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1. INTRODUCTION

The Office of National Drug Control Policy (ONDCP) is required by
its authorizing legislation to report on the overall status of the drug
use problem in the nation, to develop a national drug control strategy,
and to measure the effectiveness of that strategy. Neither ONDCP nor
the nation is well served by the fragmented and untimely nature of
existing drug data systems. Neither are federal and state policy
agenicies in the various individual sectors of drug control, e.g.
health, justice, education. What has been lacking, in spite of
substantial federal investment in data expansion efforts during the past
few years, is a comprehensive, systematic, and coordinated approach to
analyzing drug data problems and prospects for their improvement.

As the major federal consumer of drug indicator data, and the
agency charged with coordination of drug control efforts, ONDCP is
uniquely positioned to identify drug policy data requirements, undertake
objective, critical review of the whole array of existing data, and
marshall efforts toward greater coordination and integration of data
acquisition efforts within and across federal agencies. This report is

intended to support this kind of broad data improvement effort.

APPROACH

We take a different approach from prior drug data evaluation
efforts that have focused on improvements needed for specific kinds of
data, e.g. prevalence,? or specific surveys, e.g. the National
Household Survey on Drug Abuse (NHSDA),3 or specific data collection
methods, e.g., self-reports of drug use.? We focus instead on the role
of national drug problem indicators in support of decisionmaking about
policy, identifying the kinds of data that rational policy
decisionmaking demands. We point out, for example, that information

about future drug problems rather than current prevalence is more

2Haaga and Reuter, 1991.
3General Accounting Office, 1993.
4Harrison, Haaga and Richards, 1993.
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critical for developing drug control strategies. With an orientation
toward the uses of data to support policy development and policy
evaluation, we examine drug problem indicators from three perspectives:
First, the current obstacles that limit the utility of existing
indicators in support of policy decisionmaking; second, the untapped
potential of existing indicators to have greater policy relevance when
more creative analytic approaches are adopted; and third, what

alternatives might be considered to begin to fill data gaps.

METHODS

Our interpretation of drug policy data needs is based on three
sources of information about ONDCP policy responsibilities and data
requirements and our own conceptualization of data necessary to support
rational decisionmaking across national drug policy domains. Our
sources of information included meetings and discussions with ONDCP
officials who outlined their policy responsibilities and data needs; a
review of the congressional legislation which authorized this policy
agency and defined its policy responsibilities; and each of the annual
ONDCP strategy documents.

As part of this project, we conducted numerous statistical analyses
in attempts to address salient policy questions using existing data.
These analyses, reported below, produced not only evidence of the
greater potential of most indicators to contribute information to
ongoing policy debates, but also information on the strengths and
weaknesses of individual indicators that we also discuss below. Other
analytic approaches and different variables and databases could be used
in national drug policy analysis. Our purpose was solely to illustrate
that more sophisticated analytic approaches, use of more of the data
that often are underutilized, and different presentations of existing
data, can result in enhanced policy utility for existing indicators.

Our exploratory analyses used only data sets on individual level
drug use and drug problem indicators. Similar efforts could be
undertaken to explore the policy utility of existing data on
interventions, e.g. treatment services, drug markets and community

level drug problem consequences, such as mortality and crime rates.
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To support our discussion of the potential of alternative
approaches to fill important data gaps, we reviewed the existing
literature on public health surveillance systems and the scant

literature on drug abuse surveillance systems.

ORGANIZATION OF THE REPORT

We begin in Section 2 with a brief review of the development of
drug problem indicators over the past twenty years, focusing on the
evolution of policy demands for data and the problems which limit the
policy applicability of the indicators. 1In Section 3 we describe
several analytic approaches with potential for enhancing the policy
relevance of existing indicators. In Section 4 we discuss the potential
of surveillance systems based on public health models as a possible
alternative for understanding policy relevant populations not
sufficiently described in existing surveys. Finally, we provide in
Section 5 a conceptual model for use in analyzing drug data needs from a
policy perspective and suggest that orienting data improvement efforts
around the range of national policy domains and the data needs they
produce will result in a greater role for drug problem indicators in

supporting policy decisionmaking in the future.
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2. HISTORY AND STATUS OF DRUG PROBLEM INDICATOR SYSTEMS

DEVELOPMENT OF DRUG INDICATORS

" Over the past two decades various law enforcement, health, and
other agencies have developed and supported the collection of data
useful for monitoring drug and alcohol consumption in the nation.> The
major data acquisition systems designed specifically for monitoring the
nation's drug problems and programs were designed and implemented by the
National Institute on Drug Abuse (NIDA) in the early 1970s. Two,
Monitofing the Future (MTF)and the National Household Survey on Drug
Abuse (NHSDA), focused on estimating the prevalence of licit and illicit
drug use in the nation. The NHSDA was designed to capture drug and
alcohol use among the household population and Monitoring the Future was
designed to capture prevalence separately for the high school senior
sub-population. A third system, the Drug Abuse Warning Network (DAWN),
designed in conjunction with DEA in the early 70s, was meant to identify
substances causing emergency medical consequences and deaths and to
detect new substances of abuse producing such consequences. More
broadly, it was designed with the objective of "monitoring drug abuse
patterns and trends" and "to assess health hazards associated with drug
abuse." (NIDA, DAWN report). A fourth system, the Client Oriented Drug
Abuse Profile (CODAP), was designed to describe the treatment client
population.

NIDA also sponsored the collection of drug data in surveys
conducted for other purposes and sponsored mainly by other agencies.
The National Youth Survey and the National Longitudinal Survey of Labor
Market Experience Youth Cohort (NLS-Y) are examples of this practice.
In the justice sector, a different approach dominated the

development of drug problem indicators. Usually, existing monitoring
systems for reporting crimes and arrests (Uniform Crime Reports [UCR]),

adjudications and convictions (Offender Based Transaction Statistics

SFor a detailed description of existing federally sponsored
databases see Ebener, Feldman and Fitzgerald, 1993.
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[OBTS] and the Federal Justice Statistics Program [FJSP]), captured the
incidence of drug arrests and convictions among the penal codes included
in these systems. The Uniform Crime Reporting system was modified in an
attempt to capture the involvement of drugs in homicide incidents.
Surveys of criminal justice inmate populations were also modified over
time to capture data on drug use history and problems of inmates, and
correctional facility surveys added items to identify treatment capacity
and utilization in correctional facilities. The Drug Use Forecasting
(DUF) system funded since 1987 by the National Institute of Justice is
really the only criminal justice database designed solely for monitoring
drug use among offenders. The DEA has long funded its own data systems
for monitoring the price and purity of illicit drugs.

Other national health agencies, e.g. the Centers for Disease
Control and Prevention (CDC) and the National Center for Health
Statistics (NCHS) include questions about drug use in their
epidemiological and health services monitoring systems.

Each sponsor, with its unique mission, has had its own purpose for
the data it collects, its own target population(s) of interest, and
different methods and measures for studying the behavior of interest.
For many years, no agency had responsibility for coordinating the
development of comprehensive information to describe the drug and
alcohol abuse problems of the nation, for setting data standards, or for
synthesizing results from different efforts. Gaps and overlaps
resulting from the fragmentation of efforts were never targeted for
elimination and no systematic effort was made to identify what core data
were necessary for a comprehensive description of drug and alcohol
problems. Standardization of measures was achievable only within a
single agency's databases. Not surprisingly, different and often
seemingly inconsistent, findings sometimes emerge when attempts are made
to compare results across these unrelated indicator systems. In
addition to the problems arising from lack of coordination of federal
substance abuse data, the diverse data collection systems provided
information at infrequent intervals. Long lag times between data
collection and data reporting precluded their usefulness for assessing

current trends and contributing to policy development.
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Major changes in drug abuse funding levels in the early 1980s
resulted in the demise and degeneration of some of the early drug data
systems sponsored by NIDA. Others, like NHSDA and MTF, continued for
many years to collect basically the same data on prevalence of use.
Periodically, reports using univariate and bivariate statistics were
published for new waves of data and little further demand was placed on
the data. Indeed, since none of the data was in the public domain

(except the cross-sectional sample from MTF), few ever used data.

