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The Validity of Self-Reported Drug
Use Data:  The Accuracy of
Responses on Confidential Self-
Administered Answered Sheets

Adele V. Harrell

ABSTRACT

Official records offer a relatively inexpensive, nonintrusive strategy
for checking on the accuracy of self-reported drug use.  Responses of
a small sample (N = 67) of former drug treatment clients interviewed
using procedures exactly modeled on the National Household Survey
on Drug Abuse were compared to their clinic records.  The accuracy
of reports compared to clinic records varied by drug, with the
percentage of known users reporting their use highest for marijuana,
followed by cocaine and hallucinogens, and lowest for heroin.  Almost
half of this sample of former treatment clients denied ever receiving
drug treatment.

INTRODUCTION

Self-reported data are a mainstay of social research.  Almost any
topic can be investigated by asking questions; indeed, this may be the
only way to obtain information on some topics such as attitudes,
motivations, beliefs, and behaviors known only to the respondent.
Unfortunately, self-reported data on such topics may be seriously
flawed by respondents' inability or unwillingness to provide the
requested information.  If respondents are asked to report facts they
have forgotten (or perhaps never knew), they may guess or invent
answers.  If respondents are asked to report facts that are potentially
embarrassing or damaging, they may deny or distort what they know
to be true.  For these reasons, the validity of self-reported data,
particularly self-reported drug use, simply cannot be taken for
granted.

The National Household Survey on Drug Abuse (NHSDA) is a major
source of information on the prevalence and patterns of illegal drug
use in this country and the validity of its estimates depend upon the
accuracy of the self-reports of respondents.  The NHSDA collects
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information about drug use on self-administered questionnaires during
a face-to-face interview in the respondent’s home with the assurance
that no one will ever know how they respond.  This procedure is
designed to reduce the chance that respondents will give answers
designed to make a favorable impression on the interviewer or others
in the home or to avoid the possibility of negative social or legal
sanctions associated with illicit drug use.  The assumption is that the
assurance of confidentiality and anonymity will offset any potential
tendency of the respondent to distort the accuracy of responses.

The study reported here is designed as a criterion validity test of the
NHSDA procedures.  In criterion validity studies, two different
measures of the same trait or experience are available:  a candidate
measure and an external, independent criterion measure that is treated
as an error-free measure of the construct.  The use of official records
to verify respondent reports has a lengthy history in social science
dating back at least to Hyman's classic World War II study of whether
the sellers of war bonds, when interviewed, accurately reported this
apparently disloyal act (Hyman 1944).

In the current study, the underreporting of illegal drug use was investi-
gated in a sample of 67 former drug treatment clients by comparing
their survey responses to clinic records on drug problems at time of
admission.  The criterion measures are based on self-reported
marijuana, cocaine, hallucinogens, and heroin use.

Drug treatment records were obtained from the files of publicly funded
drug treatment programs in three States.  The study followed the
NHSDA interviewing and questionnaire procedures closely.  To avoid
bias from interviewer expectations and to protect the respondent's
privacy, the sample of treatment clients was embedded in a larger
sample of respondents.  Interviewers were not told that the
respondents had been treated for drug abuse.  Special sample selection
directions, tailored to match the target respondent’s age and sex, were
used to select the former drug treatment client within the household,
simulating the random selection screening instrument used in the
NHSDA.

This analysis compares reports of past-year and lifetime use of
marijuana, cocaine, hallucinogens, and heroin by the former drug
treatment clients to the drugs listed as problematic at time of
admission to treatment.  This analysis also examines factors that
might influence the respondents’ willingness or ability to respond
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accurately, such as the level of privacy during the interview and the
amount of time between admission to the program and the interview.

The limitations of this validity study should be emphasized.  Major
difficulties in locating respondents based on addresses provided by the
drug clinics resulted in a very low response rate.  Only 67 eligible
respondents were located and interviewed, despite an exhaustive
search for former treatment clients.  The small sample means
differences in the population may not be detected by the analysis.
The low response rate means the sample may not be representative of
the treatment population.  Furthermore, the extent to which
reporting by former drug treatment clients resembles reporting by
members of the general population of household members is
unknown.  Treatment may reduce denial of drug use; alternatively,
clients in public drug treatment may be more motivated to
underreport their past drug use than casual drug users.  As a result, the
findings of this analysis must be regarded as preliminary and used
primarily to illustrate the potential for using official records to assess
the validity of drug reports.

