differences between the
six sampies thus could be attributed to these differences in the composition of the age groups in the upper
and lower age categories, though not the middle one,

Differences among the countries with respect to school dropout or retention rates have not yet been
examined. However, given the particular set of countries reported here, it does not seem likely that there are
large differences, at least within the age ranges examined. To the extent that there are such differences, they
would be larger for the older age groups, of course.

The possibility of different rates of concealment across samples cannot be ruled out entirely.
However, the evidence reviewed in the previous section would suggest that any such differences are quite
modest.

Though none of these samples was fully representative of the national student population in its coun-
try, a number of interesting findings can be summarized briefly. First, it is quite evident that very large dif-
ferences between the European and the U.S.A. samples exist with respect to the use of drugs by young peo-
ple. Prevalence rates for almost all drugs are at least two times higher in the U.S. small city sample (which
has fairly typical prevalence rates for the country as a whole) than in any of the European samples. Since
the U.S. small city figures are considered to be fairly close to the national figures, this finding cannot be
attributed to an unrepresentatively high level in this U.S.A. sample; and, since the rates are that much high-
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er than in any of the European samples, it seems likely that this finding could be replicated with nationwide
surveys.

While the prevalence rates of illicit drug use are very moderate in the European samples compared to
the U.S.A. samples, that is not to say that in the European schools surveyed a drug problem does not exist
among youngsters, In the European samples marijuana has been used at least once by 10%-36% in the sam-
ples of the older student population. And in the Athens and Swedish samples tranquillizers are used more
widely than marijuana.

Other illicit drugs than marijuana are far less popular in the European samples. With only a few
exceptions lifetime prevalence rates never exceed 10%. To date the use of cocaine does not appear to be
very extensive in European samples; lifetime prevalence rates range from 1% to 5% in the oldest age group.
However a real danger of its spread in the coming years remains as North American consumption contin-
ues to decline and the South American drug cartels seek replacement markets for their excess production.,
In fact, continuing student surveys of the type conducted in Sweden, Greece, and the U.S.A. may provide
important early indicators to determine whether a cocaine epidemic is beginning to evolve.

Most #licit drug use in these European student samples seems to involve experimental and inciden-
tal behavior for the most part, since 50%-100% of the students who ever used a certain drug did not do so
in the past month. Past 30-day prevalence rates are very low, with the exception of the rate for marijuana,
which has been used by 3%-14% of the students in the European samples. For other illicit drugs most 30-
day prevalence rates are below 1% or nonexistent, In the U.S. small city sample, on the contrary, 30 day
prevalence rates are sometimes quite substantial: marijuana (31%), cocaine (89}, and inhalants (7%).
Current regular use (20 times or more in the past month) of illicit drugs is very rare in all samples. Only
marijuana has been used on a nearty daily basis by 1% or more; and this only in the U.S.A. sample (3%)
and two of the European samples {at 1%).

Although the prevalence of illicit drug use in the European samples appears to be moderate among
students, these drugs seem to be readily available to many of them. IHlicit drugs are perceived by 209%-60%
of the students to be fairly easy or very easy for them to get. In the U.S.A, most drugs are seen as available
by the largest proportions of the students, but these modest differences in availability cannot explain the
sometimes very subsiantial differences in prevalence rates. In all samples heroin is among the drugs that are
rather difficult to acquire, whereas marijuana is among the most available drugs. In some countries drugs
that are aiso used under medical prescription are fairly easy to get. This may be a function of physicians’
prescribing practices and/or loose control of pharmacy sales.

Prug use under medical supervision is quite widespread in all samples. As a rule prevalence rates for
the physician-prescribed use of opioids, stimulants, tranquillizers, and barbiturates are higher than the illic-
it use of these drugs. The use of opioids is especially high, reaching peak levels of 29% in the Athens sam-
ple and 40% in the U.5.A sample.

The use of the two licit drugs, alcohol and cigarettes, is far more widespread than the use of illicit
drugs. The majority of students have tried alcohol and smoked a cigarette, but the regular and heavy use of
these drugs is also considerable. Of the oldest students 60%-75% have experienced drunkenness at least
once in their lifetime. This can be considered a normal pattern within Western societies, but the proportion
of students who have gotten drunk five or more times in the past month is rather alarming, ranging from 1%
to 4% in the three European samples for which data are available to 6% in the U.S. small city sample.

