
UvA-DARE is a service provided by the library of the University of Amsterdam (https://dare.uva.nl)

UvA-DARE (Digital Academic Repository)

The impact of harm reduction-based methadone treatment on HIV infection and
mortality

Langendam, M.W.

Publication date
2000

Link to publication

Citation for published version (APA):
Langendam, M. W. (2000). The impact of harm reduction-based methadone treatment on HIV
infection and mortality. [Thesis, fully internal, Universiteit van Amsterdam].

General rights
It is not permitted to download or to forward/distribute the text or part of it without the consent of the author(s)
and/or copyright holder(s), other than for strictly personal, individual use, unless the work is under an open
content license (like Creative Commons).

Disclaimer/Complaints regulations
If you believe that digital publication of certain material infringes any of your rights or (privacy) interests, please
let the Library know, stating your reasons. In case of a legitimate complaint, the Library will make the material
inaccessible and/or remove it from the website. Please Ask the Library: https://uba.uva.nl/en/contact, or a letter
to: Library of the University of Amsterdam, Secretariat, Singel 425, 1012 WP Amsterdam, The Netherlands. You
will be contacted as soon as possible.

Download date:24 May 2023

https://dare.uva.nl/personal/pure/en/publications/the-impact-of-harm-reductionbased-methadone-treatment-on-hiv-infection-and-mortality(10aa82ac-652e-462d-a136-f1daab66d3de).html


Chapte rr  7 

Thee validit y of dru g users ' self-report s in a non -
treatmen tt  setting : prevalenc e and predictor s of 

incorrec tt  reportin g methadon e treatmen t 

Internationall  Journal of Epidemiology 1999; 28: 514-520 



Chapterr 7 

Thee validit y of dru g users ' self-report s in a non-treatmen t setting : 
prevalenc ee and predictor s of incorrec t reportin g methadon e 
treatmen tt  modalitie s 

Mirandaa W. Langendam, Harry J.A. van Haastrecht and Erik J.C. van Ameijden 

Abstrac t t 

 Background Epidemiological studies among drug users are often based on retrospective 
self-reports.. However, among others, memory failure, being under the influence of drugs, 
psychopathology,, misunderstanding of questions and socially desirable answering may 
generatee inaccurate reporting. 

 Methods This study validated self-reported current (methadone dosage) and medium-term 
(mainn location of methadone dispensing and frequency of methadone program attendance 
overr the previous 4-6 months) aspects of methadone treatment in the Amsterdam AIDS cohort 
studyy among drug users, using data of the Central Methadone Register. In addition to 
descriptivee measures, logistic regression analysis was used (adjusted for intra-individual 
correlation)) to identify subgroups with incorrect reporting. Data collected at 4406 visits of 
5055 cohort participants were analysed. 

 Results Current methadone dosage was accurately reported (unweighted kappa (K): 0.94, 
weightedd kappa (KW): 0.97). A low methadone dosage, short duration of school education and 
depressivee or euphoric mood during the interview were significant and independent predictors 
off  incorrect reporting of methadone dosage. For main location of dispensing K was 0.82, for 
frequencyy of program attendance K was 0.53 and KW 0.87. There was a tendency to reporting 
thee extreme answering categories. Infrequent program attendance was the only significant 
predictorr of incorrectly reporting frequency of program attendance. 

 Conclusions Drug users are able to give valid self-reports in a setting where social 
desirabilityy does not play an important role. The main reasons of incorrect reporting were 
impairedd cognitive functioning, memory failure and misunderstanding of questions. 
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Validityy of drug users' self-reports 

Introductio n n 
Epidemiologicall  studies among drug users, such as surveillance studies, treatment outcome 

studiess and evaluations of HIV-prevention programs are often based on retrospective self-
reportss on drug use and sexual behaviour. However, among others, memory failure, being 
underr the influence of drugs, psychopathology, misunderstanding of questions and socially 
desirablee answering may generate inaccurate reporting. 