USING OFFICIAL RECORDS AS CRITERION MEASURES

Official records have some distinct advantages in the context of
validating self-reported illicit drug use.  Records based on existing data
are relatively inexpensive to obtain.  The method is unobtrusive,
requiring no additional effort on the part of a survey respondent.  One
special advantage is the opportunity to check a wide range of
questions, such as those about drug-related consequences, that cannot
be validated with biochemical tests.

Unfortunately, official records may not always be satisfactory,
indepen- dent, error-free criterion measures.  Records may be
incomplete.  Defini-tions and data-collection procedures may vary
over time and across loca-tions.  Occasional or periodic lapses in data
entry, as well as occasional entry errors, can reduce the reliability of
record-based data.  In many cases, official records are based on self-
reports provided in a setting that can affect willingness to report an
illegal behavior.  For example, arrestees may provide less accurate
information on their drug use to intake personnel at a jail than to a
researcher on a self-administered questionnaire given with a guarantee
of confidentiality.  Reluctance to disclose drug use can occur even in
an alternative setting such as a clinic (which is expected to be less
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conducive to underreporting) if the respondent is interested in
conveying a positive image to the interviewer.
Records are also limited by the extent to which the individuals and
events of interest are included by the mission or catchment area of
the agency maintaining the records.  Potential differences in drug use
beliefs, behav-iors, and attitudes between the individuals on whom
records are maintained and the population to which the results will be
generalized must always be considered.  For example, clinic records
reflect only the experiences of respondents who sought treatment and
qualified for a treatment slot.  Criminal justice records on arrests for
driving under the influence are affected by factors such as speeding or
breaking the law.  In such cases, differences in risk-taking, poverty, or
other characteristics of those arrested threaten the validity of
comparisons to law-abiding citizens.  Official records can rarely be
used to assess overreporting due to omissions of some events.  For
example, hospital emergency room records will not include those drug
overdose incidents for which respondents failed to seek medical help
or went to a doctor’s office or clinic.  Similarly, only some drug-
selling transactions will be reflected in official arrest records of drug
dealers.

Despite these potential limitations, official records, used carefully,
may be the best available criterion when circumstances or lack of
resources prevent the use of a more objective measure of use.  This
type of criterion measure may be essential when the focus of
investigation is the validity of self-reports of drug-related experiences
not captured in biochemical tests.

THREATS TO VALIDITY OF SELF-REPORTED DRUG USE DATA:
ISSUES AND FINDINGS

Response distortion to avoid social stigma is a serious risk in surveys of
value-laden issues such as illicit drug use.  Survey respondents may be
unwilling to report drug use to avoid adverse reactions from others or to
present themselves to the interviewer in a favorable way.  Conversely,
respondents with positive views of drug use may exaggerate their drug use
to impress the interviewer or others, or to live up to a self-image that
perceives drug use as positive.  These hypotheses are consistent with
social desirability theory (Edwards 1957), which suggests that distortion
of self-reports, by underreporting or overreporting, occurs as a function
of the perceived acceptability of the behavior in question.
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Evidence from validity studies with highly reliable and valid external
criteria (Cahalan 1968; Hyman 1944; Parry and Crossley 1950; Weiss
1968) indicates that many types of behavior viewed as socially desirable
are overreported, while those viewed as less desirable are underreported.
Several studies also indicate that the tendency to underreport varies
across social groups that hold differing norms and values regarding the
desirability of the behaviors or traits under investigation (Harrell 1985;
Hyman 1944; Hindelang et al. 1981; Parry et al. 1971; Philips and
Clancy 1970).  Thus, even when validity studies indicate a bias towards
underreporting a stigmatized behavior, the bias cannot be assumed to be
constant across all respondents.

Underreporting has been found to vary by drug, with serious levels of
underreporting associated with heroin, the most highly stigmatized drug
at the time of these studies.  Estimates of heroin prevalence based on
indirect methods such as the item count or randomized response tech-
niques that conceal the respondent's answers from the interviewer were
higher than those produced by items modeled on the NHSDA, suggesting
that the survey respondents underreported on direct questions about
heroin use (Miller 1983, 1984).  In an earlier study, Cisin and Parry
(1980) found that approximately two-thirds of respondents identified as
heroin users in clinic records denied heroin use during a survey.  In that
study, net levels of underreporting appeared to be very low for other
drugs such as marijuana and cocaine.  While these studies may indicate
that only the most undesirable or stigmatized drug behaviors are likely to
be underreported, Cisin and Parry noted that the clinic data criterion used
in that study was subject to error and that some patients may have
inadvertently failed to mention softer drugs such as marijuana during the
intake history—thus giving a false degree of net validity to survey
reports on the softer drug.