Current (past month) smoking rates are very high in the oldest age groups in the three European sam-
ples reporting—from 54% to 74%—and will have a substantial impact on morbidity and mortality in these
populations in ensuing decades. In the U.S.A. sample cigarette smoking has a considerably lower preva-
lence rate {26% past month prevalence).

Most of the older students who ever used an illicit drug started this use at the age of 15 or 16 years,
and this is true in all samples. (In the U.S.A. sample substantial proportions began at an even younger age.)
For this reason the prevalence of use among the older students (17 years old or more) is four to nine times
higher than among the youngest students (14 years old or less). Comparing across samples, we see that the
higher the proportion of users who start use at an early age, the more widespread the use of that drug.
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In the majority of samples, differences between boys and girls with respect to the use of drugs are
mostly smail. Of the illicit drugs, boys use marijuana more often than girls, except in the Swedish sample.
Tranquillizers, on the contrary, are always more often used by girls. Girls also use tranquillizers and nar-
cotics on medical prescription more often. Alcohol is used somewhat more by boys than by girls, but with

cigarettes it tends to be the other way round.
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50 CONCLUSIONS AND RECOMMENDATIONS

From a methodological point of view, this collaborative research project has demonstrated the valid-
ity and usefulness of the instrument for a fairly wide age range of adolescents in a wide range of different
countries. This implies that valid comparable international research on substance use is feasible. Data of
this research can give strong impetus to initiate and co-ordinate a policy on prevention and reduction of
dangetous substance use between states and on the European level. Scientifically this kind of research
makes it possible to delineate the cultural determinants of substance use in the adolescent, which provides
a better insight in the genesis of habits of substance use and misuse. We are hopeful that the instrument and
protocol approved in this study will serve as a model for emerging national and regional studies, so that
compatisons of the type illustrated here will become increasingly possible. There remain a number of fur-
ther comparisons possible in the current data sets, of course: we have been able to encompass only a limit-
ed number of questions here. In particular, the commonality of risk factors associated with use should be
examined. But it is clear that comparisons based on representative national samples would be substantially
more interesting, and that nationally representative samples would be of considerably greater policy value
to the governments involved.

From the point of view of public health it can be concluded that the regular use of alcohol and
cigarettes deserves a great deal of attention in all countries. In the U.S.A. reducing the current levels of illic-
it drug use in the student population is also clearly very important, whereas in Europe emphasis probably
should be placed on preventing any further growth of illicit drug use, particularly cocaine.
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APPENDIX I

STUDENT QUESTIONNAIRE

| ;
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X

SURVEY RESEARCH CENTER

INSTITUTE FOR SOCIAL RESEARCH

THE UNIVERSITY OF MICHIGAN
ANN ARBOR MICHIGAN

This questionnaire is part of a study being conducted by the University of Michigan’s Institute
for Social Research. The study is being done on behalf of both the Ann Arbor School System
and the University. The results will be used in connection with a nationwide survey currently
being conducted by the University and an international survey of secondary school students
now under way in five other countries.

This is an anonymous questionnaire — it will not contain your name or any other information
which would identify you individually. Your questionnaires will be collected at the end of the
period by the survey administrator, who will immediately seal them in an envelope and take
that envelope to the University’s Institute for Social Research. The results will be put on to
computer tape and will be reported only in summary form for the city as a whole, and not for
particular classrooms or particular schools.

We are interested in learning a number of things about the lifestyles of today’s young people,
in particular about the important areas of smoking, drinking and drug use. We are also interested
in your leisure time activities and in your attitudes about these and related subjects.

If the study is to be successful, it is important that yon answer each question as thoughtfully
and frankly as possible. Remember your answers are totally confidential.

The study is completely voluntary. If there is any question which you or your parents would
find objectionable for any reason, just leave it blank.

This is not a test. There are no right or wrong answers. If you do not find an answer that fits
exactly, mark the one that comes closest. Please mark the appropriate answer to each question
by making an “X” in the box.

Thank you in advance for your participation, and we hope you will find the questionnaire
interesting. If you have a question, please raise your hand and the survey administrator will
come to your desk to answer it.

Please begin,

35




PART A

BEFORE BEGINNING BE SURE TO READ THE INSTRUCTIONS ON THE COVER.
Please mark your answer to each question by making an “X” in the appropriate box.