Validationn of self-reported drug use associated behaviour requires comparison to a 'gold 
standard',, that is, a measurement that is presumably accurate. Over the past decades, 
technologicallyy sophisticated methods have been developed in analysing drug metabolites in 
bodyy fluids and tissues. Urine is most often used, but drugs can also be detected in blood, 
saliva,, semen, perspiration and hair.1 Magura and Kang reviewed 24 studies that examined the 
validityy of drug self-reports among drug users using a biological criterion (urine or hair) and 
foundd large differences between the studies, primarily due to different study settings (e.g. 
surveys,, treatment centres and prisons). Overall, there was moderate agreement.2 Other 
sourcess of information for validation are official record checks (e.g. law enforcement or 
treatmentt admission forms3), acquaintances of the drug user or physical evidence of 
injection.55 These methods are less specific and generally good agreement was found.6 

Inn the present study, data of the Amsterdam Central Methadone Register were used as 
'goldd standard' to validate self-reported methadone treatment modalities in a cohort of drug 
users.. To be eligible as a gold standard, official records have to be systematically collected, 
completee and valid. The CMR fulfil s these criteria: it covers all methadone prescriptions in 
Amsterdamm and is considered reliable since 1984. 

Bothh current (methadone dosage) and medium-term (main location of methadone 
dispensingg and frequency of program attendance over the last 4 to 6 months) methadone 
treatmentt modalities were validated. In this setting, socially desirable answering does not play 
ann important role because there is no illegal action involved, there are no sanctions on 
incorrectt reporting and questions about methadone treatment are not likely to be 
embarrassing.. Validating self-reported methadone treatment then stands mainly for 
investigatingg the cognitive functioning and recall capacity of drug users. 

Thee relatively large study group enabled us to determine subgroups with increased risk of 
incorrectt reporting. To our knowledge, very few published studies have examined factors 
associatedd with incorrect reporting. Predictors of incorrect reporting in these studies were 
criminality,8'99 older age,9 the interviewers' professional status,9 the interviewers' impression 
off  the honesty of the respondent10 and no history of time spent in a therapeutic community.10 

Digiustoo et al. found no statistically significant associations with either under- or 
overreporting." " 

Method s s 

Design n 
Thee present study is nested in a comprehensive project, which evaluates the role of 

methadonee treatment in the prevention of HIV-infection and HFV-related diseases. In this 
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project,, data of the Central Methadone Register (CMR) in Amsterdam are linked to the 
Amsterdamm cohort study on HIV infection in drug users. The Amsterdam cohort study on 
HIVV infection among drug users is an open cohort started in 1985. "" Briefly, participants are 
askedd to return every four months for follow up visits. At all visits, blood is drawn and trained 
nursesnurses administer a standardized questionnaire on drug use, sexual behaviour and medical 
history.. Although participants are mainly recruited from methadone posts, the cohort study is 
purelyy observational and not connected to the Amsterdam system of methadone dispensing in 
termss of staff or actual methadone provision. 

Inn Amsterdam, methadone is prescribed at low-threshold methadone programs (at the 
Municipall  Health Service: four local outposts, a mobile methadone bus'3 and an outpatient 
clinicc for addicted prostitutes and foreigners), medium-threshold methadone programs 
(prescriptionn via GPs) and high-threshold methadone programs (prescription via outpatient 
addictionn clinic).16'17 All methadone prescriptions in Amsterdam are registered by the CMR, 
whichh started in 1980 to prevent multiple dispensing to the same individual. Apart from 
personall  identifiers (client name, date of birth, sex and country of birth), the CMR registers 
methadonee dosage, type (liquid, tablet or injectable) and location of methadone dispensing for 
eachh daily methadone prescription. 

Forr linkage of the cohort data with data of the CMR, additional informed consent of the 
cohortt participants was needed, which we started to collect in April 1994. Up to April 1997, 
5355 participants consented and their data were linked to the CMR, while only two participants 
refusedd to sign informed consent. Fourteen participants (3%) were not registered in the CMR 
andd not included in the analysis. For the remaining 521 participants we selected all methadone 
prescriptionss from six months preceding cohort entry till end of follow up or January 1997; 
thee total number of cohort visits was 8387 (1985-1996). 

Inn the present study, we used cohort visit as unit of analysis. Only cohort visits on which 
Amsterdamm was reported as current residence were eligible for analysis, because methadone 
prescriptionss outside Amsterdam are not covered by the CMR. Data on living in Amsterdam 
weree only available since 1992, leaving 5115 cohort visits. For the same reason, cohort visits 
onn which another location of methadone dispensing than the Municipal Health Service, GP or 
thee outdoor addiction clinic in Amsterdam were reported, were excluded from the analysis 
(2255 visits). Furthermore, cohort visits with a time interval since the previous visit of more 
thann six months (436 visits) and cohort visits corresponding to more than one registered 
methadonee prescription on the same day (48 visits) were excluded, leaving 4406 cohort visits 
off  505 cohort participants for analysis. 