Factors other than social desirability also threaten the accuracy of self-
reported drug use data.  Respondents may fear legal consequences to
reporting drug use if they distrust survey assurances of confidentiality.
They may be unable to report drug use accurately, particularly when
questions involve detailed accounts of drug consumption at times in the
past.  They may not be able to remember the circumstances of use, when
they used a drug, or even whether they ever used a particular drug.
Heavier drug users are likely to find particular facts more difficult to
recall and may experience memory impairment.

A number of studies conducted during the 1960s and 1970s compared
addicts' reported drug use, arrest record, and demographic information to
hospital records, law enforcement records, biochemical tests, and reports
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of significant others (Amsel et al. 1976; Ball 1967; Cottrell and
O'Donnell 1967; Robins and Murphy 1967; Stephens 1972).  For
example, Ball compared the responses to a structured interview of 59
narcotic addicts to data from hospital records, Federal Bureau of
Investigation (FBI) records, and tests conducted immediately after the
interview to determine whether "deviant groups, especially those engaged
in illegal behavior, are motivated to—and do—conceal or deny their
proscribed behavior" (Ball 1967, p. 650).  Five items were used for
comparison:  (1) the age of the subject, (2) age at onset of drug use, (3)
type and place of first arrest, (4) total number of arrests, and (5) drug use
at the time of interview.  Responses to the items related to deviant
behavior "indicate a rather surprising veracity on the part of former
addicts" (Ball 1967, p. 653).  However, recall of detailed information
may have reduced the validity of some drug use items.  Higher rates of
distortion are reported on items that request exact information (e.g., age
at first arrest and age of first drug use) (Ball 1967; Cottrell and O'Donnell
1967) than on easier questions such as, "Have you used marijuana?"
Because the addicts appeared willing to provide authentic drug
information, the implication is that faulty memory produced these
inaccurate answers.  In general, most research on former addicts
concludes that addicts are willing to reveal the facts of their drug use and
arrest record.  A notable exception is a study by Amsel and colleagues
(1976), which found relatively high denial rates for drug use.

Self-reported drug use data may also suffer if reports are inconsistent or
incomplete.  Analyses of self-reported drug use data collected by the
NHSDA have found consistent patterns of self-reported friendship with
users of specific drugs, opportunity to use these drugs, and actual use of
these substances (Somerville and Miller 1980); and sequential patterns of
the first use of various drugs that show a Guttman-like hierarchy of
progressive statutes of involvement in drug use, so that for example,
virtually all users of cocaine, hallucinogens, and/or heroin report that
marijuana use preceded their first use of any these other illicit drugs
(Harrell and Wirtz 1980).  The convergence of birth cohort data derived
from successive NHSDA surveys (see Cisin et al. 1978; Miller and Cisin
1983), as well as the consistency between trends reported by the NHSDA
and those from the national surveys of high school seniors (c.f.,
Johnston et al. 1993; Substance Abuse and Mental Health Administration
1995), support the reliability of survey estimates over time.  More
recent analyses found that substantial proportions of those reporting
some drug use provided at least one inconsistent response on the survey.
Although the inconsistencies were most numerous for alcohol, the
proportion giving inconsistent responses for illegal drugs was higher (Cox
et al. 1992).  The complexity of the cognitive task and the demands of
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recall associated with questions about time periods may also contribute to
measurement error on some NHSDA questions, including those about
past-year drug use (Forsyth et al. 1992).

For purposes of the current study, the findings of these earlier studies
suggest that former drug treatment clients generally appear willing to
report past drug use, but that questions about past-year drug use may be
subject to measurement error related to the cognitive complexity and
demands on recall of these items.