POLICY AGENCY CREATES NEW DEMANDS ON EXISTING DATA

However, in the mid to late 1980s new demands began to be placed on
these core data systems. For example, the Anti Drug Abuse Acts of 1985
and 1988 mandated improved information on the size of the drug abuse
problem and the effectiveness of responses to the problem. With the
creation of the ONDCP (and similar state level agencies), for the first
time an agency charged with overall policy responsibilities became a
consumer of the existing data. Given the, by then, historical
antecedents of the various systems, it is not surprising that the new
users found the data systems inadequate for supporting emerging national
and local policy needs. After all, the systems had been developed at a
time when no data were available and merely monitoring patterns of use
and consequences were admirable objectives for the new systems.

The creation of the ONDCP by the Congress in 1988 and its mandate
to develop a national drug control strategy with measurable objectives
placed very different demands on existing data systems, created
initially for monitoring or internal management purposes. ONDCP has
been forced to rely on existing systems which have sometimes proved, in
addition to being untimely, to be inadequate for addressing current
policy issues, difficult to interpret, and impossible to use in
forward-looking analysis.

With changing policy concerns and Congressional mandates to produce
quantifiable measures of the success of its strategy, ONDCP led the way
in using the existing data in new ways. For example, DAWN became a
system that was tracked closely from quarter to quarter for evidence of

gains in the "war on drugs." The Institute of Medicine used the
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National Household Survey to estimate need in the general population for
drug treatment. NDATUS was turned to for information about the gap

between demand and availability of services.

RECENT EXPANSION OF INDICATORS

Obvious problems. and inadequacies of the data systems for
supporting policy decisionmaking® in the 1990's produced several major
changes and redesigns that have affected each of these ongoing surveys
over the past few years. For example, to produce timelier data, the
NHSDA became an annual survey and expanded from a sample of 8,000,
costing approximately $1.4 million to administer annually, to a sample
of over 30,000 costing approximately $12 million. This modification was
partly in response to congressional demands for information about the
hard-core drug problems in urban areas and use in high-risk populations.

The DAWN hospital sample was redesigned over a period of years in
the late 1980s so that national estimates could be made from the data.
Monitoring the Future now includes additional grade levels, and a sample
of school dropouts A survey of prevalence of drug use among pregnant
women, another sub-population of present policy interest, is in the
field and a survey of youth risk behaviors including alcohol and drug
use has been launched by CDC. AIDS-related research has generated data
on several thousand injection drug users (the National AIDS
Demonstration Research Project (NADR]) in selected sites around the
country. Other efforts are underway to develop data on hard-core drug
users, borrowing from some of the NADR approaches to this hard to reach
population. In addition, the National Institute of Justice introduced
(and has already expanded several times) a metropolitan area based
survey of drug use among arrestees, the Drug Use Forecasting (DUF)
system.

While former prevalence-focused indicators have been greatly
modified, entirely new efforts have been introduced to provide expanded
information about the substance abuse prevention and treatment services
system. These include the Drug Services Research Survey and the Client

Treatment Data System (replacing the earlier CODAP system, dismantled

6Haaga and Reuter, 1991; General Accounting Office, 1993.
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when federal funding was eliminated). A new treatment outcomes survey
(DATOS), similar to the 1980 Treatment Outcome Prospective Study
conducted in 1979-1981, is also collecting data..

At the same time, the Office of Treatment Improvement/Center for
Substance Abuse Treatment (OTI/CSAT) has been urging states to develop
data systems for improving the rationale for resource allocation and
demonstrating the effectiveness of intervention efforts. Most of this
work to date has focused on needs assessment for treatment proposing
different methodologies and different measures for collecting
information about drug problems in the household population than those
used in the NIDA/OAS data programs. Future efforts will be directed

toward prevention needs assessment.

LESSONS FOR FUTURE DATA IMPROVEMENT EFFORTS

Several important lessons emerge from this relatively brief history
of federal drug data development efforts that are worth considering in
the course of designing and implementing future data improvement

efforts.

Systems Should be Designed to Accommodate Changing Information Needs

As noted above, the policy purposes for which drug use data are
needed have been changing and evolving, driven by the changing and
evolving nature of the drug problem and improved understanding of its
complexities. At the time when most of the drug use monitoring surveys
were designed, the greatest policy concern was with use of drugs by
young people in the general population - hence a household survey and a
high school senior survey. By the mid-80s, when drug use in the general
population appeared to decline and the crack epidemic and the associated
increases in crime and violence associated with urban drug problems
emerged, attention began to focus on the hard-core drug user population
and the gap in data for this segment of the drug using population became
evident, though policy shifted only much later. The question for future
improvement efforts is how to anticipate changing needs for data so that
they can be available in advance of crisis demand for them. Developing
a conceptual model of the range of behaviors involved in drug use in the

behaviors that policy aims to affect might help to prioritize policy
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data needs. Placing existing data on the model would illustrate data
gaps to be filled and redundancies that might be candidates for

elimination or opportunities for validation.

Systems Should be Designed to Accommodate Varying Funding Levels

In the past, federal funding for drug data rose and declined with
national interest in the substance abuse problem. In the past few years
funding has tripled for a number of different data collection efforts.
But as in the past, this level of funding is unlikely to be sustained.
When the decline occurs, the huge expense of the data systems is
unlikely to be born by state and local government, and many series may
be eliminated, or at best, severely cut back. Since this is an expected
cycle, it seems that data systems planning for national data should
involve the development of minimum core data sets and long-term funding
to sustain them. If the data they gather are of utility to state and
local policymakers their chances of continuation after federal funds are
withdrawn are much greater.

We may well be entering a period of reduced funding and perhaps a
second cycle of demise of ongoing data systems. In preparing for data
improvements it may be wise to begin with a systematic review by each
federal agency of the substance abuse data systems it funds to identify

core systems that deserve maintenance and enhancement for the long term.

Systems Should Be Evaluated for Needed Modification Over Time

In addition to changing demands and resources for data collection,
the context of the data, and methods by which they are collected, have
frequently changed since the time when many of the major systems were
first developed. For example, with the emergence of AIDS and the
dwindling supply of primary health care providers, the profile of
emergency room patients in major metropolitan areas looks quite
different today than it did when DAWN was established.’” The change in
utilization patterns may significantly affect DAWN's ability to meet
some or all of its objectives. While its hospital sample was recently

redesigned, no study was commissioned to evaluate the overall design.

7Rhee, K.J., et al., 1991.
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Data collection techniques have also undergone substantial change
since the initiation of most of the original drug monitoring systems.
As an example, a myriad of advanced data collection systems have been
introduced in hospitals to link patient information from several sources
including billing, medical records and laboratory reports to provide
more comprehensive information on diagnoses, treatment and costs.
Rodewald, et al. describe a powerful but efficient and economic way to
link existing hospital databases for improving clinical information.®
Efforts to integrate substance abuse monitoring with other purposes for
these systems might offer an enriched, alternative data collection
method to that of screening triage reports and reviewing emergency room
charts that contain minimal information used by DAWN since it was first
developed.

