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wed each year, with each administered to describing as differences only those which 
a random one-f&h of the sample. exceed the 99% cordidence level. 

Confidence intervalsvary greatly de- Our primary emphasis is upon racial/ 
pending upon sample size, design effects ethnic subgroup dtierences in drug use, 
(see note to Table l), and percenta& size. especially those which have been some- 
As examples and general guidelines, we what consistent across time. We exam- 
note the following: The klrges 95% con- ined annual data from the senior classes of 
fidence intervals around percentages in 1976 through 1989, combining the classes 
Tables 2-1 are 1.7 percent for whites, 2.8 into three groups: 197W9,1980-84, and 
for Blacks, 3.7 for Mexican Americans, 19S89. The resulting numbers of cases 
and 6.3 for Native Americans (the small- for the total samples and the racitiethnic 
est subgroup). Any Black-White differ- subgroups are displayed in Table I. 
ence equal to or exceeding 3.0 percent is Table 1 indicates that the proportions 
sign&ant at the 95% confidence level. It of Whites in the samples decreased over 
would be unnecessaily cumbersome to time, whereas the pmpotions of Asian 
spdj significance levels for every sub- Americans and Hispanics increased sub 
group comparison discussed herein; in- stantially. These changes genera@ paral- 
stead, we have adopted the convention of lel shit?sintbeoverall populationofyouth, 

aitbaugb it should be kept in mind that the 
proportions in our samples reflect sane 
substantial subgroup differences in high 
schml dropout rates, as well as other dif- 
ferences (including a somewhat higher 
rate of missing data for several of the sub- 
groups other than White). In particular, it 
should be noted that nationwide dropout 
rates for Blacks have declined in recent 
years, and are now only slightly higher 
than those for Whites.” 

Annual prevalence rates for mari- 
juana (1985-S combined, see Table 2) are 
highest among Native American females 
and males, and nearly as high among 
White males and females, and Mexican 
American males; rates are somewhat 
lower for Mexican American females, Pu- 
erto Rican and other Latin American 
males, and Black males; and rates are low- 
est among Puerto Rican and other Latin 
American females, Black females, and 
Asian American males and females. 
Monthly and daily (or nearly daily) prev- 
alence rates for marijuana show similar 
subgroup distinctions, except that male- 
female differences are more pmnounced 
(Tables 3 and 4). 

cocaine 

Prevalence rates for cocaine are high- 
est for Native Americans (males and fe- 
males) and males in both Hispanic groups, 
but significantly lower for Hispanic fe- 

March 1991, Vol. 81, No. 3 Amerifan Journal of Public Health 373 







Bxhmao, et St. 

and/or if they have greater than average 
tendencies toward fawxable self-presen- 
tation. Mensch and Kandel report that in 
the National Longitudinal Survey of 
Youth, which employed face-to-face in- 
terviews, Black and Hispanic youth were 
more likely than White youth to under- 
report their use of marijuana; however, 
this underreIxwting occurred most often at 
the lowest levels of use.~ Incidentally, 
their initial analyses (based on total sam- 
ples) revealed no underreporting of the 
licit drugs (i.e., alcohol and cigarettes), 
which show the largest subgroup differ- 
ences in the present study. 

Earlier analyses of Monitoring the 
Future data8 revealed subgroup differ- 
ences in rates of missing data and incon- 
sistent responses; however, these differ- 
ences do not parallel the subgroup 
ditkrence~ in self-reported drug use. For 
example, Native American seniors have 
relatively high rates of missing data and/or 
inco”siste”t responses (6.6 percent for 
marijuana) as well as high self-reported 
drug use, whereas Black seniors have 
equaUy hi& rates of missing data and/or 
inconsistent responses (6.8 percent for 
marijuana), but much lower self-repotted 
drug use. White and Asia,, American sen- 
iors are fairly similar in having low rates of 
missing data and/or inconsistent re- 
spo”ses (2.3 percent and 3.1 percent, re- 
spectivdy, for marijuana), but their rates 
of drug use are distinctly diiTerent. 

