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TO THE EDITOR

Given recent high profile attention to cannabis use during the prodromal psychosis period
(Auther et al. 2012), it is increasingly important to insure that the field is incorporating
appropriate assessment methodologies. As researchers have expressed concerns with the
validity of self reported health-risk behaviors (including drug use) in adolescents and young
adults (Addington et al. 2013), and a large majority of published cannabis studies in the
prodrome rely solely on self-report, we were concerned. In a study of ultra high-risk (UHR)
youth examining differences between rates of self-reported cannabis use and results from a
drug screen, we predicted that these youth would under-report use when compared with the
outcome from the urine panel.

A total of 33 ultrahigh-risk (UHR) (12 female/21 male) adolescents (mean=18.76;
SD=1.278) were recruited; inclusion criteria included the presence of a prodromal syndrome
and exclusion criteria included an Axis | psychotic disorder diagnosis. Cannabis usage was
measured utilizing the Alcohol/Drug Use Scale (AUS/DUS) (Drake et al. 1996). This scale
is among the most widely used in UHR programs (Woods et al. 2009) and found to be
highly reliable in psychosis populations (ICCs=.93) (Brunette et. al. 2006). The scale has
good convergent (Wusthoff et al. 2011) as well as face validity, directly asking “Please rate
your use of cannabis in the past 1 month according to the following scale: 0="no use” to
5="almost daily.” A urine sample was screened for the presence of tetrahydrocannabinol
(THC cutoff 50 ng/mL) utilizing Instant Technologies iCup (Norfolk, VA). The rapid drug
screen has detection times up to one month and is commonly used in drug research (McRae-
Clark et al. 2013). A study examining concordance between self-report and on-site urine
screening for cannabis (using the same 50 ng/ml cutoff as the present investigation) in
adolescents meeting criteria for abuse/dependence observed good consistency between urine
panel results and self reported use in the last seven days (up to 94%) but noted that for
reported use past one week, agreement dropped considerably (Buchan et al. 2002).

Twenty participants reported cannabis use (60.1%): 6 (18.2%) indicated occasional use (1-
4x per month) and 14 (42.4%) reported heavy-use (1-2x per week-daily). However, the
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urine panel identified 12 (36.4%) as positive (urine was unavailable for 1 participant). There
were 13 inconsistent cases and of these, three participants (9.4%) did not report drug use but
the urine screen detected THC. Surprisingly, 10 participants (31.3%) reported usage in the
past month but the urine screen was negative. Notably, 4 of these participants (12.5%)
reported heavy use.

From the most conservative perspective, 4 self-reported heavy-users did not show positive
urine screens and 3 denied using but showed positive panels (a total of 21.9%

disagreement). We were surprised that the findings suggest that UHR youth may be
exaggerating marijuana usage. Though the urine screen may have not detected cases
reporting light use (urine testing is not perfect due to variability in participant metabolism), a
number of youth reporting heavy-usage screened negative. This pattern has been observed
with one participant in another UHR study, though it is unclear if removing the inconsistent
case affected the findings (Mizrahi et al. 2013). While replication is necessary, it is possible
that these youth may be exaggerating usage to explain/excuse the presence of symptoms or
this may reflect a belief that cannabis use is socially desirable. It is also possible that the
participant’s knowledge of the urine screen encouraged reporting/over reporting. However,
it is necessary to note that the current investigation did not use secondary urine screening (in
which there is assay replication of the drug screen to avoid laboratory error). Future research
employing this important procedure in combination with multiple screening measures (e.g.,
interview, self report, hair) is required to definitely rule out the role potential confounds may
have played in influencing the present findings. Due to the recent cannabis legalization, the
study location could have also influenced reporting and possibly limit generalizability.
Despite these limitations the results remain noteworthy.

Acknowledgments

Funded by: National Institute of Health, ROIMH094650

References

Addington J, Case N, Saleem MM, Auther AM, Cornblatt BA, Cadenhead KS. Substance use in
clinical high risk for psychosis: a review of the literature. Early Intervention in Psychiatry.
201310.1111/eip.12100

Auther AM, McLaughlin D, Carrién RE, Nagachandran P, Correll CU, Cornblatt BA. Prospective
study of cannabis use in adolescents at clinical high risk for psychosis: impact on conversion to
psychosis and functional outcome. Psychol Med. 2012; 42(12):2485-2497. [PubMed: 22716931]

Brunette MF, Drake RE, Xie H, McHugo GJ, Green Al. Clozapine use and relapses of substance use
disorder among patients with co-occurring schizophrenia and substance use disorders. Schizophr
Bull. 2006; 32(4):637-643. [PubMed: 16782758]

Buchan BJ, Dennis ML, Tims FM, Diamond GS. Cannabis use: consistency and validity of self-report,
on-site urine testing and laboratory testing. Addiction. 2002; 97(s1):98-108. [PubMed: 12460132]

Drake, R.; Mueser, KT.; McHuge, GJ. Clinical Rating Scales: Alcohol Use Scale (AUS), Drug Use
Scale (DUS), and Substance Abuse Treatment Scale (SATS). In: Dickey, B.; Sederer, LI., editors.
Outcomes Assessment in Clinical Practice. Williams and Wilkins; Baltimore: 1996. p. 113-116.

McRae-Clark AL, Baker NL, Moran-Santa Maria M, Brady KT. Effect of oxytocin on craving and
stress response in marijuana-dependent individuals: a pilot study. Psychopharmacology. 2013;
228(4):623-631. [PubMed: 23564179]

Schizophr Res. Author manuscript; available in PMC 2015 August 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Carol and Mittal Page 3

Mizrahi R, Kenk M, Suridjan I, Boileau I, George TP, McKenzie K, Wilson AA, Houle S, Rusjan P.
Stress-Induced Dopamine Response in Subjects at Clinical High Risk for Schizophrenia with and
Without Concurrent Cannabis Use. Neuropsychopharmacology. 201310.1038/npp.2013.347

Woods SW, Addington J, Cadenhead KS, Cannon TD, Cornblatt BA, Heinssen R, Perkins DO,
Seidman LJ, Tsuang MT, Walker EF, McGlashan TH. Validity of the prodromal risk syndrome for
first psychosis: findings from the North American Prodrome Longitudinal Study. Schizophr Bull.
2009; 35(5):894-908. [PubMed: 19386578]

Wiisthoff LE, Waal H, Ruud T, Raislien J, Grawe RW. Identifying co-occurring substance use
disorders in community mental health centres. Tailored approaches are needed. Nordic Journal of
Psychiatry. 2011; 65(1):58-64. [PubMed: 20507263]

Schizophr Res. Author manuscript; available in PMC 2015 August 01.