Telephone surveys have largely replaced in person interviewing for
most social surveys, due to the rising costs and non-response problems
associated with personal interviewing. While NIDA conducted tests of
telephone survey approaches? and found significant rates of
underreporting biased the prevalence estimates, CSAT, a SAMHSA agency,
has funded many states to carry out household telephone surveys. NIDA
also conducted and published other methodological studies related to
measurement and self-report data collection!® that have resulted in
numerous modifications of the survey aimed at addressing problems that
users have identified with the database. Other problems, such as the
need for validation of reported drug use remain. While the health
agencies responsible for drug data have had advisors and data users
consult on various surveys, there has never been an independent study to
evaluate the purposes, design and implementation of the DHHS applied
data systems. After 20 years, such a review, like the National Academy
of Sciences review of the National Crime Survey, might result in
significant redesign recommendations to address ongoing problems and

meet future demands for the data.

8Rodewald, Wrenn and Slovis, 1992.

SGfroerer and Hughes, 1992

10ryrner, Charles F., Judith T. Lessler and Joseph C. Gfroerer,
1992.
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Newer data systems by contrast, have taken advantage of advances in
monitoring drug use, such as urine testing. The DUF program uses this
validation of self-report in its data collection, indeed, the self-
reports themselves are rarely given attention. DUF also was designed
with a core battery of items for use in all sites, but allows items to
be added or changed to meet local and national need for ad hoc data. By
collecting and processing data quarterly, DUF can produce timely
reporting of results. A system for efficient online transmission of
data from the field to its processing point speeds data processing. NIJ
did commission a DUF evaluation study within the first five years of DUF

data collection.

Coordination across agencies and data systems should be built into the
design of indicator systems

As noted earlier, several of new data systems have been developed
over the past five years. Others can be anticipated in the future. 1In
the past, the lack of coordination among agencies has meant that
findings across studies cannot be integrated, differences cannot be
explained, and duplications and redundancies persist. Opportunities for
enhancing cooperation among agencies should be developed as part of any
drug data improvement project, to focus on identifying common data
needs, developing data standards for use in measurement and field
operations; defining core data sets, sharing the cost of data
acquisition and analysis, and exchanging data across agencies to expand

their utilization.

Systems Should Be Designed to Produce Timely Output

Timeliness of data on trends is of high priority for reporting the
current status of the drug problem, forecasting trends, planning, and
budgeting. Two problems currently limit the timeliness of data
available for planning. First, some existing monitoring systems are
driven by past behavior and drug use patterns, rather than capturing
contemporary or leading indicators of drug use. Second, even those that
capture contemporary behavior are often slow to process and report
findings. Both situations create problems for forward looking policy

analysis.
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3. ENHANCING POLICY RELEVANCE OF EXISTING DATA

INTRODUCTION

While redesigning and modifying drug data systems can involve long-
term efforts, there are short term benefits that might be obtained
simply from making greater use of the bounty of existing data on drug
abuse. In this section we investigate the potential of data from the
existing indicator systems for developing more comprehensive analysis
for supporting demand reduction policy decisionmaking. Investigation
for supporting supply reduction policy was outside the scope of this
study, but certainly could be pursued using a similar approach.

The currently available drug use data have traditionally served a
very limited policy role -- largely restricted to providing policy
makers with estimates of prevalence of use of various substances in the
general population over time. This is not especially useful for such
tasks as determining resource levels and allocations, evaluating
policies and planning, and developing effective and efficient
strategies. Broad measures of prevalence describe the status of drug
use, they do not inform the policy maker on how to change that status.

There are many reasons (discussed in Section 2) why the existing
data have been used primarily as measures of the general status of drug
use. Probably the most important is that the indicators were not
designed for policy purposes; they were designed to simply measure
current use. This presents certain methodological challenges to the
analyst approaching the data for the first time. However, more data are
collected than are typically used and most of the current data sources
can be manipulated to provide information which is more useful than
reporting of numbers of users alone. For example, the current data,
while mostly cross-sectional, can support analysis of drug use dynamics
including initiation and continuation of use. Analyses of dynamics
could foster the development of forecasting tools. Also, information
not typically reported, could be used to monitor different use patterns

and to plan and evaluate policy interventions targeted at changing them.
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Exploring existing data also identifies limitations that are
sometimes overlooked. As discussed in Section 2 the development of
indicators in the past focused on the prevalence of use in the general
population, both because the policy concern resided with this group and
because this population is easier to study than some of the critical
sub-populations. While a wealth of data exist for youth, the existing
data are very limited for informing policy in regard to seriously
dysfunctional users and others of policy importance like pregnant users.
These groups are excluded from the population captured in the major
databases, or their representation in them is difficult to assess.

The following sections of this chapter discuss several examples of
approaches to using the currently available data to address policy
relevant questions, including:

1. An analysis of drug use dynamics that forecasting models might
be developed using NHSDA and other databases which support
analysis of initiation and persistence in use.

2. An analysis of the heterogeneity of use concealed in the broad
general prevalence categories reported by NHSDA. Different
patterns of use are identified using data on expenditures,
consumption and frequency of use.

3. Comparative analysis across data sources for youth and pregnant
users. These analyses shed light on important aspects of
sampling, data collection design and methods that limit
integration of results.

4. Analysis of need for treatment among users in the household
population.

These analyses demonstrate more useful analytical approaches to the
data, the potential for using underutilized measures and databases and
combining databases for comparative analysis. They also demonstrate
limitations of the databases and offer some lessons that are important
to consider in future data improvement efforts. Each analysis is

documented in an appendix to this report.
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UNDERSTANDING DYNAMICS OF USE CAN IMPROVE PLANNING TOOLS

Historically very little has been written about trends in
initiation. Yet during the course of a drug use epidemic there will be
major changes in rates of initiation that cannot be observed from
prevalence data.

While knowledge of prevalence levels is clearly crucial for useful
policy formulation and implementation, it provides information about
only a single facet of what is in fact a constantly changing process.
For example, while a downward trend appears in the more recent
prevalenée estimates of marijuana use, the sources of that decrease are
not indicated. It might be that heavier users of the drug are reducing
their intake to more sporadic and lighter levels (e.g., bimonthly
instead of monthly), or that earlier desistance from use is occurring
among current users, or initiation into use is declining, or that some
combination of these processes is reflected in the prevalence figure
presented.

The ability to incorporate the dynamics of such movements and
populations is relevant to the understanding and anticipation of trends
over time. It also has implications for developing strategies for law
enforcement, provisions of treatment for users, and appropriate
targeting of prevention programs. Better policy planning can result
from a better understanding of the current stage of a drug epidemic and
the likely direction of future trends. For example, where initiation
has declined but desistance is low, it might be appropriate to direct
greater resources toward treatment.

Essentially any of 9 or 10 databases that contain information on
year of first use or age of first use and current age could be used to
analyze initiation. In our analysis (reported in detail in Appendix A),
we calculated and compared initiation rates into marijuana and cocaine
use over time, using both the NHSDA and data from MTF. In conjunction
with these analyses we also examine prevalence rates and rates of
retention or persistence in drug using behavior for recent initiates and
other users. We present examples of useful potential short and medium
range forecasting tools using these data systems and discuss alternative

dynamics models.
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To further analysis of drug use dynamics in the cross sectional
surveys it would also be useful to know when former users last used. An
additional item about date quit or last used would make calculations of

desistance from use possible.