Currentt methadone dosage was defined as the prescribed dosage on the day of the cohort 
visitt (day 0) or the day before (day -1). Current methadone dosage was zero when the last 
registeredd methadone prescription was more than 30 days before the cohort visit or when 
theree were no methadone prescriptions since the previous visit. Cohort visits with the last 
registeredd methadone dosage between day -2 and day -30 were excluded from analysis (171 
visits).. Self-reported current methadone dosage was reported as a continuous variable (in 
mg/day),, but for analysis recoded in categories 0, 5-20, 25-40, 45-60, 65-80 and >80 mg/day. 
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Validityy of drug users' self-reports 

Mainn location where methadone was dispensed (no methadone, local outpost, methadone 
bus,, outpatient clinic for addicted prostitutes and foreigners, GP and outdoor addiction clinic) 
andd frequency of program attendance referred to the period since the previous visit (4-6 
months).. Frequency of program attendance was defined as the percentage of weeks in a 
methadonee program compared to the total number of weeks since previous visit. The cohort 
participantss could choose between the categories 'no methadone', '1-33% (seldom)', '34-67% 
(halff  of all weeks)', '68-99% (almost all weeks)' and '100% (all weeks)'. 

Thee CMR data were available on a daily base and aggregated in the same categories as the 
abovee mentioned self-reported methadone treatment modalities. Incorrect reporting was 
definedd as disagreement between the registered and self-reported categories. 

Potentiall  predictors of incorrect reporting included social-demographic characteristics 
(nationality,, age, sex, education, homelessness), drug use associated behaviour (current 
injectingg drug use, current tranquillizer and barbiturate use, years since first injection, 
frequencyy of injecting, main type of drug injected, borrowing and lending of used 
needles/syringes,, alcohol use), prostitution, HIV-status, psychological morbidity and number 
off  cohort visit. Psychological morbidity (or psychopathology) was measured by the 30-item 
versionn of the General Health Questionnaire (GHQ-30).18'19 A score of >5 indicates 
psychologicall  morbidity.20 The GHQ-30 was measured once during follow up for 271 study 
participantss in 1996 and recoded <5, 5-19 and >20. 

Thee interviewer's subjective impression of the respondents' mood (ranging from 
depressivee to euphoric), agitation (ranging from lethargic to agitated) and acute, observable 
effectss of drug use (ranging from withdrawal symptoms to under influence of drugs) during 
thee interview were rated on a 5-point scale. These variables were coded 0 for a neutral 
impressionn and coded 1 when non-neutral. 

Statisticall analysis 
Kappaa coefficients (unweighted [K] and weighted [KW]), percentages and Spearman 

correlationn coefficient (only for methadone dosage) were used to examine agreement between 
registeredd and self-reported methadone treatment modalities. Positive kappa coefficients 
indicatee agreement beyond chance, a value of 0 shows that the two measures are independent, 
andd negative coefficients indicate disagreement beyond chance. A three-level classification 
forr evaluating kappa coefficients is suggested by Fleiss21: >0.75 (excellent agreement), 0.40-
0.755 (fair to good agreement) and <0.40 (poor agreement). Weighted kappa incorporates the 
extentt of disagreement for ordinal variables: responses that differ more than one category are 
assignedd higher weights than responses that differ one category. The quadratic weight 
schemee was used: for one category difference the weight was 1 (l2, for two categories 4 (22), 
upp to 25 (52) for five categories. 

Logisticc regression analysis was used to determine significant and independent predictors 
off  incorrect reporting methadone dosage (recall of a recent event) and frequency of program 
attendancee (medium-term recall). Because the unit of analysis was cohort visit in stead of 
cohortt participant, the odds ratios (OR) and standard errors were corrected for intra individual 
correlationn by using generalized estimating equations (GEE). ' The exchangeable 
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correlationn matrix was chosen, which assumes a constant correlation between measurements 
off  the same individual during follow up. In other words, the correlation between the first and 
secondd visit is the same as the correlation between the first and last visit. 