METHODS

The sample consists of former clients of public treatment programs in
Maryland (six programs), New Jersey (six programs), and Pennsylvania
(three programs).  Clients admitted to treatment between July and
December of 1985 were selected for the sample.  They were assumed to
have used drugs listed as problems at the time of admission during the
month before admission.  Initially, 600 eligible cases were randomly
selected, 50 from each of 12 strata defined by age (12 to 17, 18 to 25,
and 26 and older), sex, and race (white and African American) to permit
analysis by demographic characteristics.  The two strata of young
females 12 to 17 (African American and white) were dropped because so
few cases were available and many of the available cases had male siblings
in the sample.  Due to problems in locating sample members from
addresses provided in the clinic records, a second sample was selected
midway through the study.

The study encountered substantial problems in locating respondents at the
addresses provided in the clinic records.  Although some problems may have
resulted from data-entry errors at the clinic, a larger portion appeared to result
from deliberate client misrepresentation.  Address verification, undertaken by an
independent tracing firm prior to interview assignment, found that 287 of 714
addresses listed in the clinic records did not exist, were out of State (which should
have made the clients ineligible for pro-gram entry), or referred to vacant lots,
office buildings, and other nonresi-dential structures.  At another 243 addresses,
the household did not contain anyone in the age/sex group of the former
treatment client, despite the fact that residents in the majority of these cases said
they had lived at that address for a year or longer.  In a smaller number of cases,
the household residents were new to the dwelling, so that it is possible that the
target re-spondent had moved from the address.  No household roster was
obtained for 52 households (39 refused and 13 could not be contacted), leaving
132 households with potential respondents.
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Interviews were completed with respondents in 73 (55 percent) of the 132
households.  The selected individual refused interview in 28 house-holds and was
never found at home in 31 households.  Interviews with six respondents were
discarded because they did not match clinic clients on sex and date of birth.  The
remaining 67 respondents, all of whom had entered treatment within the year of
their interview, form the sample used in the analysis.  Most had been treated in
outpatient programs (96 percent) and in programs focused on drug abstinence (94
percent).  Almost half (48 percent) were referred to treatment through a court
order.

Respondents were interviewed between April and August of 1986.  Only clients
who entered treatment less than 1 year before the interview were considered
eligible so that their drug use during the month before admission could be
considered a measure of past-year drug use.

The survey was designed to duplicate the NHSDA procedures for in-person
interviews with randomly selected members of the household population.
Respondent selection forms, or screening instruments, are used in the NHSDA to
randomly select a member of the household for the interview.  For NHSDA, the
screening instruments are constructed to disproportionately sample by age group.
For the validity study, the forms were modified to select the age and sex of the
clinic patient residing at each address, but retained the appearance of a random
selection procedure for the respondent and interviewer.  The specificity of the
selection criteria made it unlikely that the wrong member of a household
containing the former clinic patient would be selected, although the final
matching criterion was the actual date of birth recorded in both the interview and
the clinic record.

Most interviewers (13 of 16) had worked on previous NHSDA surveys.  Their
training for this survey was similar to that used in earlier surveys.  To reduce the
chance that interviewers would become aware that respon-dents had been
preselected on the basis of their known drug use, nontreatment households were
included in the sample.  These households were chosen during address verification
on the basis of similarity in location and appearance to households of the former
clinic patients and interspersed in the lists of addresses provided to interviewers.
In these households, the respondent-selection procedures resulted in relatively few
eligible respondents on the household listing and the results were not used in the
analysis.

Interviewing followed the NHSDA procedures for minimizing denial of drug use.
Respondents were assured that their answers would be kept private and
confidential, never seen by the interviewer or anyone else in the household.
Questions about illicit drug use were presented on self-administered answer sheets,
sealed in an envelope at the end of the inter-view, and mailed immediately.
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Respondents were invited to accompany the interviewer to the mailbox to ensure
that the envelope was not opened.

The test of whether respondents reported drug use on the survey was based on
answers to the question, "When was the most recent time that you used (the
drug)?"  Answers were classified as:  ever used versus never used; and used in past
year versus never used, or used most recently more that 12 months ago.  Four
classes of illicit drugs—marijuana, cocaine, hallucinogens, and heroin—were
examined.  Nonmedical use of psychotherapeutic drugs including sedatives,
tranquilizers, and stimulants was excluded because so few of the sample clients
were admitted to treatment for the abuse of these substances.