HETEROGENEITY AMONG CURRENT USERS CAN BE MASKED BY PREVALENCE

Detailed analysis of the characteristics and drug use behavior of
recent users demonstrates great heterogeneity within this group. While
trends in the number of current users are tracked closely, little use
has been made of all the other information collected about these users.
Using these data examined changes in the composition of this group over
time, and variation in use patterns within the group. For example, the
survey contains data regarding variation among current users in
consumption; frequency of use; the proportion of new users versus long
term users; and how the proportions are changing. Data for supporting
this analysis were long collected but have received little attention in
the past.ll Appendix B describes our analysis of the heterogeneity
among 30 day users surveyed in NHSDA and MTF.

That analysis shows that quantities consumed among 30 day users are
relatively low and that the majority of users account for only a slight
amount of total quantity consumed. These results confirm other findings
that the household population and in school population are dominated by
relatively casual users and that among users who can be identified in
these populations the majority of the problems are associated with a
minority of the individuals. The Lorenz curve shown in Figure 2
illustrates the tendency toward lighter use among the majority of the
population. Sixty percent of the past 30 day users of marijuana account
for only 20 percent of the marijuana consumed by all users. Similar
patterns were found among various age groups and for different
substances.

A classification scheme for distinguishing heavy and light users is
given. Accurate evaluation of programs requires that use within each

group be measured.

llsome variables of particular interest, having proved difficult to
measure, have since been dropped from the NHSDA.
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As data on consumption, expenditures and frequency of use have a
policy utility in sorting current users into various utilization
categories that can be monitored for particular policy purposes, the
measures to support these analyses should be improved. Responses are
very clustered and we believe that the response categories provided may
be influencing reporting. Open-ended items might make it easier for
respondents to report amounts consumed, but then item coding would
become necessary. Better information on frequency of use and
expenditures would help to validate the consumption responses and
further classification by use patterns. The levels of inconsistent
reporting of use behavior seem quite high,1? suggesting that respondents
find it difficult to proceed through the NHSDA response sheets on their
own. While the response sheets and self administration have proved in
methodological studies to enhance self-reporting,l3 confusion or

misunderstanding by the respondent can produce other data problems.

ESTIMATING DRUG PROBLEMS AMONG SPECIAL POPULATIONS

Several sub-populations are of special interest to policy makers
because of the large costs and high risks associated with their problem
drug use. Such groups include injection drug users, offenders, pregnant
women and adolescents. Yet the drug using behavior within some of these
groups can be very difficult to study and as a result some are not well
represented among the drug indicator systems. This is often because
they are found so infrequently among the populations surveyed, such as
households. When opportunities do arise to capture such groups it is
usually from only a selected sub-set of the population, like injection
drug users in treatment or pregnant women receiving prenatal care. For
other special populations, such as youth, a myriad of indicators exist,
and comparisons among similarly selected populations on age, and gender
is relatively easy. Whether the group is well or sparingly described by
the data sources, comparisons across sources can be difficult to make

and more difficult to interpret.

12General Accounting Office, 1993
13Turner, Lessler and Devore, 1992.
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The following sections describe the problems of estimating drug use

and consequences in special populations, using multiple data sources.

Pregnant Users

Pregnant women are an especially important target group for drug
abuse interventions. - Federal Substance Abuse Block Grants regulations
require a set-aside of 20 percent of resources for services for pregnant
women. Despite the known health risks that a pregnant woman’s use
poses, and the efforts to target resources to meet needs for services,
very little is known about the extent of substance abuse and harms
resulting from substance abuse in this population. To make more
meaningful resource allocations, policy makers must know the extent of
the problem. Hence, any measure of use for pregnant women might be
helpful.

But estimates often derive from anonymous urine testing done in the
course of prenatal treatment or at the time of delivery. Often only
some women are screened for the presence of drugs. Even when random
samples of the entire population are selected, there is usually very
little information about the user and indication of the presence of a
drug doesn’t provide information about drug use history or current use
patterns. These drug tests, however, have sometimes found significant
levels of drug exposure and heightened concern about substance abuse in
this group. Survey data have been limited to those from the National
Maternal and Infant Health Survey (NMIHS). This survey provides more
detail on risk factors and pregnancy outcomes and also on changes in
women’s drug using behavior when they discover that they are pregnant.
Comparing these data with survey data on drug use among child bearing
age women can shed further light on potential behavior change. The
analysis we conducted is documented in Appendix C.

In our analysis we compare prevalence estimates of drug and alcohol
use between the NMIHS and NHSDA. For alcohol, marijuana and cocaine the
rates, not surprisingly, were significantly lower in the NMIHS sample
across all age and racial groups. The numbers across the two surveys
are difficult to compare because of method differences, and because the

NMIHS rate is not purely a use during pregnancy rate (the survey used a
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window period of 12 months before delivery). Nonetheless, these numbers
contribute an additional piece of information to the work of estimating
substance abuse problems in this population.

The inability to match NHSDA and NMIHS respondents on pregnancy
status could be amended by making a simple addition to the NHSDA
questionnaire, to ask female respondents of childbearing age about
pregnancies and child births during the past 12 months. With this
information in the NHSDA comparison between pregnant and non-pregnant
would not be confounded by the effect of different data collection
methods which exists between NHSDA and NMIHS. Further analysis could be
done using NMIHS rates to calibrate the NHSDA rate for child bearing age
women. Finally, information in the NMIHS about changes in drug use
behavior after learning about pregnancy deserve further analysis to
identify the characteristics of users who change their behavior and
those who do not after learning of their pregnancy. Substantial
improvements in information campaigns might be made based on this kind

of analysis.

Adolescents

Use among adolescents is troubling because of its toll on our
future. When young people turn to alcohol and other drugs they become
involved in risky behavior which can lead to diminished productivity
throughout their life, a criminal record and maybe even death. Again
there is strong commitment among policy makers to reduce drug use among
this population. There is considerable information about drug use among
American’s youth available. The analysis we conducted reviewed those
various sources of data, identifying similarities and difference among
them in populations surveyed and data collection methods used. Our
analysis reveals that while overall trends in prevalence rates have been
in the same direction across all the studies, there are significant
differences in measured rates, especially for heavy and current alcohol
abuse.

We conducted a comparative analysis of four datasets - the High
School Senior Survey, also known as Monitoring the Future (MTF); the

National Household Survey of Drug Abuse (NHSDA); the national-level data
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component of the Youth Risk Behavioral Survey (YRBS); and the
Partnership Attitude Tracking Survey (PATS) of the Partnership for a
Drug-Free America (see Appendix D).

As shown in Table 1, we found substantial variation in levels of
reported drug use across the surveys. We believe the differences result
from variation in sampling frames, measurement differences,
questionnaire context and data collection method. For example, the
prevalence figures reported in the YRBS and MTF for lifetime use are
essentially identical when taking sampling variation into account. On
the other hand, the NHSDA figures are lower in almost every instance,
especially in the case of alcohol use. We hypothesize that this is a
*mode of administration” effect, in that MTF and YRBS are school-based
surveys while the NHSDA relies on in-home interviews.

Alsoc of interest, however, are differences between MTF and YRBS,
which is consistently higher across all measures and is significantly
higher in its estimate of current alcohol and heavy alcohol use. These
differences could be explained by significant differences in the two
questionnaires used in the different school-based surveys. The drug
questions in the YRBS are only one of a series of risk behaviors that
the survey asks about and are perhaps less threatening than they are

when asked in isolation.
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Table 1
Prevalence of Alcohol and Illicit Drug Use Among Adolescents
1990 Data from MTF, the YRBS and NHSDA
(Entries are percentages)

Alcohol Marijuana Cocaine

LIFE CURR HVY | LIFE CURR LIFE CURR

MTF 89.5 57.1 32.2| 40.7 14.9 9.4 1.9
(n=15,200)

YRBS 92.4 65.6 44.0| 42.2 18.5 9.3 2.3
(n=2,908)

NHSDA

All* 75.4 43.5 NA 33.2 10.2 6.8 0.7

In school 74.3 40.3 NA 29.4 11.6 5.5 0.5

Not in school [80.3 54.1 NA 45.7 6.4 10.8 1.3

* The weighted NHSDA data includes members of the general population
aged 17-18; that is, both students and dropouts are included.