Thee effect of the possible predictors on incorrect reporting was adjusted for methadone 
dosagee (in the model with incorrectly reporting methadone dosage, categories >40 mg/day 
weree collapsed) and frequency of program attendance (in the model with incorrectly reporting 
frequencyy of program attendance, categories 1-33% and 34-67% were collapsed), since we 
weree interested in the effect of the possible predictors regardless the level of current 
methadonee dosage and frequency of program attendance. Statistical testing was two-tailed; p-
valuess <0.05 were considered statistically significant. 

Result s s 

Inn all, 4406 visits of 505 cohort participants were included in the analysis. At the first 
includedd visit, the mean age was 34 years (standard deviation (sd) 6, range 21-52), 35% was 
female,, 29% HIV-positive and 83% had ever injected. The median duration of injecting drug 
usee was 12.0 years (inter quartile range [IQR] 9.0). Forty-two per cent reported no injecting 
drugg use since the previous visit. Of the current injectors, 46% injected daily; for 15% the 
mainn type of drug was heroin, for 10% cocaine and for 57% speedballs (a mixture of cocaine 
andd heroin). The mean number of cohort visits per cohort participant was 9 (sd 4, range 1-16), 
thee median interval between two visits 4.1 months (IQR 0.8). 

Methadonee dosage 
Currentt methadone dosage was accurately reported (Table 7.1), K was 0.94 and KW 0.97. 

Exceptt for dosages 5-20 mg/day the percentages agreement were >90%. On a continuous 
scale,, the Spearman correlation coefficient between reported and registered methadone dosage 
wass 0.97. To check whether incorrect reporting of low dosages was due to attending 
detoxificationn programs (where the methadone dosage is slowly decreased to abstinence), 
visitss at which methadone was prescribed at the outpatient addiction clinic were excluded. 
Thee percentages agreement were similar. 

Tablee 7.2 presents the predictors that were significantly associated with incorrectly 
reportingg methadone dosage after adjusting for methadone dosage itself (Methods) and 
absolutee differences between reported and registered methadone dosage. Apart from low 
methadonee dosage, a relatively short duration of education and depressive or euphoric mood 
duringg the interview were significant and independent predictors of incorrect reporting 
methadonee dosage. In bivariate analysis, the OR for a GHQ-30 score >20 (compared to score 
<5)) and relatively long duration of education were also elevated (3.82 and 1.46, respectively), 
butt the 95% confidence intervals (CI) included 1 (95% CI 0.95-15.18 and 0.82-2.61, 
respectively).. Adding any of the other variables (Methods) to the model did not change the 
estimatess substantially and interaction terms with calendar year did not improve the fit of the 
model. . 
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Validityy of drug users' self-reports 

Att 92% of all visits the reported methadone dosage was exactly equal to the registered 
dosagee (before recoding in categories). Given incorrect reporting, the median difference 
betweenn reported and registered dosage was -5 mg/day (IQR 35), which indicates 
underreporting. . 

Mainn location of methadone dispensing 
Forr main location of methadone dispensing, the percentage agreement varied between 73% 

andd 91% for the low-threshold methadone programs (local outpost, methadone bus and 
outpatientt clinic for addicted prostitutes and foreigners, Table 7.1). The percentage agreement 
forr receiving methadone via the GP was of the same magnitude as that in the low-threshold 
programs,, for the outdoor addiction clinic the percentage agreement was the lowest. Taking 
alll  categories together, K was 0.82 (KW was not calculated because location of methadone 
dispensingg is not an ordinal variable). 

Havingg received methadone at more than one location since the previous visit was 
registeredd for 28% of all visits. Excluding these visits from the analysis increased the 
percentagess agreement to >90% for local outpost, outpatient clinic for addicted prostitutes and 
foreignerss and GP and to 85% for methadone bus and outdoor addiction clinic (overall K 
0.91). . 