Clinic records from the Client-Oriented Data Acquisition Process (CODAP)
system maintained by the National Institute of Drug Abuse (NIDA) (1987)
provided data on the drugs (up to three) considered problems at the time of
admission to treatment.  Problems at time of admission were determined at the
clinics during intake interviews and were used as the criterion measure of past-
year use of these drugs.  CODAP forms provided a consistent format across
clinics for identifying drugs abused at the time of admission and use of these drugs
in the month before admission.  Records with missing information on sex, age,
race, address, or drug use were excluded.  Checks of the reliability of the
computerized drug use items contained in the CODAP records found no
inconsistencies with hard-copy files maintained at the clinics.  Although many
respondents reported drugs on the survey that were not listed in the clinic records,
this cannot be interpreted as overreporting because no effort was made to list all
drugs ever used in the records.

The analysis also examined the validity of self-reported data on drug treatment as
reported in the NHSDA.  This question is of particular interest in the validity
study because all members of the sample were known to have been in treatment
so that the validity of the criterion measure is high, and because questions about
treatment participation cannot be validated using biochemical tests.  Survey
respondents were classified as:  ever receiving treatment for the use of drugs other
than alcohol versus never receiving treatment; and receiving treatment during the
past year versus no treatment in the past year, based on two questions:  "Have
you ever gotten treatment for your other drug use, not counting cigarettes or
alcohol?" and "Have you received treatment in the past 12 months for your drug
use (not counting cigarettes or alcohol)?"

RESULTS

The analysis includes 49 respondents with a history of marijuana use, 25 known
to have used cocaine, 20 hallucinogen users, 28 heroin users, and 7
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psychotherapeutic drug (stimulants, sedatives, or tranquilizers) users.  These
numbers reflect the fact that most respondents (70 percent) had problems with
more than one drug:  48 percent listed two drugs as problems at the time of
admission to treatment and 22 percent listed three.

Table 1 describes the sample of abusers by drug category.  Eighty-five percent of
the respondents were 18 or older, and 72 percent were men.  Demographic
characteristics varied by type of drug abused.  Marijuana and hallucinogen abusers
were younger than the samples of heroin and cocaine abusers and included a
greater proportion of white respondents.

For most analyses, all 67 cases were used.  However, the analysis of self-reported
past-year drug use was limited to respondents who used the drug(s) of abuse within
the month before admission to the drug treatment program.  Cases were limited
to respondents interviewed within 11 months of clinic admission (333 days) to
ensure that their drug use occurred within the past year at the time of interview.
The sample of past-year users consisted of 28 marijuana users, 13 cocaine users, 6
hallucinogen users, and 17 heroin users.

Drug Use Underreporting by Drug

The number and percentage of known users who reported their use on the survey
is shown in table 2.  Almost all respondents admitted to treatment for
marijuana use reported some previous marijuana use (96 percent).  Clients
treated for cocaine abuse were somewhat less likely to report any past use (84
percent of the users).  Reporting accuracy was lower for heroin and
hallucinogen use, with 68 to 70 percent of the users reporting any use of
these substances.  The accuracy
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TABLE 1. Demographic characteristics of respondents by drug abused at
time of clinic admission.

Drug abused at admission/# affirmative respondents*

Marijuana Cocaine Hallucinogens Heroin
Any
drug

Total users 49 25 20 28 67
Age group

12-17   9   2   7   0 10
18-25 19 13   6 12 27
26+ 21 10   7 16 30

Sex
Male 37 20 16 18 48
Female 12   5   4 10 19

Race
White 26 10 16   7 39
African American 23 15   4 21 28

KEY: * = Drug use categories are not mutually exclusive.

of reporting of past-year use was generally lower.  Most of those who
had used marijuana in the month before clinic admission (N = 28)
admitted past-year use on the survey (86 percent).  Fewer of
those who used cocaine in the month before treatment reported
past-year use (69 percent), and even smaller portions of those
whose records indicated use of heroin and hallucinogens in the
month before admission reported past-year use.  The results are
consistent with the thesis that underreporting results from the risk
of social stigma associated with revealing use of these drugs.
Social desirability theory predicts that response accuracy will
decline as the level of stigma increases, so that respondents are
expected to be more willing to report the use of widely used drugs
such as marijuana than use of those less prevalent and more
deviant drugs such as heroin, with cocaine and hallucinogens in the
middle.
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TABLE 2. Self-reported drug use by drug type and time period.