In spite of the large variation in absolute prevalence levels
observed in these numbers, the measured trends in use across drugs and
over time are much more consistent. All three sources confirm that a
large majority of high school youth have used alcohol in their
lifetimes, with substantial numbers reporting heavy use. Large numbers
(between 30 and 40 percent) have initiated marijuana use, and a sizable
number (between 6 and 10 percent) have used cocaine at least once. With
regard to trends over time, lifetime use for all drugs is reported at
higher levels than use in the past 30 days, and all four of the datasets
we examined show a significant decrease from the high prevalence levels
observed in 1985.

While our comparisons reveal how prevalence estimates are possibly
affected by sampling frame, time of year in which a survey is
administered, questionnaire and mode of administration (e.g., home vs.

school vs. shopping mall, personal interview vs. anonymous survey
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response), and choice of population to be sampled, they also underscore
the importance of using multiple data sources to study policy issues, in
this case validating and confirming observed trends of decreasing drug
use within the adolescent population, while pointing out the importance

of considering sample and method differences.

POSSIBLE SHORTCOMINGS OF HOUSEHOLD SAMPLES FOR ESTIMATING NEED FOR
PUBLIC SECTOR TREATMENT

Treatment is widely considered the most important tool for reducing
use among dependent and abusive drug users. There are large social
costs associated with abuse and dependent drug use. These costs include
crime, lost productivity, health care and the spread of infectious
diseases such as AIDS. Because of these costs, governments have
supported treatment for drug abusers for at least the last 30 years.
Policy makers need to know how many people need treatment and how many
public resources are necessary to treat these people. '

Federal block grant regulations require that states provide
estimates of treatment needs within their general population.
Unfortunately, suitable indicators of such needs often do not exist.

Some analysts have turned to household surveys as a basis for
estimating need for publicly funded drug treatment. The Center for
Substance Abuse Treatment, which is assisting states to meet federal
data reporting requirements, has encouraged many states to develop their
own household surveys. However, in examining the NHSDA data we found
that the vast majority of drug abusers identified as being "clearly in
need of treatment" or drug dependent are not likely candidates for
receiving publicly supported treatment.

Drug dependency does not necessarily translate into a policy-
relevant indicator of need for treatment, especially public treatment.
According to guidelines suggested by the Institute of Medicine, publicly
supported treatment is justified when the treatment will considerably
reduce the social costs of an individual's drug abuse or when the
individual cannot afford treatment. By this criteria, any indicator of
need for public treatment must not only identify drug dependence but
must also demonstrate that the dependent users inflict high social costs

or are uninsured and/or too destitute to afford private treatment.
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It is widely recognized that some drugs result in higher social
costs than others. Heroin and other opiates are typically associated
with significant social costs. The same is true for heavy cocaine use.
On the other hand, marijuana use is generally not associated with large
social costs.

According to the findings of the 1990 NHSDA, 13 percent of the
household population used illicit drugs in the 12 months preceding the
survey. However, nearly half of all those who used drugs used only
marijuana. And even among those who used cocaine, heroin, and
psychotherapeutics, most used only marijuana on a weekly basis (see

Figure 2).
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Fig. 2-Percentage of Previous 12 Month Cocaine, Heroin or
Psychotherapeutic Users Using Various Substances Weekly

In identifying those in need of treatment we found that nearly two
thirds of the clearly in need group abused only marijuana and alcohol.

When we compared this behavior with that of a group of clients actually
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receiving treatment, we found just the opposite -- about two thirds of
the treatment clients were using the more serious drugs, such as cocaine
and heroin.

We also found a difference in the socioeconomic characteristics of
the two groups. Although those clearly in need of treatment tended to
be poorer than the average member of the NHSDA household, the majority
were far from destitute. Most were high school graduates and employed.
Only one third did not graduate from high school and only 18 percent of
this group was unemployed. In contrast, over 75 percent of the
treatment clients were unemployed.

It would thus appear that only a small fraction of the drug users
identified in the survey fit the profile of those who receive publicly
supported treatment, demonstrating that household samples are inadequate
for identifying need for public sector treatment resources. This

analysis is reported in detail in Appendix E.

EVALUATING THE DRUG ABUSE WARNING NETWORK (DAWN)

DAWN data are collected from a large sample of emergency rooms and
medical examiners, but the information DAWN contains does not come from
surveys of patients or results of toxicology lab tests. Rather, data on
drug related episodes in the emergency room (ER) are usually generated
from retrospective review of emergency department charts. In some
hospitals inpatient records are used instead of emergency department
charts. TIdentification of drug-related episodes depends entirely on
what is contained in the document reviewed by a DAWN coder.

In 1988 the sample of ERs was redesigned from the opportunistic
sample to which the system had degenerated over the years to one that
allows estimation of the total number of drug related visits to ERs in a
metropolitan area or in the nation. A number of alternative approaches
to collection of data, such as screens of blood or urine of a random
sample of patients within each facility might be options worth
considering to improve the rate at which DAWN captures drug-related ER
episodes. Although efforts to validate DAWN at individual facilities
have indicated substantial undercounting by DAWN the basic data

collection method remained unchanged at the time of the sample redesign.
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Several of the original objectives for DAWN may now be served
better by other indicator systems. For example, studies of IVDUs and
chronic crack users as part of the NADR Project provide information on
the health hazards associated with drug abuse that is far richer than
what DAWN provides. In addition, systems like the National Poison
Control Index might do a better job of identifying new substances of
abuse than DAWN. Improvements in hospital based information systems
that link clinical, laboratory and financial records might provide much
more detail about drug related emergency room visits than does DAWN.4

DAWN has often been used as an indicator of hard core drug use.
However, there is no empirical evidence to support that utilization.
The relationship between DAWN trends and trends in heavy use in DAWN
communities has ﬁever been examined. The problem is not that DAWN fails
to capture heavy users. While not all DAWN episodes involve heavy
users, many do. DAWN records show that many users are injection users,
many report dependence as their reason for drug use and many use the ER
for chronic problems associated with their use or as a route to
obtaining treatment. These would all suggest that DAWN does serve a
heavy usage population. However, there are many factors, other than
underlying use patterns, that can account for changes in DAWN figures.
For example, crowding of ERs can impact on DAWN counts, the quality of
the drugs available on the streets can impact on DAWN, deteriorating
health status among heavy users, rather than changes in their number,
can influence the direction in which DAWN moves. Further, other
influences that have made significant downturns in DAWN, at the same
point in time across most DAWN cities, are unlikely to be mirrored in a
heavy user population, simply because such a population is made up of
chronic users, unlikely to radically change their behavior in a short
period of time, and at the same time, in different communities. There
must be other explanations for sudden drops across most DAWN cities at
the same point in time.

The DAWN population is a highly self-selected sub-population of all

users, including hard-core users, which if better understood might

l4Rodewald, Wrenn and Slovis, 1992.
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provide local policy makers with useful information about changing drug
abuse patterns among this difficult to study sub-population.