1. Whatis your grade level in school? .

7 th BIAAE e 8 th ZEAQC e 9t ZEAAC oo
10 th grade. it th grade 12 th grade.... . . (6]

The next few Questions ask about the kinds of things you might do.

2. How often do you do each of the following ? (Mark one box for euach line)

Almost At least Once A few
_every day once aweek  ortwiceamonth  timesayear Never
a. Ride around in a car ' '
(or motorcyle) just for fun ...
b.  Participate in community ‘
affairs or volunteer work [I] t
¢. .Play a musical instrament or $ing........... N

d.  Actively participate in sports,
athletics or eXercising ... (1]

(]
=
=
A

¢,  Read books, magazines

Or newspapers (1]
Go to parties or other social affairs.......... II] [5]

g.  Participate in extracurricular
T L eses B——

]
=]
EY
[

3. On the average over the school year, how many hours per week do you work in a paid or unpaid job?

None......... . 3 or less hours ’
610 10 hours ... T1 10 I3 BOUES ..o s ssnsssssssssssssssssras
16 0 20 ROUES .o s 21 to 25 hours [6]
26 0 30 NOUTS e N MOTE HhAT 30 BOULS 1. (8]

4. During an average week, how much meney do you get from o
None $1-5 $6-10 $11-20 $21-35 $36-50 $51-75 $76-125 $126+
A jOb OF OtEr WOK ..o [6]

Other sources

(AllOWANCES BIC) oo rreenec e @ ) @

5. During a typical week, on how many evenings do you go out for fun and recreation?

Less than one . One )
THIEE ...ooveeereerceesmeversssmsasressresssssssrssseassins Four or fiVe .o ceeeveeeeeceovseinees Six or seven ... RO @

6. On the average, how often do you go out with a date?

|t {ﬂ Once a month or less 2 or 3 tirhes a month
Once a weeK..ooriconn S 2 or 3times a week .o Over 3 timhes a Week ..o : @
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7.

10,

During the LAST FOUR WEEKS,
how many whole days of school have you missed ...

None Tday - 2days 3days  4-5days 6-10days (1”; [%%3[’@
a. Because of ilIness.....oeeeeceevioreneniern [ﬂ @
b, Because you skipped or “cut” ......... (1] '
¢. - Forother reasons...........oooveoneevrreceeene @

During the Jast four weeks, how often have you gone to school, but skipped a class when you were not supposed to?

Not at all ..o [IJ 1 OF 2 HMES oo eeceeseerreseecrmnsesennne 35 tIMCS oo
610 BNCS oo 11-20 HRCS oo More than 20 times

How likely is it that you will do each of the following things after high school 7
{Mark one box for each line)

Definitely won't Probably won't Probably will Definitely will

a.  Attend a technical

or vocational SChOOL.... s [1]
b, Serve in the armed fOrces. .. (1]
 olloge OB @
 our et OBy [0
S i 1

The following questions concern cigarettes, alcohol and a number of other drugs.

First, how much do you think people risk harming themselves (physically or in other ways), if they ...
(Mark one box for cach line)}

Ne Slight Moderate Great Can't say
risk risk risk risk Drug unfamiliar

“ ofcigamanes por day e [

b, Try marijuana (pot, grass) once or twice ........ {i]

¢.  Smoke marijuana cccasionally....nn bl

d.  Smoke marijuana regularly ..o f1]

e.  Try LSD once or twice i

f Take LSD regulatly ... srsrreersrecrsenneas L_Li

g.  Try an amphetamine

(uppers, pep pills, bennies, speed) once or twice...., E
h.  Take amphetamines regularly .
i Try cocaing once or tWiCe......mmecermmcereescrisrenss Eﬂ
J. Take cocaine occasionally ... ererrmsneens
k. Take cocaine regularly ... (1] (4]
. Take one or two drinks nearly every day....... [l
m. Take four or five drinks nearly every day...... m
" o twice cach weekerdenees
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11. Xndividuals differ in whether or not they disapprove of people doing certain things,
Do YOU disapprove of people (who are 18 or older) doing each of the following ?(Mark one box for each line)

disil)p?;(t)ve Disapprove disst;g[[;tg(ge

a.  Smoking 20 or more cigarettes a day .. nonseecens 2]
b, Trying marijuana (pot, grass) once or twice [IJ
¢ Smoking marijuana occasionally... . mssicmmmnmin (1]
d. Smoking marijuana regularly ... (]
¢.  Trying some hailucinogen (like LSD, mescaline,

peyote, psilocybin, PCP, etc) once or twice l__f}
I Trying heroin (smack, horse) once or twice
g.  Trying a barbiturate (downer, goofball, red, yellow, etc)........... [Il

h. Trying an amphetamine
(upper, pep pill, bennie, speed) once or twice

i.  Trying cocaine once or twice.........