Drug type and time
period

Number admitted
for abuse

Percent
reporting use

Marijuana
Ever use
Past-year use

49
28

96
86

Cocaine
Ever use
Past-year use

25
13

84
69

Hallucinogens
Ever use
Past-year use

20
  6

70
33

Heroin
Ever use
Past-year use

28
17

68
59

An analysis of reporting accuracy of users of more than one drug
category was conducted to see whether reporting accuracy within
individuals was related to the level of stigma associated with the drug
category.  This analysis controls for differences in the sample
composition of the various drug user categories—differences that
could affect reporting accuracy unrelated to drug stigma.

Clinic records indicated that 47 respondents abused two or more drugs
at the time of admission.  Almost three-quarters of these
multiple-drug users (72 percent) reported all drugs used, while 9
percent denied use of all drug categories (table 3).  The remaining
19 percent reported some drugs and failed to report others.  In
every case, the drugs not reported were more stigmatized than
those reported.  None of the multiple-drug users denied use of a
lower stigma drug while reporting use of high-stigma drug.  Thus,
even respondents with considerable involvement in illicit drug use
and exposure to the social norms of drug users are likely to
underreport highly stigmatized drugs.
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TABLE 3. Patterns of underreporting drug use among abusers of
more than one drug category.

Reporting pattern Number Percent
Denied use of all abused drug categories 4 9
Denied use of all higher stigma drug categories,
reported use of lower stigma drug category 9 19
Reported use of a higher stigma drug category,
denied use of a lower stigma drug category 0 0
Reported use of all abused drug categories 34 72
Total 47 100

Other Potential Correlates of Drug Use Underreporting

The willingness of respondents to report deviant or socially
undesirable behavior may well be influenced by the level of self-
disclosure required.  It would seem plausible from a social desirability
perspective to expect underreporting to be more prevalent in the less
private interviews, as reported elsewhere (Bradburn and Sudman 1979;
Turner et al. 1992).  Although the NHSDA questionnaire procedures
are designed to maximize the amount of privacy afforded to
respondents, it is sometimes necessary to hold an interview in the
presence or hearing of others in the household.  According to
interviewer rating, 75 percent of the interviews in this survey were
conducted under conditions of complete privacy, while 25 percent
were conducted in less than totally private circumstances.

The analysis of response accuracy is shown in table 4.  Response
accuracy appears better under less than total privacy for the higher
stigma drugs— cocaine, hallucinogens, and heroin.  However, these
differences are not statistically significant, possibly because of the
small sample size.  Respondents may be more willing to report drug
use in nonprivate interviews in order to appear truthful to other
members of the household who know of their drug involvement.
However, the accuracy of reported marijuana use appeared higher
under conditions of total privacy, although again this difference was
not significant at the 0.05 level.

The willingness to report drug use may also be a function of the
length of time since some drug use was initiated, with longer
periods of use



50

TABLE 4. Self-reported drug use by privacy during interview.

Reporting pattern
Number admitted

for abuse*

Percent reporting
use of drug(s)

on clinic record
All drugs on clinic record
Total privacy
Less than total privacy

47
16

  72
  88

Marijuana
Total privacy
Less than total privacy

36
11

100
  82

Cocaine
Total privacy
Less than total privacy

15
  9

  80
  89

Hallucinogens
Total privacy
Less than total privacy

12
  8

  58
  88

Heroin
Total privacy
Less than total privacy

18
  6

  61
  82

KEY: * = Excludes 4 cases with missing data on privacy.

associated with increased self-acceptance of the drug user identity and
label.  For the same reason, respondents admitted to drug treatment
more than once (43 percent of the sample) might be more willing to
report drug use than respondents whose first admission had occurred in
the preceding year.  A logistic regression analysis was used to test the
hypothesis that failure to report one or more drugs (all drug reports
accurate versus at least one drug not reported) was a function of the
number of years since the first use of an illicit drug.  The results found
that the length of time the respon- dent had used drugs was not related
to whether all known drug use was reported.  Similar analyses found no
significant differences in reporting all known drug use between
respondents admitted for the first time to drug treatment and those
previously admitted.

Clients referred to treatment by the courts might be more likely to
underreport drugs on a survey than other clients.  They may fear legal
consequences of admitting drug use, have less trust of others, feel
greater hostility towards persons questioning them, or resist
acknowledging drug involvement.  There were significant differences
in the percentage repor-ting all known drug use:  66 percent of court-
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ordered clients reported use of all clinic-listed drugs compared to 86
percent of those who entered treatment voluntarily (p < 0.05).