In Appendix F we present a review of the various purposes for which
DAWN has been used and a critique of those applications based on the
DAWN system design. Several suggestions for modifications are provided.
We believe that this review provides justification for the undertaking
of an evaluation of DAWN to determine what role it serves, what needs
exist for it to be improved and how, if at all, it can inform policy
makers about hard-core drug use patterns. The evaluation should also
consider whether alternatives to retrospective review of medical records

on all patients might not yield more valid data.
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4. ALTERNATIVE SYSTEMS TO FILL MAJOR DATA GAPS

Previous sections have focused on existing drug problem indicators
and their strengths and weaknesses. In this section we discuss one
major data gap across existing indicators, which is their failure to
capture and describe heavy users, a group of increasing policy interest
as more becomes known of the costs associated with heavy use and greater
mandates are given to intervene effectively with this population.

It is not a critique of existing indicators that they fail to
capture heavy drug use. They were not designed to do that. Heavy drug
use, for all its high risks and costs, is relatively rare in the
population. Yet some sectors, notably, public treatment, law
enforcement, children’s services and public primary and mental health
providers are reportedly inundated with members of this population. For
example, DUF consistently reports in almost all cities that more than
half of arrestees are using some illicit substance. To capture better
information about the characteristics and problems of heavy users, it
might be feasible to turn to the public systems with which these users
reportedly come into contact in large numbers.

Our approach in this section is to examine the potential of
alternatives to population based surveys for studying hard-core chronic
drug users, their use patterns, consequences and costs associated with
heavy drug use.

One of the most important data gaps currently facing demand
reduction policy planners is the lack of information about the hard-core
user population in need of or seeking substance abuse treatment and
their outcomes in treatment. A number of alternatives to surveys,
including networked drug data information systems and registries, might

improve needs and outcome assessment for this population.

OVERVIEW
Reporting systems are useful tools for collecting epidemiologic
data. They are distinct from population based surveys in that

individuals or cases contained in their databases are generated from
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catchment points where individuals at risk, exposed or diagnosed are
identified and entered into a monitoring system. These systems may be
used to define the incidence, prevalence and specific characteristics of
particular populations at risk. They can also continuously measure the
trends and consequences of particular types of exposures, identify high
risk populations and even éssess the successes or failures of treatment
and prevention efforts.

There may be many advantages for using reporting systems rather
than alternative methods such as surveys. It may be argued, for example,
that the most serious consequences of drug abuse will ultimately come to
the attention of institutions, such as the criminal justice system,
treatment facilities or hospital emergency rooms. Thus, these systems
may be much more effective for identifying high risk populations such as
chronic users.

Reporting systems may vary considerably in terms of their costs,
their complexity and the types of issues they can realistically address.
We describe surveillance networks and registries below.

In Appendix G we provide a description of the different types of
reporting systems used in public health to monitor infectious diseases
and chronic injuries. In this section we review their applicability as

models for developing systems for monitoring problem drug use.

SURVEILLANCE NETWORKS

HHS has played a major role in the past, through the Centers for
Disease Control and Prevention, in the development of epidemiological
surveillance mechanisms for estimating the rate of chronic and
infectious diseases requiring public health intervention. CDC has also
built systems for identifying individuals with these conditions and
linking their treatment episodes and outcomes. Legislation has been
passed.mandating reporting of certain diseases. National professional
health associations have endorsed and help direct these systems.
Funding for data collection, processing and systems support have been
developed to maintain the surveillance programs.

ONDCP and other drug policy agencies could work with the public

health sector to consider the possibility of including drug and alcohol
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dependence in the reportable diseases system or of establishing separate
surveillance systems for these conditions.

There is ample evidence that a small minority of users consume the
vast majority of the illicit drugs (or at least the non-hallucinogenic
drugs) and cause the vast majority of the social harm. Furthermore, the
drug use and related behaviors of heavy users bring them into contact
with the criminal justice system, public social services and health care
systems. This suggests that rather than sampling particular
populations, it might be easier simply to link the databases of various
systems in which heavy drug users are already being identified on a
regular basis.

The NIAAA has funded the development of epidemiologic laboratories,
which are models that could be extended for this purpose. Several
states have already begun to explore the feasibility of building these
systems and desperately need the expertise of the Public Health Service
in developing viable systems that combine comprehensive networking with
protections of privacy.

No population based sample survey, no matter how well administered,
can be expected to capture the heavy users. Individual catchment areas
such as ER's and police departments also cannot be expected to represent
the universe of heavy users. Yet these individual catchment centers --
police, primary and mental health care providers, and treatment
providers -- deal repeatedly with the very population of heavy drug
users about whom better information is needed. While no one system can
be expected to capture them all, and each self-selects its clientele, if
they were networked together into a substance abuse surveillance system
we would expect that many heavy users over a short period of time would
fall into at least one of the catchment nets. Most individual catchment
nets handle the problem of multiple capture very well, e.g. rap sheets
record multiple arrests, hospitals maintain patient identifiers to link
multiple admissions, and treatment providers now often assign unique
identifiers to their clients. The public health systems has been able
to create linkable unique identifiers across a number of systems. The
challenge for substance abuse surveillance would be to extend the

network beyond health to link criminal justice and treatment providers
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(at a minimum). Legal mandates would need to be created to develop such
a system and ensure the confidentiality protections that it would
require. The state of New Mexico has recently developed an integrated
drug abuse information system of the type outlined above for use in
determining treatment outcomes. Understanding its experience in this
process would provide a valuable lesson for pursuing the feasibility
issues surrounding such a design. Indeed the New Mexico system is quite
broad. 1In addition to health, justice and treatment it include DMV,
welfare, and employment databases in its network. Information from
these various systems has been linked with the records of individual

treatment clients.

REGISTRIES

An alternative to networking the individual information systems of
various service sectors into a community wide surveillance system is the
use of a registry. The role of local registries such as those in place
for cancer and other disease monitoring, and those developed in the 70s
for substance abuse should be reevaluated. The feasibility of drug
registries has already been demonstrated; New York City had one for many
years before it was disbanded because of lost funding. European and
Asian countries also have drug user registries.l® Since the upper bound
on the size of the heavy user population is something like 2-5 million,
advancing computer technology would give a registry of today much more
capability than those of the past. Civil liberties concerns would be an
important issue to address determining appropriate identification
technologies (e.g. fingerprints) that might be used.

Both surveillance networks and registries can capture most of the
universe of interest by pooling input from multiple sources. For
registries of drug users the chief problem is defining and identifying
the registry eligible population. These systems can answer a wealth of
questions that conventional surveys cannot because over time a

longitudinal record is formed. In effect registries are panel data

15The Addicts Register in the U.K. is a national system. Malaysia
is an example of a country with a registry that combines multiple
sources of input.
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sets. Hence they can address questions of progression, initiation,
relapse, and so on.

Of course some members of the universe of heavy users would never
be reported. Many heavy users (except for marijuana) are arrested,
enter treatment or detox, or obtain health or social services within any
12 month period, but it is an open question as to the proportion of all
heavy users they represent. Moreover, for some purposes heavy users who
never commit crime, get sick, or demand treatment are in some sense less
important to capture since their demands and impact on the system are
low.

A substantial barrier to implementing a broad based registry is
that our criminal justice and health care systems are both very
decentralized, both across jurisdictions (several federal agencies, 50
state police, and thousands of county sheriffs and police department)
and across functional levels (police, courts, corrections, etc.).
Successful implementation also requires cooperation among service
providers, who often see disincentives to reporting, are not aware of
reporting requirements.

Advances in character and finger-print recognition technologies and
pattern recognition techniques over the past few years have addressed
some of the problems that reporting systems have faced in the past.

Also communications and information technologies have reduced the burden
of reporting and facilitated the query process for users of these
systems.