] [ B
& =

j- Having five or more drinks once or twice each week ............ {1]

12. How difficult do you think it would be for you to get each of the following types of drugs, if you wanted some?
(Mark one box for each line)

Probably Very Faitly Fairly Very

impossible  difficult  difficult easy casy
a.  Marijuana, cannabis, pot, grass or hashishu.. o
b.  Hallucinogens (LSD, PCP, mescaline, peyote, psilocybin)...........
¢ Amphetamines (uppers, pep pills, bennies, speed).....e..e..... (] E]
d.  Barbiturates (sleeping pitls, downers, reds, yellows, etc)............. (1
e.  Tranguillizers (Librium, Valium, Miltown) ................... 1]
S Cocaing....... ,
g.  Heroin (smack, horse)

h.  Some other narcotic
(opium, codeine, paregoric, methadone, e1C) ....ueeeeececareeeeere v [1]
i.  Any alcoholic beverage (beer, wine or Egquork....ceennns [D
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1.

PART B

The next major section of this questionnaire deals with cigarettes, alcohol and various other drugs.
There is a lot of talk these days about these subjects, but very little accurate information.
Therefore, we still have a lot to learn about the actual experiences and attitudes of people your age. '

We hope that you can answer all questions, but if you find one which
you feel you cannot answer honestly,we would prefer that you leave it blank.

Remember that your answers will be kept strictly confidential ;
they are never connected with your name or your class.

The following questions are about CIGARETTE SMOKING.

Have you ever smoked cigarettes?

Never — GO TO QUESTION 3. Once or twice only ...
Occasionaily but not regularty Regulatly in the Past......ececeeeeeeececcorreareersrresen
Regularly now
How frequently have you smoked cigarettes during the past 30 days?
NOE AL AlLo.cevurrrsvevemerrssemsseressesisssss essssssssessrsssrssnssssssssm st sesssssss Less than one cigarette per day ...
One to five cigarettes per day...... About one-half pack per day.......
About one pack per day ... About one and one-half packs per day .o (6]
Two packs of MOre Per day ... neeeeeenescecsesnreces

The next questions are about ALCOHOLIC BEVERAGES — including beer, wine and hard liguor.
On how many occasions have you had alcoholic beverages to drink (Mark one box for each line)
Number of occasions 0 1-2 3-5 6-9 10-19 20-3% 40 or more
. In your Betme. .. ssmmssssesessoss [ @
b, During the 1ast 12 MOBS...eerrern [ 6]
¢.  During the 1ast 30 days .o [ (6]
More specifically, on how many occasions (if any) have you had beer to drink ...
Number of occasions 0 1-2 3-5 6-9 10-19 20-39 40 ormore
a.  Inyour LIfetime. ... sonesssis Eﬂ @
b, During the 1ast 12 mOnths. ... t]
¢, During the 1ast 30 days ......cormmmn 1] tél
On how many occasions (if any) have you had wine to-drink ...
Number of occasions 4] 1-2 3-5 6-9 10-19 20-39 40 or more
a.  Inyour lifetime. ... m (4]
b.  During the last 12 months.........covnieeeees D] @
c¢.  During the Tast 30 days ..o [1] (€]
On how many occasions (if any) have you had liquor to drink ...
Number of occasions 0 1-2 3.5 6-9 10-19 20-39 40 or more
d. In yOur lifetime. . ceescsessrcnnsseniinns (] (6]
b, During the last 12 months. . i (6]
¢ During the Jast 30 GayS .o [6]
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7.

10.

11

12.

13,

Number of occasions ]

" Number of occasions 0

Think back over the LAST TWO WEEKS. How many times have you had five or more drinks in a row ?
(A ““drink” is a glass of wine, a bottle of beer, a shot glass of liquor or a mixed drink.)

L ORCE e Twice |,

None

Three to AVe tHMES s,

On how many occasions (if any) have you been drunk or very high from drinking alcoholic beverages?