Frequencyy of program attendance 
Forr frequency of program attendance the percentages agreement for having received 

methadonee less than all weeks since previous cohort visit were low, 13-26% (Table 7.1). 
Theree was a tendency towards answering to the extremes: having received methadone 'half of 
alll  weeks' and 'almost all weeks' was often reported as having received methadone 'all 
weeks',, having received methadone 'seldom' was often reported as 'no methadone since 
previouss visit'. Overall, K was 0.53, but accounted for degree of error KW was 0.87. 
Besidess frequency of program attendance itself, there were no significant predictors of 
incorrectlyy reporting frequency of program attendance in bivariate analysis. The OR for 
frequencyy of program attendance were very high: compared to all weeks in methadone 
treatmentt the OR for no methadone since previous visit was 1.12 (95% CI 0.69-1.83), for 
<2/33 of all weeks ('seldom' and 'half of all weeks') the OR was 93.0 (95% CI 68.75-
125.74)) and for >2/3 of all weeks ('almost all weeks') 172.78 (95% CI 127.50-234.14). 
Becausee incorrect reporting was strongly related to frequency of program attendance itself, we 
repeatedd the logistic regression analysis for those whom where less than all weeks in 
methadonee treatment, but again no significant predictors of incorrect reporting could be 
identified. . 
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Tablee 7.1 Self-reporte d methadon e treatmen t modalitie s as percentag e of registere d 
methadon ee treatmen t modalitie s among a cohor t of dru g user s in Amsterda m 

CURRENTT METHADONE DOSAGE (mg/day) 
Registered Registered 

Reported d 
0 0 
5-20 0 
25-40 0 
45-60 0 
65-80 0 
>80 0 
N N 

0 0 
95 5 

l l 
2 2 
l l 
l l 
0 0 

663 3 

5-20 0 
3 3 

88 8 
5 5 
l l 
l l 
2 2 

180 0 

25-40 0 
2 2 
3 3 

93 3 
l l 
l l 
0 0 

648 8 

45-60 0 
l l 
l l 
2 2 

96 6 
l l 
l l 

1095 5 

65-80 0 
1 1 
0 0 
1 1 
2 2 

96 6 
1 1 

824 4 

>80 0 
0 0 
0 0 
0 0 
1 1 
2 2 

96 6 
806 6 

N* * 
663 3 
197 7 
649 9 

1086 6 
827 7 
794 4 

4216 6 

MAI NN SITE OF PRESCRIPTION 
Registered d 

Reportedd None 
Nonee 96 
LOO 1 
OCC 0 
MBB 0 
GPP 2 
ACC 0 
NN 502 

LO O 
2 2 

91 1 
0 0 
5 5 
2 2 
0 0 

1838 8 

OC C 
2 2 
6 6 

89 9 
1 1 
3 3 
0 0 

530 0 

MB B 
2 2 

25 5 
0 0 

73 3 
1 1 
0 0 

719 9 

GP P 
5 5 
6 6 
0 0 
1 1 

88 8 
0 0 

567 7 

AC C 
7 7 

15 5 
3 3 
4 4 
4 4 

66 6 
123 3 

N N 
583 3 

1937 7 
484 4 
625 5 
560 0 
90 0 

4279 9 

FREQUENCYY OF PROGRAM ATTENDANCE (since previous visit) 
Registered d 

Reported d 

None e 
Seldom m 
Half f 
Almost t 
alll  weeks 
Al ll  weeks 
N N 

None e 

96 6 
0 0 
0 0 

0 0 
3 3 

503 3 

seldom m 

41 1 
26 6 
9 9 

4 4 
21 1 

210 0 

half f 
alll  weeks 

14 4 
7 7 

20 0 

15 5 
45 5 

215 5 

almost t 

3 3 
2 2 
5 5 

13 3 
77 7 

619 9 

alll  weeks 

1 1 
0 0 
1 1 

3 3 
96 6 

2841 1 

N N 

628 8 
86 6 

108 8 

191 1 
3369 9 
4388 8 

LO:: Local Outpost; OC: Outpatient Clinic Addicted Prostitutes and Foreigners; MB: Methadone Bus; 
GP:: General Practitioner; AC: Addiction Clinic; * number of cohort visits 
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Sub-analyses s 
Too study whether participants were inclined to report on a shorter term than the requested 

periodd (since previous visit, which is 4-6 months), we repeated the analyses for main location 
off  dispensing and frequency of program attendance comparing registered prescriptions over 
thee last month with reported prescriptions since the previous visit. For main location of 
dispensing,, the percentages agreement increased for all locations (local outpost: 91% to 95%, 
outpatientt clinic 89% to 91%, methadone bus 73% to 82%, GP 88% to 91% and addiction 
clinicc 66% to 74%). For frequency of program attendance the percentage agreement for 'less 
thann all weeks in treatment' also improved: from 29% to 36%. 