Decisions would have to be made about the scope of the data base.
For example, what range of drug related offenses would it include? If
all arrestees were drug tested, it could also include people who were
arrested for other offenses but who had positive drug tests. While
testing is of course expensive it is already a regular procedure in
Washington, DC and takes place quarterly for a small sample in all DUF
jurisdictions. It is also not clear whether the system would record all
arrests or just all convictions; many drug offenders, especially in big
cities, have charges dropped from their criminal record.

Even thornier issues would need to be addressed for defining the

scope of health system reporting. What kinds of symptoms, diagnoses,
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test results would trigger reporting to the registry? Again, regular
testing for drugs and alcohol is conducted in some facilities. Existing
trauma registries might be expanded to include information on drug and
alcohol involvement.

The content of core data sets is another issue that affects both
implementation and utility of the system as well as the cost.
Developing a core data set to meet the needs of the system's
constituents would be an important minimum requirement. Each reporting
source would be required to provide that level of data. Then different
sectors might each have their own expanded core and supplemental data or
special project data could be provided for in the record.

Registries also require new funding for their start-up,
implementation, maintenance and support, and appropriate institutional

bases.

SIMILARITIES AND DIFFERENCES BETWEEN THE DRUG AND HEALTH MODELS FOR
SURVEILLANCE

In order to evaluate the feasibility of using the public health
model approach for the surveillance of drug abuse, it is important to
point out similarities and differences between the two fields.

There are a number of ways in which the problems for surveillance
of diseases/exposures and drugs are quite similar. There is both a
social stigma of being diagnosed or living with certain diseases and
using drugs. Certainly AIDS and other sexually transmitted diseases are
clear examples of diseases with social stigmas attached to them, and
negative consequences are possible if confidentiality were breached.
Therefore, there is a critical need for confidentiality in both
situations.

As in the case of disease, the more serious the case of drug abuse,
the more likely the individual will be captured within the
infrastructure of an institutional setting, such as health, treatment or
criminal justice system. Even more importantly, the infrastructure
currently exists in this country to capture these cases (unlike the
situation in certain foreign countries). This allows for the capture of
cases from a broad spectrum of designated locations and makes it less

likely the case will be missed. While new cases will certainly be
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identified, it also makes it more likely that the more serious cases
will be entered into surveillance. From a societal context, these are
the people that are most important to capture, because they are the ones
who incur and impose the greatest costs and are most in need of
treatment.

Finally, the issue of testing is a common thread in both
situations. There are many diseases and drugs where specific tests may
be conducted in order to confirm their presence. Such tests offer some
level of objectivity and consistency between diagnoses which helps
improve the validity of the data collected about a particular case.
However this is also an area where important differences arise. One of
the major differences between evaluating diseases and drug abuse may
also be defined as a testing issue. Perhaps the reason that many of the
public health surveillance systems have been so successful in
identifying diseases in the population is because there are generally
very specific tests that may be conducted in order to identify the
presence or absence of the disease in question. This is true in the
case of many infectious diseases, cancers and birth defects. In the case
of cancers, for example, a pathology report will not only verify the
presence of disease, it will also describe the "stage", or how early the
disease was detected. This type of information may be used, for
example, to target screening and education programs more effectively so
that areas in the country where the stage of disease tends to be more
advanced can become the focus for intervention. Testing is generally
part of a larger protocol that the physician follows in order to make a
diagnosis and identify a particular disease.

This is where the crucial difference between the public health
surveillance and drug model occurs. Except in specific cases, there is
a sentinel health event that is diagnosed and entered into a disease
registry. Each disease tends to have a high-risk population associated
with it. For example, if one considers the case of melanoma, the high-
risk population would be fair skinned people who have had serious
sunburns, those with nevi (a type of mole) of a certain size or
coloration, etc. If a physician takes a proper case history, these risk

factors will become apparent and the testing procedure, in this case a
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biopsy, may ensue. In the case of drugs, however, there is generally no
clear cut adverse health outcome or high-risk population to be targeted.
These are two very important differences between the public health and
drug models. While there are certainly different drug using populations
that may be identified, such as pregnant women, the homeless or
criminals, these groups are too broad to be useful as a tool for case
identification. Unlike certain high-risk populations for some
diseases', the drug using population is not confined to a specific age
group, race, sex, or geographic location. In addition, the adverse
health outcomes that result from drug abuse may never be associated with
the use itself. For example, accidents may occur because of altered
mental states, but the health outcome to be treated might be a broken
leg. Other health effects may be so diffuse, such as gastrointestinal
problems or changes in blood pressure, that there is never a "sentinel"
health outcome specifically associated with drug use. However, there
are some risk factors of serious drug abuse that are rather easily
identified, especially in a clinical setting. These are the tell-tale
physical signs of injecting use, such as tracks, inflammation, scars,
etc.

Perhaps the most obvious but important difference between disease
and drug abuse surveillance is the simple fact that drugs are illegal
and diseases are not. The people diagnosed with disease are likely to
be interested in pursuing their health status because they clearly have
a vested interest in doing so. This means they will continue to
frequent the agencies (e.g. hospitals, laboratories) that will allow
for continued reporting and surveillance. It is probably a fair
assumption that these people will be honest in their reporting behavior,
because it will clearly benefit their treatment to do so. On the other
hand, the fact that drug use is illegal makes for an entirely different
behavior pattern than those diagnosed with disease. These people could
try to avoid being captured by the agencies who want to track them and
they may see less incentive to be honest about their drug use history.
In fact, service providers may perceive the greatest disincentive for
reporting because of the legal issue. This means that for a system to

be successful, it must be able to absolutely guarantee that identities
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of individuals will not be released without their consent and that
negative consequences will not result for these reported.

All of the similarities and differences between drug and disease
testing should be considered in determining the feasibility of
constructing surveillance systems. There are likely to be many
situations when such efforts are inappropriate and where resource are
better spent on alternative strategies. Still, there may be a number of
areas, such as focusing on a particular drug or a particular geographic
region, where surveillance efforts will provide a useful alternative to
population based surveys for studying heavy drug users and planning

appropriate intervention strategies.

FURTHER RESEARCH REQUIRED

What could be gained by instituting local or state wide drug abuse
surveillance system? Their utility may be much greater at the local and
state policy level than at the national level, yet numerous local
indicator systems already exist (e.g., DUF, DAWN) and are sponsored at
the national level. Clearly there are a number of advantages that may
be gained. There are currently many unanswered questions about the
ability of our nation's criminal justice, health care and treatment
systems to successfully deal with drug abuse. Greater emphasis is being
placed on coordination of services for drug abusers across these
systems. Sharing information would be a useful starting point. In
addition, there is much to be learned about the different populations of
problem users who come into contact with these systems.

There would be significant limitations of such systems too. They
would be directed at problem use, but might well capture a great deal of
casual use. They would not be useful for national estimates of problem
use. They would certainly raise civil liberties concerns. Yet because
they can so successfully target on populations of greatest public
concern, indepth review of prior experience and the feasibility of
implementation is worth considering.

A first step might be to select a particular city (perhaps a
Community Epidemiology Working Group [CEWG] city) or county to test the

feasibility of conducting drug surveillance on a pilot scale. Should
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this be successful, a number of strategically selected communities could
be targeted throughout the nation. This approach resembles the current
DAWN system, and our national cancer surveillance system, where certain
states or cities have been selected as representative of our nation.
Using this approach we might begin to characterize the drug abuser's
array of problems and outcomes of interactions with service delivery in

ways that previously have not been possible.
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§. POLICY FRAMEWORK FOR IDENTIFYING DATA AND ANALYSIS NEEDS

INTRODUCTION

If federal policy begins to shift away from its strict emphasis on
use reduction and enforcement approaches, to include greater emphasis on
reduction of the harms and costs associated with use, a greater emphasis
will be placed on data that describe use and harms among sub-populations
such as problem users where the bulk of costs of use are incurred and
imposed. But other possible policy shifts will have different
implications for data development.