Additional analyses of Monitoring 
the Future data have show that Blacks 
ax more likely than whites to perceive 
that drug use involves hi& risks, and to 
disapprove of drug use. Black seniors also 
are much less likely to report smoking, 
alcohol use, and drunkenness by friends, 
consistent with the large Black-White dif- 
ferences in self-reported drug Use.’ It is 
hard to imagine that these complexfy in- 
terrelated tindings are simply the result of 
&xtive distortion; in particular, it is on- 
likely that such distortion would result in 
much larger differences in self-reported 
use of the licit drugs compared with the 
illicit drugs. We fmd it more parsimonious 
to conclude that the substantial Black- 
White differences in self-reports are 
largely the result of genuine ditTerences in 
drug we between OUT samples of Black 
and White high schod seniors. 

Even if self-reports are mostly valid 
across all of the subgroups studied, we are 
faced with further questions because our 
su’veys do not include young people who 
drop ant of hii school before late spring 
of their senior year. Given that drug use is 
generally higher among dropouts, how dii- 
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ferent would findings be if based on the 
total cohort of 17. to 18year-olds rather 
than just high school seniors? It is highly 
likelythat theinclwionofdmpoutswould 
tend to raise the observed prevalence 
rates for alI dru@ and all subgroups. In 
addition, it seems fairly likely that the im- 
pact would be greatest in subgroups with 
high dropout rates, thus changing sub- 
group comparisons in several respects. 
First, Hispanics have higher than average 
dropout rates;6 therefore, comparisons of 
UN White and Hispanic 17. to It?- yewolds 
would probably yield somewhat smaller 
differences in drug use than found in sam- 
ples of seniors. Second, Asii Americans 
have lower than average dmtxwt rate.+; 
accardingly, this subgroup might be even 
farther below average given drug use data 
based on the total age cohort rather than 
just seniors. Third, given the very high 
dropout rates among Native Americans,6 
total age cohort data might place them 
even farther above average in drug we. 
Fourth, Black-White differences in drug 
use might be reduced ifwe compared the 
total age cohort rather than just seniors; 
however, because Black and White drop 
out rates are now fahly Similar,6 the re- 
duction would not be very large, unless 
drug use is diierentially correlated with 
dropping out. It is also worth noting that 
recent household suveys, which do not 
omit dropouts, lind Black-White diier- 
ences in youthful drug we rough&as large 
as those reported here.’ 

If drug use really is lower than aver- 
age among most non-White youth, an in- 
teresting question remains as to why this 
OCLXIS. Multivariate analyses reported 
elsewhe& indicate that it cannot be at- 
tributed primarily to differences in Pare”” 
hl presence or education, nor does it have 

a great deal to do with where seniors live 
throughout the United States. Some other 
dimensions of lifestvle we have measured 
have more baring~” drug use, but they 
do not acamnt for most of the sub@o”p 
differences in use-especially the very 
low rates Of cigarette and alcohol use by 
Blacks. other poss~ilities which we have 
begun to explore, and will continue to ex- 
amine, are that these relative& low usage 
rates are stnmgly influenced by particular 
religious doctrines and afiiliations; differ- 
ences in parent, peer, and community 
norms; different attitudes regarding the 
use of drugs; or di&ing levels of per- 
ceived risk. 

The very low rates of drug use (par- 
ikuhly c&rette use and alcoho4 we) by 
Black students may be swprisii, in light 
of evidence that drug-related mortality 
and morbidity are higher among Black 
than White adults.’ These contrasting 
findings are, however, consistent with 
data from national household surveys 
comparing Blacks and Whites at vtio~ 
age levels: Black youth show much lower 
usage rates than White youth; in early 
adulthood differences are smaller; and by 
middle adulthood, the drug use/abuse 
rates are often higher among Blacks.7~zS 

It has been observed that “tv,o 
worlds” of dmg use @articokwly alcohol 
use) exist within the Black commonity: 
the extremes of abstinence at one end and 
heavy use/abuse at the other.n.= As a re- 
sult of heavy drug “se by a minority (often 
having limited Cnancial resources, health 
care, and inswa”ce), Black adults are dis- 
pmpationately represented in morbidity 
and mortality statistics, and data from 
public treatment centers. Such data, 
rather than tindingz from general popula- 
tion swveys, often serve as the basis for 
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