1-2 3-5 6-9 10-19 20-39
In your lifetime.......c.occr, . [1] f6)
During the last 12 months...... o (1] [6]
¢.  During the Iast 30 days ... (1]

Tranguilizers are sometimes prescribed by doctors to calm people down, quiet their nerves,
or relax their muscles, Librium, Valium and Miltown are all tranquilizers.

Drugstores are not supposed to sell them without a prescription.
(These de NOT include any non-prescription type drugs.)

Have you ever taken tranquilizers because a doctor told you to take them ?

INO, NEVET oo senee st sessmensmnes

On how many occasions (if any) have you taken tranquilizers on your own ~ that is,
without a doctor telling you to take them ..,

Number of occasions 0 1-2 3.5 6-9 10-19 20-39
a.  In your lifetime... e [__—1] } ‘
b, During the last 12 mOnthS... o iI]

(el

¢, During the last 30 days ..o

Six 10 NINE tMES .oocvorrrrresrsssrraranes Ten or more imes ..o

II% Yes, but for less than three weeks ... Yes, for three weeks or more ...

40 or more

40 or more

On how many eccasions (if any) have you taken quaaludes (quads, soapers, methagualone) on your own — that is,

without a doctor telling you to take them ..,

Number of occasions 0 1-2 3.5 6-9 10-19 20-39
a.  Inyour 1ifetime.. ....................................................
b, During the last 12 months.. (1] (€]
e, During the 1ast 30 days oo (€]

Barbiturates are sometimes prescribed by doctors to help people go to sleep or to relax.
They are sometimes called sleeping pills, downs, downers, goofballs, yellows, reds, rainbows,
Drugstores are not supposed {o sell them without a prescription.

(These do NOT include any non-prescription type drugs.)

Have you ever taken barbiturates because a doctor told you to take them ?

NO, NEVET ..ot emes et sssseae Yes, but for less than three weeks ... Yes, for three weeks or more

On how many occasions (if any) have you taken barbiturates on your own — that is,
without a doctor telling you to take them ... (Mark one box for each line)}

1-2 3-5

6-9

10-19

C

b, During the [ast 12 monthS......comccennnnns

Q
6]
(61

a. In your 1111 79T O——

¢.  During the last 30 days e
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Amphetamines can be prescribed by doctors to help people lose weight or to give people more energy.

They are sometimes called uppers, ups, speed, bennies, dexies, pep pills and diet pills.

Drugstores are not supposed to sell them without a prescription from a doctor.
(These do NOT include any non-prescription drugs, such as over-the-counter diet pills (like Dexatrim)

or stay-awake pills (like No-Dox), or any mail-order drugs.)

14. Have you ever taken amphetamines because a doctor told you to take them?

NO, NEVET ...oeietceserresrissssessrarses

15. On how many occasions (if any) have you taken amphetamines on yoor own — that is,
without a dector telling you to take them ... (Mark one box for each line)

Number of occasions

a.
b.

C.

........... Yes, but for less than three weeks ........

It YOur HECHME oo sscss s

During the last 12 months.....ns

During the last 30 days ..

There are certain narcotic drugs which doctors sometimes prescribe fo relicve pain,

These drugs include morphine, codeine, paregoric, demerol, talwin and laudanum.
Drugstores are not supposed to sell them without a prescription.

0

1-2

3.5

Yes, for three weeks or more

6-9

[4]
(4]

to prevent coughing or to control diarrhoca.

10-19

16. Have you ever taken any of these narcotic drugs because & docter told you to take them ?

NO, NEVEL .o reeesensesiansons

.......... EI] Yes, but for less than three wecks ........

20-39

(6]
(6]
(6]

Yes, for three weeks or more

17. On how many occasions (if any) have you taken any of these narcotic drugs (or opium or methadone)

on your own ~ that is, without a doctor telling you to take them?

During the last 12 months........cnnn

Number of occasions

a.  In your lifetime

b.

c.  During the last 30 days

18. On how many occasions (if any) have you used marijuana (grass, pot) or hashish (hash, hash oil) ...

Number of occasions

a.
b.

c,

¢

.
[

1-2

3-5

6-9

The next few questions ask about some other drugs.

In your lifetime.......