For example, during the past few years Congress, federal agencies,
and state legislatures around the country have called for greater
rationality in the allocation of resources and greater accountability
for the expenditure of public dollars for alcohol and other drug abuse
intervention programs. These mandates have also begun to shift the
emphasis on data development away from prevalence indicators toward
indicators of need for treatment and outcomes, data that will probably
continue to be in much greater demand than they have in the past.

With expanding knowledge of the complexities of drug use the demand
for more detailed data has also expanded. With greater emphasis on the
policy support role of data and analysis we should expect that new data
requirements will continue to emerge. For example, researchers have
recently pointed out the high rates of Tuberculosis among hard core drug
users. In response federal policy makers have mandated that block grant
recipients identify these cases among their clients. States are
scrambling to modify their treatment client databases in order to
respond to this new data requirement. The mandate for reporting reaches
to the level of local treatment programs and administrators who are also
being held more accountable.

While it is impossible to predict all future data requirements, it
is possible, using a policy-based framework, to identify the major
components of a policy decision data support system against which

existing data and data gaps can be evaluated.
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To ensure that data will have applicability to policy decision the
data system must be designed in terms of the policy issues the data
consumers face. Given specific short and long-term policy issues,
research can be tailored to address them. However, because policy
issues change over time in response to changing mandates, goals and
environments, a broad view of policy areas provides a more flexible and
dynamic framework within which to identify core data and analysis needs.
Systems can then be designed with flexibility to adapt to changing data

needs.

ONDCP POLICY DOMAINS

We have identified five different domains of policy making that
ONDCP has responsibility for as the nation's primary agency for
coordinating drug control efforts. These include:1§

1. Monitoring the status of drug use and drug problems nationwide;

2. Developing national policies and strategies for supply and
demand reduction efforts to curb drug use and combat drug
problems;

3. Allocating federal resources across and within supply and
demand reduction sectors, geographic areas, target drugs, and
populations to implement federal strategies;

4. Evaluating the effectiveness of federal drug control efforts;

5. Coordinating federal agencies involved in drug control.

DESIGNING A DATA SYSTEM TO SUPPORT POLICYMAKING

Based on our review of policy domains, our conclusion is that
policy formulation at the national level requires an integrated,
comprehensive decision support system, composed of multiple data systems
and analytic tools to provide the basis for a wide range of policy
analyses. The data collection will continue to be developed and
sponsored by a variety of agencies, which necessitates the development
of a mechanism for coordination of data development within a decision

support framework.

16oNDCP, 1990.
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We identified four categories of data required to address issues in
these policy areas. In addition to data on population based substance
use, these include data on drug markets and production, community level
consequences, and interventions such as prevention, treatment and
enforcement programs. Each data domain should be conceptually and
operationally defined. The systems approach would identify what links
are needed across data systems in order to integrate data from one
domain with data from another. A range of analytic techniques required
to support decisionmaking from these data are also required. These
include prevalence estimation, diffusion analysis, trend analysis,
forecasting and modeling.

The discussion in the remainder of this section outlines what such
a system would look like, what characteristics it would need to possess,
and what data it needs as inputs. We outline the kinds of analytic
capabilities it should have and what policy application the data and

analysis could support.

OVERVIEW

Figure 3 shows the framework for a policy driven decision support
data system. As shown in this figure, four integrated data systems,
defined by core policy questions are needed to support ONDCP's policy
function. The first is used to describe drug use patterns and
individual problems and needs for services associated with use. A
second describes the supply and availability of drugs. The third data
component supplies information on social and economic consequences of
use, such as morbidity, mortality, crime and lost productivity. The
fourth data system supplies information on the control system's
response, in the form of interventions such as delivery of treatment
services, interdiction levels, etc.

To become more useful in policy applications the contents of each
data system need to be redefined based on the key policy questions, not
the existing data infrastructure. For example, data are needed to
inform decisionmaking about hard core drug use. When existing data are
pressed to answer questions they were not developed to address, not only

are the answers invalid, but the data gap identified by the question
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goes unfilled. A systematic effort is needed to identify the key
questions, extend analyses to evaluate the applicability of the existing
data, such as analyses described in earlier sections; and determine the
major data gaps that impede analysis of some issues. A serious role for
empirical analysis in formulation of policy will only be gained if the
data have credibility'for addressing the policy questions. Continuous
debates, e.g. about the scope of the problem, arise when the data don’t
have legitimacy for addressing the questions. If we defined what data
are needed, continuously reviewed those needs, and set up a program to
build a data infrastsructure, we’'d have in place the data to address a
variety of policy issues. Without such a plan every question is
addressed with what data we have, rather than what data we need.

The separate systems need to be linked on a number of levels,
including jurisdiction, population characteristics, providers, and
clients. Within a data system the various databases should have common
measures, e.g. of use, history, or cross walks that enable comparisons
to be made. For example, a study among a heavy user population might
collect more frequent use data than a household survey. But the
frequent use measures should aggregate to those used in other population
surveys. Also bridges across data sets are needed if it is important to
sum across different populations captured in different databases. The
most difficult challenge in building an integrated information base is
that the data are generated by a multitude of different sponsors, whose
individual data requirements have proved in the past to be incompatible.
While this might continue to be the case, explicitly recognizing the
need for integrated data and specifying where links are required would
be a step forward. With a blueprint in place new systems design could
be compliant and modifications to existing systems could be made on an
incremental basis.

" The data systems serve as input to a variety of analyses, which
should range from simple graphical presentation of univariate statistics
to sophisticated simulation modeling used to project impacts of
different policy options. An illustrative list of analysis tools is
shown on Figure 3. Policy analysis often calls on different kinds of

data and involves multiple stages of analysis. To facilitate expanded
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analysis greater access to raw files is needed. There is little to be
gained from data improvement efforts unless the issue of access is
thoroughly addressed and obstacles to dissemination of existing data are

overcome.

DATA. ANALYSIS POLICY APPLICATIONS
Use - PREVALENCE ESTIMATION Monitor Status
I - DIFFUSION ANALYSIS ]
- TREND ANALYSIS Develop Strategy
POLICY Markets - FORECASTING
QUESTIONS 1
| - MODELING
Consequences - NEEDS ASSESSMENT Allocate Resources
A I - COST/BENEFIT 1
] - EVALUATION Evaluate Effectiveness
Interventions
- SIMULATION
L
Coordinate Efforts

Fig. 3-System to Support Policy Decisionmaking

It is in various analyses that data from different systems, e.g.,
drug use and community consequences will need to be integrated.
Analytical work, e.g., development of policy based statistical models
can help to identify data needs. For example, forecasting models
demonstrate that need for data on quitting dates, or desistance from use
are needed in addition to initiation and prevalence data.

The system we envision is designed to use feedback from analysis to
modify data systems rather than continuously relying on inadequate data.
The output from analysis is fed into the policy process. The structure
is such that multiple policy domains can be served with key data and
analysis and the policy questions and needs drive the data system

development and analysis.
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Policy applications for drug data compete with basic science needs
and management information needs for data. Not all drug data can or
should be incorporated into a policy decision support framework. But
such a framework, if elaborated, could better articulate the kind of
information that would support policy in different domains and evaluate
existing data from a system perspective, rather than an individual
database perspective. We believe this approach, if it could be
developed, holds great promise for producing more comprehensive drug
policy analysis than approaches that either use existing data, whether
or not they are appropriate, for lack of anything better or invent new

databases in the isolation of only one specific policy data need.
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