Although willingness to report use of an illicit drug varies by
demographic characteristics that define groups with differences in the
level of stigma attached to drug use and perceptions of risk attached
to reporting illegal behavior, this hypothesis could not be tested.  The
only drug use category with enough respondents to permit analysis of
sociodemographic correlates of reporting accuracy was use of
marijuana, but only 2 of 49 marijuana users failed to report their past
use.

Drug Treatment Underreporting by Drug

Although the records indicated that all respondents had entered drug
treatment during the year before the survey for use of an illicit drug,
many failed to report their drug treatment on the survey.  As table 5
indicates, 56 percent of all respondents reported ever receiving any
treatment for use of a drug other than cigarettes and alcohol.
However, the reluctance to report drug treatment did not increase
with the level of stigma associated with the primary drug problem at
the time of admission to treatment.  Indeed, heroin abusers were
slightly, but not significantly, more likely to give accurate reports on
drug treatment experiences than were those whose primary drug of
abuse was less stigmatized:  71 percent of those whose primary drug
was heroin reported ever receiving drug treatment compared to about
50 percent of those whose primary drug was one of the other drugs.
Similarly, only 38 percent of this group of clients treated within the
past year reported receiving drug treatment during the past year.
Again, failure to report past-year drug treatment did not increase with
the stigma of the abused substance, and former heroin patients were
more likely than abusers of other drugs to report past-year treatment.

Drug Treatment Underreporting by Previous Treatment Episodes

Willingness to report drug treatment was related to the number of
treatment episodes.  Compared to respondents with more than
one
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TABLE 5. Reporting of drug treatment experience by primary
drug at admission and time period.

Primary drug and time period
Total

number*
Percent reporting

treatment
Marijuana
Treatment ever
Treatment past year

17
17

47
29

Heroin
Treatment ever
Treatment past year

21
21

71
52

Other drugs
Treatment ever
Treatment past year

28
28

50
32

Total sample
Treatment ever
Treatment past year

66
66

56
38

KEY: * = Excludes one case with missing data on treatment
experience.

treatment experience, respondents who were admitted to treatment for
drug abuse for the first time during the preceding year were less likely to
report ever receiving drug treatment (43 percent compared to 72 percent,
chi square = 5.6, p < 0.05) and less likely to report receiving drug
treatment in the past year (36 percent compared to 68 percent, chi square
= 6.6, p < 0.05).  More than one treatment episode was more prevalent
among the heroin abusers in the sample than among others:  76 percent of
the heroin admissions had previously received drug treatment compared to
6 percent of the marijuana admissions and 41 percent of those admitted
for other primary drugs.  Thus, the slightly better accuracy of the drug
treatment data of those admitted with heroin as the primary drug problem
may be associated with multiple treatment episodes.

Other Potential Correlates of Drug Use Underreporting

Willingness to report drug treatment showed no significant relationship to
other potential correlates of underreporting, including the privacy of the
interview (completely private compared to less than completely private),
the source of referral to treatment (court ordered compared to voluntary),
and the time between entering treatment and the interview.  Similarly,
differences by age, sex, and race in the percentage reporting drug treatment
in the past year or at any time in the past (table 6) were not statistically
significant.
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TABLE 6. Reporting of receiving drug treatment by demographic
characteristics.

Demographic group
Total

number*

Percent
reporting

treatment during
past year

Percent
reporting ever

receiving
treatment

Age
12-17
18-25
26+

  9 33
30
47

67
44
63

Sex
Male
Female

47
19

36
42

57
53

Race
White
African American

32
34

44
32

56
56

Total sample
Treatment ever
Treatment past year

66
66

56
38

56
38

KEY: * = Excludes one case with missing data on treatment
experience.

These results suggest that drug treatment is an experience that
respondents from diverse social groups are reluctant to report in an
interview, even under conditions designed to protect their anonymity
and confidentiality.