Att one-third of all visits, one or more methadone treatment modalities were reported 
incorrectly:: at 2% of all visits three methadone modalities, at 6% two modalities and at 24% 
onee modality. The Spearman correlation coefficient between incorrect reporting methadone 
dosagee and main location of methadone dispensing was 0.12, between incorrect reporting 
methadonee dosage and frequency of program attendance 0.15 and between incorrect reporting 
mainn location of methadone dispensing and frequency of program attendance 0.20. 

Discussio n n 

Thee results of this study show that drug users are able to report validly on current and past 
behaviors.. The kappa coefficients could be classified as ' fair-to-good' (frequency of program 
attendance)) and 'excellent' agreement (methadone dosage and main location of dispensing) 
andd given incorrect reporting, the degree of misreporting was not very high. 

Earlierr studies of the cohort examined the validity of self-reports on injecting 5 and sexual 
HIVV risk behaviour,26 these behaviors were less accurately reported, probably because of 
sociall  desirable answering. In our cohort study, self-reports on methadone treatment are not 
likelyy to be subject to social desirability, since no illegal or embarrassing situation is involved 
andd there are no sanctions on (in)correct answering (which may be the case in a treatment 
settingg or in prison). Furthermore, Latkin et al  7 found that frequency of injecting and sharing 
off  injection equipment were related to socially desirable answering, but in our study these 
variabless were not related to incorrect reporting. 

Incorrectt reporting in the setting of the present study could be due to (among others) 
impairedd cognitive functioning (memory failure), psychopathology, misunderstanding of 
questionss and being under the influence of drugs. 

Memoryy failure is probably important since we found that self-report of a recent event was 
moree adequate than self-reports over the period since the previous cohort visit and that 
participantss were inclined to report on the last month, in stead of the required last 4-6 months. 
AA relatively short duration of school education was an independent predictor of incorrect 
reportingg of methadone dosage, which - although highly speculative - may be correlated with 
impairedd cognitive functioning. The effect of educational background is not specific for drug 
userss since it is also seen in other populations.28"30 

Wee also found indications for psychopathology as a predictor of incorrect reporting of 

methadonee dosage: participants with very high scores on the GHQ-30 (>20) reported more 
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oftenn incorrectly (although the 95% confidence interval included 1) - due to small numbers 
thee power to detect statistically significant differences was low and multivariate analysis was 
limited.. Variables which are assumed to be related to psychopathology (injecting, use of 
barbituratess and/or tranquillizers18) were not identified as predictors of incorrect reporting, but 
onn the other hand, being depressive or euphoric during the interview (according to the 
interviewer)) was the strongest independent predictor of incorrect reporting methadone dosage. 

Misunderstandingg of questions, indolence (such as just saying 'yeah') or even deception 
couldd have played a role in reporting any of the three methadone treatment modalities and 
reflectss partly the interaction between interviewer and respondent. This mechanism is 
reflectedd in the findings that when main location of methadone dispensing was reported 
incorrectly,, 'local outpost' was most frequently reported (Table 7.1). Second, for the variable 
frequencyy of program attendance there was a strong tendency to report the extreme answering 
categories. . 

Thee prevalence of ostensibly being under the influence of drugs during the interview was 
loww in our study population (1% of all cohort visits), but significantly and strongly associated 
withh incorrect reporting methadone dosage in univariate analysis. In study populations with 
higherr prevalences of respondents with observable effects of recent drug use this could have 
majorr consequences for the validity of self-reports. 

Thee quality of self-reports on methadone treatment or comparable events might be 
improvedd in several ways. First, to deal with misunderstanding of questions and indolence, 
thee interviewer could repeat the question, using a different phrase or using a reminder in the 
formm of a calendar to increase the validity of self-reports on estimating of time in treatment 
(orr comparable variable). Second, the mood of the respondent during the interview appeared 
too be important in correct reporting. To improve data quality, recording the condition of the 
subjectt at the time of the interview is recommended,31 and one might decide to exclude 
interviewss from analysis at which the respondent was under the influence of drugs, or in some 
wayy in a 'non-neutral' mood. 

Inn conclusion, drug user self-reports on topics in which social desirable answering plays a 
minorr role can be valid. The results of this study suggest that incorrect reporting of 
methadonee treatment is probably due to memory failure, psychological morbidity, 
misunderstandingg of the questions or indolence. The role of being under the influence of 
drugss was less important in this study, but could have major consequences in other studies. 
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