During the last 12 MOBHS..icrrrrrrree

During the last 30 days

19. On how many occasions (if any) have you taken LSD ...

Number of occasions
a. Inyour lifetime
b.  During the last 12 months......ooorcevceniien

[a

During the last 30 days

43

1-2

—
:
b

[} [} [+

35

ot
w

[} &) [

6-9

[=%
3
o

(=] ] (&)

10-19

10-19

10-19

:

20-39

(6]
(6]
(s]

EEE 3

b
L=
w
o

(6]
[6]
[6]

40 or more

40 or more

40 or more

40 or more

,



20. On how many occasions (if any) have you used psychedelics other than LSD (like mescaline, peyote, psilocybin, PCP) ...

21.

22,

23,

25

-

Number of occasions 0

a.
b.
c.

On how many occasions (if any) have you used cocaine (sometimes called “coke™) ...

In your lifetimc....¢..............‘........i ........................
During the Jast 12 months
During the last 30 days ...

Number of occasions 0

a.  Inyour lifetime (]
b, During the last 12 MONtHS......omomrnn, 1
¢, During the last 30 days ... [1]

On how many occasions (if any) have you used heroin (smack, horse, skag) ...

Number of occasions 0

a.
b,

C.

In your lifetime.
During the fast 12 months
During the ast 30 days ..o

12 3.5 6-9
2] [3] (4]
(2] (3] [4]
(2] (3] (4]
12 3.5 6-9
(2] [3] [4]
2] 3] [4]
(2] (3] (4]
12 35 6-9
2] [3] (4]
(2] [3] (4]

2] (4]

|

On how many occasions (if any) have you sniffed glue, or breathed the contents of aerosol spray cans,
or inhaled any other gases or sprays in order to get high ...

Number of occasions 0

. In your BICHIMC el sessssssssannns
b, During the last 12 months......ieeernnnes L_l]
¢.  During the 1ast 30 days....ocomemneiiennnns LTJ

When (if ever) did you FIRST do each of the following things ?

1-2

3-5

6-9

10-19 20-39 40 or more
{5] [6] (]
(5] (6] [7]
(5] 6] [7]
10-19 20-39 40 or more
(5] (6] [7
(] (€] (7]
(5] (6] (7]
10-19 20-3% 40 or more
El (6] 7
(&]
(5} (€] (7]
10-19 20-39 40 or more
H (] (7}
5] (6] (7]
(5] (6] [7]

. Other than the drugs you have already told us about, have you used any other drugs for non-medical reasons ?
............................... b (L —— ‘What are they called

Don’t count anything you took because a doctor told you te. (Mark one box for each line)

S

TEm T o AD

oo oy o™ oA

Never

Smoke cigareties on a daily [T L H— D]

Try an alccholic beverage
more than just a few SIPS. ... ommmmmrmrmmmseeen

Try marijuana or hashish ..o

Try amphetamines......or i
Try quaaludes

[1]
[1]
[1]
Try BarbItuIates ..o esmsssesnsissnenns
3
[1]
[1]
(]

Try tranquillizers
TrY COCAINE...coomrorerrenrrermnsrerssvoreneemesersenn
5 o0 {1 {11 1 B

Try any narcotic other than heroin............
Try INhaIANES. oo eessesss s
Smoke your first cigarette

Try smokeless tobacco
(snuff, plug or chewing tobacco)................. (1]

Drink enough to feel drunk or very high.....

Grade
6 or below

£

(]

[ ] fro] o] o [eo] ] frod 3] [22] [10] 2] )

[ )

Grade
Tor8

[

(o] [c0] 0] ] o] [oo] 2] ][] [o] [ [55] o]

[} (]

Grade 9

B

ENJEN|ENENIENIENIEN[ENTEN I EN IS | EN (Y

[] (2]

Grade 10 Grade 11
(Freshman) (Sophomore) (Junior)

Grade 12
(Senior)

[]
[o
=

(1 [ ] ] ][] ] (][] [ [ () [
NEFEFRREEREEEE

e BidRERRRRRE REERE

[ &
NE]



1.

PART C

The next few questions ask for seme background information about yourself.

What is your sex ?

IR .o reeseeevsenmsie s sstsisss e rstban s temasssssbtt s s srsssrssens Female...omrermnens

How old were you on your last birthday ?

11 years old or less ........ 0l 12 years Ol .niinnn 13 years old...cccne. 14 years old ....rrenrenn
15 years old ..o, RV e o) {1 —— el 17 years old . oeeennns 18 years old or more...........

The next two questions ask about your parents’ education.
If you were raised mostly by foster parents, step-parenis or others, answer for them.
For example, if you have both a step-father and a natural father,
answer for the one that was most important in raising you.