DISCUSSION

The results indicate that underreporting of drug use increased as the
social stigma associated with the drug increased.  Most (more than 80
percent) of the former drug treatment clients interviewed using the
NHSDA procedures reported ever using marijuana and cocaine when
these drugs were listed as problems at the time respondents were
admitted to drug treatment.  A smaller portion, but still over two-
thirds, of those whose clinic records indicated problems with
hallucinogens and heroin reported ever using these drugs.  More than
80 percent of the known marijuana users reported their past-year use,
more than two-thirds of the known cocaine users reported their past-
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year use, and less than two-thirds of the hallucinogen and heroin users
reported past-year use.  The within-user analysis shows that in every
instance, mixed reporting accuracy errs on the side of failing to
report:  Known cocaine users reported their past-year use and fewer
than two-thirds of the hallucinogen and heroin users reported past-
year use.  The within-user analysis shows that in every instance,
mixed reporting accuracy errs on the side of failing to report more
stigmatized drugs.  The lower rates of past-year use may result from a
combination of failure to recall the time of most recent use accurately
and a reluctance to admit more recent drug use.

Reporting accuracy did not vary significantly by the privacy of the
inter- view, the number of years of drug use, or whether the
respondent had one or more drug treatment episodes.  These findings
should be interpreted with caution due to the small sample size.
However, those former clients who entered drug treatment under
court order were less likely to report their drug use accurately.

Past-year drug treatment should have been reported by 100 percent of
the sample, but was reported by less than 40 percent of those known
to have been admitted to treatment in the past year for drugs other
than heroin.  Failure to report treatment was not correlated with the
level of stigma attached to the drugs listed as problems at the time of
admission, with heroin abusers more likely to report past-year
treatment than those admitted to treatment for the abuse of other
drugs.  Clients who had received drug treatment more than once were
more likely to report any previous drug treatment and drug treatment
in the past year than clients who had been in treatment only once.
Since heroin users were more likely to have multiple treatment
episodes, the tendency to underreport events associated with this
stigmatized drug may have been offset by reduced denial associated
with multiple treatment episodes.  The privacy of the interview, court
referral, and demographic characteristics were not related to the
reporting accuracy.  There was no significant relationship between
reporting accuracy and the time elapsed between clinic admission and
the interview, suggesting that memory failures did not play a sub-
stantive role in the underreporting.

The difficulty in locating respondents and the resulting low response
indicate caution in generalizing these results to the population of
former drug treatment clients.  However, the effect of the bias
introduced by the survey nonresponse may be to reduce the level of
observed under-reporting, if it can be assumed that those former
clients who provided incorrect addresses to the clinic would also be
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less truthful in reporting their drug use and drug treatment on an
interview.  The small sample size also limits the power of the analysis
to detect significant differences, suggesting that future study is
indicated of factors found to be unrelated to underreporting.

The study illustrates both strengths and weaknesses of records-based
validity studies of self-reported drug data.  The validity test could be
conducted in a natural setting that avoided bias introduced by
interviewer expectations or the realization on the part of respondents
that under-reporting would be detected.  The research method did not
require any special effort on the part of respondents, nor the expense
of special tests.  The criterion in this case was found to be reliable,
since checks against clinic records showed that clinic files contained
information on the use of the drugs that were not reported.

The disadvantages to record-based validation are also clearly
demonstrated.  The clinic records on address location were very
inaccurate, resulting in a poor rate of locating sample members.  As a
result, the extent to which interviewed former treatment clients are
representative of the population of former drug treatment clients is
unknown.  Further caution is required in generalizing the results to the
household population included in the NHSDA.  Underreporting may
be less prevalent among those who have received treatment because
their drug use is not a secret and they have had to discuss it in
interviews with clinic personnel, while those who have not previously
discussed their use may be more motivated to conceal their drug use.
However, the opposite may true.  Denial is known to be a problem
among serious abusers, while casual users may be less likely to regard
their use as a problem to be denied.

One of the two criterion measures, drug problems reported at the time
of admission, must be viewed with some caution because it is based on
self-reported data, albeit self-reports collected in a setting likely to
produce accurate information.  The level of underreporting on this
criterion is unknown.  Some of the discrepancies in past-year drug use
may have resulted from errors in reporting past-month use at the
time of clinic admission or, as noted above, from errors in recalling
the recency of use.  In contrast, the clinic records provided a very
robust basis for a test of the validity of reports on drug treatment
because all respondents were known to have received treatment, a
population of treatment clients (limited to public treatment facilities
in three States) served as the sampling frame, and alternative
procedures are not available for verifying the validity of responses on
this consequence of drug use.  Future records-based validity tests must
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be undertaken with careful assessment of these issues as they relate to
the specific self-report data and set of records to be compared.
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