What is the highest level of schooling your father completed ?

Completed grade school OF 18§ . ncivcvveecssniees Some high SChool. i e
Completed high school ... Some college N
Completed COUEEE . (5] Graduate or professional school after college ...
Don’t know, or does not apply

What is the highest level of schooling your mother completed ?

Completed grade school or less... (3 Some high school......cnnee

Completed high school SOMIE COHEEE . virisniniinins et senenenns s st sessssasosssmensens
Completed college ........ Graduate or professional school after college v
Don’t know, or does DOt APPLY ceveverccvvcmmemmsssmsecssamssssmsesenss

How many times have you moved your home from one city to another?

Never L0710 TWICE oot srssssrersiens

Three tIMES......c...cormrmmmmemsrssenes Four Or 1ore times, ..o oo

Which of the following best describes your average grade this past year ?

A (93-T00) e A (90-92).rtemssien B+ (87-89)...
B (83-86).roerreesremeemns Br (80-82) e s Cot (779 e
C (7376 Cr (7072 et D (69 OF BEIOW)..rcr e
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PART D

During the LAST TWO WEEKS, how many times (if any) have you been a passenger in a car

None Once Twice 3-5times  6-9times 10 or more

a.  When the driver has been dfinking ... i ' [6]
b, When you think the driver had 5 or more drinks........ [1] 6]

If you have not driven a car in the LAST TWO WEEKS, GO TO QUESTION 3.

During the LAST TWO WEEKS, how many times (if any) have you driven a car, truck or motorcycle after ...

None Once Twice 1.5 times  6-9times 10 or more

@0 DHNKING ACOROH s (] (6]
(6]

b.  Having five or more drinks in a row

How many of your friends would you ¢stimate ...

None A few Some All
@ SIOKE CIEAMCHES ... s sssstnieon s s serassss [t}
Smoke marijuana (pot, grass) or hashish......n: [1]
¢.  Take hallucinogens (like LSD, mescaline,
Peyote, PCP BIC) oo iismiminisnnssorsssesisssassisissess s sssssssssas D:[

d. Take amphetamines (uppers, pep pills, bennies, speed) .. [1]
e.  Take barbiturates (downers, goofballs, reds, yellows etc) Dj
S Take tranquitHZErS .......covicviurmermriinrcrnssssmms s s et einees

g Take cocaine...........

b Useinhalants (sniffing glue, acrosols, laughing gaseto).. [1}
i. Drink alcoholic beverages (liquor, beer, Wine) i IB
S Getdrunk at least once a week ... EU

FNEEEEEEE
=
FEEEEEEE B i

[ D[] [ [ [ ]
(ol [ ] [ [l (o] ] [

Have you had any drug education courses or lectures in school?

(]

NO = GO TO QUESTION 7. Y e

Would you say that the information about drugs that you received in school classes or programs has ...

Made you less interested in trying drugs . [ﬂ

Not changed your interest in trying drugs e

Made you more interested in trying drigs. . s e eeeresse11a e £AAEE S ESA AR At b 4 e oSSR e

Overall, how valuable were the experiences to you?

Litte OF NO VAU ... vveernsrrsss st seesersesss srsamssssessmsssenes SOME VAIUC .ot eersesrsevens s s s ssmstsmns
CONSIAErable VAIUS. .....cooovce e s sresmsseecsrsesessesesesssosssss e GICAL VAU oo eeeeeeeeee e rcomssssssessesssnrasssasens sesmn
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7.

If you had cver used marijuana or hashish, do you think that you would have said so in this questionnaire?

I already said
that I have used it......ccooreeren [:1] No NOt SUTE i WS vrerecrvimanmmsniesisemsssrsssenss

If you had ever used prescription-type stimulants, like amphetamines (without & doctor’s orders), do you think
that you would have said so in this questionnaire?

I already said
that I have used ... [ T NOE SUFE cocersirscsnistiensene YE8 simsmmsssiscnisessonnnes

If you had ever used heroin, do you think that you would have said so in this questionnaire ?

I already said
that I have used it ED NO ccerriercverimrimmsrenssinmeen NOt SUTE ..........cocrcrreinisririarins D (-

THANK YOU
for taking the time to answer these questions.
We hope you found them interesting,
We are eager to tabulate your answers along
with those of other respondents.
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